Title

Keltoi Rehabilitation Programme: Post-Discharge Outcome Study

Authors

Dr Emma White, Researcher (no institutional affiliation), Surrey, England.

Dr Ciarán Browne, Performance Management Unit, National Hospitals Office, Stewarts Hospital, Mill Lane, Palmerstown, Dublin 20. 
Mr Brendan McKiernan, Manager/Senior Counsellor, Keltoi, C/O St Mary’s Hospital, Phoenix Park, Dublin 20.
Dr Brion Sweeney, Clinical Director, Addiction Service, HSE Northern Area, 2nd Floor Phibsboro Tower, Phibsboro, Dublin 7.
Abbreviated Title
Keltoi Outcome Study
Corresponding Author
Dr Emma White, St Clement’s Cottage, The Drift, Bentley, Farnham, Surrey GU10 5JX, England. Telephone No. +353 (0) 87 2719369. Email: emma.e.white@gmail.com.

Title

Keltoi Rehabilitation Programme: Post-Discharge Outcome Study 

Abstract

Keltoi is a therapeutic residential facility that follows an innovative systemic model to provide a rehabilitation programme for former opiate-dependent individuals.

Aims

This paper outlines the results of a sample survey of former clients of Keltoi that was carried out to evaluate the success of the programme in assisting programme participants to pursue a drug-free life.

Methods

Between 1- and 3-years post-discharge, 80 former Keltoi clients were contacted and interviewed with respect to abstinence, health, crime and employment measures. This was an uncontrolled cohort study.

Findings

Abstinence from all illicit drugs and alcohol in the 30 days pre-interview was reported by 51% (n=41) of the cohort; 60% (n=48) reported abstinence from all illicit drugs excluding alcohol. Only 5.4% (n=5) reported injecting behaviour. Outcomes are presented with respect to crime, health and risk behaviours, social and personal functioning and employment.

Conclusions

The percentage of those reporting abstinence from illicit drugs was high at 60%, and was associated with minimal criminal activity and higher positive outcomes than non-abstinence. The results have implications for the design and delivery of drug treatment services in Ireland, particularly in the context of the Treatment and Rehabilitation pillar of the Irish National Drugs Strategy 2009-2016.

Keltoi Rehabilitation Programme: Post-Discharge Outcome Study

Introduction and Background

This paper describes the results of a survey of former clients of the Keltoi residential rehabilitation programme for problem opiate-users in Dublin, Ireland. It was designed and effected as part of an evaluation of the success of the unique Keltoi approach in assisting programme participants to pursue a drug-free life (Sweeney et al., 2007). This pragmatic cohort study was carried out with reference to the TREND Checklist (Des Jarlais et al., 2004).

Despite the commitment to treatment evaluation at global and European levels (EMCDDA, 2007; UNODC, 2010) and the formal guidance that has been developed (Des Jarlais et al., 2004; EMCDDA, 2007; UNODC, 2010), published data on outcomes from abstinence-based treatment programmes are not widely available. Major international longitudinal prospective cohort studies across treatment modalities have taken place worldwide (Bargagli et al., 2006; Cox & Comiskey, 2007; Darke et al., 2007; Gossop, 2003; Gossop et al., 2000; Hubbard et al, 1997; Hubbard et al., 2003; Jones, Donmall et al, 2009; McKeganey et al., 2006), but a gap remains in terms of assessing the success of individual programmes in achieving abstinence from opiates.

In Ireland there is a notable lack of data on the outcomes of in-patient detoxification and rehabilitation treatment modalities, with the exception of two papers by Smyth et al., one describing the characteristics of clients presenting for treatment in Cuan Dara (Smyth & Lane, 1997) and the other evaluating medium-term outcomes for in-patient treatment of opiate dependence (Smyth et al., 2005).

Keltoi opened in 2001 as a research and residential therapeutic project providing an eight-week programme that emphasises occupational work for opiate-dependent individuals over the age of 16 who want to realise and maintain a drug-free lifestyle. 

Theory and Intervention

The Keltoi programme was set up to take advantage of emerging evidence in the field of substance misuse. Its model is based on the premise that rehabilitation that focuses on living skills and relapse prevention, rather than insight, produces more favourable outcomes.

