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The Substance Abuse Treatment
i System: Finding Good Care




+

What do we need to
know to Improve care?



i Clinician Questions |

Should we admit people who are still drinking
and using?

Should they see a psychiatrist while they are
still drinking/using?

Should we discharge them if they don't
comply with our exacting program
requirements?

Should we discharge them if they drink/use?



i Clinician Questions 11

® Should we require them to attend 12-
step programs?

® Do recovering counselors do
petter/worse than others?

® Do harm reduction goals produce
greater public health and safety
benefits than abstinence goals?




Why Use Evidence-Based
i Principles and Practices ?

® To go beyond our preferences and
biases

® To improve the effectiveness of what
we do: what works best, for whom

m Because funders will increasingly insist
on optimum utilization of inadequate
resources



¥

How can research
help answer these
Kinds of questions?



i Important Distinctions

® Evidence-based principles and
practices guide system development
= Example: care that is appropriately

comprehensive and continuous over time
will produce better outcomes

® Evidence-based treatment
Interventions are important elements
In the overall picture. They are not a
substitute for overall adequate care.



Evidence Based Treatment Interventions

i Evidence Based Principles & Practices vs

® Principles and practices are derived
from different types of research.

® Rigor often trumps relevance in

determining what type of research is
valued.

® Policy makers must be educated on
these Issues.



i Fvidence-Based Principles

Retention improves outcomes; we need to engage
people not discharge them prematurely.

® Addicts/alcoholics are a heterogeneous population,
not a particular personality type.

= Addiction behaves like other chronic disorders

® Problem-service matching strategies improve
outcomes. (Other matching strategies disappointing.)

® Pts in methadone maintenance show a higher
reduction in morbidity and mortality and
Improvement in psychosocial indicators than heroin
users outside treatment or not on MAT.



Policies and Practices Not

i Supported by Research

Requiring abstinence as a condition of access
to substance abuse or mental health
treatment

Denying access to AOD treatment programs
for people on prescribed medications

Arbitrary prohibitions against the use of
certain prescribed medications

Discharging clients for alcohol/drug use



Evidence-Based Practices:
i Key Issues in the Debate




i Efficacy Studies

Specific psychosocial interventions are
usually investigated in random
assignment studies using manualized
treatments in carefully controlled trials.
Samples and settings are homogeneous
and treatment Is standardized. Specific
procedures assure fidelity to the model.



Random Assignment
i Controlled Trials (RCT'’s)

Gold standard for pharmacological and many
psychosocial interventions

Examples with strong efficacy:

= Cognitive behavioral therapy

= Motivational enhancement therapy
= Behavioral marital therapy

= Community reinforcement approach
N

N

Relapse prevention

Social skills training
(see Miller et al, 2005)



g Are RCT’s Over-rated?




Mark Willenbring MD
(ASAM 2006)



i Issues with RCT’s

® |s the research question an appropriate
guestion?
= Example: CBT A compared with CBT B, vs
CBT A compared with TAU
= Are the treatment effects modest or
robust?

= \What iIs the cost to achieve and
maintain the intervention? Are the
results worth 1t?



Important to Extend the
i Evidence Hierarchy

®m RCT designs have limitations and are
not always best for investigating key
aspects of behavior change process:

= What influences people to seek and
engage In treatment?

= How do these self-selection processes and
contextual influences contribute to the
change process?

(Tucker & Roth, Addiction, 2006)



i Fvidentiary Pluralism, cont.

RCT's commonly use restricted,
unrepresentative samples

Alternative methods: multivariate,
longitudinal, and observational studies

Investigate pathways and mechanisms of
change, with or without treatment

Public health perspective: a modestly
efficacious treatment that is adopted and
diffused easily can have much greater impact
at the population level

(Tucker & Roth, Addiction, 2006)



IMPLEMENTATION

!'_ ISSUES




i Barrier: Resource Allocation

99% = Investment In Intervention
Research to develop solutions ($95
billion/yr)

1% = Investment In Implementation

Research to make effective use of

those solutions (Up from V4% in
1977) ($1.8 Trillion/yr on service)

Dean Fixsen, 2006




¥

Can we assume that
Interventions with
documented efficacy will be
effective in the community |If
we only implement them

correctly?



Rethinking the Efficacy-to-
i Effectiveness Transition

= Assumption that effectiveness research
naturally flows from efficacy research is
faulty.

= The tight controls of efficacy studies limit
their generalizability.

® Focus more on intervention reach, adoption,
Implementation, and maintenance.

= Published studies should include more info on
external validity.
(Glasgow et al, AJPH, 2003)



i Important Questions to Ask

What are the characteristics of interventions

1.

2.

that can:

Reach large numbers of people, especially
those who can most benefit

Be broadly adopted by different settings

Be consistently implemented by different
staff with moderate training and expertise

Produce replicable and long lasting effects
(with minimal negative impact) at
reasonable costs.

(Glasgow et al, AJPH, 2003)



RE-AIM

The translatability and public health impact of
Interventions is best evaluated by examining all five
of the following dimensions:

Reach into the target population
Efficacy or effectiveness
Adoption by target settings or institutions

Implementation—consistency of delivery of
Intervention

= Maintenance of intervention effects in individuals and
populations over time.

(www.re-aim.org)



i Considerations

® \What is to be gained?

® Does the organizational culture support
adoption?

® |s training avallable?
® |s clinical supervision available?




