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Foreword

Foreword

This timely, authoritative and comprehensive review of what research tells us about alcohol
treatment is very welcome. Alcohol misuse represents a significant burden to the NHS and
wider society.

Both The Alcohol Harm Reduction Strategy for England (2004) and the Choosing Health

White Paper (2005) identified a need for better identification and treatment of alcohol

problems. The evidence base reviewed here informed the publication of Models of Care for

Alcohol Misusers (2006), which provides clear guidance on the development of local systems

to identify and intervene with alcohol misuse problems. This review offers practitioners, as well

as commissioners and managers of services, the information they need to ensure that what
they provide reflects the best available evidence.

This review covers the published international research literature on alcohol interventions and treatment. In describing
the effectiveness of the various interventions and treatments available it will enable local services and partnerships to
assess current provision and plan future developments to meet the needs of their populations.

Our relationship with alcohol as a society is complex. A source of pleasure and enjoyment for many it is also implicated
in many of the most challenging problems we encounter. This review addresses the techniques for intervening early to
identify excessive and risky alcohol use as well as the approaches for dealing with developed problems.

UK and international research informs us that alcohol treatment can be an effective and cost effective response to
alcohol problems. While there is compelling evidence for investment in alcohol treatment, this review makes clear that it
will be essential to invest wisely in interventions of proven effectiveness.

In order to prevent harm associated with alcohol misuse and to treat people with alcohol problems effectively, local
partnerships will need to commission and deliver effective, integrated solutions. | believe this publication is a key
reference tool to facilitate the development of effective local alcohol treatment systems that can contribute to reduced
alcohol-related harm in our communities. | congratulate the authors on their achievement and have no hesitation in
commending this review to service providers, commissioners and anyone else with an interest in alcohol treatment.

Boae # Moy

Baroness Massey of Darwen

Chair, National Treatment Agency for Substance Misuse
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Ten key themes

Ten key themes

v" Drinking takes place within a social context, which has

a powerful influence on the amount and the patterns
of drinking in the community. The effectiveness of
prevention and control measures will modulate the
total number of problem drinkers

The majority of people, including dependent drinkers,
move into and out of different patterns of drinking
without recourse to professional treatment. Unassisted
or natural recovery is often mediated through self-help,
family and friends, and mutual aid groups

Help-seeking is typically a consequence of
experiencing prolonged alcohol-related problems and
stress, notably related to health, relationships and
finances, after attempts at unassisted behaviour
change have failed

Treatment effectiveness may be as much about how
treatment is delivered as it is about what is delivered.
With regard to the “what”, the research evidence
indicates that cognitive behavioural approaches to
specialist treatment offer the best chances of success

There is a choice of effective treatments to suit the
variety of potential service users:

— 7.1 million hazardous or harmful drinkers may
benefit from brief interventions given by generic
workers in almost any setting

— 1.1 million dependent drinkers may benefit from
more intensive treatment given by specialist
workers

Psychiatric co-morbidity is common among problem
drinkers — up to ten per cent for severe mental
illnesses, up to 50 per cent for personality disorders
and up to 80 per cent for neurotic disorders. It is likely
to make treatment more challenging and of longer
duration

Treatment for alcohol problems is cost-effective.
Alcohol misuse has a high impact on health and social
care systems, where major savings can be made.
Drinking also places costs on the criminal justice
system, especially with regard to public order. Overall,
for every £1 spent on treatment, £5 is saved
elsewhere

Interventions of all kinds are only effective if delivered
in accordance with their current descriptions of best
practice and carried out by a competent practitioner.
Assumptions drawn from the evidence are predicated
on the availability of trained practitioners

Stepped care is a rational approach to developing an
integrated service model that makes best use of a
finite resource. Stepped care can also be applied
within an agency. The only proviso is that the steps,
which may involve a change of practitioner, are natural
steps for service users

The evidence base for the effectiveness of alcohol
problems interventions is strong. The UK contribution
is considerable and merits further financial support to
research programmes.
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ICD-10 substance misuse codes