It has particularly drawn on the literature on brief interventions (Miller & Wilbourne, 2002) which includes an empathic listening style and a person-centred approach with a motivational component. Keltoi is also focused on a relapse prevention (Marlatt & Gordon, 1985) and cognitive behavioural therapy approach focusing on substance misuse and coping skills training. All these evidence-based interventions take place within the context of a real life working environment. The goal is to create a collaborative environment where clients can practise and gain confidence in using their new living skills. 

The Keltoi programme is offered by professionals trained in generic counselling and in residential care. It does not focus on confrontation or on looking for psychological antecedents to the person’s drug-misuse history. The focus is on a drug-free lifestyle rather than on looking at antecedent causes of becoming drug-dependent in the first instance. This does not mean that Keltoi precludes looking at traumatic issues in the person’s history should this be pertinent to them in their present circumstances however the focus is on managing the feelings in relation to these traumas and they are seen as secondary to the main focus of remaining drug-free. 

In addition the programme has a strong focus on after-care and living in the community drug-free. Keltoi is unique in the sense that it is a residential rehabilitation service within a continuum-of-care of substance misuse services. The substance-misuse service includes rehabilitation day-programmes through the Soilse programme and the Rehabilitation and Integration Service (RIS) of the Eastern Regional Health Authority (ERHA). This places Keltoi in a continuum-of-care which includes social, psychological and rehabilitation facilities with an emphasis on remaining drug-free.
Methodology

The objective of the study was to evaluate the effectiveness of the Keltoi programme in assisting participants in achieving a drug-free life. The outcome measures were abstinence from drugs including alcohol and tobacco, health, injecting and sexual risk behaviours, suicidal thoughts, mortality, crime and employment. The instrument used to collect these data was the validated Maudsley Addiction Profile (MAP), a brief, structured interview questionnaire for treatment outcome research (Marsden et al., 1998).

At the study planning stage, it was decided that a sample of 100 clients would be recruited. From September 2002, every client admitted to Keltoi was asked to agree to attend a scheduled 15-minute interview which would take place at least one year after completion of the residential component of the programme. No clients declined to take part and no clients were excluded from the recruitment process (the only criterion for study eligibility was to be starting a new treatment episode in Keltoi). By July 2004, the target number of clients for the study was achieved. Participation was voluntary, full consent was obtained as part of the recruitment process and ethical approval was in place. No remuneration was offered for study participation. Since 49 people were admitted to Keltoi before the evaluation study began, the recruitment cohort size of 100 thus represents two-thirds (100/149) of all clients as at July 2004. However, six of the clients who joined the study attended Keltoi twice within the recruitment period, so the final sample was 94 individuals.

While there was no control group and the cohort is a non-random sample, it includes all clients who attended the programme during the recruitment period. Clients were participating in a common programme and all had equal access to the resources and facilities that Keltoi provides.

The interview process began in May 2004 and finished in July 2006. The mean post-discharge period before interview was 1.9 years (mode = 1.6 years, median = 1.8 years, minimum = 1.2 years, maximum = 3 years). Interviewing of study participants was carried out by the RIS. All interviewers were trained in completion of the four-page MAP. Measures were taken for the 30 day pre-interview period. Questionnaires were anonymised and data entry and analysis were carried out by the external researcher. The data analysis of the original study was performed on the cohort of 80 individuals who successfully completed an interview during the study timeframe.
Demographic Characteristics at Baseline

The mean and median age of the participants in the study was 26 years (mode = 30, range [15:38]). The gender structure of the sample was 28.6% (n=26) female and 71.4% (n=65) male. With respect to living arrangements, 73.6% (n=67) were living with their parents, while 26.4% (n=24) recorded other living arrangements. The majority of the sample, 94.5% (n=86), were single; the other 5.5% (n=5) were unmarried but reported themselves as being in a relationship. A large percentage of the sample identified themselves as working class, 73.6% (n=67), with the remaining 26.4% (n=24) identifying themselves as middle class.
Unemployment was reported by 91% (n=83) of the group, with 6.6% (n=6) in employment. Accordingly, 91% (n=83) of the group cited Welfare as their income source, of whom 6.6% (n=6) were receiving Disability benefits. The majority of study participants were early school-leavers; 31.9% (n=29) had completed primary education only and had left school at approximately age 11, while a further 44% (n=40) had completed their secondary level education as far as the Group/Intermediate/Junior certificate (approximately age 16). Of the remainder, 17.6% (n=16) had completed their secondary level education to Leaving Certificate and left school at approximately age 18, while 3.3% (n=3) had accessed third level education. Educational data were not available for the remaining 3.3% (n=3) of the cohort.
Severity of Dependence at Baseline 

