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1. L ocal context

“Heavy end substance misuse is woven into social exclusion... In theory drug
addiction can affect anyone with regard to race, class, gender and age. In practice
drug addiction embraces a disproportionate number of the socially excluded”
(Gilman 2000, p22-23).”
Those socially excluded spoken of are characterised not only by poverty, but aso by a
range of other disadvantages such as unemployment, poor housing, untrusting communities
with both levels of crime and fear of crime etc..

The Index of Multiple Deprivation (IMD) 2007 brings together 37 different indicators
which cover specific aspects or dimensions of deprivation: Income, Employment, Health
and Disability, Education, Skills and Training, Barriers to Housing and Services, Living
Environment and Crime. These are weighted and combined to create the overall IMD 2007.

Headline findings from the latest IMD show:
Sandwell has become more deprived since 2004.
Worryingly the very deprived areas of Sandwell have become more deprived.
The majority of more affluent areas of Sandwell have become more deprived; only
the Bearwood area has become less deprived.
Statistics indicate that the Sandwell population are experiencing more barriers to
housing.
Significant amounts of the population of Sandwell are living in the countries most
deprived LSOASs. We are worst off in comparison to our regiona neighbours

Sandwell is now the 14™ most deprived local authority out of a total of 354 and as such
features within the top 4% of most deprived areas nationally (rank of average score 2007). .
Birmingham is the only regiona neighbour with a deprivation ranking worse than that of
Sandwell.

Also notable is the increase in the percentage of lower super output areas (LSOAS) in
Sandwell which now fall within the most deprived 10%. Nearly 30% of Sandwell’s LSOAs
fall into this bracket and a further 30% fall within the 10-20% most deprived — clearly
displaying the high levels of deprivation prevalent in large parts of the borough.
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Population projections up to the year 2025 for Sandwell show an increase in the total
population aged 18-64 from 175,800 at 2008 to 185,500 by 2025. (Office for National
Statistics, 2006 MY Es).

Bearing this overall increase in mind, projections for people aged 18-64 predicted to be
dependent on illicit drugs (covering 8 main drug types) also show an increase from 6,576 in
2008 to 6,912 by 2025 — whilst this trandlates to increased demands on the treatment and
wider health serviceslocally, in the context of overall population growth thistrandlatesto a
constant rate of illicit drug userslocally of 37 per 1,000 population from 2008 to 2025. The
highest prevalence rates were found among those aged between 20 and 24 years of age (94
per 1,000 women and 199 per 1,000 men) and an overall higher rate for males than females
- 21 per 1,000 for women and 54 per 1,000 for men.

Projecting Adult Needs and Services Information: For eight of the main drug types (cannabis,
amphetamines, crack, cocaine, ecstasy, opiates, tranquillizers and volatile substances, such as
glue), a series of five questions were asked to measure drug dependence. People who are habitual

users (i.e. daily users for a fortnight or more) or who have developed some tolerance for the drug,
SO require more to get the same effect, are assessed as dependent.

The following section covers Problematic Drug User preval ence estimates (i.e. estimated
number of those using heroin and/or crack cocaine locally) — a sub-population of the above
quoted 6,576 who are considered to be most problematic and whose lives are often the most
chaotic (n=2,147). Thiswould then suggest approximately 4,000 non PDUs locally for
whom dependency onillicit drugs may impact on personal, social and economic factors
who may need wider support services at not such an intense level asthose PDUs.

2. PDU Prevalence Estimates
This section anal yses findings from the latest sweep of estimates of problematic
drug users (PDUSs) for local areas 2006/7. These are important to understand the
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population affected by and the impact of interventions to reduce drug related harm.
PDUs refer to use of opiates and/or crack cocaine including those who inject either
of those drugs - it does not include the use of cocaine in powder form,
amphetamine, ecstasy or cannabis.

Since the first sweep of 2004/5 prevalence estimates to the latest 2006/7 estimates
there has been a dlight decrease in the estimated number of problematic drug users
aged 15-64 locally (2,441 in 2004/5 to 2,147 in 2006/7) — this accounts for 1.2% of
the total population aged 15-64.

The changes between sweeps — in particular between sweeps 1 and 2 were not
within the margins of error around the estimates — we therefore saw a statistically
significant decrease between sweeps 1 and 2, however there has been no overal
statistically significant decrease between the first and last sweep of estimates.

The below trend chart shows fluctuations between sweeps and the overall general
decrease in prevaence by type of drug and injecting users. Although there was an
increase in rate of opiate use since the second sweep it is still below theinitial
2004/5 rate. The closely aligned PDU and opiate lines suggests most problem drug
use is opiate based.

Prevalence Estimates x Type:
Trends 2004/5 to 2006/7

14

N \\/

c

k=l

S

>

s —e— Problem
a 8 .

3 —a— Opiate
o

S 6 Crack
) Injectin
g jecting
s

©

x

2004/5 2005/6 2006/7

Sandwell has a higher than regional and national rate of PDUs per 1,000 population
(11.55 v 10.9 and 9.76 per 1,000 respectively) — meaning more of our population
are affected by opiate/crack use. In the context of our regional neighbours we
average.
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The following chart shows the latest preval ence estimates rate per 1,000 population
by type - locally the estimated opiate prevalence rate is larger than the overall PDU
population rate which suggests significant opiate use and as such arelatively
smaller proportion of sole crack users—thisisin line with the high proportion of
opiate users seen in the treatment system.

62% of estimated PDUs are crack-cocaine users — this could be alongside opiate use
and is higher than the regional and national rate of crack cocaine users. Thisisin
line with the increasing proportion of those in treatment with a secondary drug of

crack.

Locally thereisalower prevalence of injecting drug use than regionally/nationally.
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Estimates state 469 drug injectors aged 16-54 (410-556 at 95%ClI) - were 436

current/previous injectors in treatment 2007/8

Sandwell still has a higher rate of younger PDUs compared to the regional and
national average along with alower rate of PDUs aged 25-34 and 35-64.
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2006/7 Estimated Age Breakdown of PDUs: Local v Regional
with 95% Cls
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Prevalence Estimates & those in treatment

Prevalence estimates by ethnicity are not available to compare against ethnicity of those not
accessing treatment — thisis due to alack of sufficient data and the small numbers of people
from ethnic minority groups means that robust estimates of drug use based on ethnicity
could not be produced.

