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ABSTRACT

Twenty three countries from around the world took part in this survey. The
countries differ in very many respects. They differ profoundly in their
sociocultural backgrounds, as well as in their economic wealth, their health
¢are and other social resources, and they differ in the prevalence of, and the
type of drug problems and alcohol problems. In view of the many differences
between the countries it is not entirely surprising that the survey revealed
many differences between the types of treatment responses that have been
mounted to deal with their national drug and alcohol problems. However, the
survey also revealed many common themes and similarities in the nature of
the treatment responses.
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INTRODUCTION

A map is a systematic representation of the nature and distribution of phenomena. Maps provide an
efficient and valuable means of communicating certain types of information and the process of mapping
is a part of the story of discovery, exploration and accumulation of knowledge. Maps record information
in succinct form; they communicate information; they are an aid to analysis; they stimulate ideas and aid
in the formulation of working hypotheses. This project describes the mapping of services for the treatment
of drug and alcohol problems in 23 countries.

In different degrees and in different respects all countries are confronted by the multiple problems
associated with the use and misuse of drugs and alcohol. Where established national monitoring systemas
exist, the type and extent of the problems confronting each country are sometimes understood in
considerable detail. Sometimes the national problems are understood only in broad terms. However, it
is clear that drug and alcohol problems represent a serious threat to the social, economic and, sometimes,
political well-being of member states,

All countries in the world have the responsibility for providing health care to their population. Whatever
the availability or lack of resources, some effort will be made to develop health care services. People with
problems associated with their use of drugs or alcohol receive care in a wide range of health care, social
services, mental health organisations and other services which specialise in treating substance abuse
problems. Treatment is provided by personnel from a variety of backgrounds.

The problems raised by drug and alcohol abuse, however, differ (or are perceived to differ) in several
respects from other types of health problems. Such problems are sometimes worrying and unfamiliar to
the health care personnel who are confronted by them. They may be it doubt whether the drug taker or
drinker is truly "a suitable case for treatment". Is he or she really a deserving patient' or can their
problem be seen as social deviance or as a self-inflicted injury? Can care be integrated with existing
services or are special facilities needed? Can anyone with helping skills work with a drug taker or are
highly specialised personnel required? Do substance abuse treatments actually work? The difficulties of
resolving such issues tends to be complicated by the fact that in many countries, the treatment of drug
takers is a comparatively recent development in many countries; their treatment needs may not have been
clearly identified and services and responses have not yet been fully established.

WHO regards treatment as an essential part of an integrated national response to drug and alcohol problems
(Gossop and Grant, 1990), Compassion demands that people who have such problems should be helped.
Socicty expects such help to be provided, and many countries are facing increasingly urgent demands for
assistance from the families of users. Even if the demands of compassion were resisted and a deaf ear
turned to public expectations, the problem could not really be ignored. Drug and alcohol users would stil
seek help, and would inevitably turn to health services, not necessarily of the right kind. In this area, an
unplanned treatment response is likely to be a frustrated and expensive one. Untreated individuals with
drug and alcohol problems are also likely to clog up the courts and penal system if they are routed only
in that direction. No really satisfactory studies of the cost-effectiveness of treatment have been carried
out, but there can be no doubt that untreated drug and alcohol problems are costly in many ways; apart
from the personal and family suffering involved, they are costly in terms of continued demands on medical
services, welfare benefits and lost productivity, and perhaps of continued criminal activity. The case for
taking action to trcat those with drug problems is thus a strong one, supported by many interfocking
considerations.

The link between national health problems and national responses is seldom straightforward. Some
countrics have been aware of these problems for many years and have comparatively well developed

'In this report the terms ‘patient’ and 'client’ are both used to refer to recipients of treatment. The term
‘patient’ is usually preferred where treatment occurs in a hospital or other medical institution.
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systems for responding to them. Other countries have only recently begun to establish services for the
treatment of drug and alcohol problems. In some countries, monitoring systems exist which provide good
quality information about the extent and severity of various problems and this has enabled scrvices to be
set up to deal with them. In many countries there are no such monitoring systems and information about
drug and alcohol abuse problems is comparatively poor. As a result it has been difficuit to link service
development to logal problems,

In addition, it is clear that some countrics have not been able or willing to mount an appropriate trcatment
response (o national drug and aleohol problems, even when presented with good evidence about the
seriousness of these problems. There have been many reasons for this. Sometimes these reasons have
been economic: drug and alcohol problems have not been given sufficient priority within national health
and social welfarc spending programmes. Sometimes the reasons for neglecting these problems have
reflected the lack of understanding and sympathy as well as the socially stigmatised role that attaches to
stereotyped views of "addicts" and "alcoholics”.

All countries must, therefore, consider the nature of the preventive and treatment responses that they
consider to be appropriate to deal with these problems. Among the factors which may have an important
effect upon national responses, it might be expected that the extent and severity of drug and/or alcohol
problems will be one of the first that is taken into account. However, it has proved to be extremely
difficult to obtain reliable and valid estimates of such problems. The reasons for this have included
problems of cstablishing agreed definitions of such problems as well as difficulties in obtaining
tepresentative samples of groups which may be hidden because of the social stigmatisation or illegal status
of their behaviour.

There are many other factors which can be expected to influence the nature of any country’s ability to
respond to drug and alcohol problems. These will certainly include the financial and human resources to
which a country has access. Other factors which will have a powerful impact upon a country’s ability to
deal with the drug and alcohol problems of its citizens will include the existing state of health care and
social resources and facilitics.

The establishment and development of drug and alcohol treatment services has occurred in many different
ways in different coontries. There is, however, with a small number of notable exceptions, a broad
consensus that "treatment” is a desirable and appropriate national response to drug and alcohol problems.
It is surprising, therefore, to find that there is little agreement about precisely what constitutes "treatment”
for such problems. No straightforward or widely accepted definition of "treatment” is available. Even at
a purely descriptive level, comparatively little is known about the content and structure of treatment
services. This is true at the local, national, and, especially at the international level.