F10.- Mental and behavioural disorders due to use of alcohol
F11.- Mental and behavioural disorders due to use of opioids
F12.- Mental and behavioural disorders due to use of cannabinoids
F13.- Mental and behavioural disorders due to use of sedatives or hypnotics
F14.- Mental and behavioural disorders due to use of cocaine
F15.- Mental and behavioural disorders due to use of other stimulants, including caffeine
F16.- Mental and behavioural disorders due to use of hallucinogens
F17.- Mental and behavioural disorders due to use of tobacco
F18.- Mental and behavioural disorders due to use of volatile solvents
F19.- Mental and behavioural disorders due to multiple drug use and use of other psychoactive substances
Fix .0 Acute intoxication
.00 Uncomplicated
.01 With trauma or other bodily injury
.02 With other medical complications
.03 With delirium
.04 With perceptual distortions
.05 With coma
.06 With convulsions
.07 Pathological intoxication
Fix A Harmful use
Fix .2 Dependence syndrome
.20 Currently abstinent
.21 Currently abstinent, but in a protected environment
22 Currently on a clinically supervised maintenance or replacement regime (controlled dependence)
.23 Currently abstinent, but receiving treatment with aversive or blocking drugs
24 Currently using the substance (active dependence)
.25 Continuous use
.26 Episodic use (dipsomania)
Fix .3 Withdrawal state
.30 Uncomplicated
.31 With convulsions
Fix .4 Withdrawal state with delirium
.40 Without convulsions
A1 With convulsions

10
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ICD-10 substance misuse codes

Fix .5 Psychotic disorder
.50 Schizophrenia-like
.51 Predominantly delusional
.52 Predominantly hallucinatory
.53 Predominantly polymorphic
.54 Predominantly depressive symptoms
.55 Predominantly manic symptoms
.56 Mixed
Fix .6 Amnesic syndrome
Fix .7 Residual and late-onset psychotic disorder
.70 Flashbacks
.71 Personality or behaviour disorder
72 Residual affective disorder
.73 Dementia
74 Other persisting cognitive impairment
.75 Late-onset psychotic disorder
Fix .8 Other mental and behavioural disorder
Fix .9 Unspecified mental and behavioural disorder

Source: taken from ICD-10, World Health Organization, 1992
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The review process

Chapter 1

The review process

This chapter is the first of four scene-setters. We outline the background to the review and how it fits with current
alcohol policy. This chapter outlines the scope of the review and the rationale for the source material. It draws upon
international work, which is introduced here and expanded in chapter three.

1.1 Introduction

There is a considerable body of international literature
showing that treatment for alcohol problems is both
effective and cost-effective. This review is a critical
appraisal of the evidence base for the treatments
available for people with alcohol problems. The review
covers interventions ranging from simple advice and
mutual aid to intensive specialist treatment. It has been
written to inform Models of Care for Alcohol Misusers
(MoCAM), which provides a model framework and
standards for the commissioning and development of
local integrated treatment systems for alcohol misuse.
The target audiences of the review are:

e Alcohol treatment commissioners
To inform evidence-based commissioning particularly

from primary care trusts (PCTs)

Alcohol treatment providers
To inform the range of evidence-based interventions
and performance implications

Alcohol service users and carers
For information

Strategic health authorities
To inform the performance management of
substance misuse services

Other stakeholders
For information

The review is also available in a summary form — both the
summary and long forms complement and should be
read alongside MoCAM. Chapters 1-4 are scene-setters
and chapter 15 puts the treatment review in a broader
context. There are eight chapters focused on the
effectiveness of treatment per se. The content of these
chapters is a function of the evidence available to review.
This is not necessarily the same as the most frequently
used interventions and may appear to give undue weight
to some interventions simply because they have been
more extensively researched. So, different ways of looking
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at the evidence may produce apparently contradictory
conclusions — for example, if treatment A has 20 good-
quality studies showing it to be effective and treatment B
has only one such study, but showing that treatment B is
twice as effective as treatment A, then which treatment
should be given more weight? Another difficulty in
evaluating evidence is the tendency of journals not to
publish negative findings, which may give important
insights into the limitations of a particular approach. Yet
another difficulty is that there may be a formidable new
treatment that has not been evaluated and cannot,
therefore, appear in a review. All eight treatment chapters
conclude with implications, which present the consensus
view of the project group.

Readers should be aware that there will inevitably be a
subjective element to judgements arising from any
synthesis of the evidence, so we wish to draw attention
to two additional points that are crucial to the final
interpretation of the data evidenced in this review.