Severity of dependence at baseline was not directly measured for the cohort as the Keltoi Programme was designed to cater for opiate-dependent clients who had successfully detoxified from all drugs of abuse. The demographic and severity of dependence data in this section are provided in order to contextualise the study results. They were collated from secondary sources subsequent to the original evaluation study and are valid for the time of recruitment to and attendance at Keltoi. They were collected for 91 of the 94 individuals in the original study. For 70.2% (n=66) of the 94 people recruited to the study, the authors were able to match those demographic data directly with the unit records in the original dataset. The sources of these data are the clients’ referral forms when applying to Keltoi, their Keltoi assessment forms (including a MAP and drug-history), which were completed when the client entered Keltoi, and the National Treatment Reporting System (NTRS) Pompidou form. Data gleaned from these sources give the profile of the cohort as presented in Table. 1.

[Table 1]
Each positive response to the indicators in Table 1 was assigned a score of one; non-response was interpreted as negative. The minimum possible was zero and the maximum possible was 15[1]. The mean score for this Severity of Dependence index was 8.1 (median = 8, mode = 10, range [1:13], minimum = 0, maximum = 15).

With respect to the number of years of injecting history, there were no data available for 37.4% (n=34) of the cohort, while 14.3% (n=13) had injected for one year, 15.4% (n=14) had injected for two years, 8.8% (n=8) had injected for three years and 24.2% (n=22) had an injecting history of four years or more, thus 62.7% (n=57) reported a history of injecting for one year or more.

Table 1, combined with the injecting history, provides strong evidence for long-term opiate dependence. It can be seen that a large percentage of the cohort underwent a detoxification from opiates before being admitted to the unit. While the authors are confident that the data presented are accurate and verifiable, none of the sources that were mined for these data were designed to record previous history of methadone maintenance. This may explain the anomalously low figure reporting methadone maintenance in Table 1.
Due to the uncertainty around data which were not collected, the authors felt it was inappropriate to link this secondary-source derived demographic data to the records of the original study for statistical testing purposes which would have required distinguishing between clients who were and were not abstinent and those who did and did not complete interviews.
Results

This study defines abstinence as meaning that a respondent is abstinent from all substances including alcohol, cannabis and substitute prescription drugs. Of the 100 clients initially recruited to the study, 77% (n=77) completed their full Keltoi programme and 85% (n=80) of the 94 individuals were successfully interviewed. Results are presented at the individual level. 
Abstinence

Table 2 presents the abstinence results for the past 30 days, as well as the results for the abstinent cohort including those who consumed alcohol and cannabis. A large percentage, 89% (n=71), of the cohort were in contact with drug rehabilitation and related services that they accessed subsequent to their time at Keltoi.

[Table 2]
Health & Risk Behaviour

Health

Respondents were asked to state if ten physical and ten psychological symptoms were experienced Always (=4), Often (=3), Sometimes (=2), Rarely (=1) or Never (=0). The sum of the ten numerical values is the respective health score. Lower scores indicate higher levels of wellbeing; a zero score means that the person has never experienced any of the symptoms in the past 30 days. These scores are reported in Tables 3 and 4. Physically and psychologically, abstinent individuals reported higher levels of wellbeing than those who are non-abstinent while men reported marginally better levels of wellbeing than women.

[Table 3]
[Table 4]
Injecting Risk

Injecting behaviour was reported by 6% (n=5) of study participants only. These people were all using heroin, although all also reported polydrug use and 2.5% (n=2) injected daily twice a day, while the others were injecting less than once a week.

Sexual Risk

Of the 6% (n=5) of the cohort who did not have a regular partner and who had sex without a condom, the mean number of sexual partners was 4.2 (median = mode = s.d. = 3, range [1:9]).

Suicidal Thoughts

Thoughts of ending their own life within the past 30 days were reported by 19% (n=15) of the cohort, of whom 4% (n=3) were abstinent. 