Ineffective Implementation
i Strategies

“...experimental studies indicate that
dissemination of information does not
result in positive implementation
outcomes (changes In practitioner
behavior) or intervention outcomes
(benefits to consumers)”

(Fixsen et al, 2005)



i Key Ingredients

® Presenting information; instructions
® Demonstrations (live or taped)

® Practice key skills; behavior rehearsal
® Feedback on Practice

® Other reinforcing strategies; peer and
organizational support

(Fixsen et al, 2005)



i Coaching

Training and coaching are a continuous set of
operations designed to produce changes

= Newly-learned behavior is crude compared to
performance by a master practitioner

= Such behavior is fragile and needs to be
supported in the face of reactions of others

® Such behavior is incomplete and will need to
be shaped to be most functional In the
service setting.

(Fixsen et al, 2005)



DISSEMINATION
MECHANISMS




i NIDA'’s Clinical Trials Network

= Mission: to improve the quality of drug abuse
treatment using science as the vehicle

® 17 regional centers; over 100 treatment
programs throughout the US

= Conduct multi-site trials to determine
effectiveness in broad range of settings and
populations

® Ensure transfer of research results



National Drug Abuse Treatment
Clinical Trials Network (CTN)

+ Regional Research and Training Center (RRTC)

D State with Community Treatment Program {CTP)



CTN: Influence on
i Disseminating EBT’s

m # trials completed

B # trials Iin process

= # published papers

= # papers accepted for publication

® Avallability of manuals and other
materials



Addiction Technology Transfer
i Centers (CSAT)

The ATTC Network focuses on six areas of
emphasis for improving addiction treatment:

Enhancing cultural appropriateness
Developing and disseminating tools
Building a better workforce

Advancing knowledge adoption
Ongoing assessment and improvement
Forging partnerships

(www.nattc.org)



Addiction Technology Transfer
ﬁ Centers (ATTC's)




What i1s NREPP?

= National Registry of Effective Programs and
Practices

= formerly the National Registry of Effective
Prevention Programs

= Part of science-to-service initiative

® Began in 1998 within SAMHSA’s CSAP as a
voluntary system for identifying &
promoting interventions that are:

= Well implemented
= Thoroughly evaluated
= Produce consistent positive and replicable results

= Able to assist in dissemination and training
efforts



“Branding” NREPP

= NREPP becomes a signature SAMHSA
activity/product

® SAMHSA becomes widely known as the

place to:
= |dentify effective, evidence-based programs and
practices — including successful coalition efforts

= Receive — or be linked with - “Iimplementation
assistance” to implement a model program/practice

= Seek — or be linked with - “development
assistance” to build a program or practice
evidence-base



i Evolution of NREPP

® NREPP was expanded to include treatment (c. 2002)

m Well-respected, evidence-based treatment providers
did not pass muster

® Federal Register notice inviting public comment on
plans for expansion and use (August 26, 2005)

® Changes announced, based on public comments
(March 14, 2006)

® Federal Register on SAMHSA's priorities for 2007
(June 30, 2006)



Concerns Expressed During
i Public Comment Period - |

= NREPP as proposed was an attempt to shape
policy based on incomplete science, imposed
on an inadequate infrastructure

= Treatment providers need to be at the table
when decisions are made about the criteria
and process for evaluating programs.
Participating in stakeholder meetings Is not
enough.

= Beware the premise that treatment will
improve if confined to interventions for which
a certain type of evidence is available.




Concerns Expressed During
i Public Comment Period - 11

® Evidence-based practices are important
contributions to treatment but must be
recognized as part of a larger scenario.

= Treatment is a multi-faceted process that
Includes a number of interventions, many of
which are individualized.

m Effectiveness studies are absent or
Inadequate for interventions supported by
efficacy trials.




Minimum Review
Requirements (June 30, 2006)

= The Intervention demonstrates one or more positive
changes (outcomes) in mental health and/or
substance use behavior among individuals,
communities or populations.

® Intervention results have been published in a peer-
reviewed publication or documented in a
comprehensive evaluation report

= Documentation (e.g., manuals, process guides, tools,
training materials) of the intervention and its proper
Implementation is available to the public to facilitate
dissemination

(Federal Register/Vol 71, No. 126/Friday, June 30, 2006/Notices)



i Perils

= Funders adopting a “pick from this list”
approach

= Policy makers misinterpreting research
findings; drawing inappropriate conclusions

= Example: buprenorphine (“transfer methadone pts
to BPN and taper them off”)

= Example: Feillin NEJM study 2006

= |mpostors
= Distinguishing evidence from marketing

= Presenting multiple anecdotes with no comparison
or control groups as “proof”



i Challenges & Perils I

Inadequate effectiveness studies

How to make cultural adaptations and
maintain the treatment effects?

What is the tradeoff between fidelity and the
need to adapt interventions for specific
populations?

Achieving fidelity takes labor intensive

supervision, and most states don’t fund
supervision. Cheers for Florida.




Challenges & Perils 11

® \What about the huge gaps In the
research literature (s.g., group
Interventions, therapist variables)?

® The existing infrastructure cannot
handle the expectation for data
collection. No mention of funding for
this at the program level.

® High training fees for “proven” practices



i OTHER CONCERNS

® Journals
= Bias
= Unqualified or careless reviewers

® Cochrane Report

= Seen as gold standard, but only addresses
certain types of studies

= Capable of carelessness




!'_ Download Slides from:

www.ebcrp.org
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