Firstly, treatment is often thought of as something that is
given by a practitioner to a service user — medication is
the obvious example. Psychosocial interventions can also
be thought of in a similar way; usually this perspective is
referred to as the “technological model of treatment”
(Carroll et al., 2000). However, in the case of psychosocial
interventions, how treatment is delivered assumes much
greater importance (see chapters four and 15). The
evidence base on how to deliver treatment is small,
compared to the literature on what to deliver, but it is
remarkably cohesive.

Secondly, no matter how good a clinical trial might be,
there are inevitably differences between the real world and
the trial. These differences are minimised in some
methodologies, for example in a pragmatic trial design.
Research typically answers one question; it may be a big
question, but findings still need to be interpreted into
clinical practice, in order to suit the variety of
circumstances in which treatment takes place and the



Review of the effectiveness of treatment for alcohol problems

range of service users looking for help. In the UK, service
providers have disparate roots and traditions, and include
the NHS, the independent not-for-profit and private
sectors, and self-help and mutual-aid organisations.
Some treatment packages include dealing with social
problems and others rely on working with specialists to
deliver wraparound services, such as housing and
employment.

1.2 Policy context

The publication of the Alcohol Harm Reduction Strategy
for England (Prime Minister’s Strategy Unit, 2004) gave
the National Treatment Agency for Substance Misuse
(NTA) a remit to:

e Develop a Models of Care framework for alcohol

treatment, including integrated care pathways

Develop, in collaboration with the Healthcare
Commission, standards, criteria and inspection
procedures that are consistent with other NHS
arrangements (see the MoCAM document for more
detail).

All this work builds on the Models of Care for Treatment
of Adult Drug Misusers (2002), which contains many
points and principles that apply equally to both alcohol
and other drug treatment. The review was commissioned
by the NTA in order to inform the MoCAM initiative and
builds upon an unpublished earlier review by Raistrick and
Heather in 1998. A steering group was established to
oversee the production of both the effectiveness review
and MoCAM documents.

1.3  Objectives

The objective of this review is to determine, from the
available evidence, which interventions are likely to deliver
the best outcomes for people with problems of alcohol
misuse and dependence. The most effective treatments
need to take account of different service user risk groups
and the costs of different treatment episodes or, in other
words, cost-effectiveness in the broadest sense. The
remit was to undertake a wide-ranging review, which
meant covering territory where the evidence base may be
insufficient to draw unequivocal conclusions about
effectiveness and cost-effectiveness. Nonetheless, it
offers important evidence as to the best treatment
approaches.
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The review takes the Mesa Grande project (Miller et al.,
2003) as its starting point. The Mesa Grande assesses
the cumulative evidence for the effectiveness of different
alcohol treatment modalities, based on the
methodological qualities and the findings of clinical trials
(see also chapter three). Taking only evidence from the
Mesa Grande may cause some distortion and anomalies
arising from cultural and service delivery differences
between the UK and North America, where the majority of
the Mesa Grande studies were undertaken. In addition,
the criteria set for inclusion of a treatment within the Mesa
Grande project were too restrictive for a wide-ranging
review of alcohol treatment services in the UK. This
review, therefore, draws on other important studies —
especially those undertaken recently in the UK. We did
not adopt any systematic method of selecting the
literature for two reasons — firstly, the time available to
produce the review was too short to convene and enable
an expert group to develop the necessary methodology
and secondly, recent systematic reviews in addition to the
Mesa Grande were already available, so it was
considered desirable to opt for a broader approach. The
review took advantage of three recently published
systematic reviews:

1 Slattery J, Chick J, Cochrane M, Craig J, Godfrey C,
Kohli H, Macpherson K, Parrott S, Quinn S, Single A,
Tochel C and Watson H. Prevention of Relapse in Alcohol
Dependence (2003). Health Technology Assessment
Report 3. Glasgow Health Technology Board for Scotland

2 Berglund M, Thelander S and Jonsson E (Eds).
Treating Alcohol and Drug Abuse: An Evidence-based
Review (2003). Weinheim, Wiley-VCH.

