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Introduction
Abuse and dependence on opioid drugs are major
health and social issues in most societies.
Different interventions to deal with problems
related to opiate dependence are available.

Data from the literature and clinical experience,
suggest that different pharmacological approaches
aimed at detoxification are effective in the short
term [1]; the effectiveness of methadone treatment
targeting maintenance is well recognized [2].
Detoxification treatments may attenuate the
withdrawal symptoms until the achievement of a
drug free state and maintenance treatments, for
those who are not yet able to achieve a drug free
state, may be able to help reduce the risks
associated with the use of street drugs.

Nevertheless a majority of patients relapse back
into heroin use, and relapse from the drug-free
state to re-addiction is a substantial problem in the
rehabilitation of dependent heroin users. It is
becoming increasingly apparent that the difficulty
for drug addicts in maintaining a drug-free state
makes the psychological process underlying

addiction particularly important in developing
treatments [3,4].

The continued use of illicit substance reflects the
drug addict’s continuing inability to cope with
stress. In this category of patients, the process of
creating an effective state elaboration is often
delegated to an external factor such as a substance
mood modifier. The substance abuse is reinforced
by the positive expectation of the drug’s
effectiveness in reducing the stress caused by to the
deficiencies in coping with situational demands [5].

Some trials suggest that the provision of
psychosocial support along with pharmacological
detoxification therapy may enhance the success
of the interventions [6,7]; improvements in the
methadone withdrawal response may be achieved
through the provision of more information,
counselling and other supporting services. Indeed
these other services, by encouraging realistic
expectations and setting short-term goals, might
be as important as the pharmacological therapy in
determining treatment outcomes. In respect to
maintenance treatments, perhaps the only
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Abstract

Background: Opioid abuse and dependence are major health and social issues in most societies. Different
interventions are available, but the majority of heroin patients relapse and these relapses are a substantial
problem to their rehabilitation. Psychosocial interventions for drug addicts have been suggested as possible
instruments to overcome the difficulty of maintaining a drug-free state. The aim of this paper is to provide a
summary of the available evidence of effectiveness.
Methods: We summarised the results from two systematic reviews on psychosocial interventions combined
with Methadone Maintenance Treatment and Methadone or Buprenorphine Detoxification Treatment. Results:
For detoxification treatments, the results show that benefits can be gained from adding any psychosocial
treatment to any substitution detoxification treatment in terms of completion of treatment: relative risk (RR)
1.68 (95% CI 1.11-2.55), and compliance (proportion of clinical absences): RR 0.48 (95% CI 0.38-0.59); for the
use of heroin during treatment, the differences were not statistically significant. For maintenance treatments,
there is an additional benefit to be gained in adding any psychosocial treatment to methadone maintenance
treatment in relation to the use of heroin during treatment: RR 0.69(95% CI 0.53-0.91); no statistically
significant additional benefit was shown in terms of treatment retention and results at follow-up.
Conclusions: Psychosocial treatments offered in addition to pharmacological detoxification treatments are
effective in terms of completion of treatment and compliance, while adding any psychosocial support to
methadone maintenance significantly improves the non-use of heroin during treatment but does not improve
the other outcomes considered. 
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component of treatment that has been
conclusively evaluated is the dose level of the
methadone used for maintenance interventions
[8]. While the dose of methadone is clearly an
“active ingredient”in the methadone maintenance
treatment,questions remain regarding the efficacy
and value of the support services that are
commonly offered by most maintenance
programs and by all other forms of substance
abuse treatment such as psychiatric care,
psychotherapies, drug abuse counselling, urine
monitoring, and input from social workers.

Psychosocial treatments for opioid dependence
are a critical component of the overall treatment
package and requires evaluation as a stand-alone
intervention as well as combination with
pharmacotherapy.

This overview examined the results of two
Cochrane reviews [1,2] focusing on psychosocial
treatments delivered in association with
pharmacological treatments for opioid
dependence, in order to explore if psychosocial
treatments contribute to the achievement of the
expected outcomes, rather than ranking the
different treatments.

Details of the methods and results of the two
reviews are available in the Cochrane Library [9].

Methods
This overview summarises the major findings of

two Cochrane reviews examining the role of
psychosocial interventions for opioid dependence
[1,2]. One review assesses psychosocial
interventions for opioid dependence [2] while the
other focuses on psychosocial interventions for
opioid detoxification [1].

Twenty individual studies were included in the
two reviews, with a total of 1404 participants
(range 27-119); all of the studies included were
RCTs,quality was judged on the basis of allocation
concealment: no study reported adequate
methods for allocation concealment, 15%
reported inadequate methods and in 85% of the
studies methods of allocation concealment were
not reported at all. Information on the length of
the treatments was available in for all of the
studies; The countries where the original studies
were conducted were: USA (19 studies) and
United Kingdom (1 study).

