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Why do we not always provide the interventions that are known to work? 

 

Why do we provide interventions that are known to not work? 

 

(How) Can we improve?  



Overview 

• Origins of ‘decision making’ in AoD treatment 

• Early approaches to evidence based medicine (EBM) 

• Translational Research: Evidence is not enough  

• Future approaches to EBM and their application in AoD treatment    



Origins of ‘decision-making’ in AoD treatment 

• Treatment in AoD sector historically aligned to ‘belief systems’ re: the 
cause and nature of addiction (“mad, bad, dangerous”) 
• Legal: incarceration  

• Moral: proliferation of faith-based / spiritual approaches 

• Sickness: psychological and medical responses 

 

• Combination of all three 

 

• Not just historical: ‘political imperatives’ still apply today 

 



The purpose of this communication is to evaluate critically some of the current ideas 

about the treatment of alcohol intoxication and the withdrawal syndrome. …. This 

literature with relatively few exceptions, is characterised not only by its immense bulk, 

but also by its inordinately uncritical quality. Some of the shortcomings are perfectly 

evident and require little comment. Reference is made here to the innumerable claims 

for the therapeutic value of a particular drug or some other method of treatment 

unsupported by any meaningful data. Some of these claims are so illogical and 

extravagant that one wonders how they have ever found a place in what is 

euphemistically termed scientific literature.                                                                 (1966) 



Evidence‐Based Practice 

 

Originated in UK in 1990’s 
amongst a group of 
cardiologists who were no 
longer content providing 
care based on “established 
wisdom”  
 

 

 

The emergence of evidence based medicine (EBM) 



What is the evidence –  
and how is this constructed 



Cannabinoids in chronic pain 
Systematic review: Whiting et al JAMA June 2015  



Assessing / ranking the evidence 



Our health care system today 

Rumsfeld et al 2016 Nature 13, 350-359  



Examples of EBM ‘gone wrong’ in AoD sector  

 

• The ‘opioid wars’ 

• Baclofen for alcohol dependence 

• Take home naloxone  

• Medical cannabis   



The ‘opioid wars’: Antagonists  
(rapid detox, implants & depot NTX)  

• Rapid detox:  
• Promoted as major advance in treating ‘addicts’ 

• Evidence: safety & cost concerns with no better outcomes  

• Long-acting NTX products: 
• Evidence re: safety and effectiveness still emerging 

• No licensed products in Australia   

• In USA: poor uptake of Vivitrol (depot injection): expensive 
and ‘not that popular’ 

 

 



The ‘opioid wars’: heroin assisted treatment 

• Evidence from RCTs suggests some role as second line 
treatment for those not responding to conventional 
treatment approaches 

• Expensive to provide 

• ‘Not that popular’ 

• No licensed products in most parts of the world.  

 





Baclofen for alcohol dependence 

• Baclofen: a GABA-B agonist used to treat MS spasticity   

• Popularised by French doctor’s own personal experience (Dr Olivier 
Ameisen “The Last Glass”) 

• Widespread uptake across France, and promoted in parts of Australia 
despite  

(a) limited and conflicting evidence,  
(b) serious concerns re: safety;  
(c) no licensed indication or recommending guidance by authoritative bodies 

 

• Meanwhile disulfiram, the medication shown to be most effective in 
treating alcohol dependence is largely ignored in Australian clinical 
practice.   



Take home naloxone for at-risk opioid users 

• Conventional evidence of safety / efficacy difficult to establish  

• Consensus approach to evidence as a public health measure 

• Barriers to uptake in Australia 
• Attitudes of health workers and opioid users 

• Regulatory & funding models for medication & service providers  

• A ‘prevention’ not a ‘treatment’ intervention: changing paradigms  

• Yet to see the ‘enablers of practice change’ routinely seen in clinical 
change management (e.g. professional guidance, training, industry 
support) 



Medical cannabis: a contemporary challenge to ‘EBM’    

• Historical evidence of cannabis use as a medicine  

• Preclinical evidence supportive of cannabinoids for many conditions 

• High levels of positive patient reported experiences and outcomes 

• Clinical trials: hampered by quality concerns  

 

• Poor consensus on what the evidence is telling us   
• support in some quarters (community, politicians, industry, some clinicians) 

• resistance in others (medical establishment) 

 

 



Australian Faculty Pain Medicine 
Statement on “Medical Cannabis” (2015) 

“FPM does not recognise a need for greater availability of medicines 
in general and in particular does not endorse the use of 
cannabinoids in chronic non-cancer pain until such time as a clear 
therapeutic role for them is identified in the scientific literature.” 

“With the possible exception of pain and spasticity in multiple 
sclerosis, there is little evidence for the effectiveness of 
cannabinoids in chronic non-cancer pain situations, whether or 
not the pain attracts the descriptor “neuropathic”.” 