3 Shand F, Gates J, Fawcett J and Mattick R. The
Treatment of Alcohol Problems: A Review of the Evidence
(2003). Canberra: Commonwealth Department of Health
and Ageing.

These three reviews were used to cross-check the
current review, to ensure all major studies had been
identified and that the conclusions presented were
consistent as far as possible with a broader consensus.
The review adopts the same categories of strength of
evidence (see table 1a) as Lingford-Hughes et al. (2004)
which were based on Shekelle et al. (1999).
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Categories of evidence for causal relationships and treatment

IA Evidence from meta-analysis of randomised controlled trials

B Evidence from at least one randomised controlled trial

IIA-  Evidence from at least one controlled study without randomisation

[IB  Evidence from at least one other type of quasi-experimental study

MMl Evidence from non-experimental descriptive studies, such as comparative studies, correlational studies and
case controlled studies

\Y,

Evidence from expert committee reports or opinions and/or clinical experience of respected authorities.

Proposed categories of evidence for observational relationships

| Evidence from large representative population samples

Il
Il
Y

Table 1a: Categories of evidence

1.4  Terminology

1.4.1

Treatment is used in the traditional sense of some specific
agent, psychosocial or pharmacological, which is usually
delivered by a suitably qualified individual with the
intention of alleviating or resolving problems related to
alcohol misuse. Treatment is something that happens
within a context and it is important to understand that it is
one small contributor to a much wider process of change
(see chapter 15). Equally, it is important to understand
that how treatment is delivered may be as important, if
not more important, than what is delivered (see chapter
four).

Treatment and interventions

Although settings may influence treatment, or may be
designed as treatments in themselves, for example milieu
therapy, it is generally the case that the treatments
reviewed can be delivered in a variety of settings (see
chapter four). Mutual aid is included as a treatment
because it seems sensible to do so, on the grounds that
a practitioner is not always the person delivering
treatment and that many people derive great benefit from
mutual aid organisations. Intervention is used as a term
having a somewhat broader meaning than treatment, for
example, targeted screening is an intervention rather than
a treatment. Intervention includes treatment.

1.4.2 Service user

This is the term most commonly used to describe people
seeking help from any agency or professional. Other

15

Evidence from small, well-designed, but not necessarily representative samples
Evidence from non-representative surveys, case reports
Evidence from expert committee reports or opinions and/or clinical experience of respected authorities.

terms may be used when quoting directly from research.
There is no particular merit attached to this description,
compared to other terms such as patient, customer or
client.

1.4.3  Specialist

Specialist is used in the sense of a person or agency
specialising in substance misuse interventions, unless
otherwise stated. There are all manner of specialists, for
example housing workers and liver specialists, whose
specialisms are outside the substance misuse field and,
therefore, are not referred to as specialists here. There are
more specific uses of the term, which have been applied,
for example, to different types of medical staff (see the
Royal College of Psychiatry and Royal College of General
Practice websites) and different levels of competency as
demonstrated by a qualification (see DANOS and the
Royal Colleges’ websites) but these are not intended
here.

1.4.4 Diagnoses

Diagnoses are those conditions recognised in the
International Classification of Mental and Behavioural
Disorders (ICD-10) which is widely used in the UK for
statistical purposes. The ICD-10 diagnostic manual gives
helpful descriptions of substance misuse and mental
illness categories (World Health Organisation, 1992). ICD-
10 is thought to be more clinician-friendly than
alternatives such DSM-IV, which is derived from
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operationally defined research criteria. DSM-IV describes
individuals across five axes:

i Mental illness

i Personality disorder and learning disability
Medical conditions

Psychosocial and environmental problems
Global assessment of functioning.

Dependence is defined in ICD-10 as “a cluster of
physiological, behavioural and cognitive phenomena in
which the use of a substance or a class of substances
takes on a much higher priority for a given individual than
other behaviours”. The syndrome exists along a
continuum, but it has become common practice to
describe low, moderate and severe bandings. The
diagnosis of dependence can be made if three or more of
the following have been experienced or exhibited in the
previous year:

a A strong desire or sense of compulsion to take the
Substance

O

Difficulties in controlling substance use

A physiological withdrawal state

o O

Evidence of tolerance
Progressive neglect of social activities

f  Continued substance use in the face of overtly harmful
consequences.