In the 20 studies included in the two reviews the
following treatments were considered: 5 different
psychosocial interventions (Behavioural,
Psychoanalytic Oriented, Structured Counselling,
Short Term Interpersonal Psychotherapy and Family
Therapy) and three pharmacological treatments:
Methadone Detoxification Treatment (MDT), seven

studies,with a mean starting dose of 44.5 mg (range
30 to 76.4),Buprenorphine Detoxification Treatment
(BDT),one study,with a dose range of 2 to 8 mg/day
and Methadone Maintenance Treatments,12 studies,
with a mean dose of 50.7 mg/day.

The comparisons considered in this overview are:
• Any psychosocial intervention plus any

pharmacological detoxification intervention
versus any pharmacological intervention alone:
8 studies, 423 participants. [10-17]

• Any psychosocial intervention plus Methadone
Maintenance Treatment (MMT) versus MMT: 12
studies, 981 participants. [18-29]

• Any behavioural intervention plus MDT
(Methadone Detoxification Intervention) versus
MDT alone:5 studies,[11-14,16] 215 participants.

• Any behavioural intervention plus MMT versus
Standard MMT : 8 studies, [18-24,26,28] 645
participants.

• Any psychoanalytic oriented interventions plus
MMT versus Standard MMT, 3 studies, [27-29]
211 participants.
One study [29] had three treatment arms,

comparing MMT with a psychoanalytic oriented
intervention in arm 1 and a behavioural
intervention in arm 2.

The results of comparisons considered in single
studies only (Behavioural Treatment plus
Buprenorphine Detoxification Treatment (BDT)
versus BDT alone,1 study [10],39 participants;Short
term Interpersonal Therapy plus MMT versus
Standard MMT: 1 study [25], 72 participants,
Enhanced Methadone Services plus MMT versus
Standard MMT versus only MMT: 1 study [22], 92
participants, Family Therapy plus MDT versus MDT
alone versus Low Contact: 1 study [17], 119
participants and Psychotherapeutic Counselling plus
MDT versus MDT alone: 1 study [15], 50
participants) are synthesized in the comparisons of
any psychosocial intervention plus any
pharmacological versus pharmacological alone and
not referred one by one in order to improve the
synthesis and the readability of the paper.

The outcomes considered in the reviews were:
Retention in treatment, Use of opioid during the
treatment; Results at follow-up; Compliance; Use
of other drugs and Mortality.

Regarding the use of heroin and other
substances during treatment, this overview
reports the results based on the number of
participants with opiate positive urinalysis during
the treatment. Statistical analysis: dichotomous
outcomes (retention in treatment, number of
subjects with positive urinalysis) were analysed
calculating relative risk (RR), and 95 percent
confidence intervals. The RR from the individual
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trials were combined through meta-analysis
where possible (comparability of intervention
between trials) using a fixed effect model.
Heterogeneity of the results was examined by
performing a test for of heterogeneity.

Results
Results are presented by outcome and

treatment comparison.

Retention in treatment
The association of any psychosocial intervention

to pharmacological treatments aimed at
detoxification is more effective than
pharmacological treatment alone in increasing the

proportion of patients that completed the
detoxification treatment (5 studies, 184
participants): RR 1.68 (CI 95% 1.11 to 2.55) (Figure
1).After performing a sensitivity analysis, excluding
the study with inadequate allocation concealment,
the result did not change, remaining significantly in
favour of the associated treatments RR 2.17 (CI 95%
1.26 to 3.72); this efficacy is again confirmed when
the association behavioural interventions plus MDT
with MDT alone (2 studies,47 participants) RR 2.28
(95% CI 1.09 to 4.75) is considered.

Adding psychosocial interventions to
maintenance pharmacological treatments does not
improve the retention of treatment (8 studies, 510
participants):RR 0.94 (CI 95% 0.85 - 1.02) (Figure 2)
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Figure 1. Completion of treatment

Figure 2. Retention in treatment



and the result remains not statistically significant
when the behavioural interventions plus MMT
versus Standard MMT (5 studies, 298 participants):
RR 0.96 (95% CI 0.87 to 1.06), and the
psychoanalytic oriented interventions plus MMT
versus Standard MMT (2 studies, 140 participants)
RR 0.97 (95% CI 0.82 to 1.14) are considered
separately.

Use of heroin during treatment 
The data showed a reduction in the use of

heroin when any psychosocial intervention plus
any pharmacological intervention, aimed at
detoxification, was compared to any
pharmacological intervention alone (3 studies,
109 participants), however the difference was not
statistically significant RR 0.77 (CI 95% 0.59 to
1.01) (Figure 3). In the single comparison,
behavioural intervention plus MDT versus MDT

alone, the difference became statistically
significant in favour of the associated treatment (1
study 20 participants), with 5/10 participants in
the associated treatment group having opiate
positive urine samples compared to 10/10 in the
methadone alone group (RR 0.50 CI 95% 0.27 to
0.93).

