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ABSTRACT

This study, believed to be the first cannabis treatment outcome study in New Zealand,
used a naturalistic design to examine the relationships among client characteristics and
correlates of cannabis use problems, treatment variables, outcome measures, and client
satisfaction. Participants were 63 persons seeking treatment for cannabis use problems
recruited from four geographically diverse outpatient settings. All participants
completed baseline assessment and began treatment as typically delivered at

New Zealand drug treatment services. A high rate of attrition characterized the study
from very early on and continued through follow-up. Eighteen participants completed
posttreatment assessment. Outcome measures for those who completed treatment
revealed a significant reduction in both cannabis use and psychological distress,
accompanied by a significant increase in self-efficacy. A significant correlation
between attending more sessions and better outcomes on days of cannabis use and self-
efficacy was also noted. However, at treatment termination two-thirds (12) were still
using cannabis on at least 3 days per week, with half (9) using daily/near daily.
Hypotheses regarding the relationship between theoretically important client variables
and treatment dropout were tested. No predictors of dropout were established. Attrition
peaked at 86% at the final assessment point with 8 (only) responses to the 3-month
follow-up survey. While clients were generally satisfied with treatment services
received, some suggestions for improvement to the cannabis treatment programmes
were made. Retention- and therapeutic-enhancement strategies are discussed in terms
of making treatment services more responsive to identified client needs to improve
outcomes. Recommendations for clinical and research attention include the
development of individualized treatment packages tailored to meet the presenting needs

and deficits of cannabis clients, and ongoing routine evaluation of these programmes.
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CHAPTER ONE

SUBSTANCE USE DISORDERS AND THEIR
TREATMENT IN NEW ZEALAND

Cannabis use dates from antiquity. Today, cannabis is the most popular illegal drug
in the world, estimated to be used by 2.4 percent of the global population, and its
‘abuse’ far more widespread than that of all other illegal drugs combined (United
Nations Office of Public Information, 1998). In New Zealand cannabis use ranks
only behind alcohol and tobacco (Field & Casswell, 1999b).

Despite the earlier consensus that cannabis was not a drug of dependence (Hall,
Solowij & Lemon, 1994), since the late 1980s a dramatic development has occurred
in the escalation of presentations for treatment for primary cannabis use problems at
drug treatment services, both overseas and in New Zealand. Paradoxically, in spite
of its long and unique history, little is known about how best to treat cannabis

dependence/abuse problems.

Views on the nature of all forms of drug dependence have been heavily influenced
by the literature on alcohol dependence. The concept of a drug dependence
syndrome was first articulated in the alcohol dependence syndrome (Edwards &
Gross, 1976) and subsequently generalized to all psychoactive drugs. The ongoing
debate concerning the effectiveness of treatment for addictive behaviours has also
been led by researchers in the alcohol treatment field. Not surprisingly, therefore,
most interventions used for cannabis problems to date have been adaptations of
alcohol interventions. The major question that inevitably arises is the acceptability,
appropriateness, and effectiveness of these approaches for the primary cannabis
clientele of drug treatment services. Ironically, as the new millennium begins the

historical dearth of treatment studies for cannabis use problems persists.

As a first New Zealand attempt to find urgently-needed answers to these and other

closely-related treatment issues, one of the major aims of the current study was to



evaluate the appropriateness and effectiveness of the treatment programmes
currently available to the cannabis clientele of local drug treatment services. The
remainder of this chapter aims to set cannabis in the context of substance use and
substance use disorders in New Zealand to provide a general background for the
current research. Firstly, a brief outline of the concept of substance
dependence/abuse and prevalence of both substance use and substance use disorders
in New Zealand is provided. This is followed by a review of cannabis use - patterns
in New Zealand, harmful effects, high-risk groups, and related social problems. To
clarify the state of the art in the drug treatment paradigm an overview of current
treatment approaches and recent developments follows. As a prelude to the current
cannabis treatment outcome study the chapter concludes with a discussion of the
many problems and dilemmas that have plagued treatment outcome research in the

addictions field.

SUBSTANCE USE DISORDER

The current version of the Diagnostic and Statistical Manual of Mental Disorders
(DSM-IV; American Psychiatric Association, 1994) codifies operational definitions
that differentiate two subtypes of Psychoactive Substance Use Disorders, Substance
Dependence and Substance Abuse (see Appendix 1 for specific DSM-IV diagnostic
criteria). While the tabulated diagnostic principles apply across the various drug

classes, drug-specific variations are outlined in DSM-IV.

As the diagnostic criteria indicate, Substance Dependence is currently
conceptualised as a psycho-biological-social syndrome, the 'drug dependence
syndrome' (Edwards, Arif & Hodgson, 1981) featuring a cluster of cognitive,
behavioural and physiological symptoms related to a central phenomenon, "that the
individual continues use of the substance despite significant substance-related
problems" (APA, 1994,p 176) . Addiction specialists currently define
addiction/dependency as a complex and progressive pathological behaviour pattern

characterised fundamentally by:

a) loss of control over drug use



b) escalating drug craving and drug-seeking behaviour

¢) asubjective compulsion to use despite adverse sequelae, and a strong
tendency to reinstatement of the behaviour pattern following periods of
withdrawal/abstinence

(Marlatt & Gordon, 1985; Peele, 1985).

The essential feature of Substance Abuse is recurrent substance use (without
evidence of tolerance, withdrawal, or compulsive use) resulting in recurrent and
significant adverse consequences (APA, 1994). Thus, Substance Abuse is currently
understood as any use of drugs that causes physical, psychological, economic, legal
or social harm to the individual user or to others affected by the drug user’s

behaviour (see Rinaldi, Steindier, Wilford & Goodwin, 1988).

The reader is referred to Appendix 1 for DSM-IV diagnostic criteria, some
important assumptions associated with the drug dependence syndrome, and
clarification of terminology with regard to the concept categories of “use’, ‘misuse’

and “abuse’.

Prevalence of Substance Use and Substance Use Disorders

in New Zealand

Data presently available on alcohol and drugs in New Zealand suggest a clear
hierarchy of incidence of use. While legal drugs, alcohol and tobacco are the ones
most commonly used in New Zealand today, a large minority of the population is

using illicit drugs, most often cannabis.

There have been three major general population surveys of drug use in New Zealand
over the past decade (Black & Casswell, 1993; Bushnell, Carter & Howden-
Chapman, 1994; Field & Casswell, 1999a, 1999b). The most recent national survey
of a general population sample from across New Zealand (Field & Casswell, 1999b)
confirmed the general findings from the 1990 survey (Black & Casswell, 1993). In



the past 12 months alcohol was the most commonly used drug (86%) followed by
tobacco (36%) and cannabis (20%). Considerably lower frequency of use was
found for other drugs such as hallucinogens (LSD, mushrooms, ecstacy) and
stimulants (9%). Use of opiates (1%) and tranquilliser/solvents (1%) was even

lower.