We can however look at ethnicity of those in treatment compared to the ethnic breakdown
of the overall population (using 2006 experimenta ethnic MY ES). This shows an under-
representation of non-White clientsin treatment — in particular those Indian, Pakistani and
Black Caribbean. Treatment bullseye data aso shows a need to increase engagement of
BME groups (increasing proportion of BME clients as we move away from the inner
circle). The mid year estimates also suggest an under-representation of ‘White other’ in
treatment — this may be reflective of a growing eastern European population in the borough
who may worry about disclosure of substance misuse to appropriate services who may be
seen as an ‘authority’ figure.

Regionally, under-representation of non-white clientsin the treatment is also evident in the
majority of DAAT areas (Source: .Annual NDTMS report, WMPHO, covering 2006/7
data).
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Ethnicity: In Treatment Population v Wider Population
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Comparing the age of those in treatment to the prevalence estimates, we can see thereis an
under-representation of those younger PDUs in treatment and a need to further engage users
from this age group. Therelatively higher proportion of 25-34 year oldsin treatment
compared to estimates suggests an established drug using cohort with long term
problematic drug use.

Age comparison to estimates, those in treatment and wider
population

70.0

60.0
o
3
5 50.0 —
(0]
2 400 || |@2006/7 PDU Estimate
5 m In treatment 2007/8
& 300 -
o 02007 MYEs
S 200 -
s
> 10.0 -

0.0
15-24 25-34 35-64
*Those in treatment are aged 18-24 as no under 18s
in structured treatment.

3. Treatment Penetration
The overall decrease seen in estimated PDUs locally combined with an increased number of
clients entering treatment during 2007/8 (1,123) has meant increased penetration levels
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locally. However this still means approximately 1,000 PDUs who are not accessing
treatment services/ treatment naive. The penetration level table below shows that we have
the lowest penetration level of PDUSs receiving effective treatment regionally:

PDU effectively

2006/7 PDU PDUs effectively retained

Estimate retained 2007/8 penetration
Birmingham 12322 5350 43%
Coventry 2061 931 45%
Dudley 2049 878 43%
Sandwell 2147 859 40%
Solihull 1100 455 41%
Walsall 2218 1018 46%
\Wolverhampton 2779 1220 44%
\W. Mids Region 38235 17839 A47%

If we were to reach our 2008/9 effective retention target of a 13% increase on the 2007/8
baselinei.e. 971 clients effectively retained for 2008/9 this would mean a 45% effective
treatment penetration rate — bringing us more into line with the regional average.

Bullseye dataanalysisis useful for understanding client groups not accessing treatment in
order to target and increase treatment penetration.
Key findings from the PDU bullseye (covering those clients using opiate and/or crack set
against the latest 2006/7 PDU estimate figures) show:
- A higher proportion of male clients not known to treatment than are currently
accessing/ known to treatment
A higher proportion of clients aged 15-24 not known to treatment than are currently
accessing/known to treatment
A higher proportion of BME clients not known to treatment than are currently
accessing/known to treatment

The effective treatment Bullseye in Appendix B shows effective treatment penetration
levels stratified by age and injecting status. Key findings from this show that as we move
further away from the inner circle (i.e. those accessing effective treatment) there isa similar
number of clients aged 18-24 not accessing effective treatment as thereis for those aged 25-
34 not accessing effective treatment— considering that the 25-34 age group accounts for
twice as many of those in treatment, we can infer a greater need to engage younger clients
in accessing effective treatment.

If we look at the effective treatment bullseye in Appendix C using the outer circle to reflect
those known to/accessing treatment but not effectively retained (as opposed to effective
treatment penetration levels) we can see a higher proportion of younger clients not
effectively retained and a higher proportion of those never injectors not effectively retained
in comparison to those previous/current injectors — which may indicate a need to expand
modalities offered for those non-injecting users—i.e. stimulant users through newly
commissioned Tier 2 service. BME clients also have an above average level (23% v 21%)
of not being retained.

Effective treatment penetration levels of crack users locally (36%) is higher than regional or
national levels (29% and 32% respectively). This may be accounted for by the high
proportion of secondary crack use seen locally — often alongside heroin as primary drug
use; however there may be access issuesin terms of those primary crack users (accounting
for only 2% of main drug 2007/8).
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The Crack Cocaine needs analysis of 2005 showed 17% of users (23 of 29 crack user
respondents) were not using any other drug other than crack cocaine. Thisisof particular
importance in relation to crack penetration and treatment statistics cited above which would
not suggest such aportion of primary crack userslocally. There may well be more primary
crack usersin Sandwell than are currently recorded who will only access servicesif they
see services as being relevant for crack cocaine.

Internationally psycho-social interventions (e.g. CBT) are cited as the best way to treat
crack use — this would suggest we need to place outreach and psycho-social interventions at
the heart of our treatment service — with the addition of specialist support services e.g.
specialist prescribing extending on from that. Thiswould help to address perception of
treatment services as methadone services only. Bearing thisin mind in order to attract such
crack and other stimulant users into treatment, service providers need to deal with the
immediate needs of the user such as practical health, social and family issues and in the
medium term to increase the users well-being (complimentary therapies etc..) — something
the one stop shop Metro Court will aspire to deliver.

4. Treatment Map Summary

Tier 3 treatment map summary data (Appendix D)shows that ‘self’ and ‘CJS' are the main
referral sources for clientsinto structured treatment — this reflects the current lack of a
separate Tier 2 service which was amain source of referrals whilst in operation during
2006/7 and some of 2007/8. Plans are currently underway to have a Tier 2 service fully
operational as of November 2008.

The treatment map summary also highlights Anchor as the main treatment provider locally
(87% of thosein structured treatment during 2007/8 were at Anchor) with very few onward
referrals to other structured treatment providers and relatively low numbers of treatment
exits — 58% of which are unplanned. Thisfinding is also reflected in consultation findings
(CPI user consultation May 2008) where Anchor was the most widely known (82%) and
the most likely to be accessed (67%) source of help mentioned for those with drug
problems. Such findings suggest an over-reliance on one provider within the treatment
system and less awareness/understanding of other less structured services locally.