1.4.5 Counselling and therapy

Unless qualified by an alternative description, counselling
is taken to mean client-centred or holistic therapy. Some
research refers to counselling without giving a clear
description of the intervention used and so counselling
should not be assumed to be a precise term. Similarly,
therapy is assumed to be some form of structured
intervention unless qualified by an alternative description,
but it is also an imprecise term. Counsellors are assumed
to be qualified in counselling, except where directly
reporting research studies that may not adhere to this
rule. Practitioner is used as a generic term and does not
imply any particular qualifications.

1.4.6 A rational approach to treatment delivery

Understanding which interventions are best suited to
which kinds of service user and in which settings can be
difficult, so we have used a number of tools to help. In
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the real world, people do not fit into neat categories;
nonetheless, it is useful to have a selection of models or
guides to help organise thinking about treatments as,
importantly, this is not about slavish adherence to a
flowchart or manual. The categories of alcohol misuse,
described in detail in chapter two, are intended to give an
indication of the numbers of people likely to require
different intensities and specialisations of treatment. In
other words, this is more of a useful planning tool than a
means of selecting treatment. The tiers of treatment,
described in detail in MoCAM, are intended to indicate
what kinds of services deliver the different intensities and
specialisations of treatment — again, more useful as a
commissioning tool than a means of selecting treatment.
Taken together, categories of alcohol misuse and tiers of
service providers are a rational way of creating and
estimating the required capacity of an integrated
treatment system.

At a clinical level, there is no shortage of models and
theories for making individual treatment decisions. We
have chosen to highlight two of these.

Firstly, the stepped care model, described in the next
chapter, is chosen, in part, because it fits well with the
main thrust of the Alcohol Harm Reduction Strategy for
England (Prime Minister’'s Strategy Unit, 2004). In
addition, it is about intensity of treatment and maps well
onto the tiers of provider and categories of alcohol
misuse described in chapter two. Stepped care can be
applied across agencies as well as within single providers.

Secondly, the stages of change model, which is
described below, is chosen in part because of its
popularity and in part because it resonates with the
current interest in the study of motivational treatments.
Neither model has strong supportive evidence, but both
have strong face validity as rational approaches.

1.4.7 Stages of change

A useful tool to inform the appropriate choice of treatment
is the stages of change model (Prochaska and
DiClemente, 1984). The model is primarily concerned with
motivation to change and the processes that lead to
change. The model will be useful if placing a service user
at the correct stage of change is then effective in guiding
a practitioner towards the most appropriate treatment.
There are four stages of change:

e Pre-contemplation (including relapse)
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e Contemplation (including determination)

e Action

e Maintenance.

Pre-contemplation is characterised by a motivation to
carry on drinking. People at this stage of change often
use psychological mechanisms, such as rationalisation, in
order to allow themselves to believe that drinking is not a
problem, or to minimise the problem. The hallmark feature
of the next stage, contemplation, is ambivalence or
conflict — on the one hand drinking is felt to be enjoyable,
or to have some utility, but on the other hand it is
acknowledged to be causing problems. At the next stage,
action, the conflict is removed by reaching a good-quality
decision to make changes; the decision is based upon
realistic expectations of how life will be better after
stopping drinking or moving to problem-free drinking.
Moving on from the maintenance stage of change is often
the most difficult task and this stage requires continued
vigilance in order to prevent relapse and a reinstatement
of problem drinking. The model has been criticised on the
grounds of having no sound conceptual basis, lacking
evidence on the inevitability of progression through the
stages and because of resistance to categorical
measurement (Davidson, 1992). In contrast to this view,
two versions of a Readiness to Change Questionnaire
have been developed, one for the non-treatment-seeking
population (Rollnick et al., 1992) and another for the
treatment-seeking population (Heather et al., 1999), which
can assist in assigning service users to the appropriate
stage of change (Heather et al., 1993) and both are
widely used. Readiness to change, measured by a
different instrument, was one of the strongest predictors
of outcomes in Project MATCH (Babor and Del Boca,
20083).