As reported elsewhere in the world, multiple drug use was the 'norm' in the New
Zealand sample. However, unlike the situation in the USA or Britain (where
multiple drug use implies combinations of cocaine, heroin, crack, LSD and alcohol,
etc.) multiple drug use in New Zealand was most likely to involve alcohol, cannabis
and tobacco (Field & Casswell, 1999b).

The National Advisory Committee on Core Health and Disability Support (1994)
reported that alcohol and drug problems were the second most common mental
health problem (after depression) in New Zealand, and affect 9.1 percent (or one in
ten) of the population. Not all of these people have moderate to severe dependency,
and less than one-third would seek help for their problem. However, there is a
serious lack of quality research data on the prevalence of substance use disorders
among the New Zealand population (Sellman, Hannifin, Deering & Borren, 1996).
The Health Funding Authority reported that well over 30,000 people accessed local
drug and alcohol services in the 1997/1998 year (Fox, 1998). Given the notorious
problems involved in obtaining reliable prevalence estimates of substance use and
substance use disorders (Johnston & Hannifin, 1987; Sellman et al., 1996), these

statistics might well represent a “tip of the iceberg’ phenomenon.

The only source of community-based prevalence data with a large-scale probability
sample of the general adult population is the Christchurch Psychiatric Epidemiology
Study (CPES) in 1986 (Wells, Bushnell, Joyce, Oakley-Browne & Hornblow,
1989). It was found that nearly one person in five (18.9%) met DSM -defined
criteria for an alcohol disorder, while only about 6 percent had a lifetime drug use
disorder. There was a remarkable consistency with available American and
Australian data (Anthony, Warner & Kessler, 1994; National Drug Strategy, 1996)

in the proportion of the drug use disorders accounted for by cannabis dependence.



Most of the drug use disorders in this sample (5%) related to cannabis dependence,
with the lifetime prevalence of all other drug use disorders each below 1 per cent
(Wells et al., 1989). Other similar findings were that alcohol and drug use disorder
(cannabis) were very likely to co-occur. Further, men were more likely than women
to have alcohol and drug disorder(s) comorbid with other mental health disorders

(Bushnell et al., 1994).

Cannabis Use In New Zealand: Epidemiology and Adverse
Consequences

Prevalence

Despite prohibition on its use, population-based studies have consistently revealed
that cannabis is the most widely used illegal substance globally (Johnson, 1991).
The United Nations Office of Public Information (1998) reports that:

Annual prevalence of cannabis use is estimated

at 2.4 per cent of the global population, or about

145 million people. Its abuse is far more widespread
than the abuse of cocaine (0.23 per cent), heroin (0.14
per cent) or ATS (amphetamine-type stimulants, 0.5 per
cent) combined (p.43).

In 1998, an estimated 13.6 million Americans overall (6.2 percent of the U.S.
population age 12 and older) were current users of illicit drugs. About 60 percent of
all illicit drug users reported using marijuana only, and another 21 percent reported
marijuana use and some other illicit drug use (National Household Survey on Drug
Abuse, 1998). In Australia, estimates of the number of persons who have ever tried
cannabis are typically in the order of one third (Makkai & McAllister, 1993) to one
half (National Drug Strategy, 1996). While most of those who try cannabis never



repeat the experience, approximately 10 per cent continue to engage in regular

recreational use for some years (Reilly, Didcott, Swift & Hall, 1998).

As in other comparable English-speaking countries such as Australia (Donnelly &
Hall, 1994), Canada (Adlaf, Ivis & Smart, 1994) and the United States (Adams &
Martin, 1996), cannabis is the most commonly used recreational drug in New
Zealand after alcohol and tobacco (Ministry of Health, 1995, 1996, 1998). Utilizing
identical methodology and general population samples aged between 15 and 45
years, a series of surveys were conducted to provide national and regional data about
drug use in New Zealand (Black & Casswell, 1993; Field & Casswell, 1999a,
1999b). The surveys investigated both legal and illegal dug use, focusing

particularly on marijuana, the most popular form of cannabis in New Zealand.

A 1990 survey (Black & Casswell, 1993) from two North Island regions (a
metropolitan and a provincial region) found that while 43 per cent had tried
marijuana, 18 per cent had used it in the last year, but only 13 per cent were current
users. An even smaller proportion (2.4 per cent) were defined as heavy users (more
than 10 times in the last 30 days). Data were strongly related to gender and age:
while frequent use was most common (81 per cent) among those under thirty years
of age and declined steeply thereafter, frequent users were more likely to be men (81
per cent). When asked at what age they had first tried marijuana, 40 per cent of
lifetime users had done so by 16 years of age (Black & Casswell, 1993).

Using a sample from the same age group within the same population, a follow-up
comparison survey was conducted in 1998 to investigate any changes in drug use
since the initial survey in 1990 (Field & Casswell, 1999a). The percentage of
people who had ever tried marijuana increased from 43 per cent in 1990 to 52 per
cent in 1998. Use of marijuana in the last year increased from 18 per cent to 21 per
cent, and current users (metropolitan region only) increased from 13 per cent to 17
per cent. These substantial increases in marijuana use were reported more among

women than men.

Heavier marijuana use also showed a trend towards an increase between the two

surveys (2.4 per cent versus 3.2 per cent). As in the 1990 survey, frequent heavier
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users were more likely to be younger men. Finally, more people in the 1998 survey
(52 per cent) than the 1990 survey (40 per cent) reported that they had tried
marijuana by age 16 (Field & Casswell, 1999a).

A 1998 national survey of drug use in a sample drawn from three broad regions
across New Zealand (the northern North Island, the southern North Island, and the
South Island) has yielded a more comprehensive and representative profile of
current cannabis use in the general population (Field & Casswell, 1999b). This
survey found that 50 per cent of New Zealanders aged 15-45 years had tried
marijuana (56 per cent men and 44 per cent women). As in the comparison surveys,
however, most of those who had tried marijuana no longer used it (69 per cent), and
the majority of users did not use it on a regular basis. Only 24 per cent of lifetime

users had used marijuana more than twice in the last 12 months.

While 20 per cent of the total sample had used marijuana in the last year, 15 per cent
described themselves as current users (20 per cent men and 10 per cent women).
Consistent with the comparison surveys, a very small proportion (3 per cent) were
defined as frequent users, and only 1 per cent of these were daily users. Also in
accordance with the comparison surveys, three-quarters of heavier users were men,
and 62 per cent were aged under 30. Frequent, heavy use was most common in the
18-24 year age group (11 per cent of all men aged 18-19, and 8 per cent of men aged

20-24). The percentages for women were considerably lower at this level of use.