Even within treatment centres, specific treatment interventions are often surrounded by a mist of vagueness.
This issue has been raised, for instance, in the case of methadone maintenance trcatments which have
recently taken on an increased importance in their role as HIV prevention and harm reduction interventtons.
In an important study of six methadone programmes in the United States, Ball and Ross (1991) noted that
there is a pervasive lack of knowledge about how treatment is actually carried out in methadone
maintenance programmes. Their study provided valuable information about how the effectiveness of these
programmes was linked to the setting in which treatment occurred and to the types of staff and types of
tnterventions which were actually provided during treatment.

In an earlier study WHO has examined the sociocultural aspects of drug taking in a range of diffcrent
countries and presented a set of guidelines for the formulation of policy and the planning of programmecs
(Edwards and Arif, 1980). WHO also shares the current concem to identify and describe treatment
components within specific programmes. For many years WHO has becn concerned with substitution drug
treatments (WHO/MNH/DAT/89.1, 89.2) and in a recent WHO study Gossop and Grant (1991)
investigated the content and structure of methadone programmes in six countrics. This study noted that
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there are marked differences between countries in such important aspects as the preparation and dose of
methadone prescribed, the type of dispensing system, treatment entry criteria, and frequency and duration
of treatment. Such factors could well be expected to influence treatment effectiveness (Ball and Ross,
1991). These studies have provided useful information about the precise manner in which methadone
maintenance treatments are delivered. Many other drug and alcohol treatments remain less well
understood.

The treatments that are actually offered to people with drug and alcohol problems include an almost
unimaginably diverse range of different sorts of intervention. Among the various interventions that have
been used are medical detoxification, supportive counselling, brief interventions, videotaped self-
confrontation, motivational interviewing, hypnosis, cognitive therapies, behavioural counterconditioning
treatments, relaxation therapy, prescriptions for psychotropic drugs such as benzodiazepine tranquilliser,
drug-free rehabilitation houses, family counselling, needle and syringe exchange schemes, Alcoholics
Anonymous and Narcotics Anonymous, and substitution drug maintenance. This list is far from exhaustive
and other treatment modalities have been described elsewhere (WHO/PSA/93.10).

There 15 also considerable variation in the settings in which people with drug or alcohol problems receive
care. These include general hospitals, psychiatric hospitals, primary health care, social services,
educational settings, rehabilitation services and halfway houses, prisons and other correctional settings.
May different organisations and different types of staff are involved in the delivery of such care. Are all
of these interventions to be seen as "treatment"? Clearly they invoive the application of quite different
procedures by different sorts of staff in different settings to achieve different goals with different client
groups. One review of treatments aimed at alcohol problems found that there were reports about more than
twenty different procedures aimed just at this area of problems (Miller and Hester, 1986). It is likely that
as many more treatments may be used for the treatment of drug problems.

In the consideration of these diverse interventions, it is often difficult to support the notional distinction
between prevention and treatment. With the advent of HIV, many drug treatment programmes have also
begun to offer various interventions which can be clearly recognised as forms of prevention. As a result,
this supposed distinction between prevention and treatment often breaks down, as in the case of methadone
mainterrance treatment which may be given to severely dependent heroin addicts, by services staffed by
physicians, and in hospital settings, but with the intention of preventing HIV infection and other risk
behaviours. Conversely, some services which offer education (possibly in the form of leaflets or printed
materials), brief interventions, or shori-term counselling, and which have often been seen as forms of
"prevention” may equally, and with considerable justification be seen as providing "treatment" (IOM,
1990).

However, if the specific components of treatment interventions are not fully understood at the programme
level, there is an even greater lack of understanding about how different national treatment responses can
be compared. WHOQ naturally has an interest in contributing to the understanding of treatment responses
at the national and international level. The present study looks at the characteristics of the health care
responses that are avatlable to respond to drug and alcohol problems in 23 countries. Some of the factors
that have been identified as underlying substance abuse treatment include availability, treatment sefting,
provider, content, goal, duration, intensity and cost (IOM, 1990; WHO/PSA/93.10). The present study has
been designed to investigate the characteristics of national treatment services in 23 countries around the
world.

THE TREATMENT MAPPING QUESTIONNAIRE

As a result of WHO meetings held in Moscow (May 1991} and St.Peterinsel, Switzerland (October 1991)
together with other associated WHO activities, a guestionnaire was devised. This Treatment Mapping
Questionnaire was designed to be completed by a national key informant, and contained 73 questions,
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many of which required multiple answers. The questionnaire was structured in a 2 x 2 format. Section 1
covered alcohol treatment services and section 2 covered drug treatment. Sections 1 and 2 were each
subdivided in sections (a) and (b) requesting information on treatment setting - (a} residential (including
hospital inpatient)’ treatment, and (b) non-residential treatment. Within all four subsections, questions
were included on the following issues: scale of the national problem, number and size of treatment
services, supply and demand for treatment, utilisation of services, location, treatment costs, types of staff,
staff training, duration of treatment, inclusion of individual counselling or group therapy, and group size:
in addition, questions were included on the extent to which drug and aleohol services were run in
conjunction with one another and with other general health care services.

It was acknowledged that the full complexity of national responses could not be investigated within such
an international comparative survey. For this reason, the investigation of specific maodalities, and, in
particular, questions of detailed treatment content were deliberately left outside the structured framework
of the survey, However, the Treatment Mapping Questionnaire was designed, and key informants were
encouraged to provide additional information about national treatments on each question in their own
words, This information was used to augment the information obtained from the structured responses in
reporting the data.