Further analysis of the treatment map data shows: (for details please refer to treatment maps

by variables -age, gender, ethnicity and non-opiates —Appendix D onwards)
Referrals to Anchor have increased from 195 in 2006/7 to 420in 2007/8 — accounted
for by an increase seen in CJS referrals (from 97 to 156) as well as direct self
referrals into the Anchor project
Anincrease in the proportion of male referrals into treatment from 71% in 2006/7 to
77% in 2007/8 — a group which the bullseye data suggests need to be more pro-
actively engaged into local treatment services
A decrease in the proportion of 18-24s referred into treatment from 43% in 2006/7
to 30% in 2007/8 — a key group identified from the bullseye data necessary to target
in order to increase treatment penetration of PDUs. CJS currently refers the highest
proportion of younger clients into treatment at present. (Decreasing proportion of
younger clients into structured treatment is also atrend seen nationally from 2007/8
NDTMS national report). Stronger links may therefore be needed with children’s
services—in particular the transitional process from children’s services to adult
services.
Hospital episode statistics section further on in the document shows a
disproportionate amount of younger users showing up at hospital with a drug related
admission but not accessing structured treatment — a key areafor referralsto
increase penetration levels.
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Still very low numbers of referrals from GPs

Slightly higher proportion (25%) of BME referrals ‘ self’ than is seen for BME
clients from all other referral routes (20%)— Tier 2 open access service to build on
thisin order to encourage more BME clients into treatment who are currently under-
represented in the treatment system

Main drug of opiates still account for over 9/10"s of all new presentations into
structured treatment — this may also reflect the consistent levels of previous and
current injectors presenting to treatment seen over the same period. A report from
WMPHO illustrates a similar picture for the region aside from Coventry which has a
higher proportion of stimulant users (esp. cocaine and crack) seeking treatment (see
following chart). Thisfinding raises questions about perceptions of local drug
services and service re-design regarding the new Tier 2 to come into operation.
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Need to focus on retention of younger males as the treatment map summaries by age
and gender show there are proportionally fewer males and fewer 18-24 year oldsin
treatment over 2 years than in treatment during 2007/8. Thereisaso alower
proportion of BME clientsin treatment for over 2 years than there isin treatment
stage.

A higher proportion of males leaving the treatment system compared to the
proportion of males entering and in the treatment system —in addition to thisa
higher proportion of males than females with an unplanned treatment exit
(Appendix F).

A higher level of unplanned treatment exits for BME clients than for White clients
(Appendix E)

DECCA 100% (n=11) unplanned treatment exits for 2007/8 which relate to younger
cannabis users — need to redesign /re-profile treatment modalities available for this
client group? Transitional period age-wise having an impact on outcomes?

A lossin the proportion of 18-24s through every stage of the treatment map
(Appendix G)— younger clients may have different needs to those of older more
established drug using cohort — a need to re-profile services / modalities offered to
this group?

The low proportion of non-opiate users being referred into and in treatment is at
odds with other ‘front end’ data such as police testing data and DIP assessments
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which show a growing proportion of stimulant users — particularly cocaine users -
over the past 3 years.

5. ‘In treatment’ Analysis

Note: national comparators used in this section are taken from the 2007 NDTM S annual

statistical report and local stats produced comparably against these
During 2007/8 atotal of 1123 individuals accessed structured treatment locally —
achieving the national target of 1105 drug usersinto treatment. The earlier
treatment penetration section illustrated the need to further increase accessibility of
local drug services for those with substance misuse needs in order to increase
treatment penetration levels. Local user consultation, (CPI, May 2008) asked
participants for suggestions to improve access — weekend and evening services,
childcare facilities and better advertising of the range of services available were the
most frequently mentioned. Indeed the 2007 National user satisfaction survey of
Tier2/3 services similarly found that service usersin full time employment were
more likely to say opening times were inconvenient as well as those in temporary
accommodation/NFA. We must ensure accessibility of servicesin line with the
‘welfare to work’ agendato realise employment as integral and part of treatment -
not separate to treatment.
Whilst the increase in numbers accessing structured treatment is positive, NDTM S
data does not give us an idea of those clients who may have contacted structured
treatment services and subsequently failed to attend for an initial appointment —
something which may be exacerbated by the busyness and physicality of the current
structured treatment premises however the move to the new Metro Court building
should go someway to addressing this and DNA rate on initial appointment which
had increased following the cessation of Tier 2 service earlier in the 2007/8 FY to a
peak of 71% (n=22) during March 2008 (CPI Treatment System Review, pg 27,
May 2008).
Of those in treatment 74% were male and 26% female (nationally 72% of clients
accessing treatment were male). Clients median age (on 30™ September 2007, the
mid point of the year) was 29 years and the mode 27 years — for females the median
and mode age were slightly younger at 27 and 26 years respectively. This showsa
younger age group than that seen nationally (median = 32 years) and is reflective of
the prevalence estimates which show a higher than regional proportion of 15-24
year olds and bullseye data which shows the need to engage further those from a
younger age group.
78% of clients were White - compared with 88% nationally. As discussed in the
preval ence estimates section previoudly, thereis a need to further engage BME
clients into treatment when taking into account the ethnic make up of the wider
population of the borough. The 2007 national user satisfaction survey, NTA, shows
that Asian clients had the lowest level of overall satisfaction with drug services—in
particular alower level of satisfaction with support for substance misuse needs and
were |ess positive about the impact/benefits of treatment than other ethnicities
surveyed.
86% of all clients accessing structured treatment used heroin, usually as their
primary drug (82%) — higher than national proportion seen of 61%. Thisisat odds
with ‘front end’ police test data and DIP data which shows an increasing proportion
of crack, cocaine and cannabis users along with a corresponding decrease in heroin
users — this finding queries whether the range of treatment modalities and
accessibility of these are adequate in light of increasing stimulant use being seen.
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The following chart shows selection of drugs used by those accessing treatment at
Anchor 2007/8, either as a primary or adjunctive drug. The vast mgjority of heroin
users used this as their primary substance - in contrast most crack users used crack
as a secondary drug — and similarly for cannabis users. It isaso important to note
here that the proportion of secondary crack users has increased — crack accounted
for 37% of al secondary drugs used in 2006/7 to 47% of al secondary drugs used in
2007/8.

Primary & Adjunctive use of drugs: Anchor: 2007/8
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Effective treatment penetration levels of crack userslocally (36%) is higher than
regional or national levels (29% and 32% respectively). This may be accounted for
by the high proportion of secondary crack use seen locally — often alongside heroin
as primary drug use; however there may be access issues in terms of those primary
crack users (accounting for only 2% of main drug 2007/8).

The Crack Cocaine needs analysis of 2005 showed 17% of users (23 of 29 crack
user respondents) were not using any other drug other than crack cocaine. Thisis of
particular importance in relation to treatment statistics cited above which would not
suggest such a proportion of primary/sole crack userslocally. There may well be
more primary crack usersin Sandwell than are currently recorded who will only
access services if they see services as being relevant for crack cocaine.

The most common routes into treatment were via self and Arrest Referral/DIP. The
lack of referrals from non statutory drug services reflects the lack of aTier 2 service
operating at present — the commissioning of such a service to be operational from
2009 should help to improve movement between and throughout the treatment
system.