Patterns Of Use

Field and Casswell (1999b) compared the pattern of reported illegal drug usage in
New Zealand with that of Australia, Britain, Canada and the United States, and
found that rates of last year use of marijuana in New Zealand were similar to those
of Australia and the United States, but higher than in Britain. In broad terms,
reported use of all drugs in the last 12 months in New Zealand was most comparable

with that of Australia. People in both countries were more likely to have tried all



three of alcohol, tobacco and marijuana than any drug alone or combination of any

other substances.

The specific pattern of cannabis consumption in New Zealand also appears similar
to that reported in Australia (Donnelly & Hall, 1994; National Drug Strategy, 1996)
in which a large number of young people try (“experiment with™) cannabis, but the
majority do not appear to use it regularly, and only a relatively small proportion are
defined as frequent users (Black & Casswell, 1993; Field & Casswell, 1999b).

Self-Reported Harmful Effects

Despite its widespread use, some users do experience problems related to cannabis
consumption. Respondents to the drug surveys were asked to identify which of
several aspects of their life had been harmed by their cannabis (and alcohol) use.
Life areas most frequently identified as harmed by both marijuana and alcohol use
were energy and vitality, financial position, health, and outlook on life. There was
an increase from the 1990 to the 1998 comparison survey in the proportion of
respondents reporting harmful effects on their energy and vitality from both drugs
(Field & Casswell, 1999a). Frequency of marijuana use, however, was the most
significant predictor of problems across all three surveys. That is, frequent
marijuana users (who were more likely to be men and who were also heavier alcohol
users) reported higher levels of harmful effects related to both drugs on their energy

and vitality, financial position and health.

In addition to responding to a pre-determined set of life areas, the national survey
also asked people to voluntarily identify any problems they had had because of
using marijuana. Loss of memory (10 per cent), loss of motivation or energy (9 per
cent), general physical health (6 per cent), and feelings of paranoia (4 per cent) were
the problems most often spontaneously reported. Men were more likely to also
report trouble with the law as a problem (4 per cent). Again, however, more
frequent users (6 per cent of total sample) reported higher levels of problems than

lifetime and last year users. In this survey, frequent users identified problems of



memory loss (22 per cent), loss of motivation/energy (11 per cent), trouble with the
law (7 per cent), relationship problems (6 per cent), problems with parents (6 per
cent) and general physical health (6 per cent) (Field & Casswell, 1999b).

Finally, respondents were asked their perceptions of the health risks associated with
smoking marijuana at both an individual level and as a community problem.
Consistent with popular benign perceptions of the harm potential of the drug, a
higher perception of the risks associated with smoking cigarettes than smoking
marijuana was reported. As a community concern, cannabis was ranked as the fifth

most harmful drug after other illegal drugs, solvent abuse, alcohol, and tobacco use
(Field & Casswell, 1999b).

Several studies involving nontreatment samples of self-identified cannabis users in
the United States provide further indicators of the nature and incidence of problems
associated with cannabis use (e.g. Haas & Hendin, 1987; Hendin, Haas, Singer,
Ellner & Ulman, 1987; Rainone, Deren, Kleinman & Wish, 1987; Roffman &
Barnhart, 1987). At least half of the respondents in each study sample reported
adverse physical, psychological, social and occupational consequences directly
related to their cannabis use. These included impairment of memory, concentration,
motivation, and problems with their self-esteem, health, interpersonal/family
relationships, finances, school/ job performance, and difficulties controlling

cannabis use.

A more recent Australian study of 268 cannabis users with a median history of 19
years regular use (Reilly et al., 1998) found that the most commonly reported
negative effects were feelings of anxiety, paranoia or depression (21 per cent), and
tiredness, lack of motivation and low energy (21 per cent). One quarter of the

sample (26 per cent) had been charged with cannabis possession.



High Risk Groups

High risk groups for health implications from cannabis use include adolescents,
Maori, women of childbearing age, and persons with pre-existing diseases (MOH,

1996, 1998).

Adolescence

A recent White Paper from the United States reported that in 1996 (the latest
numbers available) more adolescents aged 19 and younger entered treatment for
cannabis abuse and dependence than for any other drug including alcohol. In fact,
nearly as many teens and children were admitted to treatment for cannabis as were
admitted for abuse and dependence on all other substances combined. Of the nearly
181,784 teens and children who entered treatment in 1996, nearly half (48.2%) were
admitted for dependence or abuse of marijuana alone. More than half of this group
were between the ages of 15 and 17 (The National Center on Addiction and
Substance Abuse, 1999).

Several New Zealand studies indicate a significant upturn in cannabis use within
adolescent populations in recent years, similar to that reported in the United States,
Australia and Canada (Black & Casswell, 1993; Feehan, McGee, Raja & Williams,
1994; Field & Casswell, 1999a, 1999b; Fergusson, Lynskey & Horwood, 1996;
McGee & Feehan, 1993; Poulton, Brooke, Moffitt, Stanton & Silva,1997). The
most recent in a series of longitudinal studies of a birth cohort found that by age 21
years nearly 10 per cent met DSM-defined criteria for cannabis dependence
(Poulton et al., 1997). In short, cannabis appears to be an integral part of New
Zealand youth culture in the late 1990s.

A considerable body of research data has consistently demonstrated a correlation

between heavy adolescent cannabis use and impaired educational and occupational

performance, school dropout and unemployment, arrested psychological maturation,
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disrupted interpersonal and family relationships, low self-esteem and achievement
motivation, increased risk of other illegal drug use and drug-related crime, and
adverse effects on mental health, especially depression (e.g. Feehan et al., 1994,
Fergusson & Horwood, 1997; Fergusson et al., 1996; Kandel & Davies, 1992;
Kandel, Davies, Karus & Yamaguchi,1986; Pandina, Labouvie , Johnson & White,
1988; Yamaguchi & Kandel, 1984). Accordingly, evidence of ever younger
initiation into cannabis use in New Zealand as elsewhere gives cause for concern as
a potential source of future societal morbidity (Fergusson & Horwood, 1997,
Makowharemahihi, 1993; Ngata, 1993).

