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The complex needs of young drug users and our treatment response.
Gerry McCarney, Consultant Child & Adolescent Psychiatrist,

HSE Addiction Services, Dublin.

Complex Needs
My colleague Dr. Bobby Smyth has spoken on adolescent development and substance misuse aetiology. While we can consider the increasingly worrying use of drugs and alcohol by young people from a child development, problem behaviour or macro-environmental perspective ( Spooner 2002) , what is clear is that we need to respond to this problem. In formulating a response, it is useful to consider the complex needs of these young people. A recent study by my colleagues Dr.John Fagan, Dr. Leena Naughton and Dr. Smyth highlights some of the areas of concern for young drug users attending the Young person’s Programme (YPP) at the National Drug Treatment Centre here in Dublin. The early care disruption, school drop out and family substance misuse are well known ‘risk factors’. The subsequent development of physical, psychiatric and forensic problems are further needs to tackle. This study serves as an introduction to Maslow’s Hierarchy of Needs. Abraham Maslow researched human motivation, and in 1943 he posited his hierarchy of needs based on deficiency needs and growth needs. The four lower levels are ‘deficiency levels’ while the top ‘growth level’ is associated with psychological needs. Growth can only be fed when deficiencies are met. This mirrors the 5 outcomes in the ‘Every Child Matters’ document 2004- being healthy, staying safe, enjoying and achieving, making a positive contribution and economic wellbeing.  James, Mathes, Alderfer and Allport all independently modified his work, but each theory had ‘bonding’ and ‘relatedness’ components in it. In short, we can say that humans have basic needs that must be met for immediate survival, and it is after this that developing positive contact with others can occur. If young drug users attending a service are ‘stuck’ at a lower level on this hierarchy, it may be difficult to accommodate positive change at a higher level. This informs our decision making when planning our service response, as we need to think from a bio-psycho-social multi-need perspective.

Why treat?

Substance misuse begins for many in the adolescent years, and for some this will progress to problem/harmful use, and then for some others to dependence. There are many reasons why treatment at this early stage makes good sense. Firstly, adolescence is a critical time- an adolescent’s bio-psycho-social learning facilitates the development of new relationships, ideas, opinions and a capacity for social interaction. It is also a period of time when a young person can benefit from educational opportunities, yielding better training and employment prospects. The emergence of problem substance misuse at this time can greatly damage these processes, and thus can have life long consequences, because of the critical nature of this period. It is also when young adults become sexualised and have a capacity for procreation- a good time then to look at the prevention of trans-generational drug use. Successful treatment can avoid the development of co-morbid pathology, social damage and criminal association . 
Secondly, A. McLellan, writing in a NIDA article, indicated that it is possible to evaluate the effectiveness of addiction treatment, but that abstinence  should not be the only goal. Treatment can result in less of the following- drug use, crime, unemployment, family violence and welfare dependence. Harrison looked at adolescent treatment outcomes over six months in Minnesota and found that even for those who were not completely drug free, their drug use and other sequelae had reduced. This is a finding that we share- reduced drug use and criminal involvement is reported to us, and self care patently improves. 

Thirdly, other studies which look at cost effectiveness of treatments also suggest that it is money well spent in the long term, in settings from Tier 1 GP interventions to Tier 4 residential services (McCollister & French, 2004; Fleming 2000; Gerstein 1994). Liddle’s studies of  multi-dimensional family therapy (MDFT) in 2001 and 2005 also show better school functioning.
Finally, the cost reduction to other services as a result of drug treatment can be significant, as the need for other interventions can be reduced. 
The Bio-psycho-social model:

This model is well known to people who work in the area of mental health.  It allows a broad view of a young person’s needs to be matched with a broad range of response actions. Some of the interventions we employ in our service are mentioned, which will be discussed in greater detail by my colleagues in later presentations.