Drug treatment and referral training workshops have been presented at senior
management level with partner organisations throughout the financia year (Police,
Housing, Health, Probation, Adult Social Care) to help raise awareness of services
available in Sandwell and to increase referrals into treatment.

The forthcoming Tier 2 service aims to be fully integrated with primary care, Tier 3
and local hospitals — and would therefore help to widen referral routes into
treatment — in particular those treatment naive clients showing up in hospita
episode statistics (see further details in HES section).
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Presentations x Referral Source: Anchor: July2007-
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100% of clientsin treatment during 2007/8 had a care plan, however local user
consultation findings (total of 57 users participated —CPI, May 2008) show three-
quarters of respondents were unsure as to whether they had a care plan or not and
were not actively engaged in the process. National user satisfaction survey 2007:
“service users with care plans had higher levels of satisfaction with treatment
than those who did not have care plans.. furthermore, those who had care
plans that had been reviewed in the last 3 months had significantly higher
levels of satisfaction with their treatment than those whose care plans had
been reviewed over four months ago”.
Thisisaquestion of the quality of the care planning processin order to ensure
increased satisfaction with treatment and therefore better retention of clientsin
treatment.
Specialist prescribing accounted for over two-thirds (69%) of modalities received
during 2007/8. National user satisfaction survey 2007 found that people who
reported they received substitute methadone were significantly less likely to be
satisfied with treatment than those who received no substitute medication. This may
reflect the desire for abstinence based modalities to be made available — especidly
considering that four in five heroin users wanted to stop using the drug completely,
as did three-quarters of crack and cocaine users (2007 user satisfaction survey,
NTA).
97% of all modalities were started within 3 weeks of client being referred to
modality. Locally, thereisastrong perception among service users that it takes a
long time to get into treatment however this most likely reflects the time taken from
walking through the door to receiving a prescription (CPI user consultation, May
2008). National user satisfaction findings show higher levels of satisfaction for
those whose comprehensive assessment took place within aweek of attending
services — the newly commissioned Tier 2 service will provide extra capacity
around initial assessments to this end.
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Three quarters (75%) of treatment journeys that commenced during 2007/8 lasted
12 weeks or more which is lower than regional and national levels of 79% and 78%
respectively (NDTMS Partnership retention report 2007/8). National user
satisfaction findings show that clients who have attended their service for between 7
and 12 months had the highest levels of satisfaction as did those who attended 2-4
times aweek.
Retention of CJS clientsis slightly lower than that of non-CJS clients (71% v 79%
respectively) — linked to unplanned discharge reason of ‘prison’. Retention of
femalesis higher than that of males (85% v 73% respectively). Treatment map
analysis also shows aloss in the proportion of BME clients from ‘in treatment’
stage to ‘in treatment 2 yearst+’ stage.
Of those clients not retained the most numerous discharge reasons are * drop out’
and ‘prison’.
Local user consultation (CPI, May 2008) asked participants for suggestions to
improve retention — texting of appointment reminders, better feedback from key-
workers and contingency management in one form or another was cited as
something which could improve retention. The NTA are piloting demo sites to
investigate the use and benefits of contingency management— findings to be
published as yet, however Appendix C of the July 2007 NICE guidelines does cover
key elementsin the delivery of aCM programme, concluding:
“This appendix sets out the background and process by which contingency
management may be implemented in drug misuse services in the NHS.
Successful implementation of contingency management will have
considerable benefits for people who misuse drugs, their families and wider
society”.

Service users also cited non-drug help with housing, employment, benefits, finance
and parenting as hel ping retention — areas to be covered under the ‘ one stop shop’
provision alowed by the new Metro Court building.

Retention: Anchor: July2007-June2008
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Discharge of those not retained: July2007-June2008
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30% of treatment exits so far for thisfinancia year (as at Nov 2008) have been care
planned discharges (treatment compl ete/treatment compl ete drug free) —thisis
against atarget of 37% to bring usin line with the lower national quartile and isan
increase from 20% earlier in the year.

Trends of discharge reasons show an increasing proportion of clients dropping out
of treatment — this may be related to the current lack of an open access Tier 2
service. The new NI40 measure which at a partnership level regards treatment
complete or treatment complete drug free as a care planned discharge only has
prompted local services to decide when an episode of treatment has been
appropriately completed and as such levels of referred on have decreased where a
client has received al the treatment possible from that treatment provider.
Discharge reason by intervention shows again that prison and drop out account for
the most numerous unplanned discharge reasons — in particular for specialist
prescribing — the most numerous intervention provided.

Prison discharges account for 26% of al discharge reasons locally - a much higher
proportion than seen nationally (6%). The increase in the proportion of unplanned
prison discharges may be due to the changing levels and patterns of CJS referrals
into the treatment system (increase from 97 referrals in 2006/7 to 156 in 2007/8 —
treatment map summary findings).

A discharge reason of ‘drop out’ accounts for 15% of all local discharges seen
during 2007/8 — below national level of 28% seen (NDTMS 2007/8 Statistics
Annua Report, September 2008). However we need to note here that levels of drop
out areincreasing locally.

In order to investigate whether there are key times of support needed along the
treatment journey for those increasing cases of ‘drop out’ the below chart looks at
length in treatment by those clients who were not retained with a discharge reason
of ‘drop out’. The chart shows a higher number of drop outs happen within the first
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week of starting treatment, followed by arelative peak around the 6/7 week mark.
This may suggest a need for more psycho-socia and motivational help around
treatment start for clients who may not be ‘ready’ or require additional support
during such a period of change.

Length in Treatment x Drop Out discharges: Anchor: July07-
June08

no. of clients
w

ALEED D I e ne

R PP PR RGP A A
no. of daysin treatment

The map below illustrates the geographical distribution of drug users who accessed
structured drug treatment 2007/8. This shows very little change from 2006/7 and
reflects areas which have a high concentration of DIP nominals also. The hotspots
(darker shades) aso reflect the map of deprivation for the borough featured earlier
in the report.

The new Tier 2 service which aims to be fully operational from December 2008 will
have a drop-in facility based in each town centre along with ‘ community’
champions to help improve access into treatment for all drug users across the
borough.
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6. N140 and effective engagement analysis

The below table illustrates local targets for NI40 — numbers in effective treatment

2007_08 | 2008_09 | 2009 _10 | 2010_11
The number of drug users using crack and/or opiates recorded
as being in structured drug treatment in a financial year who
were discharged from treatment after 12 weeks or more, or who 859 971 990 1,000

were discharged from treatment in a care planned way.
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The percentage change in the number of drug users using

crack and/or opiates recorded as being in structured drug

treatment in a financial year who were discharged from 13.0% 2.0%
treatment after 12 weeks or more, or who were discharged from

treatment in a care plan

1.0%

To date (Nov 2008) an increase of 3.1% (n=886) on the baseline has been achieved (this
covers afull 3 months of data since the baseline) — however repeat presentations could slow
growth against the 13% later in the year.