A more immediate and serious concern in our society is the elevated incidence of
youth suicide in New Zealand. The Canterbury Suicide Project (Beautrais, 1998)
examined the characteristics and risk factors in young people aged under 25 years
who had made serious non-fatal suicide attempts. It was found that young people
with a substance abuse disorder have a risk of serious suicidal behaviour of nearly 4
times higher than the risk of those without substance use disorders. Almost 40 per
cent of those making serious suicidal attempts met criteria for substance abuse at the
time of their suicide attempt. Importantly, while 31 per cent of these met criteria for
alcohol dependence, 12 per cent (one in eight) met criteria for cannabis dependence
or abuse. When odds ratio (OR) statistics were calculated it was estimated that
those with cannabis abuse or dependence had odds of serious suicide attempts of
over 10 times higher than those without such a disorder. Subsequent analyses
(Beautrais, Joyce & Mulder, 1999) reduced this OR to 2.0 after adjustment for
sociodemographic, family, concurrent disorder and other confounding factors and
factors. However, these authors concluded that cannabis abuse/dependence may
make an independent contribution to risk of suicide attempts, both directly and
indirectly, through the possible effects of cannabis abuse on risks of other mental

disorders (Beautrais et al., 1999). The implications of these findings are both self-

evident and of major concern.
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Maori

Existing research and anecdotal evidence suggests widespread use of cannabis
among some groups of Maori. In some communities generations of Maori use
cannabis (Drugs Advisory Committee et al., 1995; Ngata, 1993). Lux, King, Lux &
Makowharemahihi, 1993) report Department of Justice statistics that show that a
greater proportion of Maori are convicted for cannabis offences than other ethnic
groups. Several sources (Abel & Casswell, 1993; Drugs Advisory Committee et al.,
1995; Mataira, 1993; Ngata, 1993; Te Runanga o Te Rarawa, 1995; Walker,
Cocklin, Blunden, Davis, Kearns & Scott, 1998) note the use of cannabis by
children raised in communities characterized by a “cannabis environment” (Ngata,
1993, p.3).

This prevalence has considerable impact over a range of social dimensions. Ngata
(1993) notes a reported relationship between admissions to psychiatric units for
psychoses in young Maori men and cannabis use, and the disproportionate number
of Maori seeking help at drug treatment agencies for cannabis use problems. Lux et
al. (1993) argue that excessive use of cannabis by Maori may exacerbate the already
serious risks for respiratory and mental illness, educational failure and
unemployment, criminal lifestyles/imprisonment, and social/cultural alienation

among the cannabis-using Maori population.

Women Of Childbearing Age

Teratogenic studies show that cannabinoids cross the placenta as readily as alcohol
and other drugs (Hollister, 1986). Evidence indicates that cannabis use during
pregnancy may cause impaired fetal development and associated low birth weight,
and increased risk of birth or childhood abnormalities (Fried, 1989; Hall et al., 1994,
Hollister, 1988; Zuckerman, Frank, Hingson, Amaro, Levenson, Kayne, Parker et
al., 1989). The recent discovery of a markedly higher density of cannabinoid
receptors in the fetal and neonatal brain raises issues for further investigation (Glass,

Dragunow & Faull, 1997).
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People With Pre-Existing Diseases

Persons with certain pre-existing diseases (such as cardiovascular and circulatory
diseases, respiratory diseases, schizophrenia, and alcohol or other drug dependence)
are at risk of precipitating or exacerbating the symptoms of their disease by cannabis

use (Hall et al., 1994).

The cannabis “black market”: a “prohibition dope and dole economy”

Under the New Zealand Misuse of Drugs Act (1975) it is illegal to cultivate, supply,
possess or use cannabis. Enforcement measures include the detection and
apprehension of suppliers and users, and crop eradication. However, it is widely
acknowledged that New Zealand is self-sufficient in cannabis production, and that
there is a thriving cannabis black market economy in certain rural areas with
favourable climatic conditions, including Northland, Coromandel, the East Coast,
and various other remote areas (Abel & Casswell, 1993; Mataira, 1993; National

Drugs Intelligence Bureau, 1997;Yska, 1990).

A recent study of cannabis trade in Northland found it to be a significant component
of the regional economy, and the main source of subsistence for some people in a
region characterized by persistent structural unemployment (Walker et al.,1998).
These findings are consistent with those of Te Runanga o Te Rarawa (1995) which
reported an “epidemic” of cannabis abuse among Northland Maori. The widespread
use of cannabis is attributed to its function as an escape/avoidance coping
mechanism which “eases the social pain” from the underlying issues of spiralling
unemployment and poverty, inadequate housing, low educational achievement,
cultural dislocation and low self-esteem (Te Runanga o Te Rarawa, 1995; Lux et al.,
1993; Walker et al., 1998). For many dispossessed and disenfranchised Maori,
cannabis symbolizes an expression of resistance and cultural identity. However,
these reports suggest that among the many detrimental social and environmental

effects of cannabis production and consumption in the region are the threat to
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survival of Maori culture and community cohesion, individual and whanau
dysfunction, and the crime and violence associated with the clandestine cannabis-

related activity.

Cannabis-Related Crime

One consequence of this widespread contravention of the law is that cannabis
offences comprise the vast majority of all drug offences in New Zealand (Abel &
Casswell, 1993). A recent Ministry of Justice study (Spier, 1997) reported that
convictions for offences involving cannabis made up 91 per cent of all convictions
for drug offences in 1996. While the number of convictions for possession and use
of cannabis (excluding those not sentenced or fined) showed an overall downward
trend of —25 per cent in the 1987-1996 decade, convictions for cultivation or
possession for supply showed an overall upward trend of +37 per cent (Spier, 1997).
Meaningful interpretation of these statistics, however, is confounded by the
unknown rates of undetected offences and the increased leniency shown to cannabis

offenders (e.g. pre-trial diversion scheme) during this period (Abel & Casswell,
1993).

What can be said with certainty is that whether cannabis-related crime is committed
either to support a drug habit or in order to subsist, the personal, familial, and public
costs of cannabis supply reduction/law enforcement measures in New Zealand are
enormous, and inestimable (see Abel & Casswell, 1993; 1998; for review). These
outcomes and other issues are explored in the ongoing cannabis
decriminalization/legalization public debate, the parameters of which are beyond the

scope of the present focus.
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TREATMENT FOR SUBSTANCE USE DISORDERS

Given the magnitude of the estimates of the prevalence and the personal and social
costs of cannabis and other substance use disorders, the provision of appropriate and
effective treatment services to persons suffering from these disorders is of extreme

importance. A standardised definition of treatment in the substance abuse field is:

any person-to-person intervention which is designed to identify and minimize
hazardous, harmful or dysfunctional drinking/drug taking behaviour (National

Campaign Against Drug Abuse, 1992).

The term ‘treatment’, however, requires careful specification as it is an inclusive
construct that incorporates a wide and heterogeneous range of therapeutic
interventions. Treatment for individuals with substance use disorders generally
includes an assessment phase, the treatment of intoxication/withdrawal when
necessary, and the development of an overall treatment strategy. Two general
treatment strategies are used: drug-free and substitute (e.g., methadone in opioid
addiction). Pharmacologic treatments also include selective use of medication to
assist in detoxification and to treat comorbid medical and psychiatric conditions
(e.g. anxiolytics and anti-depressants). Psychosocial treatments include cognitive -
behavioural therapies, psychodynamic/interpersonal and supportive-expressive
therapies, group and family therapies and participation in self-help groups
(American Psychiatric Association, 1995). As Miller (1992) has noted, virtually
every major psychological and psychiatric treatment strategy has been attempted
with substance abusers. A comprehensive treatment programme involves a
combination of components of pharmacological (if indicated and available) and

psychosocial treatments tailored to individual needs (APA, 1995; Geller, 1997).
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Treatment Objectives and Goals

The facilitation of positive behavioural change is the central stated aim or objective
of a substance abuse treatment programme (De Leon, Inciardi & Martin, 1995;
Maisto & Connors, 1988). At the level of therapeutic dyad the therapist attempts to
mobilize the client's own innate resources in order to initiate or facilitate the change
process. The primary mission of substance abuse treatment is to restore the user to a
healthier and more functional, productive lifestyle. It assists the drug user to see
his/her problems from a different perspective; by motivating and enabling, it
enhances self-reliance, and empowers the individual to make choices and work
constructively for change; it confers self-esteem, and gives hope (World Health
Organization, 1993). Behavioural outcomes, such as drug use cessation, gainful
employment and a prosocial lifestyle are the distal goals of drug abuse treatment
(Teeson, 1998).