Key informants were identified by WHO. These were individuals who were actively involved and knowl-
edgeable about treatment responses m their own country. In some cases, the names of these individuals
were provided by WHO regional offices; in other cases individuals were contacted by PSA/ Geneva. In
all cases, a basic requirement was that the key informant be able to provide a rapid response to the survey.
The Treatment Mapping Questionnaire was sent to a key mformant in each of the 23 countries during
Septernber and October 1992 and completed questionnaires were returned by January 1993,

Responses to the Treatment Mapping Questionnaire and additional information submitted by key informants
is presented in descriptive and summary form in the following sections of this report.  Where data are
presented in the form of figures the results are generally shown in terms of the number of countrics which
indicated that certain treatment responses or treatment factors were "usually" or "always" present in
national services: this appears as the vertical or Y axis of the figures. In general data are not presented
as arithmetical means since there was considerable variation in responses to certain items, and mcans
would, therefore, have created misleading impressions of national responses (e.g. where the capacity of
national services was either very small or very large the mean would have created a misleading impression
of moderate size scrvices). The single exception to this is the presentation of data for the degree of
training received by different staff groups.

THE 23 COUNTRIES

The 23 countries which took part in this study are shown in Table 1. These were chosen to meet several
criteria. The sample was constructed in order to contain:

- countries from each of the WHO regions (Africa, the Americas, the Eastern Mediterranean,
Europe, South-East Asia, the Western Pacific);
- countries which had extensive drug and alcohol problems as well as those with smaller problems;

- countries with developed national treatment services as well as those with less well developed
responses.

‘In some previous reports, a distinction has been drawn between residential (for example, therapeutic
communities) and inpatient (hospital) settings, This distinction is not made in this report. Instead, a broader
distinction is made between treamments provided in the community and treatments which require the person
to be admitted to some sort of institution (both residential and hospital inpatient settings).
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Table 1: General Characteristics of Countries in the Survey

Population GNP Urban Population
{millions) per capita . population per doctor
in US§ in % 1

Bahamas 0.3 11,370 59 T 1,150
Canada 27.75 19,020 | 76 510
Chile 13.8 1,770 86 1,230
Colombia 33.9 1,190 ‘ 70 1,190
Congo - 2.3 930 42 8,138
Egypt 56.0 630 49 786
Finland j.0 22,060 68 443
Ghana 16.0 380 33 14,894
Hungary 10.5 2,560 60 307
India $30.0 350 28 2,521
ftaly 57.8 15,150 69 234
Mexico 80.0 1,990 73 1,240
Nigeria 119.0 250 35 7,978
Norway 4.3 21,850 74 451
Pakistan 128.0 370 32 2,941
Poland 38.5 1,760 63 487
Russia 149.0 3,800 63 270
{USSR) (USSR) (LISSR)

South Africa 40.0 ' 2,460 59 1,906
Spain 392 9,150 78 317
Sri Lanka 17.9 430 21 5,516
Switzerland 6.9 30,270 60 696
Thailand 56.9 1,170 23 6.294
Zimbabwe 10.8 640 28 7,188

There are many obvious and profound social, cultural and economic differences between the 23 countries
which took part in this survey. At the most basic level, there are vast differences in the sizes of the
national populations. The smallest was the Bahamas (0.3 million people) and the largest was India (880
million). There are also massive difference in the national wealth of the countries with the per capita GNP
of the richest country in the survey exceeding by more than 100 times that of the poorest.
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This difference in wealth is reflected in related differences in other resources including health care
resources. Several of the countries had very restricted access to medical and other health care services.
This was apparent, for instance, among many of the African countries (Congo, Ghana, Nigeria and
Zimbabwe). An indication of this is given in Table 1 where ratios of doctors to population are given.
Among the countrics with the most favourable ratios are Canada, Finland, Norway, Spain and [taly, but
also several castern European countries, Hungary, Poland and Russia).

PREVALENCE OF DRUG AND ALCOHOL PROBLEMS

The survey requested national estimates for the numbers of people dependent upon drugs and alcohol. The
estimates that were provided are based upon different national definitions of drug and alcohol problems.
They are also based upon various forms of extrapolation rather than direct measurement. This was clearly
indicated by many of the key informants who provided national estimates together with cautionary notes
about the potential biases and problems of interpretation surrounding these figures. In some cases, key
informant were unable to provide any estimate at all of the size of national problems.

The countries differed greatly in the estimated numbers of people dependent upon drugs and alcohol as
well as in the national percentage of people with such problems. Countries reporting comparatively low
levels of alcohol dependence included two predominantly Muslim countries, Egypt (5000 people in a
population of 56 million) and Pakistan (300,000 in 128 million). In contrast, some countries reported very
high estimates for alcohol dependence. These included Mexico and Spain where estimates sugpested that
6% or more of their populations could have clinically significant alcohot problems (5.4 million and 2.35
miltion people, respectively), and Switzerland (225,000 ocut of 6.9 million). Eastern Curopean countries
also reported sizable national problems with alcohol. Estimates for Russia suggest that about 4.75 million
people (or about 3% of the adult population) may be dependent upon alcohol. Similarly, in Hungary, the
number of people involved in habitual heavy or harmful drinking is estimated at 600,000 (aboul 6% of the
population) of whom about 200,000 are dependent drinkers.

The countries varied also in their estimated numbers of people with drug dependence problems requiring
treatment. Finland and Ghana both reported having extremely small national drug problems (with 2,000
out of 5 million, and 6,500 out of 16 million people, respectively). Among the countries reporting the
highest proportion of people with drug problems were Chile and Nigeria (with about 2% of their
populations, or 276,000 out of 13.8 million, and 2.38 million out of 119 million people, respectively).
Other countries with widespread national drug problems affecting 1% or more of their population were
Mexico, Spain and Pakistan (1.5%, 1.4% and 1.2%, respectively).

Many of the countries reported more extensive problems with alcohol than with drugs (Finland, Ghana,
Norway, Poland, Russia and Zimbabwe). Some countries reported more serious national problems with
drugs than with alcohol (Italy and Pakistan). Some countries, such as Mexico and Spain, reported facing
equally serious and extensive national problems with both drugs and alcohol.