1.5 Chapter structure

The first three chapters are concerned with setting the
scene for the rest of the review. In particular, chapters two
and three look at the whole range of drinkers and, in
general terms, what kind of interventions are appropriate
for different people. The Mesa Grande is an important
plank of this review and is described in some detail in
chapter three, along with recent studies that have already
had, or are likely in the future to have, a high impact on
practice. Chapter four is of particular importance in
bringing together issues of the “how” rather than “what”
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of treatment; it covers the therapists who deliver
treatment, the settings in which treatment may be given,
and some sub-groups of help-seekers. All of these
factors have an important influence on treatment
outcomes. Chapters five and six are concerned with
screening, assessment and measuring treatment
effectiveness.

Chapters 7-10 discuss the most widely used treatments
available in the UK and can be considered the core of
treatment. These chapters are structured by intensity and
focus of the treatment. Pharmacotherapies, including
detoxification, are not usually treatments on their own and
are discussed in chapter 11 as enhancements to
psychosocial treatment. Whether the mutual-aid
movement should be considered as a treatment is
debatable, but the contribution of mutual aid is immense
and no review would be complete without a discussion of
the subject and it is covered in chapter 12. Co-morbidity
is taken in chapter 13 and is now itself the subject of a
separate policy driver (Department of Health, 2002).

Chapter 14, on cost-effectiveness, stands alone as
having particular importance in shaping policy and, more
directly, commissioning decisions at the local level. The
final chapter, the treatment journey context, may be of
less concern to provider agencies and of greater concern
to researchers and commissioners. However, all agencies
and authorities need to collaborate on working to improve
alcohol treatment and this chapter is intended to be a
means of helping to inform the contribution of all the
different sectors in tackling alcohol problems in the UK.

1.6 Summary

This review was written to support the implementation of
the National Alcohol Harm Reduction Strategy and
specifically to complement MoCAM. In order to avoid
subjectivity, the review process took the cumulative
evidence gathered by the Mesa Grande project as its
starting point. We then sifted evidence of particular
interest to the UK and finally cross-checked against three
recent systematic reviews.
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Chapter 2

Broadening the base of treatment and interventions

The previous chapter defined the process and intended scope of this review. In this chapter, we set out an overall
perspective on treatment and interventions to reduce alcohol-related harm and consider ways in which the base of
treatment for alcohol problems needs to be broadened from the traditional, exclusive focus on “alcoholics”.

2.1 Introduction

The new policy drive from the Alcohol Harm Reduction
Strategy for England (Prime Minister’s Strategy Unit, 2004)
provides the most recent demonstration of the need to
broaden the base of treatment and interventions for
alcohol misuse (Institute of Medicine, 1990). This
widening of the response to alcohol-related harm
embraces the large group of drinkers whose problems
are less serious than those with severe dependence on
alcohol (traditionally termed alcoholics); it includes
“hazardous” drinkers, showing no obvious alcohol-related
problems but who are merely at risk of developing
problems (Edwards, Arif and Hodgson, 1981) and
“harmful” drinkers, who are already experiencing
problems but who may not show a significant level of
alcohol dependence. Most of these new targets of
interventions will not be people who have sought help for
an alcohol problem, so must therefore be identified in
community settings and advised and helped to reduce
their alcohol consumption or abstain.

The main advantages of this broadened approach are:

e Intervening early before excessive drinking has
produced a level of alcohol dependence that makes
treatment difficult. Though many alcohol misusers
recover without expert help and others move into and
out of alcohol problems during their lives (Fillmore,
1988; see also chapter 15), sufficient numbers do
progress to severe dependence to make early

intervention advisable

Preventing medical, psychological and social damage
among those who will not necessarily go on to
develop severe dependence but who are, by
definition, at higher risk of harm through the level or
pattern of their drinking

Reducing the current level of harm from problems
such as road traffic and other accidents, violence and
public disorder, and loss of industrial productivity. The
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major contribution to the total cost to society in these
areas comes more from the large number of drinkers
with less frequent and chronic problems than from
the much smaller number of severely dependent
drinkers (Kreitman, 1986)

Identifying alcohol misusers with advanced problems
who are not in treatment and persuading them to
accept referral to treatment that may be of benefit to
them.

These aims are clearly consistent with a public health
approach to alcohol-related harm and with other
measures designed to reduce the harmful effects of
alcohol in society (Edwards et al., 1994; Babor et al.,
2003a) but they are also in the best interests of the
individual alcohol misuser.