Historically, the simplistic treatment goal for substance use disorders has been total
abstinence from all psychoactive drug use (APA, 1995; Anglin & Hser, 1992).
However, the harm reduction approach to substance use disorders and their
treatment has become ascendant in the alcohol and drug treatment field in recent
years (Jonas, 1997; Sellman et al., 1996; Wardlaw, 1992) and is the perspective
articulated in the National Drug Policy in New Zealand (Ministry of Health, 1998).

Lenton and Single (1998) define a policy, programme or intervention as being one
of harm reduction only if three criteria are met: (1) the primary goal is the reduction
of drug related harm rather than drug use, per se (2) where abstinence-orientated
strategies are included, strategies are also included to reduce the harm for those who
continue to use drugs, and (3) strategies are included which aim to demonstrate that,
on the balance of probabilities, it is likely to result in a net reduction in drug-related
harm (p. 25).

Traditionally disparate models of behaviour change used by drug treatment services,
however, have important implications for treatment focus, level of intervention,

content, and hence, treatment goals and outcome evaluation. For example, viewing
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drug addiction as a lifelong incurable disease, treatment in the (Alcoholics
Anonymous) disease model involves restructuring the individual's characterological
defect through the 12-Step programme and lifestyle change, with permanent AA
(Marijuana Anonymous, Narcotics Anonymous) affiliation. The only legitimate
goal of 12-Step treatment is lifelong abstinence and the sine qua non of outcome is

(categorical) drinking/drug behaviour.

In direct contrast to the disease perspective, the Behavioural/Social Learning Model
conceptualises drug addiction as a set of learned habitual dysfunctional behaviours
that are aligned along a continuum of severity and determined by the complex
interaction of biological, psychological, social and environmental factors over time.
From this perspective, addiction is not a unitary phenomenon, but inflicts
multifarious damage to a person's life and wellbeing. Hence, treatment must be
multivariate in approach, skills based, and tailored to the individual's specific needs.
Similarly, treatment goals are negotiated and tailored to the individual's drug use
profile. Flexibility is applied in drug use goals, using an incremental approach to
abstinence (such as the intermediate goals of “moderated” or “controlled” use) as
this model views total and lifelong abstinence as a disincentive for treatment
involvement for those at lower levels of dependency (Rotgers, 1996). Accordingly,
multiple, continuous measures of client functioning across multiple life domains and

environments are seen as vital for treatment outcome evaluation (Maisto & Connors,
1988).

Thus, with the ascension of the multivariate harm reduction approach global goals

of treatment outcome now include:

(1) reduction in the use and harmful effects of substances or achievement of

abstinence

(2) reduction in the frequency and severity of relapse, and

(3) improvement in psychosocial adjustment (physical, psychological,
family and social functioning (APA, 1995).

Many writers state that additional goals pertain to the treatment for illicit drug

problems. These include social rehabilitation, including improvement in
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relationships, employment, residential stability, financial status, cessation or
reduction in criminal activity (Anglin & Hser 1992;Heather & Tebbutt, 1989) and
reduction of high-risk behaviours (such as sexual or ‘using’ behaviours) among

injecting populations (Heather & Tebbutt, 1989; Sellman et al., 1996).

The Substance Abuse Treatment Paradigm:
Recent Developments

As in other Western countries, the biomedical disease model of alcohol and drug
abuse predominated in New Zealand until the late 1960s. Persons with drinking or
non-opiate problems were typically referred to 12-Step-based inpatient programmes
characterized by a relatively predictable highly-structured ‘standard formula’:
detoxification, a spiritual (AA) philosophy and milieu, group psychotherapy,
educational films and lectures and relatively unspecified general alcoholism
counselling, often of a confrontational nature. Persons with opiate use problems
were often referred to relatively longer inpatient programmes run by ex-addicts
according to the Therapeutic Community model. Others were referred to
Methadone Maintenance programmes. Substance disorder treatment was conducted
largely according to these three models with little difference across programmes
espousing similar philosophies and little attempt to tailor treatment to specific client
needs (Johnston & Hannifin, 1987; Miller, Brown, Simpson, Handmaker, Bien,
Luckie, Montgomery et al, 1995; Miller & Hester, 1986a, 1986b).

During the 1970's, the orthodoxy of this model came under increasing challenge
internationally (Stewart & Casswell, 1992). Since this critical period several major
developments have catalyzed a reassessment of the fundamental philosophies,
techniques, and delivery of substance abuse services in New Zealand, as elsewhere
(National Advisory Committee, 1994; Sellman et al, 1996; Stewart & Casswell,
1992). Among these driving forces of change were the global shift towards more

outpatient and community-based services (Johnston & Hannifin, 1987) and the
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progressive use of briefer interventions and greater accountability for outcomes
(Stewart & Casswell, 1992).

These initiatives were accompanied by the rapid emergence of a wide variety of
innovative, often empirically-driven approaches (Miller & Hester, 1986a;
Prochaska, Di Clemente & Norcross, 1992) from across the entire spectrum of
theoretical paradigms (i.e., Psychodynamic, Learning, Cognitive, Systems,
Humanistic). Some of these approaches have been integrated into traditional
treatments (see Mattick & Jarvis, 1993; Miller & Hester, 1986a; Miller et al, 1995,
for comprehensive reviews). Concomitant advances in neurobiology have led to an
increasingly promising investigation of effective pharmacotherapeutic approaches to
treatment for alcohol, opiate and cocaine dependence (Gardner, 1997; Geller, 1997,
Sellman et al, 1996). As yet, however, no parallel pharmacotherapies have been

developed to assist those seeking assistance with cannabis use problems (Adams &

Martin, 1996; Tennant, 1986).

