
For

The National Health Service (NHS) is now firmly in financial cri-
sis and redundancies of up to 20 000 staff are a real possibility.1 As
Frank Dobson, the former health minister, stated, ‘There is no
place in the modern NHS for . . . hanging onto outdated, ineffec-
tive, treatments.’2 The NHS currently spends £75–250 million
annually on specialised alcohol treatment services, whose object
is to reduce the excessive consumption of alcohol.3,4 There are
around 300 advice and counselling services, 100 day programmes
and nearly 200 residential programmes.5 Obviously, vastly more is
spent by other parts of the NHS dealing with the numerous
complications of alcohol misuse.

Around 1 in 13 men in Britain6 are dependent on alcohol.
Some would regard these people as ‘ill’; many others would not,
presumably considering alcoholism as self-inflicted.7 This
argument is largely popular among academics and probably would
be of little interest if treatment were effective. Unfortunately the
success of current specialist alcohol treatment is not proven.8

Motivational interviewing has been the flagship of psychological
treatment of substance use problems for some time. This involves
the client, rather than the therapist, giving the reasons for
abstinence and providing a list of problems caused by their
alcoholism. This seems modestly effective in opportunistic sam-
ples – that is people who did not realise they were drinking too
much.9 Moyer et al ’s meta-analysis found no evidence for signifi-
cant benefits in people from treatment-seeking populations (the
people likely to attend specialised alcohol services). Neither of
the two largest randomised studies of psychological treatment
for alcohol problems have shown any significant difference
between the treatment modalities under review (these included
motivational interviewing, community reinforcement, cognitive–
behavioural therapy and twelve-step approaches).10,11 The UK
Alcohol Treatment Trial outcomes showed that, on average, par-
ticipants were still consuming 137 units per week after 1 year –
around five times the recommended drinking limits, or the
equivalent of 68 pints of beer per week. No objective improve-
ments in biochemical markers (such as g-glutamyl transferase)
were observed, although the investigators dismissed these out-
comes in preference to self-reported data.

The results of pharmacological treatment of alcohol misuse
have been equally disappointing. Despite great optimism, out-
comes for disulfiram treatment are poor12 and the two largest
trials of acamprosate and naltrexone showed no significant
benefits.13,14 Some impressive results have been reported but these
trials have had unrealistic medication adherence rates (often

exceeding 80%) and are often funded by the drug manufac-
turers.15 Lloyd and colleagues16 found that fewer than 3% of peo-
ple misusing alcohol have been treated for alcohol problems. By
contrast, Vaillant estimates that 2–3% of people with alcoholism
abstain spontaneously each year in the community.17 Hence,
demonstrating the effectiveness of pharmacological treatment
in small, highly selective or unrandomised trials could easily be
explained by patient selection bias.

Thirty years ago Edwards and colleagues18 reported no sig-
nificant difference in their 1-year trial involving a group of people
with alcohol problems who were randomised to receive a single
advice session or extensive, multidisciplinary support. To date,
there has been no evidence published that significantly changes
this finding. I would like to quote Professor Simon Wessely’s com-
ments on psychological debriefing, ‘It is inevitable that when a
cherished belief is challenged, various counterclaims are made –
the evidence is for the wrong type of [treatment], the trials were
not well done, elements of [treatment] could still ‘‘work’’, the
testimonies of those who are certain it helped them cannot be
discounted . . . There can be no doubt that those who are attempt-
ing to help people . . . have noble motives, but that sadly is not
enough.’19 For specialised alcohol treatment services the buck
stops here!

Jason Luty

Against

This country cannot afford not to have a specialist alcohol service.
Here are some alarming facts, recently highlighted by the Prime
Minister’s Strategy Unit:3

(a) each year there are about 22 000 premature deaths due to
alcohol misuse, including about 1000 suicides;

(b) seventy per cent of all admissions to accident and emergency
units at peak times are alcohol-related;

(c) alcohol misuse results in 17 million working days lost per year;

(d) more than 1 million children are at risk because of parental
alcohol misuse, which also accounts for a third of domestic
violence;

(e) it is estimated that alcohol misuse costs the NHS £1.4–1.7
billion a year;