It is essential that treatment services for severely
dependent drinkers continue to be made available and,
indeed, improved in range and quality. What is being
recommended is not a change of direction for alcohol
treatment services but an extension of them. There is
good evidence that any increased expenditure of
resources involved in such an extension of services will be
cost-beneficial to society in the long run (see chapter 14).

2.2 Categories of alcohol misuse

Services are expected to provide interventions for the full
range of alcohol-related risk and harm. Three categories
of alcohol misuse with different kinds of service needs are
outlined below. These are based on the categories
described in the Alcohol Needs Assessment Research
Project (Drummond et al., 2005) which are based in turn
on the WHO ICD-10 categorisation of alcohol use
disorders (WHO, 1993).

It is important to note that these categories do not
describe qualitatively different types of people but rather
different types of misuse based on convenient cut-points
along the continua of alcohol consumption, problems and
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dependence; they are not boxes in which people should
be permanently placed but rough indications of current
drinking patterns that individuals may move into and out
of over time. Also, while it is recognised that levels of
alcohol consumption, problems and dependence are
imperfectly correlated with each other, these categories
are intended to be pragmatically useful and to reflect the
real world of service provision. In broad brush terms,
different interventions are appropriate for each category of
misuse (see figure 2a).

2.2.1  Hazardous drinking

Hazardous drinking was described in an influential WHO
report (Edwards, Arif and Hodgson, 1981) and is also
termed “risky drinking”. Edwards, Arif and Hodgson
(1982) defined hazardous use of a psychoactive
substance as: “Use of a drug that will probably lead to
harmful consequences for the user — either to dysfunction
or to harm. The concept is similar to the idea of risky
behaviour. For instance, smoking 20 cigarettes a day may
not be accompanied by any present or actual harm but
we know it is hazardous” (p7).

Hazardous use of a substance is also included in the
World Health Organisation’s Lexicon of Alcohol and Drug
Terms (WHO, 1994), where it is defined as follows:

“A pattern of substance use that increases the risk
of harmful consequences for the user. Some would
limit the consequences to physical and mental
health (as in harmful use); some would also include
social consequences. In contrast to harmful use,
hazardous use refers to patterns of use that are of
public health significance despite the absence of
any current disorder in the individual user. The term
is used currently by WHO but is not a diagnostic
term in ICD-10.”

This category applies to anyone drinking over
recommended limits (21 units a week for men or 14 units
a week for women; Royal Colleges, 1995) but without
alcohol-related problems. People drinking in excess of
eight units a day in men and six units a day in women
(“binge drinking”) are also at increased risk of harm even
although some may not exceed the “safe” weekly level.
People drinking hazardously will not usually be seeking
treatment for an alcohol problem, although some may
realise their drinking is putting them at risk. While most
will show some evidence of alcohol dependence — even if
it is only an increased importance of drinking in the
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lifestyle — the level of dependence will be mild as
measured by standard instruments; if dependence is
moderate or severe, drinking is classified as “dependent”.
Hazardous drinking is generally detected in primary
healthcare but can also be picked up in many general
hospital settings.

2.2.2  Harmful drinking

Harmful drinking was also recognised in the WHO report
(Edwards, Arif and Hodgson, 1981; 1982). Harmful use of
a psychoactive substance is defined in ICD-10 as: “A
pattern of use which is already causing damage to health.
The damage may be physical or mental” (WHO, 1993).
ICD-10 guidelines go on to state that harmful use should
be excluded in the presence of a dependence syndrome.
In this review, however, it is assumed that individuals
drinking harmfully are likely to have a mild degree of
dependence on alcohol, but that only moderate or severe
dependence should be seen as dependent drinking per
se.

The harmful drinking category applies to people drinking
over medically recommended levels, probably at
somewhat higher levels than in hazardous drinking.
However, unlike hazardous drinkers, they will show clear
evidence of alcohol-related problems but often without
this having resulted in their seeking treatment.

The problems detected at this stage may be acute, such
as an alcohol-related accident, acute pancreatitis or acute
alcohol poisoning. Problems may also be of a chronic
nature — for example, hypertension, cirrhosis and alcohol-
related brain damage. The primary care team usually
deals with these problems but they will generally also
form part of the burden on the general hospital, criminal
justice and social services.