Mortality

Two study participants are reported to have died before their interview took place. The mortality rate over the two years of the study was thus 2.1% (2/94). However, at the time of writing, there is no record of these deaths with the General Mortality Register (GMR), or relevant Coroners' offices.

Crime

A substantial percentage, 77.5% (n=62), of the full cohort reported no criminal activity in the past 30 days. Selling drugs in the past 30 days was reported by 7.5% (n=6) of the group, of whom one reported abstinence. Crimes that the cohort reported committing included property theft, fraud/forgery and shoplifting.

Employment

Paid work in the last 30 days had been carried out by 50% (n=40) of study participants, while 48.7% (n=38) reported unemployment and being in receipt of related allowances for the same period. It should be noted however that these two groups were not mutually exclusive. Furthermore, based on information from the Keltoi aftercare team, many former clients are engaged in education and/or training but the MAP does not explicitly ask about these activities, so formal data are not available.

Study Limitations

No urinanalysis was carried out to validate the self-report interviews. Research however has concluded that self-reporting tends to be reliable when no negative consequences are incurred, as was the case here (Darke, 1998; McLellan et al., 1985). The design of the study does not permit reductions in problem behaviours to be attributed directly to the impact of treatment factors, as formal control groups were not used and participants were not randomly recruited.

As this is not a longitudinal study, definitive results cannot be presented in relation to changes in the drug and alcohol use of those who partook in the Keltoi programme.

Furthermore, the demographic and severity of dependence data for the sample were compiled from secondary sources, which omit certain information which could be very relevant, for example, history of methadone maintenance. A detailed baseline questionnaire could have addressed this limitation.

Individual behavioural changes result from interactions of the person, their environment and the intervention(s) that they experience. These may influence outcomes to a greater or lesser degree and these were not controlled for in this study.

Discussion

Kelly et al. estimated the size of the opiate-using population in Ireland in 2001 at 14,452 individuals (Kelly et al., 2003) and increasing numbers of individuals are seeking treatment for opiate addiction (Long et al., 2005). Effective design and delivery of drug treatment services in Ireland thus continues to be important, particularly in the context of the Treatment and Rehabilitation pillar of the Irish National Drugs Strategy 2009-2016. However, evaluation of outcomes for individual treatment centres in Ireland and further afield is rare especially in the area of residential rehabilitation; this means that it is difficult to meaningfully draw comparison between Keltoi and other similar studies.

Context of the Keltoi Study in the International Literature

The authors are wary of direct comparison with the majority of the current international literature on outcomes, due to differences in study populations and methodology. Specifically, literature on abstinence and residential rehabilitation modalities only should be used for context and it must be borne in mind that the international studies, as discussed below, were carried out nationally across treatment centres, longitudinally including extensive baseline data and for the purpose of exploring modalities. In ROSIE in Ireland, for example, this modality included nine residential centres and three non-residential.
Keltoi is presenting evidence-based research on a specific treatment centre that has a unique approach. These data were collected to assist in evaluating the effectiveness of this approach for the cohort. The various national studies were not designed to evaluate performances of particular treatment centres; they were designed to investigate the overall effectiveness of particular treatment modalities. An overview of the literature makes it clear that there is little agreement on study design between different international studies, although in general outcome measures are common.

