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ABSTRACT  

Introduction  

Thorpe House Detoxification Service (THDS) is a ten-bed residential facility located within the 

Christchurch City Mission complex. Clients are admitted for one to three weeks while withdrawing 

from alcohol and/or other drugs (AOD). Between 70% - 80% of residents are withdrawing from 

alcohol, (and in descending order of prevalence according to historic trends) cannabis, 

methamphetamine, synthetic cannabinoids, and opioids. The majority of residents detox without 

medical assistance, however when this is required, specialist nurses arrange medications specific to 

withdrawal symptoms through the residents’ general practitioner (GP), or the THDS consultant 

psychiatrist.  

The THDS programme is based around a structured day, aimed at restoring patterns of living, 

sleeping, showering, eating, social interaction, and where prescribed – regular medication. Daily 

groups include addiction information, relapse prevention, diet and nutrition in recovery, stress 

management, and light exercise. All residents have an AOD case manager, and are admitted as part 

of an overall treatment plan, which includes follow up supports. These supports range from non-

residential community-based programmes, to longer-term residential rehabilitation.  

In 2014, a weekly group focusing on addiction was introduced to the THDS programme. Topics 

covered included the aetiology of addiction, diagnosis of substance use disorder (SUD) using the 

Diagnostic and Statistical Manual of Mental Disorders system (DSM), the neurobiology and 

treatment of addiction including pharmacotherapy, and prognosis. Within a short space of time, 

THDS staff observed patterns in the responses of residents to the material being presented, and 

these patterns have remained constant ever since. The most frequent reaction among residents has 

firstly been surprise at not having previously been made aware of the information presented, and 

secondly, recognition of what they have experienced through AOD addiction, explained in a scientific 

yet easily understood manner. These responses have been expressed by residents that had 

previously undergone multiple and various AOD treatments, as well as those with little previous AOD 

treatment experience. Residents have also requested that they be provided with transcripts of the 

addiction group, and frequently request that whānau and family members attend future sessions to 

gain a better understanding of addiction.  

These clinical observations were the starting point for a key question: To what extent are THDS 

residents passing through the AOD treatment system without gaining a fundamental knowledge of 



the nature of their disorder, its aetiology, diagnostic criteria, recommended treatments, and 

prognosis?  

 

Aim  

This study aims to survey levels of knowledge of SUD among residents of THDS soon after their 

admission and prior to attending an Addiction Group. The study will include those that have 

previously attended THDS. Further data obtained as part of the research will include variables that 

might influence levels of patient knowledge such as: age, gender, ethnicity, level of education, type 

of substance used, mental health problems, perceived shame and stigma, and previous treatments.  

The study also aims to ascertain how difficult residents have found it to obtain knowledge of SUD 

and what the major sources of their knowledge of SUD have been. It is hoped that by establishing 

levels of THDS residents’ knowledge of SUD, and specifically identifying any deficits and associated 

factors, the treatment provided to those with SUD can be improved.  

 

Method  

The study is a cross-sectional survey using a questionnaire to gather quantitative data from 60 

residents of THDS. A search of the literature revealed a paucity of similar research and an absence of 

suitable existing questionnaires. Consequently, a questionnaire was designed specifically to suit the 

research aim. The sample group were drawn solely from residents of THDS in chronological order of 

admission and participation was voluntary. The questionnaire was applied as soon as practicable 

following admission, to pre-empt the residents attending the Addiction Group and the establishment 

of therapeutic relationships with staff.  

Following the completion of 60 questionnaires, the raw data were entered into a statistical database 

(SPSS) for analysis. 

 

Results  

The levels of knowledge of SUD among the sampled group of THDS residents were found to be 

generally good in terms of its nature, aetiology, diagnosis, treatment and prognosis. This was not 

influenced to a significant degree by patient demographics or clinical variables. The sampled THDS 

residents had not found it difficult to gain knowledge of SUD and its treatment. Predominantly this 

has been through residential AOD treatment facilities, AOD case managers and their own personal 

experience. The most significant knowledge deficit identified was the DSM-5 and the DSM system of 

diagnosis. 

Knowledge deficits were also found in higher than anticipated levels of shame and perceived stigma, 

and an overestimation of the chance of relapse. The only other statistically significant result was a 

low rating of childhood trauma as a cause of addiction. Secondary analysis revealed that this was 

probably due to participants basing their rating on experiential knowledge, i.e., what had caused 

their own addiction, rather than empirical knowledge. 

 

 



Discussion  

Based on the reactions of THDS residents to the Addiction Group, it was anticipated that there 

would be low levels of knowledge of addiction. In light of the evidenced high levels of knowledge, it 

would appear that these sentiments were referring to the areas where deficits were identified, 

primarily the DSM-5 component of the Addiction Group. Another result of the questionnaire that 

was initially surprising was the levels of shame and perceived negative judgement reported, as it was 

expected that high levels of knowledge would manifest in reduced levels of shame and perceived 

stigma. However, viewed in the context of extremely low awareness of the DSM-5 and the DSM 

system of diagnosis among the group, this result is less surprising as disclosure of a mental health 

diagnosis has been shown to reduce levels of shame and stigma. 

There was a moderately higher estimation of the chance of relapse among the group than that 

which has been reported in the literature, and there is also evidence that this may be linked to the 

higher levels of shame, which lead to relapse, and the cycle of addiction is perpetuated.  Research 

has shown that the degree to which those with SUD express shame in early recovery significantly 

predicts not only relapse but also the severity of the relapse. Viewed in this light, an over-estimation 

of the chance of relapse among the participants, may in fact, be a realistic expectation.  

There is a growing body of evidence that the DSM is not just for clinicians. Although its primary 

purpose remains the diagnosis of mental health disorders and the provision of a common clinical 

language, it is also intended as a means of transmitting clinical information to patients and their 

families. This results in better informed, shared decision making, and a reduction in shame and 

stigma.   

Addiction in all its forms can be a baffling disorder for those that have it and perhaps more so for 

their families. Increasing the DSM-5 profile within the AOD treatment sector can only result in better 

treatment outcomes. The results provide encouragement to continue to develop the THDS Addiction 

Group, primarily through the adoption of the resident-generated suggestions of the provision of a 

transcript of the Addiction Group, and an Addiction Group specifically for the whānau and families of 

residents.  

These findings, and the lack of any previous relevant research, warrant further study into the 

relationship that knowledge of the DSM, as it pertains to SUD, influences levels of shame, stigma and 

relapse among those with AOD problems. Surveying larger sample groups across multiple AOD 

treatment services may provide a more accurate assessment of levels of knowledge of SUD and 

associated factors.  