2.2.3  Dependent drinking

This category refers to drinking associated with an
established moderate or severe level of dependence on
alcohol. People who experience dependence have usually
also experienced alcohol-related problems. They typically
present to specialised statutory or non-statutory
substance misuse services for help with the dependence
itself or because of the associated health, interpersonal
and social problems their dependence has caused. This
group will probably be frequent attendees at general
hospital services. These visits can be due to alcohol-
related acute and chronic conditions and, in emergency
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None Alcohol problems

Hazardous drinking

\Harmful drinking
\ Moderately dependent
drinking

Severely dependent
drinking

More intensive
specialist treatment

\

Less-intensive treatment in

_______________________ P
Extended brief interventions in generalist settings
P e eemE s e e e e e esssss— s e e ————— >
Simple brief interventions in generalist settings
P = = e e e e e e e e e e >
Public health programmes - primary prevention
P = = e e e e e e e e e e e e e e e e e e e e e - >

Figure 2a: A spectrum of responses to alcohol problems

Adapted from figure 9.1 in the Institute of Medicine [1990] report, p212. The triangle shown in figure 2a represents the
population of England, with the spectrum of alcohol problems experienced by the population shown along the upper
side of the figure. Responses to these problems are shown along the lower side. The dotted lines in figure 2a suggest
that primary prevention, simple brief intervention, extended brief intervention and less-intensive treatment may have
effects beyond their main target area. Although the figure is not drawn to scale, the prevalence in the population of
each of the categories of alcohol problem is approximated by the area of the triangle occupied; most people have no
alcohol problems, a very large number show risky consumption but no current problems, many have risky consumption
and less serious alcohol problems, some have moderate dependence and problems and a few have severe
dependence or complicated alcohol problems.

services, acute alcohol withdrawal with its range of 2.2.3.1 Moderately dependent drinking
complications including delirium tremens and alcohol
withdrawal seizures at the extreme end of the spectrum.
Such individuals will normally require a medically assisted
detoxification, with the level of need being related to the
severity of the alcohol dependence.

This sub-category applies to the majority of individuals
who recognise that they have a problem with drinking,
even if this recognition has only come about reluctantly
through pressure from healthcare professionals, family
members, employers or others. Levels of dependence are
As in the Alcohol Needs Assessment Research Project not severe and individuals have probably not reached the
(Drummond et al., 2005), dependent drinking will be stage of relief drinking, that is, drinking to abolish or avoid
divided here into two sub-categories reflecting moderate withdrawal symptoms. However, drinkers fitting into this
and severe dependence. This is intended to assist service  sub-category may experience a raised level of tolerance,
planning since these sub-categories may require quite symptoms of alcohol withdrawal and impaired control
different treatment options. over drinking. In the Alcohol Needs Assessment Research
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Project they are defined as scoring 15-29 on the Severity
of Alcohol Dependence Questionnaire (SADQ) (Stockwell
et al., 1979). This sub-category includes a wide range of
seriousness and kinds of problem. In older terminology,
individuals in this category would probably not have been
described as chronic alcoholics.

2.2.3.2 Severely dependent drinking

This sub-category refers to the drinking of those with
severe dependence and typically serious alcohol-related
problems, and is the sub-category that would, in older
language, have been described as applying to chronic
alcoholics. Many fitting into this sub-category will have
serious and longstanding problems, will typically have
experienced severe alcohol withdrawal and high
tolerance, and may have experienced withdrawal fits or
delirium tremens; they may have formed the habit of
drinking to counter or avoid incipient withdrawal
symptoms. In the Alcohol Needs Assessment Research
Project they are defined as scoring 30 or more on the
SADQ. Many will have had several previous episodes of
treatment, sometimes a large number.

2.2.4  Drinkers with complicated needs

In addition to the categories above, there are groups of
drinkers that may need special arrangements for
treatment because of complicated needs. They include:

e Those who have a co-morbid psychiatric disorder
requiring more intensive support or liaison with a
wider range of services such as general psychiatry
(see chapter 13)

e Polysubstance misusers who can present challenges
in treatment due to commissioning and provision of
services for either drug or alcohol misusers. People

misusing drugs and alcohol may have different needs

from those misusing alcohol alone and