The smallest country in this survey, the Bahamas, also reported considerable problems (when adjusted for
the size of the national population} with both drugs and alcohol. Estimates (based upon a community drug
use survey in 1991) suggest that there may be about 7,500 people dependent upon alcoho! and about 8,300
peaple dependent upon drugs in the Bahamas,

There was also considerable variation in the type of drug problems reported in different countries. Many
countries reported problems with heroin and opiate drugs. In Sri Lanka, India and Thailand, for instance,
the main national problem is seen to be heroin (and, to a lesser extent opium) addiction. National estimates
from Thailand suggest that there may be between 100,000-150,000 people with a heroin problem in the
country and it is estimated that there may also be about 8,000-12,000 people with some sort of problem
related to the use of opium. Heroin was also a major national drug problem for many western countries.
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Estimates for Italy suggest that heroin addiction was the major drug problem with about 80,000 people
dependent upon heroin in the country.

In the Bahamas, drugs problems mainly involve cannabis and psychostimulants. Heroin problems are
comparatively rare. Similarly, in Colombia where estimates based upon a 1987 national survey suggest
that there may be about 56,000 people with drug problems, the drug most often associated with request
for treatment is cocaine (usually basuca, base cocaine paste). As in the Bahamas, heroin problems are
virtually unknown in Colombia.

Some countries reported problems with a range of drugs including both opiates and psychostimulants. In
Spain it is suggested that there may be between 80,000-125,000 people dependent upon heroin and between
350,000-500,000 with scrious problems with amphetamines. Estimates from Switzerland suggest that there
may be about 11,500 people dependent upon heroin, and about 10,500 dependent upon cocaine (from a
1988/89 survey): other national drug problems include amphetamines and benzodiazepines. Estimates from
Nigeria also indicate a substantial mixed heroin and psychostimulants problem,

It must be emphasised that these estimates should not be treated as valid objectively quantified estimates.
Similarly, these estimates cannot be used to make between-country comparisons of the extent of drug and
alcohol problems. Estimates are derived from a variety of sources. In some countries, national surveys
had been carried out which permitted key informants to make comparatively well-informed estimates.
Other estimates were based upon the application of ’indicator’ formulae (such as estimates for alcoholism
using the Jellinek formula based upon liver cirrhosis mortality). In some cases the estimates represent
more subjective interpretations or "best guesses" that WHO asked the national key informants to make.

In almost all cases, key informants themselves emphasised the difficulties and limitations of such estimates.
Even in highly developed countries which possess well-established and properly funded drug and aleohol
research institutes it has not been possible to establish precise estimates. In countries with very limited
research resources, and in countries where a high proportion of the national population lives in remote rural
areas there are often no estimates at all about the extent of such problems.

Estimates of the extent of national problems. are always more complicated for drugs than for alcohol
because so many different substances and so many different types of problems are subsumed under the
general terms "drugs". As a result, the types of substances included within definitions of drug dependence
differ according to national circumstances. Most commonly, these include heroin, other opiates, and
stimulants such as cocaine and amphetamines: tranquillisers and sedatives (when used outside medical
prescription) and volatile substances are also included where appropriate, as is cannabis in those countries
where this is specifically identified as leading to problems of dependence requiring intervention.

However, despite the very real limitations inherent in such estimates, these figures have been included in
this report because, provided they are used with caution, they may be used as rough indicators of the
"srominence™ of drug and alcohol problems in the 23 countries. It is also possible to use the within-
country estimates as a rough guide to the relative "prominence” of drug problems and aleohol problems.

iThe term "prominence” in this report is used to refer to the general national awareness or overall
significance of drug and alcohol problems within a country. The "prominence” of these problems will be
determined by many different types of factors. These factors may include the actual extent of the problems,
and the social acceptability both of the problems themselves and of the responses to such problems.
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DEMAND FOR TREATMENT IN RELATION TO EXISTING SERVICES

In most countries the demand for both alcohol and drug treatment services exceeds the supply of existing
services. In India, for instance, where it is estimated that there may be up to 7 million people dependent
upon alcohol, there is a massive demand for treatment and most services have long waiting lists. However,
in most countries, the provision of alcohol treatment services is consistently more in line with treatment
demand than is the case for drug problems. Although many countries noted that demand for both
residential/inpatient and non-residential alcohol treatment exceeds existing service provision, the disparity
between supply and demand for drug treatment services is very much greater. Key informants from about
half of the countries indicated that demand for both residential and non-residential drug treatment scrvices
is markedly greater than the provision of services. These results are shown in Figures 1 and 2.

Figure I: Supply and Demand. Residential Services

Mo, of countries
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Demand + + Demand + Equal Supply + Supply + +

Figure 2, Supply and Demand. Nen-residential Alcohol and Drug Services
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However, there is considerable variability in the accessibility of services within countries. In Canada, for
instance, the availability of services in the far north falls far short of demand. This effect was noted in
several other countries. Rural areas are often poorly served in this respect. . Where there are differences
in the availability of treatment services in adjacent areas this may lead to "migration” from areas of need
to areas which are better supplied with freatment services. Within recent years there has been an exodus
of this sort by people seeking restdential treatment services from Canada to the United States.

Demand for treatment may also change comparatively quickly, especially with regard to drug problems
where drug abuse trends may become established or change within a short period of time. The global
concern about HIV infection among drug injectors since the mid-1980s has introduced a powerful impetus
towards treating drug users that may have been lacking before that time. In Switzerland, for instance,
demand for methadone maintenance treatment greatly exceeds availability whereas for other drug services
supply and demand are more or less equal (possibly even with supply being in excess of demand).