Considerations to achieving N140 at present (in addition to ‘in treatment’ issues identified
previoudy):
- The estimated number of new presentations for 2008/9 may be affected by

reconfiguration of the treatment system and may indeed be a steeper decrease than
currently predicted 2.6%. The transition between the interim open access service
(currently provided via Tier 3 provider) to the new open access Tier 2 service (to be
commissioned in the upcoming months) could affect some difficulties in terms of
consistency of numbers referred into treatment.
The move of current Tier 3 service as well as other drug related services to new
premises during the 2008/9 FY may aso exacerbate retention issues and numbersin
treatment.
Of those clients not retained, ‘drop out’ and ‘prison’ account for the majority of
those clients not effectively retained. The lack of joined up data systems at a
national level to reflect care continuity from community to prison and back to
community again is something we have raised with NTA as a pressing performance
issue which can only be addressed at NTA level. Therefore any clients leaving
treatment to prison in a care planned way will not be counted towards N140. NTA to
submit further guidance around this issue and possibility of keeping short term
sentences open to reflect continuous treatment from community to prison and back
again.
No current separate Tier 2 open access service impacts on assessment capacity at
Tier 3 (previous T2 referrals had already been triaged) and any knock on impact on
waiting times at T3 service can affect retention.
Inclusion of ‘treatment complete’ whether before or after 12 weeks as a successful
outcome increases scope to offer shorter term interventions for non-script based
modalities and opens up recognition of work with stimulant users. In particular, the
Drug Intervention Programme trends analysis shows an increase in numbers being
assessed by the DIP team and an increase in those assessed who are using crack,
cocaine and cannabis along with a corresponding decrease in those using heroin (see
below chart). Criminal Justice policy in relation to Inspectors discretion has hel ped
thisincrease seen. The increase in those being assessed through DIP will help to
further engage problematic drug users from all sections of the community.
To note here also is the increase seen in Home Office drug seizures data (an indirect
indictor of the supply and availability of drugs) —in particular with 2006/7 as the
first year since records began in 1973 where cocaine seizures have totalled more
than those of heroin. Note here that seizures of powder cocaine which may be
intended to be manufactured into crack cocaine can be reported as powder cocaine
seizures. Crack seizures have increased by 4% since 2005 and cocaine seizures up
by 35% since 2005. (Must be noted here that numbers of seizures made are affected
by police activity and changes in recording practices). Source: Home Office
Statistical Bulletin, * Seizures of Drugsin England & Wales 2006/7".
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Analysis of effective engagement by key groupsisillustrated in the following table:

Effective Engagement of New Clients (Latest 12 months)

No. of new % of new treatment
treatment journeys journeys engaged in
Crack (All ages) effective tx Regional % National %
310 76 86 83
No. of new % of new treatment
treatment journeys journeys engaged in
BME (18+) effective tx Regional % | National %
81 73 81 81
No. of new % of new treatment
treatment journeys | journeys engaged in
Parents (18+) effective tx Regional % | National %
242 75 85 83
No. of new % of new treatment
(ON}S) treatment journeys | journeys engaged in
clients (18+) effective tx Regional % | National %
188 70 80 78
No. of new % of new treatment
treatment journeys | journeys engaged in
Under 25s | (18+) effective tx Regional % | National %
141 77 78 77

The lower levels of effective engagement seen locally compared to regional and national
levels are reflective of the entire treatment system and do not particularly affect any one
group adversely more than another. However as discussed in the previous ‘ In Treatment
Anaysis CJS clients do tend to have lower levels of effective engagement/retention —
linked to unplanned discharge reason of prison. BME clients also show slightly lower levels
of effective engagement proportionally, however numerically the greatest lossis of White
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clients. We need to question access issues for BME clientsinto treatment in the first
instance followed by retention of those clients.

Linked to effective engagement is treatment exits — key groups of crack users, parents and
CJS clients all have much lower levels of planned treatment exits (13%, 11% and 12%)
than the local average planned treatment exit rate of 19%.

Relapse and rate of return

Retention/effective engagement is often used as the yardstick of an effective treatment
system however concentrating on this often overlooks a key element of atypical treatment
journey —namely relapse and rate of returni.e. that we are seeing the same clients
presenting to treatment time and time again. This becomes clear as we monitor progress of
numbers into treatment throughout the year and start to see numberstail off towards the end
of the year accounted for by such repeat presentations.

Although thereis no nationa standard to measure this, it should not be overlooked asitisa
key reflector of the effectiveness of the local treatment system in delivering long lasting
and real behavioural change.

A simplistic way of looking at thisisto take a sample of all those clients who left treatment
during one year and to see how many of these turned up at treatment the following year to
start anew episode of treatment. During 2006/7 atotal of 167 clients were discharged from
treatment — of these, 83 (49%) turned up to start a new treatment journey the following
year. Therefore half of those clients who were receiving treatment and subsequently left
during 2006/7, returned to receive another episode of treatment the following year.

This raises questions about provision of support for clients leaving treatment and relapse
prevention. Locally, Narcotics Anonymous has just started to run weekly sessions which
should go someway to providing arecovery support network to this end.

The Treatment Outcome Profiles (discussed in the next section) goes someway to start
measuring thisissue in terms of real change effected by attendance at treatment.

Of those 84 clients who did not show up again at treatment services after date of discharge,
3 had moved away and 6 had completed treatment (therefore wouldn’t be expected to show
up again), and 47 had been referred on. However 10 had dropped out and 15 had left with a
discharge reason of prison — asnapshot of clientsleaving treatment during 2008 to prison
shows athird of clients have a sentence length of les than 3 months, 38% a sentence length
over 3months but less than ayear, and 29% a sentence length of 1 year+. The CARAT-
CJIT transfer rate shows there is still room for further improvement needed here to ensure
clients are picked up by treatment services on leaving prison.

7. Treatment OQutcome Profiles (TOPs)

TOPs are anew national outcomes monitoring tool for drug treatment in England, to be
used by all key-workers with clients who are both entering and currently in structured
treatment programmes. The TOP is a series of questions asked by the key-worker and
answered by the client, in order to measure outcomes in a meaningful way that is sensitive
to change over time.