The development of our service:

I have outlined some core principles upon which we have aimed to develop a best practice, evidence based service.  We aim to have a service which young people will use, and which is based on a structured framework. An extensive review and planning process was undertaken by a Working Group, under Action 49 of the National Drugs Strategy, which resulted in the excellent ‘Report of the Working Group on treatment of U-18 year olds presenting to treatment services with serious drug problems’.
The treatment model itself is adapted from the HAS (2001) model in the UK, from which it was felt a suitable Irish treatment service could be developed. Such a service aims to be child-centred, comprehensive and competent. The 4 Tier model is one which will be familiar to attendees from the UK. To simplify matters, one should think in terms of two key areas of expertise- 1)adolescent mental health, and 2) addiction. This is because the 4 Tier model is a model of adolescent addiction treatment. If we next consider that such a service may not be able to see every young person who takes a substance, but such a service should endeavour to see the most high risk of these young people. Finally, this service should also support and advise other services who may work with less serious cases, which will also require some assessment and intervention. This then gives us the 4 Tier model of increasing specialist intervention, which aims to maximise the benefit from the resources available. 
Tiers 1 and 2 will be supported by Tiers 3 and 4, and clients will pass along the Tier system as their particular needs dictate. 

The specialist Tier 4 team in Dublin is now fully functioning, with Tier 3 still in a development phase. Tiers 1 and 2 are in place to a large degree, but with some important omissions.  The evolution of this Tier system may vary from area to area, which may be seen most clearly in the urban/rural divide. It is envisaged that this adolescent addiction service will work closely with the following services:
· Mental Health
· Child Care
· Homeless
· Juvenile Justice
· Education and Training.

The stages of change:

James Prochaska (Rhode Island) and Carlo DiClemente ( Maryland) developed the transtheoretical model of change. They identified 9 processes of change which were common to the 18 leading forms of psychotherapy available at that time- 
1. consciousness raising- providing information.

2. social liberation- seeking to help others in similar situation.

3. emotional arousal- response emotionally to one’s situation
4. self re-evaluation- re-appraisal of one’s problem and type of person one is.

5. commitment- to change, and confidence in one’s ability to do so.

6. countering- weighing the ‘pros and cons’

7. environment control- reflection on the effects of one’s behaviours on others

8. rewards- developing internal and external rewards, contingently available.

9. helping relationships- acting as sounding board, emotional support , etc. 

These processes are understandable in the context of trying to engage a young person in therapy, and the gradual development of a therapeutic alliance. The keyworkers and therapists utilise such processes in the YPP to improve the probability of positive change.  It is helpful to know that if an initial contact does not lead to immediate change there is still the potential for later engagement and change, perhaps even months later. An approximation of the five stages of change are: 

1. Precontemplation- no intention to take action in the next six months.

2. Contemplation    - intends to take action within the next six months.

3. Preparation   - intends to take action within 30 days, and has taken some steps. 

4. Action
   -  has changed overt behaviour for less than 6 months.

5. Maintenance-    has changed overt behaviour for more than six months.
This concept can aid as a guideline when assessing a young person’s readiness to change, which in itself may vary over time.

Assessment process:

The next few slides mention some practical tips when assessing drug use in young people. They are commonsense and serve as a guide for those who particularly may have little practical experience in this area.
Special risk groups:

The next six slides are included to highlight that even within a vulnerable group such as young drug users there are particular risks which service providers should consider when planning treatment strategies. 
My presentation finishes with a reminder that adolescents ARE different from adults, that engagement is crucial to making positive progress, and that ‘Harm Reduction’ can encompass more than one outcome. 

In this month in which our Government  has announced that we are to hold a referendum on the place of the Rights of Children in our Constitution, I have included, as a last slide,  Article 33 of the United Nations Charter on the Rights of Children .
Thank you,

I hope that this presentation will be thought provoking and will stimulate you to seek

more knowledge and experience in this rewarding area .

Dr.Gerry McCarney.
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