As was also noted by several key informants, there is no straightforward link between cither the existence
or the scale of national problems and the demand for treatmnent. In Russia, for example, until
comparatively recently, there was a system of actively seeking out people with alcohol problems and
putting pressure on them to go to treatment agencies. Because of the widespread nature of the problem,
this led to very large numbers of people in treatment. The present system relies upon a more voluntary
system and tends to lead fewer people to approach the extensive national treatment services: this has
produced the somewhat unusual situation in which the provision of services exceeds demand. However,
in Finland too the provision of residential alcohol services was reported to be greatly in excess of demand.

Even where supply and demand for treatment services are more or less equally balanced there may still
exist a demand for further resources and for new services. A 1991 survey by the Ministry of Social Affairs
in Norway found that supply and demand for alcohol treatment services were roughly equal but there was
still a demand for further services to help families of alcoholics and alcoholics with psychiatric
comorbidity.

The identification of problems (and especially problems which involve the use of illegal drugs) may reflect
social and legal values rather than the need of the individual for treatment. In several countries the abuse
of psychostimulants was noted as a serious national problem. However, many people who use ampheta-
mines, cocaine and other psychostimulants do not present to existing drug treatment services and it is not
always clear precisely what are the needs of these drug takers that should be met by drug treatment
SEIVICes.

LOCATION AND SCALE OF NATIONAL RESPONSES

There is enormous variation between countries in the number of services and the size of the national
responses to drug and alcohol problems. Many countries provide a large number of treatment services
which are capable of responding to the needs of a considerable number of those people seeking treatment
for drug or aleohol problems. In other countries, there are restricted numbers of treatment services, and
sometimes treatment services are not available.

One of the most frequent locations for treatment services is the psychiatric hospital. Residential treatment
services in many countries are based in psychiatric hospitals, especially those providing treatment for
people with alcohol problems (see Figure 3*). However, many non-residential drug and alfcohol treatment
services are also based in psychiatric hospitals. The main differences between drug and alcchol treatment

‘Except where otherwise shown the observations on the Y (vertical) axis of all figures represent the number
of countries which regularly (often or always) use such locations etc.
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services are that in the residential/inpatient setting, alcohol treatment is more likely to be provided in a
general hospital and drug treatment is more likely to be based in a non-governmental organisation. In the
non-residential setting, as well as psychiatric hospitals, services for drug users are more likely to be based
in private clinics whereas alcohol services are more likely to be based in government/health service clinics.
This last finding probably reflects the fact that in many countries the demand for non-residential drug
treatment services is greater than the available supply. As a result, the laws of economics lead to the
development of private, profit-making treatment services which fill the gap left by the lack of state-run
services.

Figure 3: Location. Residential Treatment Services
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Figure 4: Location. Non-residential Services
12
[C] Alcohel
- Drug
B |y G - ssusrenaneereen]  pessisssnanenereenreerr e SRR 114 1 asa e reny
2
E
5
bt
Sas
(=]
E’ g eEE———— 1 e
Gen Hop Psy Hosp PHC Govt Clin Friv Clin NGO
Alcohol

One country which has to respond to the problems of an extremely large number of people dependent upon
alcohol, and which has a correspondingly large-scale treatment response is Russia, Russia provides more
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than 58,000 beds in government (municipal) alcohol treatment units. The majority of these beds are in 247
clinics (43,000 beds) and the remainder are in psychiatric hospitals. In addition, there is an even larger
nationwide network of about 2000 non-residential alcohol services based in government health service
climes. Russian alcohol treatment services are usually set up to treat comparatively large numbers of

people. Typically a residential alcohol treatment service is located in a psychiatric hospital and has 50-60
beds. ‘

This is broadly similar to the situation in another eastern European country with a serious national alcohol
problem - Poland. Poland provides more than 60 major residential alcohol treatment services. Many of
these are located in psychiatric hospitals, and, as in Russia, these are generally set up to treat comparatively
large numbers of people (46 psychiatric hospitals with 2,300 beds). A further 11 wards are provided in
general medical facilities and these provide 339 beds. The national response relies even more heavily upon
non-residential services which are usually based in health service clinics. In 1990 there were 454 such
clinics providing services to more than 100,000 patients with 350,000 recorded visits. The average daily
capacity of such clinics is about 20 people.

The two countries which reported the highest percentages of population with serious alcohol problems are
Spain and Mexico. Both rely primarily upon non-residential services for the treatment of alcohol problems.
Both residential and non-residential alcohol treatment services are often located in psychiatric hospitals,
though in Spain, residential treatment also often occurs in general hospital settings whereas in Mexico it
is more likely to be in private alcohol clinics. In many countries Alcoholics Anonymous groups are an
important part of the treatment system. This was especially true for Mexico where AA is seen as a major
national resource for non-residential treatment.

In India, residential alcohol treatment is generally provided in psychiatric hospitals, or less, often in general
hospitals. More affluent clients may be treated in private general hospitals or "nursing homes". Most non-
residential services are run by non-governmental organisations (NGQs). Alcohol treatment is very rarely

provided in primary health care settings, though efforts are currently being made to increase involvement
from this sector.

Residential alcohol services in Finland are estimated to see about 20,000 clients each vear with non-
residential services seeing about 40,000. There are 63 non-residential alcohol clinics and 8 clinics for
young people with alcohol problems. In Norway, however, the main national treatment response relies
upon residential services. Both residential and non-residential services are usually based in health service
clinics. In recent years an increasing number of residential facilities have been opened in Norway which
lie outside the public sector (including church-run services and several private Minnesota Model
institutions).

The countries with the fewest alcohol treatment services were often in Africa. In Zimbabwe, for instance,
there are only two residential alcohol treatment services treating fewer than 50 people out of an estimated
160,000 people with alcohol problems. Similarly, Ghana reported 6 alcohol treatment services, treating
between 100 and 200 people out of an estimated quarter of a million dependent drinkers. In the Congo,
the only forms of treatment available for those with alcohol problems is provided by traditional healers.
Traditional healers are also a significant part of the national response in Nigeria though most formal
alcohol treatment is provided on a residential basis in psychiatric or university teaching hospitals. These
hospitals are prepared to treat people with alcohol problems but admission figures tend to be quite low
since such problems are not seen as "medical" unless accompanied by physical complications.