(f) alcohol-related crime and disorder costs the country annually
£7.3 billion and lost productivity £6.4 billion.
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Summary
Is alcoholism an illness or merely a self-inflicted
indulgence? Can we afford specialist alcohol treatment
services? Do they even work? Should the tax payer foot
the bill? Is the lack of such services ‘perverse’?
In this lively debate Drs Carnwath and Luty weigh up the

pros and cons of controlling the effects of ‘our favourite
drug’.
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The majority of dual-diagnosis problems are caused by
alcohol.20 If any illicit drug, or indeed any disease, caused this
scale of damage, it is unthinkable that huge efforts would not be
made to mitigate the problem. But because alcohol is, in the words
of the former Prime Minister Tony Blair, ‘our favourite drug’3 a
cloak of denial has descended over the eyes of our policy-makers,
and to some extent also the general public. In most of the country
almost nothing is being done to reduce the problem or to treat its
consequences.

Alcohol treatment services have for the most part disappeared,
their resources transferred to general medicine or psychiatry, or to
the treatment of illicit drug dependence. A recent national survey
showed that in some parts of the country less than one in a hun-
dred dependent alcohol misusers had access to appropriate treat-
ment.21 It is not as if alcohol treatment does not work – Dr Luty
has been somewhat selective in his use of evidence. Systematic
reviews have indicated that alcohol treatment is indeed effective.
These include the large Mesa Grande survey of 381 controlled
trials,22 and also studies commissioned by governments in
Sweden,23 Scotland,24 Australia25 and England.26 These studies
also show that various psychological approaches produce good
outcomes, and also that medications such as acamprosate, nal-
trexone and disulfiram play an important supporting role, albeit
in particular circumstances. There are also many promising new
medications in the pipeline.9 It is true that the largest alcohol
research study ever undertaken (Project MATCH in the USA,
1997), showed that three different types of psychological treat-
ment (twelve-step facilitation, cognitive–behavioural coping skills
and motivational enhancement therapy) were all equally effec-
tive,28 but this is scarcely a justification for abandoning all of
them. A recent UK study showed that each pound spent on
treatment saved £5 in terms of other health and social costs.29

Curiously, there are many national targets, which if approached
rationally would include alcohol treatment as a core component.
These include health targets such as reducing cancer, heart disease
and health inequalities, and social targets such as reducing crime
and promoting safe neighbourhoods. It is partly because there are
few alcohol specialists locally that this intervention is too often ig-
nored in local plans to meet these targets. There are strong voices
shouting for more liver transplants, but none or few for preventing
their need by providing basic alcohol services. By the same token
medical students receive only 6 h of tuition concerning alcohol mis-
use and related problems in the whole of their 6 years of training.30

If commissioners have been interested at all in alcohol, it is by
the idea of ‘brief interventions,’ presumably because they are
cheap. If general practitioners identify and counsel people with
alcohol problems, there is good evidence that a proportion will
modify their ways, enough to make a sizeable difference in terms
of population health at a small cost.31 But brief interventions work
most effectively where they are part of a comprehensive treatment
system. In 2006 the Department of Health commissioned Models
of Care for Alcohol Misuse,32 unfortunately with no resources to
implement its recommendations. It argues that comprehensive
treatment should be provided in four ‘tiers’. Brief interventions
are helpful at tiers one and two, that is in the community and in pri-
mary care respectively. But they must be backed up by specialist
treatment, both in the community and in residential care (tiers three
and four). Without specialist back-up, lower-tier interventions do
not occur, or occur only sporadically. There is little point in iden-
tifying people with alcohol problems if there is nowhere to refer
them. Brief interventions have little effect in alcohol dependence.

Specialist community alcohol teams are not very expensive,
probably costing less per health district than the total cost of put-
ting a child in care, or the legal and police costs associated with
one fatal car crash, and nationally a fraction of the £8 billion

per year received from taxation on alcohol. Such services are
hugely cost-effective by saving money and reducing social and
physical harm caused by alcohol dependence.29 That they are
not universally available is not only a scandal with regard to
patient care, but also an example of irrational commissioning
and policy development. It must not be allowed to continue.

