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ABSTRACT For the past 50 years, there has been a systematic effort to expand and improve treatment services for
individuals with substance use disorders by developing an evidence base to guide practice. This policy brief aims
to review the available interventions for the management of substance use disorders, examine the evidence base
for these interventions, including the WHO Mental Health Gap Action Programme intervention guide, and make
recommendations related to the treatment of substance use disorders. In the development of this policy brief,
numerous documents were reviewed. The WHO Mental Health Gap Action Programme intervention guide offers
the most well synthesized summary of interventions that have evidence of support, clinical acceptance, extensive
implementation and expert consensus. The recommendations within this policy brief incorporate the core
recommendations on substance use disorder elements included in the mhGAP intervention guide.

Interventions pour la prise en charge des troubles liés a la consommation de substances psychoactives :
examen et recommandations

RESUME Au cours des 50 derniéres années, des efforts systématiques ont été déployés pour étendre et améliorer
les services de traitement des individus souffrant de troubles liés a la consommation de substances psychoactives,
par le biais de I'élaboration d'une base de données factuelles visant a orienter les pratiques. La présente note
d’orientation a pour objectif de passer en revue les interventions disponibles pour la prise en charge des troubles
lies a la consommation de substances psychoactives, d'examiner les bases factuelles pour ces interventions dont
le guide d'intervention du Programme d’action de I'OMS : Combler les lacunes en santé mentale (mhGAP), et
d'effectuer des recommandations concernant le traitement de ces troubles. Au cours de I'élaboration de cette note
d’orientation, divers documents ont été examinés. Le guide d'intervention du Programme mhGAP de I'OMS offre la
meilleure synthese d’interventions fournissant des informations sur le soutien dont elles bénéficient, I'acceptation
clinique, une mise en ceuvre étendue, et les consensus d’experts. Les recommandations de la note d’orientation
integrent les recommandations principales portant sur les éléments relatifs aux troubles liés a la consommation de
substances psychoactives compris dans le guide d'intervention du Programme mhGAP.
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Introduction

This policy briefaims to review the avail-
able interventions for the management
of substance use disorders, examine
the evidence for these interventions
including the WHO Mental Health
Gap Action Programme (mhGAP)
intervention guide, and make recom-
mendations related to the treatment of
substance use disorders.

Evidence-based

practices

While there has been a large amount of
research on the treatment of substance
use disorders, there has been consid-
erable controversy about what con-
stitutes an “evidence-based practice”
and which of these practices should
be applied in “real world” treatment
settings. The importance of translating
scientific advances in disease-specific
interventions into clinical practice has
been emphasized throughout the health
care system, largely stemming from the
consistent observation of a wide gap
between research and practice (1). As
a move toward “evidence-based prac-
tice” has permeated health care systems
and policy, several working groups in
the field of addiction treatment have
considered ways to align with this initia-
tive. In the field of addiction, however,
consensus regarding the optimal pro-
cedures for identifying practices with
sufficient empirical foundation to be
considered “evidence-based” has not
yet been reached.

What is evidence-based
practice?

Adapting Sackett et al’s definition (2),
evidence-based practice is characterized
as “the integration of best research evi-
dence with clinical expertise and patient
values”. The most debated components
of this definition are the concepts of i)
best research evidence and ii) clinical
expertise.

Best research evidence

Although it has been appropriately not-
ed that the definition of “best research
evidence” depends upon the nature of
the clinical question (e.g. etiological
questions versus identification of the
most eflicacious treatment for a par-
ticular disease) (3), descriptions of this
concept, to date, uniformly acknowl-
edge a variety of sources from which
data can be brought to bear on clinical
decision-making, These sources include
randomized clinical trials, quasi-exper-
imental investigations, correlational
studies, field studies, case reports and
clinical guidelines based upon profes-
sional consensus (4).

As an alternative to weighting in-
dividual studies, clinicians may draw
upon published syntheses of study find-
ings, typically in the form of systematic
reviews and meta-analyses. Hierarchi-
cal models of research evidence place
both of these methods in the highest
tier alongside randomized clinical trials.
Systematic reviews evaluate research
evidence based upon pre-defined ob-
jective criteria. Over the past 10 years,
the Cochrane Collaboration and the
Agency for Healthcare Research and
Quality have accelerated the dissemina-
tion of synthesized information related
to health care practices through system-
atic reviews (5,6).