At present we need to focus on getting TOPs completed in the right time scale and getting
enough TOPs forms completed for clients entering/in/leaving treatment. A threshold of
80% completion within timescales has been set for all DAAT partnershipsto achievein
order to access further outcomes data. The following analysis will focus on adherence to
completion timescal e thresholds using the latest August 2008 exception report data.
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TOP starts

Sandwell is performing well with 82.9% of new treatment journeys between 1st July
& 21st August having a TOP start form completed. Thisis above regional and
national completion levels seen.

Further to thisand in accordance with NTA threshold set, 81.7% of those TOP start
forms completed were completed within NTA guidance (+/-2 weeks of modality
start date). Thisisabove regiona and national levels seen.

Of the two agencies submitting TOP data, Anchor has a 91.5% (n=65 of 71)
completion rate within guidelines (+/-2wks of modality start date) whilst DECCA
has a 14.5% (n=1 of 7) completion rate within guidelines.

120.0%

100.0% r
80.0% - 0% of completed TOP forms (New

TOP start completion levels covering all new treatment journeys
between 1st July - 21 August 2008

Txj)
60.0% - .

° B % of TOP forms with TOP date
40.0% within guidance (+/-2 weeks)
20.0% -

0.0% -
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Blue line- sufficient completion level for all new treatment journeys
necessary to be representative of treatment system . Red line- proportion
of TOP forms completed within NTA guidelines (NTA threshold of 80% in
order to receive TOP green reports).
TOP Reviews

Sandwell review TOPs are operating within NTA revised guidance denoted by 0%
of review TOPs completed within 0-4 weeks post modality start date (revised
guidance states 5-14 weeks post modality start date). Thisisto avoid any overlap in
the period of recall between TOP start and review.

Completion levels for those review TOPs which have been completed within the
correct time frame (5-14 weeks) however are just over 10% - thisis considerably
lower than regional (32%) and national levels (26%), and well below the 80%
threshold set by NTA.

Of the two agencies submitting TOP data, Anchor has a 14.7% (n=5 of 34) review
completion rate within guidelines and DECCA has 0% (n=0 of9) completion rate
within guidelines.

TOP Exits

73% of individuals exiting treatment in a planned manner between 1st July-21st
August had a TOP exit form completed. Thisis above the regional and national
completion levels of 55.8% and 41.54% respectively.

Just 53.3% of those TOP exits forms completed were completed within NTA
guidance (+/-2 weeks of discharge date) — thisis well below the 80% threshold set
by NTA.
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» Of the two agencies submitting TOP data, Anchor has a 61.5% (n=8 of 11) exit
completion rate within guidelines set and DECCA a 0% (n=0 of 2) exit completion
rate within guidelines set.

TOP exit completion levels for individuals exiiting treatment
completely between 1st July-21st August 2008
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Blue line - sufficient completion levels for all treatment exits
necessary to be representative of treatment system. Red line-
proportion of TOP forms completed within NTA guidelines (NTA
threshold of 80% in order to receive TO green reports).

Levels of TOP dataitems answered with ‘N/A’ (suggesting missing dataitems) are at 0%
for TOP starts and reviews, and 1.4% for TOP discharges. These local results are well
below regional and national levels seen.

NTA iskeen for use of ‘N/A’ rather than ‘0’ being used where the client is not prepared to
answer as this can artificially suppress prevalence rates of criminal activity and therefore
affect baseline to review/ discharge progress seen.

Local load and data quality (chart below) are above NTA aim and ambition levels set —
enabling enough robust, good quality data to allow for meaningful analysis.

Load & Data Quality % by Drug Action Team August 2008
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TOP green reports starting to enable some more detailed findings of clients answering TOP
questions — key findings to date:

» Higher prevalence of opiate and crack userslocally than regional/ national levels.
Higher proportion of daily opiate users than regional or national levels (71% v 64%
& 60% respectively) yet lower level of daily crack users seen than regionally/
nationally (20% v 24% & 25% respectively).

« Higher prevalence of alcohol use (any frequency of use within last 28 days) than
regional/national levels yet similar proportions of daily users (20%).

* Lower prevalence of cocaine, amphetamine and cannabis users than
regional/national levels.

* Lower levels of drug usersinjecting in past 28 days and lower proportion of sharing
reported.

» Higher prevalence of shoplifting reported locally (17% v 12% respectively). Levels
of prevalence for other offencesin line with regional and national levels seen.

e 21% of clients accessing paid work in past 28 days period (19% regional/national
average). Higher prevalence of daily paid work attendance within past 28 days
(81%) than regional /national levels (65% and 60%). Lower prevalence of
attendance at education within past 28 days locally.

» Physical/psychological/quality of life —mean scores 12.3; 10.6 and 10.5
respectively from rating on scale of 0-20.

» Datainconsistencies between NDTMS triage data and TOPs submissions either
nil/lower than regional/national levels. Similar for treatment start data
inconsistencies.

Overdl, TOP datais showing good progress however the biggest challenge which remains
isaround review TOPs (also a challenge seen across most DAATS nationally).

8. L ocal concern around drugs & alcohal: findings from the Anti-Social Behaviour
Survey Sept 2008

The question asked:

» Thinking about your local neighbourhood, do you think the following drug and
alcohol related issues are a problem? Do you think thisisa problem that has
increased or decreased?

* Peopleusing drugs

* People dealing drugs

« Discarded needles and syringes

* People being drunk or rowdy in public places

There has been a considerable increase in the proportion of respondents who feel that drug
and alcohol issues are a problem in their neighbourhood since the last survey- this also
represents an increase since the first survey in September 2006. With the exception of
discarded needles & syringes, all issues have seen a doubling in the proportion of
respondents who think they are a problem.

The main concern seems to be people being drunk or rowdy in public places—thisis of
particular concern to those aged 25-34 (an age group the night time economy is geared
towards and who may therefore encounter such behaviour more frequently than older age
groups). People using drugs and people dealing drugs are issues of concern for those aged
35 to 59 — the age groups with children. Those aged 65 & over are much less likely to feel
any of the issues mentioned are a problem.
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For each of the four issues raised, almost two thirds of respondents (who felt there was a
problem) said the problem had increased. Thisis similar to the levelsidentified in the third
survey.

9. MOSAIC Lifestyle Data

With increasing evidence of stimulant use evidenced by ‘front end’ police data, MOSAIC
analysis can help to give us an idea of lifestyle groups more prone to stimulant use (namely
cocaine, ecstasy and cannabis) along with their geographical prominence locally compared
to the geographical prominence of those accessing structured treatment locally.

In relation to the national average, Sandwell has an over-representation of the following
groups shown in the below table.