In addition to these timely advances, treatment researchers have begun to gather
empirical data suggesting that behavioural approaches are effective for particular
client subtypes, thus providing scientific evidence that “matching” clients to
treatments may be possible (see Glaser, 1980; Institute of Medicine, 1990;
McLellan, Woody, Luborsky, O’Brien & Druley, 1983; Miller & Hester, 1986a,
1986b). This is a notion with the manifest potential to revolutionize the entire
substance abuse treatment field. A generic ‘matching hypothesis’ (Glaser, 1980)
assumes that prescribing specific treatments based on individual characteristics and
needs would improve treatment outcomes compared to simply offering the same
treatment to all individuals with a similar diagnosis. It thus posits that the
therapeutic impact will be increased among clients who are appropriately matched
to treatment relative to clients not so matched (Institute of Medicine, 1990;
McLellan et al., 1983; Miller & Hester, 1986a, 1986b).

There is now a growing literature on how to match individuals to optimal treatment
strategies. The largest clinical trial ever conducted, Project MATCH, was designed
to test a series of a priori hypotheses on how client-treatment interactions relate to

outcome in alcoholism treatment (Project MATCH Research Group, 1997, 1998).
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Contrary to predictions, it was found that there was little overall difference in
outcomes by type of treatment, with the three different treatments tested being more
or less equally successful with all clients. Beyond the testing of specific matching

hypotheses, several findings of theoretical and clinical interest were also reported:

(1) among outpatients higher initial motivation for change was a strong predictor
of better treatment outcomes

(2) clients who continued longer in treatment showed better outcomes. The more
sessions a client attended the better the outcomes

(3) process measures supported the importance of self-efficacy and processes of
change in predicting substance use throughout the follow-up period (Project
MATCH Research Group, 1998).

Finally, while the field of substance abuse treatment continues to diversify into an
ever expanding armamentum of competing methods and technologies, in the field of
psychotherapy and behaviour change generally there has been a contrasting
movement towards integration of traditionally disparate approaches to behaviour
change following Goldfried's (1980, 1982) call for ‘rapprochement’ across parochial
and doctrinaire lines. Broad Spectrum and Multimodal Therapy approaches and
models such as Prochaska and Di Clemente's (1984, 1986; Prochaska et al, 1992)
transtheoretical Stages of Change have been proposed and conceptualised as ways
of understanding the process of behaviour change and development of treatment
packages that are tailored to individual client needs. By providing a synthesis for
the diversity of treatment methods currently available for addictive behaviours, the
Stages of Change approach exemplifies the prevailing zeitgeist' in helping to
integrate a therapy field that "has fragmented into an overwhelming number of

alternative and competing treatments" (Prochaska & Di Clemente, 1986, p4).

The Stages Model has been widely endorsed and integrated in New Zealand drug
treatment agencies, and currently services are largely delivered with reference to the
principles of this model. Working within a 'holistic' paradigm and from an eclectic
approach, therapists are progressively integrating techniques from a variety of

diverse theoretical orientations to help clients cope with the multiple problems with
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which they present for treatment (Johnston & Hannifin, 1987, Stewart & Casswell,
1992).

The Stages of Change Model

Prochaska and Di Clemente (1983, 1984, 1986; Prochaska et al., 1992) propose a
sequence of stages that are common to both self-change and therapy-assisted
change. Vaillant's (1983) natural history approach to addictive disorders provided
the supportive conditions for this perspective to emerge in the substance abuse
treatment field. Prochaska & Di Clemente (1984) stimulated the movement by
giving theoretical substance and empirical sustenance to the concept of discrete
developmental stages of addiction. This concept has had a profound heuristic effect
in understanding natural recovery, understanding and guiding the course of
treatment and treatment evaluation (Maisto & Connors, 1988; Heather & Tebbutt,
1989).

Featuring a three-dimensional model that integrates six sequential temporal stages
(Precontemplation, Contemplation, Preparation, Action, Maintenance and Relapse)
with ten processes (representing cognitive, affective, behavioural and environmental
activities) at five hierarchical levels of functioning (intrapersonal and
environmental) the transtheoretical approach views comprehensive,
interdisciplinary, multifaceted and holistic treatment as the differential application
of the processes of change at the six stages of change according to the problem level
being addressed. Prochaska and his colleagues (1992) conceptualise change as a
spiral pattern which exemplifies the dynamic and cyclical, relapsing nature of both

addictions and the nonlinear process of general behaviour change. Central features

of the model are:

(1) Motivation/readiness for change occupies a pivotal position in the model, and
is viewed as a dynamic and cyclical, recursive series of stages and associated
processes through which an individual progresses and regresses (Prochaska &

Di Clemente, 1983, 1984, 1986; Prochaska et al., 1992). An individual’s stage
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of readiness for change must be continually assessed and interventions tailored
to match (Miller& Rollnick, 1991; Prochaska et al., 1992). The source of an
individual’s motivation must originate in appropriate, individualized treatment
goals that the client generates to fit with his/her stage of change (Miller, 1985,
1989; Prochaska et al., 1992).

(2) The essence of the model is that different types of interventions (processes)
are required for people at different stages in the change process. The
transtheoretical model guides eclectic matching and sequencing of
intervention strategies to match key client characteristics (Prochaska et al.,
1992).

(3) The model has clear implications for a ‘client-treatment matching’ strategy
and for treatment mismatching (Di Clemente, Carbonari & Velasquez, 1992).
The model is a multivariate, holistic, developmental approach addressing the
many different problems at all levels of the individual’s internal/external
environment at different times in the individual’s treatment career (Prochaska
et al., 1992).

Importantly, the model has pan-substance application, thus has potential relevance
for cannabis as for all other substances. Empirical support for the stages of change
construct in drug addictions treatment has come from research investigating
smoking cessation (Prochaska & Di Clemente, 1983) and outpatient alcoholism

treatment outcome (Di Clemente & Hughes, 1990; Isenhart, 1997).

The widely-used Stages of Change model, however, is not without its critics. While
agreeing that the model has intuitive appeal and heuristic value, Sutton (1996)
rejects both the spiral representation of the change process and the invariant logicai
sequence of the stages of change, claiming that there is no strong evidence that
using particular processes in particular stages promotes movement to subsequent
stages. Sutton (1996) concludes that rather than describing how people do change,
Prochaska & Di Clemente's model prescribes how people should change, and is thus

a model of ideal change (see Sutton, 1996, for critical discussion).
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From a similar perspective, Davidson (1992) cautions that "addictions scientists are
not immune to the vagaries of fashion "(p. 821) and should accordingly, "develop a
critical wariness of rickety bandwagons" (p. 822). Finally, Isenhart (1997) points
out that while the term "stages of change" implies that a client's motivation level can
be categorised exclusively into one specific stage, research has demonstrated that on
scales that assess the stages of change individuals can receive high or moderate
scores on more than one scale. Consequently, motivation is best conceptualised as
"readiness for change": consisting of combinations of varying levels of dimensions

(referred to as Precontemplation, Contemplation, Preparation, Action and

Maintenance).

State of the Art: Treatment Approaches in the 1990s.