Inmeta-analyses, the standard meth-
odology for evaluating the strength of
evidence involves the calculation of an
effect size, or summary statistic showing
the magnitude of the treatment effect,
averaged across studies. While meta-
analyses are a useful metric method for
measuring the usefulness of a treatment
approach, there are some disadvantages
to this technique. Specifically, the use of
aggregate estimates of effect size may
hide qualitative differences between
the individual studies. Additionally,
meta-analyses are subject to publica-
tion bias (also known as the “file drawer
problem”), that is the tendency of pub-
lishing studies showing an effect of a
treatment rather than those showing

no effect, thereby biasing the pool of
clinical data from which meta-analyses
are conducted.

Nevertheless, synthesized reports
on treatment effectiveness, whether in
the form of meta-analyses or systematic
reviews, remain a valuable resource to
inform clinical decision-making.

Clinical expertise

Two other broad categories of docu-
ments that summarize recommenda-
tions for translating research evidence
into clinical practice are practice guide-
lines and best practices.

Practice guidelines are “system-
atically developed statements to assist
practitioners and patient decisions
about appropriate health care for spe-
cific clinical circumstances” (7). These
statements are developed through a
consensus process that includes clinical
and research experts in the appropri-
ate field, and their developers may also
elicit input from health care provider
organizations, consumer groups and
government agencies, depending upon
the scope and purpose of the guidelines.
In terms of content, practice guidelines
may include approaches to the pre-
vention, diagnosis or treatment of an
illness (8). Content might be drawn
from various theoretical frameworks
and flexibility is allowed in the actual
implementation of the practice.

Best practices documents aim to
guide treatment programme planning
and to outline processes that help dis-
semination of research-based interven-
tion strategies to clinical settings (8).
These documents often include guide-
lines for service delivery, such as recom-
mended scope of services, assessment
and intervention techniques, consid-
erations when treating special popula-
tions and processes for coordinating
treatment with other types of services.
In terms of substance use disorders,
best practices documents often inform
both policy, by describing optimum
standards of treatment service delivery
for addicted populations, and also the

Lo 1 32 denall Aol

218



EMH] . Vol.23 No.3 . 2017

216

Eastern Mediterranean Health Journal

advancement of standards for training
clinicians in the field of addiction.

WHO Mental
Health Gap Action

Programme
intervention guide

The WHO Mental Health Gap Action
Programme (mhGAP) intervention
guide is an important example of the
development of a guide based on the
best available evidence and through a
systematic approach (9). It includes
guidance on evidence-based interven-
tions designed to identify and manage
anumber of priority conditions for low-
and middle-income countries, with the
objective of scaling up care for mental,
neurological and substance use disor-
ders. The mhGAP intervention guide
was developed through an intensive
process of evidence review. System-
atic reviews were conducted to develop
evidence-based recommendations. The
process involved a WHO Guideline
Development Group of international
experts who collaborated closely with
the WHO Secretariat. The recommen-
dations were then converted into clear
stepwise interventions for management
of alcohol and substance use disorders,
again with the collaboration of an inter-
national group of experts.

The mhGAP intervention guide was
developed to facilitate mhGAP-related
delivery of evidence-based interven-
tions in non-specialized health care
settings. However, the recommended
interventions included in the sections
below also represent the core set of in-
terventions that are needed within a
specialized system of care for substance
use disorders.

Substance use disorders

The differences in the neurobiologi-
cal, physiological, psychological and
behavioural effects of the different

categories of drugs are substantial. The
public health concerns about the effects
and consequences of these different
substance use disorders and the impact
of how the drugs are taken are also sub-
stantial. It should be noted that in most
parts of the world a single substance use
disorder is rare (10). Many individuals
who require treatment for substance
use are using more than one drugand, in
some parts of the world, they are com-
bining their substance use with alcohol.
Therefore, when selecting treatment
approaches, one should consider poly-
substance use/dependence.

Brief interventions

Brief interventions can be useful with
individuals who use small and mod-
erate amounts of drugs and for some
specific substance use disorders, such as
cannabis use disorders (11). Although
brief interventions can also be useful in
initially communicating with individu-
als with serious substance dependence
disorders, they are generally not suf-
ficient to help dependent individuals
significantly reduce or stop dependent
use. However, brief interventions may
be a good first step in engaging patients
in more intensive treatment.