The ROSIE drug treatment cohort study in Ireland (Comiskey & Cox, 2007; Cox et al., 2007) began in 2003, collected baseline, one-year and three-year data and presented its results by treatment modality. The instrument used was unvalidated (a heavily modified version of MAP) and the pre-interview period on which questions were asked was 90 days. Note that it is likely that a small number of clients were common to both the ROSIE and Keltoi studies. The recruited cohort of 82 people in the ROSIE abstinence modality, across treatment centres, was made up of 73 males and 9 females, with a mean age of 26 years. A €10 voucher was given to participants who had to be over 18 years, commencing a new treatment episode, prepared to consent to the tracking/follow-up procedures and willing to provide locator information. In England and Wales, NTORS (Gossop et al., 2000; Gossop, 2003) began in 1995, collected baseline, one-year and further data using a validated instrument (MAP), but presented its results across modalities. It was followed by DTORS (Jones, Donmall et al., 2009; Jones, Weston et al., 2009) in England, which recruited 1796 people between 2006 and 2007 and conducted two follow-up interviews (at three and thirteen months) but again did not present results by treatment modality and its final report points out that direct comparison even with NTORS is not possible. This study used a validated instrument and gave participants a voucher for Stg£10 voucher. The eligibility criteria were to be aged 18 and over, presenting with a drug problem, making a face to face contact to a Tier 3 or 4 agency within the sample window, requesting treatment for their drug problem. DORIS (McKeganey et al., 2006) in Scotland started recruitment in 2000 and had a sample size of 1007. Interviewees were asked about the 90 days pre-interview and the abstinent definition excluded alcohol and tobacco. Stg£10 was given to participants and the instrument was validated. In the USA, DATOS (Hubbard et al., 2003) covered 11 cities and recruited 10,010 participants. The study ran from 1990-1997 and covered 365 days pre-interview, using a validated instrument and offering participants US$10-15 for their involvement. The Australian ATOS (Darke et al., 2007) ran from 2001 to 2003, recruited 825 individuals in 3 cities, and interviewed participants using a validated instrument for the 30 days pre-interview, with an incentive of AUD$30. It can clearly be seen that there is little consistency in the design and reporting of outcomes for problem drug-use.

Of those who applied to enter the Keltoi treatment programme, just 6% (n=29) were not accepted. This suggests that individuals who apply to the Keltoi programme have a high probability of commencing treatment. The sample of clients in Keltoi reflects the gender balance for clients within Irish drug treatment services generally. 

Impact and outcomes for clients attending Keltoi were positive. Of those who undertook the treatment programme, 51% (n=41) were fully abstinent at the time of interview. In the same timeframe, 60% (n=48) were abstinent from all substances excluding alcohol and 65% (n=52) were abstinent from all substances excluding alcohol and cannabis. Given the known high relapse rates to chronic drug misuse, these results are encouraging. The treatment programme in its entirety was completed by 77% of the clients. Such high rates of completion are associated with greater likelihood of abstinence. It demonstrates that clients felt the programme approach and components to be relevant to their needs. This also demonstrates the programme's value for money by appropriate utilisation of Keltoi's resources for clients.

These figures suggest also that as a result of the treatment programme at Keltoi, clients did not experience a negative impact on their drug-abuse and risk-taking behaviour. On the contrary there was a considerable reduction in risk and social harm behaviours for those who were abstinent. For those who were not abstinent, just 5.4% (n=5) of the total sample reported injecting behaviour. Also abstinent respondents reported higher levels of physical and psychological well-being.

Treatment completion rates and follow-up rates for this study are high. The completion rate of the ROSIE abstinent cohort was 66% (n=82) (Cox & Comiskey, 2007) compared to Keltoi's 77% (n=77), while the follow-up rate for the same ROSIE cohort was 68% (n=54) compared to 85% (n=80) in this study. In the ROSIE study, abstinence rates from all drugs (excluding alcohol) was 41% (n=34) at 1-year while the equivalent Keltoi abstinence rate was 60% (n=48) for respondents at 1-3 years. It must be noted however that ROSIE used a measure of 90 pre-interview days. Arguably the closest comparative study to date in Ireland is that published in 2005 by Smyth et al. describing 2-3 year follow-up outcomes for in-patient treatment of opiate dependence (Smyth et al., 2005). This study had a sample size of 149 individuals, a successful interview rate of 76% (n=113) and a 30 day pre-interview measure. Abstinent refers to patients who were not being prescribed methadone and who were not using opiates. 23% (n=25) of the cohort were abstinent and 3.6% (5/149) of patients died pre-interview, while 50% (n=54) reported recent opiate use. It is evident that the Keltoi outcomes compare favourably.

The Keltoi programme was carefully designed around existing evidence in the field. The key components include the use of brief interventions, addressing the social context; developing the coping skills of the individual to prevent relapse to drug misuse; as well as linking with community aftercare and both one to one and group aftercare with Keltoi counsellors for a period of two years or more. International research has pointed out that increased involvement and engagement with services seems to assist in achieving better outcomes (Broome et al., 1999; Simpson et al., 1997) and in general, those who are abstinent from all illicit drugs report better physical and psychological health, less risk behaviour and less crime. Similar outcomes associated with abstinence are reported in ROSIE, DORIS and NTORS.