The substance abuse treatment field in the late 1990's in New Zealand, as elsewhere,
is characterised by a vast array of diverse and competing treatment models
developed within the major theoretical systems (psychodynamic, behavioural,
cognitive-behavioural, social learning, client-centred, systems, existential, 12-Step
(AA) facilitation). Each model is associated with various techniques (see Mattick &
Jarvis, 1993; Miller et al, 1995; Miller & Hester, 1986a, for excellent reviews of
interventions available in Australia and the USA, respectively). Within the
continuum of care interventions may be delivered in different settings
(detoxification/inpatient, residential, outpatient, day patient), be of a different
duration and intensity (brief or minimal vs intensive intervention) and in different
modalities or format (individual vs peer group, milieu group, marital and family -
group). (APA, 1995; Mattick & Jarvis, 1993; Heather & Tebbutt, 1989). In addition,
there is an ever-expanding array of self-help support groups (e.g. Alcoholics
Anonymous, Marijuana Anonymous, Narcotics Anonymous, Cocaine Anonymous,
Gamblers Anonymous, Rational Recovery, Women for Sobriety) that either

complement treatment services or provide an alternative (Johnston & Hannifin,
1987; McCrady & Delaney, 1995).
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Accompanying this exponential growth in treatment alternatives has been the
progressive development of more rigorous scientific strategies to test the
effectiveness of differential approaches for heterogeneous client subtypes. It is in the
context of providing the most appropriate and effective treatment possible with the
most cost-effective and cost-efficient use of scarce resources in the "cost
containment' and 'accountability' economic environment of the late 1990's that

treatment outcome research plays a critical role.

Evidence of causal efficacy or effectiveness is the touchstone of treatment
credibility and quality care, and is essential for guiding clinical decisions, improving
programme design, and developing sound policies. The ever-shrinking health dollar
will inevitably exert more pressure on drug treatment services to be able to clearly
demonstrate their consumer outcomes for the rational allocation of health care

resources (Longabaugh, 1991; Teeson, 1998).

Treatment outcome evaluation for addictive behaviours, however, is fraught with
methodological issues. A brief review of some of the major difficulties facing
researchers in this field will serve to set the background context for the considerable
limitations and issues that confronted this researcher (JB) when planning, making
important methodological decisions, and conducting the cannabis treatment outcome

research to be reported here.

Common Problems in Evaluation of Treatment for Substance

Use Disorders

‘Efficacy' and 'Effectiveness’

Effectiveness/efficacy of treatment concerns whether individuals who utilise
treatment are better off than if they had no treatment (Holder, Longabaugh, Miller &
Rubonis, 1991). ‘Efficacy’ and ‘effectiveness’ studies often utilize essentially

different research strategies. An efficacy study typically contrasts some kind of
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therapy to one (or more) comparison group(s) under rigorously controlled
experimental conditions and a sophisticated technology. Emphasis is on
demonstrating the relative potency of the interventions (main effects) for all study
subjects. Inclusion/exclusion criteria are established to reduce variability and
promote homogeneity of the study population. This research paradigm has become
the "gold standard" for programme evaluation (Cook & Campbell, 1979; Graham,
1994; Seligman, 1995).

In contrast to these artificially controlled conditions 'effectiveness’ studies often
utilise correlational (predictor) methods in quasi-experimental or naturalistic designs
to attempt to evaluate a treatment regimen as it is actually done in the field setting
(see De Leon et al., 1995, and Seligman, 1995, for critiques of 'gold standard'
designs in drug treatment research). Researchers have begun to document the
problems and dilemmas of randomized designs for community-based interventions
(e.g. Ashery & McAuliffe, 1992; Inciardi, Tims & Fletcher, 1993; Mohr, 1995;
Moos & Finney, 1988). Cowen (1978) has described the many special hazards that
inevitably arise in designing and conducting evaluation research in the community,
the realities of which militate against ideal "antiseptic" programme evaluation
studies. The many limitations include problems of access to community systems,
recruitment, data bias and control, all of which impact on external

validity/generalisation to other settings, times and subjects.

Although there is a long history of conducting research on outcome of treatment for
the addictive behaviours, the scientific evaluation of treatment for alcohol and drug
problems is still in its infancy. Despite a rapidly-expanding research literature and
methodological advances much of the empirical work is of poor quality (Breslin,
Sobell, Sobell & Sobell, 1997; Maisto & Connors, 1988; Moncreiff & Drummond,
1998; Sobell, Sobell, Brochu, Roy & Stevens, 1987) in a field with a "seemingly
disordered research methodology" (Steketee & Chambless, 1992, p398). Moreover,
evaluation of substance abuse treatment is an area subject to ideological,
professional and commercial interests which further complicate the execution and
interpretation of studies (Moncreiff & Druumond, 1998). As a consequence, the
current degree of uncertainty about findings is considerable (Heather & Tebbutt,
1989).
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Debate on appropriate standards of evidence for treatment efficacy is a prominent
issue among researchers in the substance abuse treatment field today. Miller and
Sanchez-Craig (1996) observed that without sufficient scientific rigor, virtually any
programme could be misleadingly evaluated as effective (Type I error). Conversely,
Moos (1997) was concerned that the application of scientific rigor may deceptively
mask the effectiveness of bona fide treatment methods (Type II error). As Miller
(1997) observed, the addiction field seems to be at a formative point in deciding

what standards will govern practice.

A variety of limitations and problems have continued to plague treatment outcome
studies over the years (Breslin et al., 1997; Sobell et al, 1987). Comprehensive
reviews of weaknesses and limitations and various checklists/guidelines for quality
treatment outcome research are found in Adams (1987); Allison & Hubbard (1985);
Breslin et al. (1997); Finney & Moos (1989); Frawley (1991); Graham (1994);,
Heather & Tebbutt, (1989); Holder et al (1991); Hubbard (1997); Longabaugh
(1991); Maisto & Connors (1988); Miller & Hester (1986b); Moncher & Prinz
(1991); Moncrieff & Drummond (1998); Moos & Finney (1988); Sobell et al
(1987); Steketee & Chambless (1992). The many trenchant problems include
political, legal, ethical, logistical, economic, conceptual, theoretical, design,
methodological and statistical issues. A brief review of some of the more prominent

issues relevant to the current study will demonstrate.

Design and Control Problems

Criticisms of the failure to use the true experimental paradigm with ‘adequate’
control/comparison groups fail to acknowledge the political, economic and practical
realities of research in a community setting, and how to provide control without
violating important ethical principles and a client's right to treatment. Randomized
clinical studies are complex, time-consuming and expensive. Further, various
methodological issues limit the generalisability of the findings (Ashery &
McAuliffe, 1992; Rog, 1994). De Leon et al (1995) make the point that assignment
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to a ‘no treatment’ or “wait list’ control group is de facto withholding treatment and
warn of the client's potential to relapse in the interim, violating the ethical mandate
of ‘no harm’ to the subject. Similarly, both assigning a client against his/her will or
choice to a particular treatment, and the invasion of personal privacy in long-term

follow-up raises ethical concerns and difficulties.