Harm-reduction strategies

An overarching harm reduction philos-
ophy should be an essential component
to all treatment activities for individuals
with substance use disorders. Harm or
risk reduction strategies are intended
to help patients moderate but not nec-
essarily eliminate harmful behaviours,
thereby limiting the physical, psycho-
logical and interpersonal harm caused
by their drug use. These strategies may
constitute the entirety of the interven-
tions used or they may be combined
with other treatment strategies.
Regardless, in considering treat-
ments for individuals with substance
use disorders, reducing the harms cre-
ated by drug use should be a main prior-
ity. Prevention of drug injection and
its harmful consequences, specifically
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bloodborne diseases, by providing nee-
dle and syringe programmes and opioid
substitution treatments, facilitating/
providing testing and treatment, when
possible, for bloodborne viral illnesses
and promoting safe sexual practices
are among the main harm reduction
approaches. Over time, when a relation-
ship has been established, intensified
efforts should be made to encourage
people who inject drugs to get more
involved in the comprehensive treat-
ment package for their substance use
disorders.

Opioid use disorders

Opioid use disorders are a substantial
public health problem. These disorders
primarily occur with injection heroin
use and use of prescription opiate pain
killers (mainly oral use), including
oxycodone, hydrocodone, tramadol
(increasingly) and buprenorphine (in
afewareas). In many parts of the world,
injection of heroin is the major con-
tributor to the spread of HIV, hepatitis
C and other infectious diseases (12,13).
Overdose deaths associated with both
injecting heroin and taking prescribed
opiates are a significant concern (14).

The main objectives of treating and
rehabilitating people with opioid de-
pendence are to: reduce dependency on
illegal drugs and the morbidity and mor-
tality associated with their use; improve
physical and psychological health;
reduce criminal behaviour; and help
social reintegration and functioning.
As no single treatment is effective for
all individuals with opioid dependence,
various psychosocial and pharmaco-
logical treatment options are needed.
Relapse following detoxification alone
is extremely common and therefore
detoxification is rarely an adequate

treatment on its own.
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Managing opioid overdose
and overdose prevention
Opioid overdose is a potentially fatal
event and rapid emergency measures
are needed. Naloxone is a short-acting
opioid antagonist that can quickly
reverse an opioid overdose (15). Na-
loxone is effective when delivered by in-
travenous, intramuscular, subcutaneous
and intranasal routes (16). Guidelines
recommend delivery of naloxone until
clinical reversal is apparent.

Naloxone can also be provided to
opiate users and family members of
individuals who use opioids for use out-
side of medical settings (e.g at home)
in the event of an opiate overdose. The
distribution of naloxone to individu-
als at risk of overdose (e.g. those being
discharged from residential care or
those who undergo detoxification) is
being increasingly used to prevent fatal
overdoses.

Managing opioid withdrawal

Extensive research on withdrawal
from opioids suggests that unless post-
withdrawal treatment is effectively
implemented, relapse (and potential
overdose) is almost inevitable very
soon after withdrawal. Where available,
opioid agonist maintenance treatment
should be considered, with either
methadone or buprenorphine as an
alternative to withdrawal, and patient
education should be conducted about
the risks/benefits of withdrawal versus
maintenance treatment. If a decision is
made about the management of with-
drawal symptoms, buprenorphine or
methadone should be prescribed for a
limited time (e.g. 3 to 21 days) in a low
dose with a tapering approach. Care
should be taken particularly if the per-
son has been prescribed other sedative
drugs. Clonidine or lofexidine can also
be given along with other symptomatic
treatments (e.g. anti-emetics to treat
nausea, simple analgesics to treat pain
and light sedatives to treat insomnia).

Opioid relapse prevention
pharmacotherapy

For individuals who have been success-
fully withdrawn from opioids, naltrex-
one hydrochloride can be used as part of
relapse prevention management. As an
opioid antagonist, naltrexone prevents
opioid receptors from being activated
by agonist compounds, such as heroin
or prescribed opioids, and is reported to
reduce opioid cravings and prevent re-
lapse. Naltrexone requires that patients
be abstinent from opioids for 5-10 days
after discontinuation of opioids. Prema-
ture use of naltrexone can cause a very
uncomfortable immediate withdrawal
reaction. Naltrexone is generally taken
daily, although a monthly injection
of extended release naltrexone may
improve patients” adherence to their
medication regimens.