The results achieved in this cohort study generate a useful hypothesis: “Are outcomes improved by the delivery of evidence-based interventions in a residential setting, followed by community aftercare, in which the focus is on creating a real-life working context where clients can practise the living skills needed in the community?”.

Recommendations

There is a large gap in outcomes-based evaluation for treatment programmes in Ireland and elsewhere (Smyth et al., 2006). This lack of both evaluation emphasis and outcome data limits the development of strategic health policies for this area and limits the development of health services research to maximise the efficiency and effectiveness of drug treatment services (especially rehabilitation services). It is clear that a health-outcomes focused monitoring-system should be introduced for all new and existing clients within the drug treatment system and that regular data on outcomes should be published by all services. 

Concomitantly, further outcome-data on rehabilitation services could serve to raise awareness across the system on an efficient care-pathway to abstinent-focused services.

The data from this study indicate that there could be substantial benefits from the treatment model ingredients, as outlined. To provide the best evidence on what works with clients, it will be necessary to undertake a controlled cohort study to compare the Keltoi model with other treatment approaches. This should be done as a matter of priority, given the need to provide evidence-based care.

The evidence from this and numerous other studies shows that significant portions of clients in rehabilitation programmes do not achieve the desired outcomes. As much as there is an obligation to discover what worked for abstinent respondents, it is equally necessary to understand what did not work with the non-abstinent group. Similarly, there is an immediate need to understand how those clients who relapsed could be re-engaged in treatment services. Perhaps the coping skills training they accessed or received was not robust enough (Gossop et al., 2002).

Of particular concern is the mortality rate associated with this cohort: two deaths within the follow-up period from November 2002 to July 2006 - a period of just over 3.7 years. There have been reports of a further three deaths (two unconfirmed) between November 2002 and November 2006: five deaths over a four year period. Data on the causes of death for the majority of this group are unavailable but it is clear that the Keltoi cohort, like similar cohorts in substitute and other treatment modalities (Miller & Wilbourne, 2002; Ward & Barry, 2001), is not protected from the harms of drug abuse and its ancillary health risks. Data collection on such deaths needs to be tightened and more needs to be understood about the circumstances surrounding the deaths of those who leave drug treatment and die; the Drug Trends Monitoring System (DTMS) recently established by the National Advisory Committee on Drugs (NACD) will be a valuable resource in addressing this important matter.
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Table 1

	Severity of Dependence Indicators

	Indicator
	Yes
	No
	Total

	
	(n)
	(%)
	(n)
	(%)
	(n)
	(%)

	Polydrug Use
	91
	100.0
	0
	0.0
	91
	100.0

	Cuan Dara opiate detoxification in last 4 mths
	42
	48.8
	44
	51.2
	86
	100.0

	St Michael’s opiate detoxification in last 4 mths
	4
	4.7
	82
	95.3
	86
	100.0

	Medically-supervised detoxification in community in last four months
	40
	44.9
	49
	55.1
	89
	100.0

	Evidence of long-term opiate use (>1 year)
	84
	94.4
	5
	5.6
	89
	100.0

	Evidence of injecting of opiates
	58
	65.9
	30
	34.1
	88
	100.0

	Shared needles
	41
	46.1
	48
	53.9
	89
	100.0

	History of opiate dependence
	85
	94.4
	5
	5.6
	90
	100.0

	History of methadone maintenance
	31
	36.0
	55
	64.0
	86
	100.0

	History of methadone detoxification
	80
	87.9
	11
	12.1
	91
	100.0

	History of benzodiazepine use/abuse
	49
	54.4
	41
	45.6
	90
	100.0

	History of benzodiazepine detoxification
	23
	25.6
	67
	74.4
	90
	100.0

	History of cocaine use/abuse
	55
	61.8
	34
	38.2
	89
	100.0

	History of long-term cocaine use (>1 year)
	51
	56.7
	39
	43.3
	90
	100.0

	History of alcohol abuse
	60
	66.7
	30
	33.3
	90
	100.0

	History of alcohol detoxification
	0
	0.0
	90
	100.0
	90
	100.0

	HIV Positive
	2
	2.3
	85
	97.2
	87
	100.0

	Hepatitis C Positive
	30
	34.5
	57
	65.5
	87
	100.0

	Note: Percentages reported to one decimal place.