MOSAIC Group MOSAIC Type Index Value*
C20 Suburban Comfort Asian Enterprise 732
D26 Ties of Community South Asian Industry 636
H44 Blue Collar Enterprise  |Rustbelt Resilience 582
G43 Municipal Dependency |Ex-industrial Legacy 402
H45 Blue Collar Enterprise  |Older Right to Buy 300
F38 Welfare Borderline Tower Block Living 255
F37 Welfare Borderline Upper Floor Families 267
150 Twilight Subsistence Cared for Pensioners 230
G42 Municipal Dependency |Low Horizons 225
D22 Ties of Community Affluent Blue Collar 221
H47 Blue Collar Enterprise  |New Town Materialism 215
F39 Welfare Borderline Dignified Dependency 214
G41 Municipal Dependency |Families on Benefits 212
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*Where an index of 100 would equal that of the national average, those groups listed are at
least twice the prevalence of the national average asindicated by an index value of 200+.

In relation to the MOSAIC substance misuse declared index covering cocaine, ecstasy and
cannabis we can see the following groups with an index rating above that of the national
average (>100). It must be noted here however that the index is reliant on declaration of
substance misuse viathe British Crime Survey (which may not adequately cover potentially

important groups such as homeless and prisoners who may have relatively high rates of

drug use) and as such under-reporting may affect results — however the BCS states thisis

“likely to have only a marginal impact on overall estimates of drug use’.

MOSAIC Group Cocaine Use Ecstasy Use | CannabisUse
Index Value Index Value | Index Value
E31 | Well educated singles and childless couples colonising 249 221 177
inner areas of provincial cities
F37 | Young familiesliving in upper floors of social housing 145 165 123
F38 | Singles, childless couples and older people living in high 120 161 144
rise social housing
F39 | Older people living in crowded apartmentsin high density 165 217 122
social housing
B13 | First generation owner occupiers, many with large amounts 122 118
of consumer debt
D24 | Low income familieslivingin cramped Victorian terraced 173 121
housing in inner city locations
G41 | Families, many single parent, in deprived socia housing on 155
the edge of regional centres

The groups for which we have an above average representation/prominence of locally and
which have an above average substance misuse declared value are highlighted yellow
above — notably F37, F38, F39 and G41.

The following table compares the above average predominance of those lifestyle types
within postal sectors against the quartile rate of PDUs from those postal sectors who are
accessing treatment in order to allow for any mismatch between drug users in treatment
compared to those populations most at risk. The table shows that where the higher the
proportion of population at risk (yellow), the higher the quartile accessing treatment
(green)—therefore no real areas of mismatch.

F37 % of F38 % of F39 % of G41 % of

RDPs in RDPs in RDPs in all RDPsin | PDU in

postal postal postal postal treatment
Postal Sector | sector sector sector sector Quartile
B42 1 0.0 0.0 0.0 0.0 1
B43 5 4.1 0.0 0.0 7.3 1
B43 6 0.0 0.0 0.0 0.0 1
B437 0.0 0.0 0.0 0.0 1
B62 8 0.0 0.0 0.0 0.0 1
B64 5 4.1 0.0 0.0 0.0 2
B64 6 9.5 2.6 0.0 4.6 4
B64 7 0.5 2.6 0.0 0.0 3
B65 0 0.5 7.7 4.1 0.0 3
B65 8 0.0 0.0 0.7 0.9 2
B65 9 2.7 0.0 0.7 0.0 3
B66 1 3.2 0.0 0.0 14.7 4
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B66 2 2.7 0.0 0.0 13.8 4
B66 3 9.9 12.8 7.4 24.8 4
B66 4 0.9 2.6 0.0 2.8 3
B67 5 0.0 0.0 1.4 0.0 1
B67 6 2.7 7.7 0.7 0.0 3
B67 7 8.6 0.0 4.7 0.0 4
B68 0 0.9 0.0 0.7 0.0 2
B68 8 0.9 0.0 1.4 0.0 3
B68 9 0.0 0.0 0.0 0.0 2
B69 1 5.0 12.8 2.0 4.6 4
B69 2 0.0 0.0 2.0 0.0 2
B69 3 0.0 0.0 0.0 3.7 2
B69 4 0.5 0.0 15.5 1.8 3
B700 3.6 0.0 4.1 0.0 3
B70 6 7.2 28.2 6.1 0.9 4
B70 7 0.9 2.6 2.7 0.0 2
B70 8 0.5 0.0 2.0 0.0 2
B709 4.5 0.0 2.0 2.8 4
B711 0.9 0.0 0.0 0.0 4
B712 2.3 0.0 0.0 0.0 4
B713 2.7 17.9 5.4 0.0 3
B714 0.0 2.6 0.7 0.0 1
DY40 3.6 0.0 7.4 6.4 4
DY47 2.3 0.0 14.9 0.0 4
DY4 8 5.9 0.0 6.8 0.0 2
DY4 9 1.8 0.0 0.0 6.4 2
WS100 0.0 0.0 0.0 3.7 2
WS10 7 2.7 0.0 6.8 0.0 1
WS10 9 1.4 0.0 0.0 0.9 1
WS5 4 3.6 0.0 0.0 0.0 1
WV14 8 0.0 0.0 0.0 0.0 1

*Quartile value of 1 = lowest PDU rate in treatment per 1,000 population
*Quartile value of 4 = highest PDU rate in treatment per 1,000 population

10. Hospital Episode Statistics trends 2003/4 to 2007/8

Hospital admissions for drug related diagnoses using the ICD 10 codes listed below
(broadly mental and behavioural disorders due to the use of illicit drugs, and poisoning by
drugs) are analysed here to give an understanding of trends and key demographic groups
involved.

ICD-10 codes used: F11-F16, F18-F19, X42, X62, Y12, T40.0-T40.9, T43.9

The overall number of drug related hospital admissions for Sandwell residents has
increased year on year since 2003/4. The number of male admissions since 2003/4 has
increased by 51% (from 124 to 187), and the number of female admissions since 2003/4
has increased by 56% (from 87 to 136).

Overadl 42% of HES admissions during 2007/8 were female, 58% male — in contrast to the

predominantly male treatment population (accounting for 74% of all those in structured
treatment 2007/8).
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Drug Related HES admissions trends
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Drug related admissions have increased across all age groups.