Opioid agonist maintenance
treatment

Opioid agonist maintenance treatment
(also known as opioid substitution
treatment) is defined as the adminis-
tration under medical supervision of a
prescribed long-acting opioid agonist
(or partial agonist) medication that has
the capacity to prevent the emergence
of withdrawal symptoms and reduce
craving. These medicines are usually
administered orally in the form of a
tablet, a film strip or a solution, thereby
reducing the risk of infections associ-
ated with injections. Medicines used in
substitution therapy are prescribed in
relatively stable doses over along period
(usuallymore than 6 months), which al-
lows stabilization of brain functions and
prevention of craving and withdrawal.
Agonist maintenance therapy has
extensive scientific support and is the
most effective pharmacological therapy
for opioid dependence.

Methadone

Methadone is a synthetic opioid
most commonly used for substitution
therapy and is typically administered

orally as aliquid. There is a large amount

of research that provides very strong
support for the safety and efficacy of
methadone (16-18). Methadone is
included on the WHO Model List of
Essential Medicines (19). The initial
methadone dose should be based on
the level of opioid tolerance, allowing a
high margin of safety to reduce inadvert-
ent overdose. The dosage should then
be quickly adjusted upwards if there are
ongoing opioid withdrawal symptoms
and downwards if there is any seda-
tion. From there, the dose should be
gradually increased to the point where
illicit opioid use stops. Patients should
be monitored with clinical assessment
and drug testing. Psychosocial assis-
tance should be offered to all patients.

Buprenorphine

Buprenorphine has a weaker opioid
agonist activity than methadone and
is not well absorbed if taken orally;
therefore, the usual route of administra-
tion is sublingual. Because the effect of
buprenorphine plateaus with increasing
doses, buprenorphine is therefore less
likely than either methadone or heroin
to cause an opioid overdose, even
when taken simultaneously with other
opioids. Buprenorphine maintenance
treatment should start with a dose that
is suited to the pattern of opioid use,
including the level of tolerance, the
duration of action of opioids used and
the timing of the most recent opioid
use. From there, the dose should be
rapidly increased (ie. over days) to one
that produces stable effects for 24 hours.

Methadone versus buprenorphine for
opioid agonist maintenance treat-
ment

Evidence on the effectiveness of metha-
done and buprenorphine for opioid
agonist maintenance treatment shows
that both medications provide good
outcomes in most cases (20). In gen-
eral, methadone is frequently recom-
mended over buprenorphine because
methadone has been shown to be
more cost-effective. However, making
both medications available may attract

T g1 G2 L)l Al

217



EMH] . Vol.23 No.3 . 2017

218

Eastern Mediterranean Health Journal

greater numbers of people to treatment
and improve treatment matching,

Psychosocial treatment

Psychosocial interventions—including
cognitive and behavioural approaches
and contingency management tech-
niques—can add to the effectiveness
of treatment, if combined with agonist
maintenance treatment and medica-
tions for assisting opioid management.
However, there is little evidence that
psychosocial services, in the absence
of medications, produce significant
benefits for the management of opioid
use disorders. Psychosocial services
should be made available to all patients,
although those who do not take up the
offer should not be denied pharmaco-
logical treatment.

Psychostimulant

use disorders

Psychostimulant drugs include cocaine
and amphetamine-type stimulants
(ATS) (known under the names meth-
amphetamine, crystal meth, captagon
and yaba). Although there are signifi-
cant differences in the neurobiological
and pharmacokinetic effects between
cocaine and ATS (e.g. the half-life of
cocaine is 1-2 hours and the half-life of
ATS is 10-12 hours), treatment con-
siderations are similar. At the present
time, there are no effective medications
for maintenance treatment of psycho-
stimulant dependence (21). While
medications may be useful in manage-
ment of the psychosis associated with
their acute and chronic use, as well as
for the alleviation of symptoms in early
abstinence, psychosocial treatments
have the best evidence of effectiveness
for the treatment of psychostimulant
dependence.