In South Africa most alcohol treatment was provided on a non-residential basis. Much of this is provided
by self-help/support groups such as AA or by welfare organisations, NGOs or religious groups who provide
special services for people with alcohol problems. Although there are comparatively few state-run
residential treatment centres, these tend to be quite large, with 5 such centres providing more than 1200
beds. Residential services are also often based in NGOs.
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In Egypt and Pakistan, the two Muslim countries in this survey, there are special problems surrounding
the treatment of alcohol problems due to the social stigma that attaches to alcohol itself. In both Egypt
and Pakistan, treatment for such problems is provided within the same facilities as exist for other types of
drug dependence. In Pakistan, treatment of such problems may also be done by private practitioners.

Drugs

In many respects, the national drug treatment services and their locations are similar to those described
above, though drug treatment services are generally fewer in number and less well-developed than those
for treating alcohol problems.

For drugs as for alcohol, many treatment services are based in psychiatric hospitals. Different types of
drug treatment tend to be delivered in different settings. Short-stay detoxification programmes tend to be
provided in residential settings and are often based in public sector psychiatric hospitals (or, less often,
general hospitals), whereas many residential rehabilitation units are run by NGOs. In Mexico the most
important NGO involved in non-residential drug treatment is C.1.J, which has about 30 Juvenile Integration
Centres throughout the country. C.LJ. provides a social approach to treatment for the users and for their
families. Each centre sees about 10-15 clients per day on average.

Narcotics Anonymous (NA), an offshoot of AA, provides a substantial contribution to non-residential
services in many countries. Sometimes NA and AA groups are run in conjunction with the activities of
other services,

The national drug treatment response in several countries relies mainly upon res:dentlal services. Such
services are typically based either in NGOs or in psychiatric hospitals. Among the couritries using
predominantly residential responses are the Bahamas, Egypt, Ghana, Pakistan, South Africa and Sri Lanka.
In Pakistan, which has a serious heroin problem, virtually all national services provide detoxification-only
programmes. There are 60 public sector detoxification units attached to psychiatric hospitals and 10
detoxification units attached to NGOs.

More often, national treatment responses were based upon types of treatment delivered in non-residential
settings. In Switzertand, the majority of drug treatment is conducted within non-residential services. Most
such services typically offer temporary shelter, psychosocial assistance, and health care support to the user
rather than a treatment programme aimed at abstinence. Harm reduction treatments aré becoming
increasingly influential. Many GPs are prepared to prescribe oral methadone to opiate addicts though
typically such GPs tend to prescribe for only a small number of addicts. No more than 10 GPs in
Switzerland are involved with 50 or more methadone patients. In the Canton of Zurich it is estimated that
about 400 out of 3000 GPs prescribe for about 2500 methadone patients.

There was marked variation between countries in the extent to which primary health care services were
involved in the treatment of people with drug problems. In some countries primary health care services
played a prominent role in treating substance abuse problems. In Switzerland, for example, many people
with both drug and alcohol problems are treated by GPs. It is not uncommon for GPs to provide harm
reduction interventions to drug addicts and many are prepared to prescribe oral methadone to opiate
addiets.

In many countries there are private drug treatment clinics which provide a service in return for payment.
In some countries where public sector services are lacking or where access is restricted these private clinics
may constitute a relatively prominent part of the national response.

In some countries, such as Poland and Russia, treatment is provided for most drug abusers in non-
residential and then in residential services, so that it is impossible to characterise the national response as
being primarily residential or non-residential.
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Size of treatment services
The majority of countries (90%) usually provided residential treatment services for 20 people or less; for
alcohol 19/721-and 18/20 for drugs. For both alcohol and drug treatment services the most common number

of beds provided in residential seftings was between 10 and 20 (reported by 15/21 countries for alcohol
and 14/20 for drugs). Few residential treatinent services were larger than this.

Figure 5: Capacity. Residential Treatment Services
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For services in non-residential settings, there was slightly greater variation in the typical size of treatment
capacities, though the most frequently reported capacity was of 10-20 treatment places. For aleohol
treatment services about half of the countries (10/19) reported that their treatment services were most often
of this size. Residential services of between 10 and 20 places were also commonly repotted for non-
residential drug treatment services (in 9 out of 20 countries).

Figure 6: Capacity. Non-residential Treatment Services
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In most of the countries, the majority of non-residential services were for 20 places or less, though a few
countries regularly provided treatment services geared to respond to larger numbers of clients. In 3
countries, services were often provided for 20-50. residential alcohol treatment places, and two countries
provided services with more than 50 places. The provision of larger scale non-residential services was more
evident for the treatment of drug problems than for alcohol problems with 5 countries regularly providing
drug treatment services with 20-50 places and 3 countries providing services with more than 50 places.

TREATMENT STAFF AND STAFF TRAINING

Treatment Staff

The types of staff working in the residential treatment services tend to be very similar both for alcohol and
drug treatment agencies (see Figure 7). The three types of staff which were most consistently reported as
being "usually" or "always" involved in treatment are nurses, social workers and psychiatrists. Nurses and
social workers were more numerous and more likely to be involved in the face-to-face delivery of
treatment with psychiatrists providing a more distant supervision of treatment.

Figure 7: Staff. Residentinl Treatment Services
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General physicians were also reported to be involved in substance abuse treatment in several countries,
though they are more likely to provide treatment to people with alcohol problems than drug problems. A
small number of countries reported that ex-users and volunteers are often involved in treatment.