Thomas Carnwath

For: rebuttal and conclusion

Dr Carnwath is correct in stating the damage that alcohol misuse
causes and in pointing out that I have been selective in my report-
ing of the literature – I have chosen the largest, most powerful ran-
domised trials available. Another trial has now been reported: the
COMBINE study, a randomised controlled trial of eight alcohol
interventions over 1 year with 1383 participants.33 Treatment in-
volved combinations of 16-weeks naltrexone and acamprosate
treatment and a ‘combined behavioural intervention’ based on
cognitive–behavioural therapy. The placebo medication group re-
ported 74% abstinent days over the period of study compared
with 80% abstinent days in the best outcome group (naltrexone
without additional psychotherapy). All groups received nine ses-
sions of counselling. There was no benefit from additional specia-
lised psychotherapy. Moreover, patients receiving placebo alone
faired better than those receiving specialist psychotherapy without
any form of medication (74% v. 67% abstinent days respectively).
Although the authors were predictably upbeat about the statistical
differences, the study fails to demonstrate any clinically significant
data considering the small size of the response (a maximum of a
7% reduction in the number of non-abstinent days). Although
brief interventions are regarded as moderately effective in oppor-
tunistic samples, there remains no convincing evidence of the ef-
fectiveness of specialised treatment for treatment-seeking people
with serious alcohol problems even in large, independent trials
with highly motivated and compliant participants.

Jason Luty

Against: rebuttal and conclusion

Dr Luty is correct in pointing out that the difference between
interventions for alcohol dependence is often small, even when
one of the interventions is placebo. What he fails to point out is
that most trials show very significant improvements in all con-
ditions of treatment, and that placebo in alcohol research is often
in itself a very meaningful intervention. For example in the
COMBINE trial Dr Luty describes, the average improvement in
all arms of the research was from less than 25% abstinent days
at initiation to over 70% at 16 weeks and over 60% after 1 year
of the treatment.33 The ‘standard medical management’ in this
trial consisted of as many as nine structured sessions initially of
45min, then of 20min, and research assessments alone consisted
of up to 12 h of intensive questioning, a procedure which in itself
can have a significant motivational effect. These were then com-
pared with cognitive–behavioural therapy and other specialist in-
terventions, and perhaps not surprisingly often performed just as
well. In comparison with these standard or placebo interventions,
one of the actual treatment interventions in the UKATT trial
described by Dr Luty consisted of just 4 h of ‘motivational inter-
viewing’.11 Dr Luty seems also to have misread the results in the
UKATT trial when he stated that participants were still consuming
on average 137 units of alcohol per week at the end of the trial. He
appears to have interpreted the variable ‘average drinks per drink-
ing day’ as ‘average drinks per day’, clearly a much higher figure
than that actually found, since a marked increase in abstinent days
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was also observed. In fact the average annual intake was 72 units
per week after the specialist intervention – certainly more than
ideal, but much less than the initial intake of 132 units, and with
a demonstrated economic benefit of between £700 and £1000 per
patient per year.

We can probably agree that brief and slightly longer inter-
ventions often produce very positive results in terms of health
and economic benefit, even when these masquerade as placebo.
In spite of this remarkable finding, even limited interventions
are still not widely available in this country. This is perverse. We
can also agree that treatment is only one factor in any improve-
ment achieved, with independent social and personal factors being
at least as important. One estimate is that ‘treatment probably
accounts for around one third of all improvements made.’34 But
when considering a problem as widespread as alcohol misuse, even
a third is a large amount both in human and economic terms.
Where people do not respond to self-help or to brief interventions
alone, longer and more intensive involvement is justified. This is
demonstrated by the many independent reviews of the evidence
from several hundred trials, as I described above. To challenge this
widespread consensus is brave, but to do so Dr Luty needs to do
more than point to features of selected individual trials; he needs
to challenge the methodology on which these reviews are based.

Thomas Carnwath

For : Jason Luty, MB, ChB, Bsc, PhD, MIBiol, CBiol, MRCPsych, Consultant in
Addictions Psychiatry, South Essex Partnership NHS Trust, Honorary Consultant in
Addictions Psychiatry, Cambridge and Peterborough Mental Health Partnership NHS
Trust, The Taylor Centre, Queensway House, Essex Street, Southend on Sea, Essex
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