De Leon and colleagues (1995) also emphasise the precarious nature of the
relationship between all descriptive variables used and treatment outcome (typically
accounting for less than 20 per cent variance in outcome) in a field where the
spontaneous recovery rate is considerable and the means of evaluating recovery
controversial. Potentially infinite unmeasured and/or uncontrolled personal,
environmental, post - and extra - treatment variables impact and interact with
treatment outcome. Within any particular individual substance use disorders
manifest an extremely variable, idiosyncratic and inconsistent course, and thus the
effects of treatment on recovery are hard to disentangle from the individual's
ecological life context (Moos, Finney & Cronkite, 1990; Vaillant, 1983).
Conceptual models and empiric findings stress the key role of post-treatment
experiences in long-term recovery which can either reinforce or nullify the impact of
treatment (Moos et al., 1990). Hence, all these uncontrolled and unmeasured
contextual events and processes are ‘noise’ in the system. As Cronbach (1982)
observes, “the quest for an effect ‘free and clear’ of other effects is unrealistic”
(p32).

Nonetheless, using no form of control group involves the problem of confounding
variables such as statistical regression, maturation, and history (Cook & Campbell,
1979). Without random assignment to treatment alternatives the effects of client
characteristics are confounded with treatment effects, introducing self-selection bias
(Campbell & Stanley, 1963; Cook & Campbell, 1979). Typical confounds in
substance abuse research include, for example, age (both at onset of drug use and at

treatment admission), gender, ethnicity and polydrug use.

Maisto and Connors (1988) criticize the bulk of outcome studies because of their
failure to collect good baseline (control) information. Well-designed follow-up

assessments have no point of comparison if the baseline information is retrospective
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and anecdotal. These researchers urge that outcome research be pre-planned a priori
studies, and that good data collection be built in as routine at admission to any

treatment programme,

The Problems of Sample Size, Selection and Mortality

Too few subjects and lack of statistical power to detect all but the most powerful
effects is a major problem for most research conducted in the context of a single
outcome study (Rossi, 1993; Steketee & Chambless, 1992). Recruitment problems
are particularly acute for community-based drug abuse treatment studies and
samples are typically small (Ashery & McAuliffe, 1992; Cowen, 1978). However,
procedures adopted to enhance recruitment can pose methodological problems in
terms of sampling bias (e.g., volunteers vs those declining to participate, or clinical
referrals vs media-recruited subjects). In addition, restrictive inclusion/exclusion
criteria commonly used in efficacy studies limit the ability to test for potentially

important predictors (Babor, 1988; Steketee & Chambless, 1992).

One of the most serious limitations in all treatment outcome research is sample
attrition (APA, 1995; Heather & Tebbutt, 1989; Maisto & Connors, 1988; Stark,
1992). Loss of client contact or data either during treatment or the follow-up period
creates a positive bias in treatment outcome research, while excessive attrition has
the power to impair the methodological quality of any longitudinal study for which
statistical techniques cannot fully compensate. How the researcher handles this loss
can significantly affect the reported results (Maisto & Connors, 1988). For
example, attrition commonly impacts the internal validity of a study when there is
differential attrition among treatment groups (Cook & Campbell, 1979). It can also
limit study generalisability if certain subgroups (e.g., severe substance abusers;
males, etc.) are more likely to be lost to attrition (Bootsmiller, Ribisl, Mowbray,
Davidson, Walton & Herman, 1998). The general assumption is that dropouts and
clients not located at follow-up are faring worse than treatment remainers and those
contacted (Desmond, Maddix, Johnson, & Confer, 1995). However, a high

proportion of ‘successful’ outcomes in a residual sample may be a function of
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selecting out treatment remainers independent of programme efficacy. In fact, the
nonresponse error introduced by excessive attrition is great enough that studies with
high follow-up completion rates would have found different results if only
easy-to-locate participants were included in the analyses (Bootsmiller et al., 1998).
Despite this potential to effectively invalidate study findings, failure to report
sample attrition remains a ubiquitous and serious problem in treatment outcome

reports (Sobell et al, 1987).

The Problem of Self-Report Data Bias

Reliability and validity of clients' self-reports in substance abuse treatment has long
been a major issue (Brown, Kranzler & Del Boca, 1992; Grant, Arciniega, Tonigan,
Miller & Myers, 1997; Maisto & Connors, 1988). Illicit drug users clearly face
strong disincentives to divulge drug use information (Sellman et al., 1996). Various
data collection strategies have been devised to counteract this tendency (see Babor
& Del Boca, 1992; Babor, Stephens & Marlatt, 1987). However, self-reports must
be validated by triangulation, using objective techniques such as biochemical tests
(blood, urine) and/or corroborating data collected from collaterals (Lennox &
Dennis, 1994). Inevitably, these techniques pose their own methodological

problems for the researcher!

Conceptual and Theoretical Problems

Critics (e.g., Heather & Tebbutt, 1989; Steketee & Chambless, 1992) observe a
singular lack of relationship to any theory or body of research in many treatment
outcome studies. The theoretical rationale for behaviour change underlying the
treatment approach should be comprehensively described and the research measures
demonstrate a clear and logical link to an organizing a priori conceptual framework
(Chen, 1990). Thus, the concepts presumed to be indexed by the dependent
(outcome) variables should be explicitly indicated. A variety of idiosyncratic

outcomes still appear to pervade the literature (Sobell, et al, 1987). Although the

29



addictive disorders field has long been cognizant of the impact of substance use on
multiple aspects of the user's life, the assessment of a variety of outcomes is not yet
systematic. Implicit in the notion of harm reduction or harm minimization is the idea
that it is not just the use of substances that should be attended to, but also the
consequences of their use, especially the ability of the consumer to function in the
community. Measurement of outcome should therefore be multidimensional,
covering symptoms, risk factors, and disability or functioning (Teeson, 1998).
Outcome measurements reported in the literature, however, are often incomplete,

inconsistent or narrowly focused (e.g., drug use only).

The Problems of Treatment Specification, Integrity and Fidelity

One of the most critical requirements in substance abuse treatment outcome research
is the clear conceptualisation and operationalisation of the ‘treatment condition’
variable and adequate training of treatment agents in delivery of the treatment
protocol (Moncher & Prinz, 1991; Heather & Tebbutt, 1989; Maisto & Connors,
1988). The vast majority of studies of addictive behaviours, however, have been
“black box™ studies with little or no specification of what actually happened (Ball &
Ross, 1991; De Leon et al., 1995; Moos & Finney, 1988). Treatment variables
generally (including the therapeutic alliance) have received little attention in
substance abuse treatment outcome research (De Leon et al, 1995; Hubbard, 1997;
McLellan, Alterman, Cacciola, Metzger & O'Brien, 1992; Sobell et al, 1987;
Steketee & Chambless, 1992). As yet, no widely-accepted standardised measures
exisf to measure these critical v