The association of any psychosocial intervention
plus MMT proved to be more effective in reducing
heroin use than standard MMT (5 studies, 388
participants) RR 0.69 (CI 95% 0.53 - 0.91) (Figure
4), this difference became non significant when
psychoanalytic oriented interventions plus MMT
were compared to Standard MMT (2 studies, 127
participants) RR 0.83 (CI 95% 0.47 -1.45)

Results at follow-up
The outcome is reported as the proportion of

participants abstinent at the end of follow-up.
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Figure 3. Use of heroin during the treatment

Figure 4. Use of heroin during the treatment
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The proportion of abstinent participants is
significantly higher in the group of patients
assigned to psychosocial plus any
pharmacological treatment compared to
pharmacological interventions alone, (3 studies,
208 participants) RR 2.43 (CI 95% 1.61 to 3.66),
but when a sensitivity analysis excluding the
study with inadequate allocation concealment
from meta-analysis was performed the result was
no longer statistically significant (2 studies, 89
participants) RR 2.03 (CI 95% 0.84 to 4.92).

No difference was found when any
psychosocial plus MMT was compared to
standard MMT (2 studies, 108 participants) RR
0.88 (CI 95% 0.67 - 1.15).The difference remains
not significant for all of the other comparisons.

Compliance
Compliance was measured as Clinic Absence;

psychosocial interventions plus MDT compared
to MDT alone was found to be more effective (RR
0.48 CI 95% 0.38 to 0.59), this result is also
confirmed by the single comparisons.

Discussion
Psychosocial treatments offered in addition to

pharmacological detoxification treatments are
effective in terms of completion of treatment and
compliance;a weak effect was also observed for the
proportion of patients at follow-up after 1 year;
psychosocial treatments offered in addition to
pharmacological maintenance treatments show
additional benefit only in reducing the use of
heroin.No significant differences were observed for
the other outcomes considered in the included
studies for both detoxification and maintenance.

For the maintenance treatments, it should be
noted that the control intervention used in the
studies included in the review, is a program that
routinely offers counselling sessions in addition to
methadone; thus the review, actually, did not
evaluate the question of whether any ancillary
psychosocial intervention is needed when
methadone maintenance is provided, but the
narrower question of whether a specific more
structured intervention provides any additional
benefit to standard psychosocial support. These
interventions probably can be measured and
evaluated by employing diverse criteria for
evaluating treatment outcomes, aimed to rigorously
assess changes in emotional, interpersonal,
vocational and physical health areas of life
functioning.

It is also worth mentioning that, like other
patients who have been treated with some kind of
psychotherapy, opiate addicts have significant

psychiatric problems especially in the areas of
depression and anxiety.To the extent that drug use
is an attempt to self-medicate for these problems
and to the degree that psychosocial intervention,
especially psychotherapy, can reduce them,
psychotherapy can, perhaps, reduce drug use
indirectly in these people. Nevertheless to evaluate
these effects it is necessary to observe these
patients for long periods and to develop methods
for standard assessments of specific outcomes.

Ultimately, the results of the present overview
on maintenance treatments together with the
available evidence of effective methadone
maintenance treatment [8,30] clearly show that
provision of standard methadone maintenance
treatment should not be abandoned if the
available resources do not allow the addition of
ancillary psychosocial treatment.

Results of the review on detoxification treatment
shows more benefits of adding psychosocial
interventions to the one those that are
pharmacological. This may be due to the robust
effects of the methadone maintenance treatment
itself, as compared to detoxification treatment and
possibly to the fact that additional counselling is
usually offered along with methadone maintenance
but not with detoxification. Another possible
explanation is that participants in detoxification are
less stable - it is usually a personal crisis that brings
them into detoxification - and they have more
psychological issues that need to be dealt with. If
psychosocial interventions delivered in association
with detoxification helps them to deal with these
issues, then it seems reasonable to expect that the
provision of associated psychosocial interventions
might improve the outcomes of detoxification.

In fact, there is no evidence that detoxification
can substitute for long term treatment in the
management of opiate addiction. Research
suggests that relapse to opiate use is not entirely
determined by avoidance of, or escape from
withdrawal symptoms.Therefore a treatment that
exclusively attenuates the severity of opiate
withdrawal symptoms can be at best partially
effective. Many if not most of the physiological,
behavioural and social conditions prevailing
during an individual’s life as an opiate addict will
still be present when the physical dependence
has been eliminated.

Furthermore, once methadone has been
removed, opiates will likely recover the reinforcing
properties that previously sustained self
administration and it is under those conditions that
relapse are likely to occur. Only two high quality
studies consider the effect of psychosocial support
on reducing relapse to follow-up, and they do not
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show additional benefit. Yet, outpatient opiate
detoxification is a quick, inexpensive and common
procedure that helps individuals by ameliorating
withdrawal symptoms,and by temporarily reducing
health risk associated with drugs. In addition,
detoxification constitutes the first contact that
many addicts have with the various treatment
services available, and may facilitate transition into
long term care. Given that methadone
detoxification is such a widely used procedure, it
would appear reasonable to attempt to develop
more effective detoxification techniques and the
addition of psychosocial interventions appears to
improve its outcomes.

Finally these reviews show that psychosocial
interventions can be evaluated in the context of
randomised controlled trials, even though the
quality of these studies is poor.

In conclusion, our findings suggest that while
no major efforts should be put in adding more
intense psychological support to standard high
quality methadone maintenance programmes, its
addition may be appropriate when considering
offering detoxification treatments.
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