Treatment for intoxication/
psychosis and “withdrawal”
In addition to exhibiting anxiety, de-
pression and psychosis, individuals
presenting with acute psychostimulant

intoxication may be violent or suicidal
(21). Conservative care consists of
placing non-threatening individuals in
a quiet and calm environment, while
more agitated patients may require
benzodiazepines or neuroleptics, and
possibly gastric lavage and/or activated
charcoal to promote clearance of the
drug. While traditional antipsychotic
medications (e.g haloperidol) and ben-
zodiazepines are effective in reducing
symptoms of psychosis and agitation,
olanzapine and other medications ap-
pear to be better tolerated.

Harm reduction approaches

Compared with opioid use disorders,
the development of harm reduction
strategies for psychostimulant users is
much less advanced. In situations where
psychostimulants are injected, provid-
ing clean injection equipment, educa-
tion and encouragement to switch to
non-injection routes of administration
may be useful. In many parts of the
world, men who have sex with men use
psychostimulants at higher rates than
in the general population. The high risk
sexual behaviour associated with psy-
chostimulant use is a major contributor
to the transmission of HIV. Therefore,
easy access to condoms and education
about safer sexual practices may be use-
ful harm reduction approaches in this

group.

Cannabis use disorders

Cannabis is the most commonly used il-
licit drug across the world (22), with an
estimated prevalence of 3.9% (among
those aged 15-64) or 180.6 million
users. It is estimated that around 1 in
11 recreational cannabis users (23,24)
and 25-50% of daily cannabis users
develop cannabis dependency (25,26).
Cardiovascular and respiratory function
problems have been found to be greater
among daily cannabis smokers, and the
risk of road trafhic incidents while driv-
ing under the influence of cannabis is

La Revue de Santé de la Méditerranée orientale

2-3 times higher (27,28). Cannabis
users are twice as likely to develop a
mental disorder as non-users, especially
if cannabis use started during adoles-
cence and/or there is a predisposition
to mental illness. There are no effective
medications for cannabis dependence.
Psychosocial support is the main treat-
ment option for the management of
cannabis dependence, including brief
interventions.

Psychosocial
treatments for

substance use
disorders

The essential factors for the successful
use of all psychosocial interventions
are empathy, respect for the patient
and the use of positive reinforcement
methods to encourage and reinforce
positive changes in the lives of patients.
Praise and support for patient progress
(even small increments of change) and
consistent support for patients are also
critical. There are specific psychosocial
counselling approaches that improve
treatment success including;

Cognitive behavioural therapy (CBT).
This is a form of “talk therapy” based
on the principles of conditioning and
learning that is used to teach, encour-
age and support individuals about how
to reduce/stop their drug use. CBT
encompasses a range of interventions
that may be quite different in applica-
tion and focus and may incorporate
relapse prevention and coping skills
therapy. CBT provides skills that are
valuable in assisting people to reduce
drug use and/or start abstaining from
drug use, and provides skills to help
people sustain their reduced use and/
or abstinence.

Motivational interviewing/motiva-
tional enhancement therapy (MI/MET):
Many, if not most, problem drug users
are unsure about stopping their drug
use. MI/MET is a set of techniques that
allow professionals treating substance
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use disorders to address the uncertainty
common among many drug users and
promote changes in their lives (29,30).
MI/MET helps individuals recognize
the problems in their lives created by
drug use and create a pathway to make
positive changes. When using M1/
MET, health workers respond to pa-
tients in a consistent, non-judgmental,
supportive and most constructive way
by 1) expressing empathy; 2) devel-
oping the difference between the pa-
tient’s goals and aspirations and his /her
current self-destructive behaviour; 3)
avoiding argument; 4) accommodating
the patient’s resistance to behaviour
change; and S) supporting the patient’s
self-efficacy to bring about construc-
tive behaviour changes. MI/MET has
broad application in many situations
to address the challenges of working
with individuals with substance use
disorders.

Contingency management/motivation-
al incentives: Contingency management
applies the principles of positive rein-
forcement for performance of desired
behaviours consistent with a reduction
or cessation of drug use. Typically,
contingency management involves
the conditional delivery of a voucher
(which can be traded for desired items
or privileges) or other incentives for
behaviours such as attendance at the
treatment sessions or production of a
negative urine test. Contingency man-
agement has been widely applied to
many drug dependence disorders, and
a meta-analysis of research findings has
documented strong evidence of its effi-
cacy in many studies, types of disorders
and populations (31).