Table 2
	Abstinence in Past 30 Days

	
	(%)
	(%) Exc. Alcohol
	(%) Exc. Alcohol & Cannabis
	(n)
	(n) Exc. Alcohol
	(n) Exc. Alcohol & Cannabis

	Yes
	51
	60
	65
	41
	48
	52

	No
	49
	40
	35
	39
	32
	28

	Total
	100
	100
	100
	80
	80
	80

	Note: Seven of the full cohort reported alcohol consumption: two women who reported minimal intake and five men who reported a mean consumption of 24 units/week (21 units/week is recommended maximum for a male).


Table 3
	Physical Health Scores

	Score
	Abstinent
(n=41)
	Abstinent Exc. Alcohol
(n=46)
	Non-abstinent
(n=37)
	Non-abstinent Exc. Alcohol
(n=32)
	Male
(n=50)
	Female
(n=18)

	Mean
	7.9
	7.7
	12.7
	13.8
	9.9
	11.8

	Median
	7.0
	7.0
	12.0
	13.0
	9.0
	11.5

	Mode
	7.0
	7.0
	9.0
	13.0
	9.0
	13.0

	Standard
Deviation
	5.3
	5.2
	5.8
	5.3
	6.3
	5.4

	Minimum
	0.0
	0.0
	0.0
	3.0
	0.0
	4.0

	Maximum
	21.0
	21.0
	26.0
	26.0
	26.0
	24.0

	Note: Where more than one modal value exists, the lowest is reported.


Table 4

	Psychological Health Scores

	Score
	Abstinent
(n=39)
	Abstinent Exc. Alcohol
(n=46)
	Non-abstinent
(n=39)
	Non-abstinent Exc. Alcohol
(n=32)
	Male
(n=50)
	Female
(n=18)

	Mean
	12.3
	12.5
	17.2
	17.9
	14.0
	16.7

	Median
	13.0
	13.0
	16.0
	17.0
	13.5
	17.5

	Mode
	14.0
	13.0
	12.0
	15.0
	13.0
	12.0

	Standard
Deviation
	6.6
	7.0
	7.7
	7.0
	7.8
	7.7

	Minimum
	0.0
	0.0
	5.0
	6.0
	0.0
	3.0

	Maximum
	26.0
	34.0
	35.0
	35.0
	35.0
	34.0

	Note: Where more than one modal value exists, the lowest is reported.


1 in every 2 smokers will die of a tobacco related disease. Can you live with that?  QUIT. 

We can help - visit quit.ie, call 1850 201 203, join us on www.facebook.com/HSEquit


"T� an fhaisn�is sa r�omhphost seo (ceangalt�in san �ireamh) faoi r�n. 

Baineann s� leis an t� ar seoladh chuige  amh�in agus t� s� ar intinn go

bhfaighfidh siadsan amh�in � agus gurb iadsan amh�in a dh�anfaidh breithni�

air. M�s rud � nach tusa an duine ar leis �, t� cosc ioml�n ar aon fhaisn�is

at� ann, a �s�id, a chraobhscaoileadh, a scaipeadh, a nochtadh, a fhoilsi�, n�

a ch�ipe�il . Seains gurb iad tuairim� pearsanta an �dar at� san r�omhphost

agus nach tuairim� FSS iad.

M� fuair t� an r�omhphost seo tr� dhearmad, bheadh muid bu�och d� gcuirfe� in

i�il don Deasc Seirbh�s� ECT ar an nguth�n ag +353 1 6352757  n� ar an

r�omhphost chuig service.desk@hse.ie agus ansin glan an r�omhphost seo ded'

ch�ras." 
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distribution, disclosure, publication or copying of information contained in

this email is strictly prohibited.  Opinions expressed in this email may be

personal to the author and are not necessarily the opinions of the HSE.

If this email has been received by you in error we would be grateful if you 

could immediately notify the ICT Service Desk by telephone at +353 1 6352757 

or by email to service.desk@hse.ie and thereafter delete this

e-mail from your system"



[1] No participant had taken part in more than one detoxification in the last four months (in Cuan Dara, St. Michael’s or a medically supervised detoxification in the community) but there are some individuals who did not attend any of those, thus the maximum score is 15 (rather than 17), reflecting that individuals either had a detoxification or did not, in the period specified.