There was somewhat greater variation in the types of staff involved in non-residential treatment. Again,
nurses and social workers were most consistently reported as being involved in treatment for both drug and
alcohol problems. Many countries also reported that psychiatrists are regularly involved in treatment,
though there was a tendency for them to be less often involved in non-residential than in residential
treatment services. Interestingly, psychologists were more often reported as being regularly involved in
the treatment of drug problems in the community. Indeed, in the non-residential treatment of drug
problems, psychologists are one of the types of staff most frequently mentioned. H is not clear why
psychologists should be more often involved in the non-residential treatment of drug problems though this
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may reflect the strong interest that has been shown by psychologists in treatments delivered in naturalistic
rather than institutional settings. As was found for residential treatment, general physicians were
mentioned by several countries but general physicians are less frequently involved in treatment than
psychiatrists.

Figure 8: Staff. Non-residential Services
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Siaff Training

The survey clearly indicated that there were problems surrounding the training of staff in the assessment,
management and treatment of drug and alcohol problems. Staff training was frequently described as being
unsatisfactory. The training of most types of treatment staff was reported to be only "occasional" or
"patchy”, and often it was seen as "inadequate". Sometimes such training was completely lacking.

The results are broadly consistent for the training of residential and non-residential treatment staff (see
Figures 9 and 10). It can be seen that for all types of professional staff the area of greatest need concerned
specialist training in the treatment of drug problems. Virtally all fypes of staff were reported to have
received inadequate training input regarding the special requirements of treating people with drug problems.
However, the results suggest that there is considerable cause for concern azbout the need to improve staff
training on all aspects of substance abuse treatment.

For example, training on alcohol problems for nurses (who were most frequently involved in the treatment
of alcohol problems), was described as being "inadequate” or nonexistent in about one third (7/23) of the
countries, and in only 8 countries was nurse training described as "adequate”. Psychiatrists tended to be
seen as the best trained group of professionals, though even here, the results suggest a need to reconsider
the need for further training. For psychiatrists involved in residential treatment services, about half were
described as having received "adequate” levels of training in treating alcohol problems (in 12 out of the
23 countries). For the treatment of drug problems, only one country described nurse training as "adequate”,
though about three quarters of the countries (17/23) described the training of psychiatrists as "adequate”.
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Figure 9: Training. Residential Staff
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Figure 10: Non-residential Staff
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DELIVERY OF TREATMENT

Individual Sessions

Many different sorts of procedures are used in the treatment of drug and alcohol problems. Thesc are mosl
often delivered ecither in individual (one to one) sessions or in groups. In one form or another, individual
counselling was almost always a standard part of drug and aleohol treatment packages. This was true both
for residential and non-residential treatments (see Figures 11 and 12).
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Figure 11: Individual Sessions. Residential Services
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Figure 12: Individual Sessions. Non-residential Services
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Specific instances include the following: in residential alcohol services in the Bahamas, clients are assigned
to a counsellor at admission and are then seen either once or twice a week for counselling sessions during
treatment. In some countries where high levels of training and support are available, counselling may
include quite sophisticated interventions, as in Canada. A national survey of treatment services in Poland
suggested that 94% of outpatient alcohol clinics provided individual counselling or psychotherapy; and in
residential alcohol services in Hungary, as well as counselling, forms of individual psychotherapy are also
provided when appropriately trained staff are available.




WHO/PSA/93.15
page 18

Several respondents noted specific issues or difficulties related to individual counselling. For instance,
Zimbabwe reported that aithough some sort of counselling is usually provided in most drug treatment
programmes, the quality, duration and type of counselling varies considerably depending upon the skills
and time available within the service, Russia also noted that no special courses on counselling skills are
available .in that country and that virtually all staff providing counselling are not specifically trained. This
issue of specific training is one that probably applies to most (or possibly even all) countries in this survey.

Group Sessions

Some form of group therapy was a regular part of the residential treatment of both drug and alcohol
problems in most countries (see Figurc 13). In the Bahamas, group therapy tends to be provided on a daily
basis at specific times and for between 1-2 hours. Some countries also regularly provide groups for family
members, spouses and children of clients (as in India). Owerall, there was a slight tendency for group
treatments to be more commonly used with drug problems than with alcohol. However, some countrics
were less likely to use groups with drug abusers. In Hungary initial experiences with groups for drug
abusers were unsuccessful. This lack of success was partly attributed to lack of trained staff and partly
to lack of cooperation from the clients. The provision of groups as part of treatment also varicd according
to the type of programme. In Poland, although all rehabilitation programmes offer group therapy, it is
seldom available in detoxification centres.

Figure 13: Groups. Residential Services
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For treatments provided in non-residential settings, group therapy was also used in many countries but it
was less frequently used than in residential programmes. In both residential and non-residential settings
a fow countries seldom provided group therapy as part of treatment programmes. For example, group
therapies are not provided for dmyg abusers in non-residential programmes in Hungary. In Zimbabwe, non-
residential groups are only provided at one centre and only for young people under the age of 30.
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Figure 14: Individual Groups. - Non-residential Services
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Graup Size

Whether provided in residential or non-residential settings, the most frequent size for groups was between
5 and 10 people (see Figures 15 and 16). Sometimes slightly larger groups were established with between
10 and 20 people. Groups involving fewer than five people or more than twenty were comparatively rare.

Small groups of five to ten people were sometimes seen as a desirable size for managing the discussion
of problems where the goal was therapy but larger groups were sometimes seen as useful where the aim
was providing information or education. Sometimes, group size was described as determined more by
force of circumstances. Also, in some of the countries with less well developed drug or alcohol treatment
services, groups often included patients with psychiatric problems (as in Nigeria).

Figure 15: Group Size. Residential Services
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Figure 16: Group Size. Non-residential Services
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INTENSITY AND DURATION OF TREATMENT

Frequency and Duration of Treatment Sessions

In many countries, non-residential treatment sessions tended to take place once a week and to last for more
than 20 minutes (see Figures 17 and 18). There was slightly greater variation in the frequency with which
aleohol dependent clients were seen. In many countries this varied from several times a week to less than
every two weeks.