Ware & Desroches (2014). What does the practicing pain 
clinician need to know?  

“… the response … that there is ‘not enough information’ is 
disingenuous at best, and at worst, an abnegation of clinical 
responsibility.” 

“Careful consideration of cannabis use in pain medicine provides an 
opportunity to deepen and refine our pain-management toolbox, 
understand our patients’ needs and wishes, strengthen our 
relationships, and improve the quality of our care, while we wait for 
more long-term RCTs to provide more definitive evidence.” 



Medical cannabis and the addictions 
Could medical cannabis have a role in addiction treatment?  

• Arguments against …  
• Cannabis is an addictive harmful drug causing mental health, cognitive, physical 

and social harms  

• Prohibition must be upheld … now is not the time to “go soft on the war on drugs” 

• Arguments for …..  
• Research increasingly highlighting that many people use cannabis as a means of 

substitution from more harmful substances (e.g. heroin, alcohol, BZDs)  

• Many people with SUDs have a range of comorbidities for which cannabis may 
have potential benefits (e.g. chronic pain, sleep disorders, PTSD)  

• Medical cannabis is the ‘backdoor approach’ to drug law reform  

 







The goals of translation research  

1. Changing practitioner behaviour in the direction of 
applying evidence-based interventions and 
strategies to patient care 

 

2. Demonstrating improved patient outcomes    



Translational research framework 

The Sax Institute. Translational Research Framework 2016 



Enhancing Translational research and EBM in 
Australian AoD sector 

• Increasing our ability to conduct translational clinical research: 
Establishing a national clinical research network in AoD  

 

• Developing the next generation of clinical information systems that 
enables data informed services and continuous improvement  

 

 



Towards a national clinical research network in AoD 

• To develop & conduct research that is informed by, and in turn impacts 
upon, clinical practice 

• Research done ‘with’ - not ‘to’ patients and clinicians   

• Identify relevant clinical research questions, research projects  and have 
the network that allows multisite studies to occur 

• Bring together relevant stakeholders: 
• Clinical services with research capacity 
• Consumers  
• Academics 
• Governments & other ‘purchasers’ of services 

• Has the time come for a National Clinical Research Network? 

• NSW D&A Clinical Research & Improvement Network established 2018  



Clinical information systems: ‘data driven’ services  

• Building systems that enable ‘real world’ and 
‘real time’ data from clinical services  

• Developments with electronic clinical 
information systems, computer power & data 
linkage is transforming service delivery in many 
sectors of health care  

• Triangulation of patient, service and outcome 
level data.  



Rumsfeld et al 2016 Nature 13, 350-359  



NSW Health AoD Clinical Outcomes & Quality 
Indicator (COQI) Project 

• Opportunity of introduction of electronic clinical information system 
(eMR) across NSW Health AoD treatment services  

• Identify and build ‘data items’ that are embedded in ‘routine care’ & 
enable outcomes and quality indicators to be examined  

• Aims to address 2 key questions: 

• “Do patients get better” (Clinical outcomes) 

• “Did we deliver treatment well?” (Quality indicators) 



Measuring Outcomes  

• Combination of  
• Process measures (treatment completion, safety 

measures)  

• Patient and clinician reported outcomes  

• Change in substance use 

• Physical health, psychological health, quality of life 

• Vary according to type of treatment service 
• Inpatient detox / counselling / resi rehab / methadone 



Quality Indicators 

• ‘Service level’ indicators: accreditation, incident reporting, systems to 
enhance staff and consumer engagement 

• ‘Patient level’ indicators: PREMs 

• ‘Episode level’ indicators: Clinical care standards identified:  
• Intake 

• Assessment 

• Global care plan 

• Managing risk  (child protection, DV, homelessness, suicide, BBV …. 

• Monitoring treatment outcomes over time 

• Transfer of care / discharge   



How will we use our own data to inform practice?  

• “What services are used and what are the outcomes for homeless clients attending 
our services?”  

• “Do older clients have different health problems or treatment outcomes than 
younger clients?” 

• “Who was treated with baclofen, naltrexone or disulfiram, and did it make any 
difference?”   

• “How did the group of clients recruited to the RCT compare with clients in our 
service?”   



The opportunity to become data informed services 



Conclusions 

• Services for clients with AoD problems are subject to ‘interference’ from a 
range of political and social forces, both patients and services must 
negotiate discrimination and stigma, and there is considerable nihilism in 
the community and amongst health providers regarding the role of AoD 
treatment 

• We must get better at demonstrating our services provide EB interventions 
and result in positive client outcomes 

• Translational research approaches require a shift in the relationship 
between clients, services and researchers 

• The promise of a national clinical research network & ‘smart’ clinical 
information systems   

 