Family therapy and couples therapy:
Family and couples therapy comes from
learning-based behavioural models of
etiology and uses cognitive-behavioural
techniques to bring about change in
both maladaptive interpersonal behav-
iour and problem drug and alcohol use.
These techniques use a combination of
psychoeducation and CBT to assist the
patient and his/her family or spouse in

developing more positive coping skills
for addressing problem situations that
may be associated with drug use. Com-
munication skills are also part of many
of these approaches to provide patients
and their family/spouse with skills that
reduce the maladaptive communica-
tion patterns that can lead to relapse to
drug use. To effectively deliver family
and couples therapy, significant special-
ized training is needed.

Self-help groups: People with drug
dependence can benefit from partici-
pating in a self-help group, e.g. Narcot-
ics Anonymous. Involvement in these
groups can be very useful in assisting
patients to achieve and maintain absti-
nence from drugs and alcohol. These
groups generally recommend a total
abstinence from all drugs and alcohol,
although in some parts of the world,
moderation groups are available.

Implementing

treatment approaches

When decisions are made about which
management approaches for substance
use disorders should be implemented
within a country or region, decision-
makers should consider the priorities
of the country and the approaches that
would be a good fit for the country. Two
of the most important considerations
are the use of opioid agonist medicines
and the workforce needed for psycho-
social treatment.

Opioid agonist medication

The evidence on the efficacy and effec-
tiveness of methadone and buprenor-
phine is overwhelming (20,32). Opioid
agonist treatment reduces or eliminates
illegal opioid use, reduces injection be-
haviour, reduces relapse and improves
health. The training required to prepare
doctors to deliver these medicines is
relatively simple and the per-patient
cost for these pharmacotherapies is less
than many other interventions, particu-
larly those involving residential care.

However, one concern about the use of
these medicines is their potential diver-
sion to illicit markets. In some areas of
the world where these medicines have
been introduced with poor controls
over prescribing practices and/or lax
pharmacy practices, they have been
diverted to the illicit market. When
the decision is made to consider these
medicine, an effective control mecha-
nism is essential.

Psychosocial treatment
workforce

The development of effective treatment
systems that can deliver psychosocial
treatment is dependent upon the avail-
ability of well-trained professionals.
In many parts of the world, there are
limited opportunities for professionals
to receive useful training for effective
use of these treatment approaches. Even
mental health professionals, including
psychiatrists, need some specific train-
ing to use psychological interventions
for substance use disorders. In addi-
tion, there is a shortage of mental health
professionals dealing with substance
use disorders, particularly in low- and
middle-income countries. Therefore,
the absence of a qualified, trained
workforce is a serious limitation to the
delivery of effective psychosocial treat-
ment services.

Workforce training efforts should
focus on the substance use disorders
of greatest public health concern and
build the workforce capacity needed for
management of these disorders. One
strategy that has been used with success
is the use of a pyramid training model,
in which highly skilled local experts are
trained to provide the foundation for an
in-country training capacity. Training
physicians and psychiatrists is an essen-
tial step to create in-country expert train-
ing capacity. In national plans for service
implementation, targets for workforce
capacity development should be identi-
fied to make clear the knowledge and

skills needed for training as well as the
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number and type of professionals that

will be needed.

Conclusion

A major challenge to improving the

effectiveness of services for substance
use disorders is the implementation
of evidence-based practices. Efforts
have been made, including the WHO
mh-GAP intervention guide, to provide

reviews and summaries of the existing

evidence on the efficacy of a wide range
of practices to treat substance use
disorders. The treatment of opioid use
disorders has received the most empiri-
cal attention, and there are numerous
medicines and behavioural and harm
reduction practices that are established
as providing benefits to patients and so-
ciety. For other substance use disorders,
medicines and specific harm reduction
strategies have not been as well devel-
oped or researched. However, there are
a set of psychosocial and behavioural
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strategies that have evidence to support
their usefulness. The summary provided
in this article provides a snapshot of the
evidence-based practices for substance
use disorders as of 2016. As new evi-
dence arises, this document and others
like it will need to be updated to main-
tain an accurate picture of the knowl-
edge available to guide the development

of services for substance use disorders.
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