Figure 17: Frequency of Sessions. Non-residential
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Figure 18: Duration of Sessions. Non-residential
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Minutes

Treatments delivered in residential settings are often described as involving "milieu” effects in which all
informal interactions between clients and between clients and staff, as well as formal treatments contribute
towards the total impact of the treatment programme. In addition, it was decided that an international
survey of this sort should seek to avoid becoming enmeshed in the intricacies of defining in specific terms
precisely what constituted a "treatment session” within a residential programme. For this reason, no
questions were incleded on frequency and duration of residential treatment sessions.

Duration of Treatment Episodes

In many countries, residential treatment episodes tended to last for between two and six weeks. This
period of time was especially common for residential alcohol treatment (see Figure 19). There was less
agrecment about duration of treatment episodes for the residential treatment of drug dependence, though
there was a tendency for longer periods of treatment to be commonly used (including periods of six month
ot more).

Figure 19: Treatment Duration. Residential Services
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It is often difficult to specify the typical duration of non-residential treatment episodes. One reason for
this is that the beginning and end of a period of treatment are less clearly marked in a non-residential
setting. Nonetheless, the results indicate that non-residential treatment episodes frequently require periods
of six weeks or more, and often they require extended periods of more than six or even more than twelve
months (see Figure 20).

* Figure 20: Treatment Duration. Non-residential Services
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ESTIMATED COSTS AND EFFECTIVENESS

Questions were included in the Treatment Mapping Questionnaire requesting information or views about
the estimated costs (both to the client and to the treatment provider) of different services, as well as about
treatment effectiveness. Many respondents found these questions to be the most difficult to answer -
penerally because precise information was most likely to be lacking on these issues

Key informants from several of the countries were able to provide information about the costs of treatment
services. However, this information tended not to be suitable for presentation in summary form. Often
it was highly variable and dependent upon the specific nature of certain services. For ingtance, in India,
the costs of residential treatment vary considerably depending upon the type of facilities provided and upon
the location and setting of the service.

Treatment costs were also influenced by whether the service provider was the health service, and NGO,
ot a private (for-profit) organisation. Where treatment services were provided with public sector finances,
the costs to the client were usually very small and in a number of cases treatment was provided free of
charge. Usually the costs of private treatment were estimated as being higher both for the client and the
service provider. In Egypt, for example, most state-run residential drug and alcohol services are reported
as involving only moderate costs whereas the costs (both to the provider and to the client) of private care
iz much higher,

Some key informants attempted to provide costs in figures. However, these figures are not directly
comparable because of the great differences in national income and costs of living. For instance,
residential drug treatment in Pakistan were estimated to be in.the order of US$ 46-93 for a 10 day
treatment episode. In South Africa, the average cost of a state-run residential alcohol service was estimated
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at about US§ 12-23 per person per day; with the long-term nature of residential treatment in state-run
centres helping to keep down costs. In India, the typical costs per person per month for residential alcohol
trcatment were estimated at about Rs. 2000-2500. ‘

The calculation of costs for non-residential services was made even more complicated by the fact that
treatment staff were frequently employed and shared by other services or organisations and were only
attached to drug or alcohol treatment for proportions of their working time. Some key informants chose
to give estimated costs in terms of the cost of a service or the cost of a team. For Colombia, a complete
non-residential drug or alcohol treatment team (including overheads) was put at about US$ 2000 per week.

Not surprisingly, key informants from most countries reported that residential services were usually more
expensive to operate than non-residential services. In Russia the costs of residential aleohol treatment were
cstimated at about 1000 roubles per day compared to about 250 roubles for non-residential treatment.
However, precise costs were not usually given by key informants.

In several countries it was suggested that the costs of residential drug treatment services were higher than
for alcohol treatment centres. This was noted, for instance, by countries operating in sociocultural setting
as diverse as India and Finland. In Finland, the costs of residential drug treatment was estimated to be
perhaps twice as high as for alcohol treatment services (but still less than those that would have been
tncurred in a general health service facility).

The interpretation of all information on costs must be tempered by an awareness of some of the additional
complications that were indicated by key informants. For instance, several key informants pointed out that
costs of certain services were low because of lack of interest and investment, and that these services were,
as a result, being run in an under-resourced and inadequate fashion.

The questions which were most difficult for key informants were those concerning the effectiveness of
treatment services. On these, many key informants pointed to the lack of properly controlled studies. In
many cases, no treatment evaluation studies of any sort were available to guide informants and responses
were based upon subjective judgements about the likely impact of national treatment services.

Most frequently, respondents noted that a small proportion of national responses provided treatments which
were "ineffective”, a larger proportion provided services which were described as "effective”, and the
majority of services provided services which were moderately effective. There were no differences
between overall effectiveness ratings for residential and non-residential, or for alcohol and drug treatment
services. However, effectiveness ratings for different treatment services were highly correlated, indicating
that the views of key informants about the effectiveness of national drug treatment services were very
similar to those about alcohol treatment services (r = 0.63 and r = 0.58 for residential and non-residential
services, respectively; p <0.01 for both correlation coefficients). Ratings for residential and non-residential
services were also very similar (r = 0.88 and r = 0.60 for alcohol and drug treatment services, respectively;
p < 0.0l for both correlation coefficients).

It is a matter of some concern that about half of the key informants reported that at least a few national
services provided treatments which were regarded as being ineffective, There were no statistically
significant differences between residential and non-residential, nor between alcohol and drug treatment
services in the number of ineffective services (see Figure 21).

In certain respects, the failure to obtain more detailed information, or information more specifically related
to types of treatment service effectiveness was not unexpected. Treatment evaluation is one of the most
technically and conceptually difficult areas of research. The international scientific literature contains
surprisingly few convincing studies in this field. However, it remains a matter deserving of comment that
drug and alcohol treatment gervices are being provided in most countries without any proper understanding
or systematic information about their effectiveness.