Drug Related HES admissions x Age
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Trends in the type of drug related admissions since 2003/4 show continued increase in the
majority of mental and behavioura disorders (F codes) —in particular F11 (due to use of
opioids - predominantly 25-34 age group - longer term needs-dual diagnosisimplications).
F12 (due to use of cannabinoids) have also increased but are characterised by a younger age
group — reflected in DECCA stats where majority are for cannabis misuse. A similar
increase is notable for those T code admissions (poisoning by narcotics/psychodysl eptics —
excludes inebriation) — a trend also seen nationally (The Information Centre: Statistics on
Drug Misuse 2008) and indicative of more acute episodes of need characterised by a much
younger age population (18-24s).
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Number of individual admissions with drug related code - note an individual can have more than 1 DR
code (query based on first 5 diagnosis field codes)

ICD code 2003/4 | 2004/5 | 2005/6 | 2006/7 | 2007/8 | % increase
F1l-opioids 67 71 86 110 115 71.6
F12-cannabinoids 22 32 40 32 37 68.2
F13-sedatives/hypnotics 6 * * * * -50.0
Fl4-cocaine 22 6 9 21 25 13.6
F15-other stimulants * 5 * * * 0.0
F16-hallucinogens * * 5 * * 0.0
F18-volatile solvents * * - - - -100.0
F19-other psychoactive

substances 22 35 34 29 29 31.8
T40-poisonings 78 75 86 98 128 64.1
X42-accidental poisonings re:

narcotics/ psychodysleptics 16 15 22 16 28 75.0
X62-intentionl self poisoning

re: narcotics/ psychodysleptics 50 54 43 70 73 46.0
Y12-poisoning undetermined

intent * - - - * 50.0

*figures below count of 5 have been suppressed for confidentiality reasons

Drug related admissions x type 2003/4- 2007/8
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Note: an individual may have more than one drug related
code per admission

2007/8 anaysis of diagnosis codes by age group:
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Drug Related Admissions 2007/8 by type and age group
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In terms of benchmarking Sandwell’ s rate of drug related hospital admissions, national data
from the Information Centre ‘ Statistics on Drug Misuse: England 2008’ show that per
100,000 population Sandwell does not have an above national or regional rate of drug
related admissions for the following types of admissions 2006/7:

Number of admissions per 100,000 population
England W.Mids Sandwell

Primary diagnosis of drug
related mental health &
behavioural disorder 13 13 8

Primary or secondary diagnosis
of drug related mental health &
behavioural disorder 75 69 67

Primary diagnosis of poisonings
by drugs 20 17 20

Hospital Episode Statistics cross match to treatment stats analysis

Hospital admissions for drug related diagnoses using the ICD 10 codes listed below
(broadly mental and behavioural disorders due to the use of illicit drugs, and poisoning by
drugs) are analysed here to give an understanding of trends and key demographic groups
involved against those accessing structured drug treatment services.

Admissions where any of the below listed ICD10 codes for those admitted/discharged
during 2006/7 and 2007/8 have been matched against details of those accessing structured
treatment (Anchor clients) during the same time period.
A total of 376 individuals resident in Sandwell had adrug related hospital episode during
2006/7 and 2007/8 — of these, 89 (24%) were aso accessing / had accessed structured drug
treatment at some point during the same period.
The following charts compare key variables of those HES clients accessing/not accessing
treatment in order to understand areas of unmet needs.

ICD-10 codes used: F11-F16, F18-F19, X42, X62, Y12, T40.0-T40.9, T43.9
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Below age comparison of those drug related HES clients accessing/not accessing structured
treatment shows a skewed distribution for those not accessing treatment, compared to a
more normal distribution for those accessing treatment (in line with the age profile of those
in treatment). Question whether treatment available is accessible to younger drug users/
modalities offered appropriate/harm reduction implications for an age group more likely to
use drugs in an experimental manner? Also linked to thisis the decrease in the proportion
of 18-24sreferred into treatment from 43% in 2006/7 to 30% in 2007/8 seen — a key group
identified from the bull seye data necessary to target in order to increase treatment
penetration of PDUs. CJS refers the highest proportion of younger clients into treatment at
present — are we missing a vital referral source from hospitals for younger clientsin need of
treatment?

The forthcoming Tier 2 service aimsto be fully integrated with primary care, Tier 3 and
local hospitals — and would hopefully begin to pick up some of these treatment naive clients
showing up in HES stats.

Drug Related HES clients 2006/7 & 2007/8- Age

20
18
16
14
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10

O accessing treatment
| not accessing treatment
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Age (as at mid point of FY admitted)

Age chart - interested in those falling below the pink line (average rate of HES clients
accessing treatment)- which show below average proportion of clients accessing treatment-
namely younger age groups. Thisisakey group the bullseye data also shows as not
accessing treatment (demonstrated by increasing proportions of 18-24 year olds as we move
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away form theinner circle).

% of Drug Related HES clients 2006/7 & 2007/8 accessing
structured treatment x Age
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Poor coding of HES records with regards to ethnicity field — therefore need to treat these
findings with caution as 50.3% of records used in this analysis are either ‘null’ or ‘not
stated’ with regardsto ethnicity coding. Zero proportion of those Black, Mixed and Other
ethnic groups not accessing treatment leads us to question whether treatment services are
accessible to such groups — bullseye data al so shows this as a group not accessing treatment
and prevaencel/in treatment analysis showed similarly, an over-representation of white
clients.

% of Drug Related HES clients 2006/7 & 2007/8 accessing
structured treatment x Ethnicity
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Postal sector chart bel ow- interested in those falling below the pink line (average rate of
HES clients accessing treatment)- which show the lower/lowest proportion of clients
accessing treatment.

Drug Related HES clients 2006/7 & 2007/8 accessing treatment x
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Below map shows area with highest volume of drug related hospital admissions-
commensurate with map hotspots of those accessing treatment.
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Accident & Emergency coded statistics (using Sandwell AE data) show atotal of 25 drug
related episodes during 2007/8 —all of which were male with alower proportion of 25-34s
(28%) accounting for these episodes unlike HES admissions where 25-34s accounted for
40% of al admissions (indicative that 25-34 age group less emergency related episodes).
The low number of drug related A& E episodes seen may be indicative of a need for better
coding —further temporal analysis of ambulance stats below suggests alcohol may over-ride
drugs as the main coding given for an episode.
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60% of those drug related A& E episodes were T codes (poisoning by narcotics/
psychodysleptics — excludes inebriation) and 40% F codes (mental/behavioural disorders).
T codes were more predominant within 18-24s and 35-44 age groups.

Of those 25 drug related A& E episodes, 28% (7) also had a drug related hospital admission
during the same FY, and 20% (5) of those A& E admissions were accessing structured
treatment during the same FY..

Overdl, A& E datatogether with HES data shows a need for more robust referral routes
from such services into structured treatment due to low levels of cross matching records
against in treatment records.

Ambulance stats

Ambulance data can give some indication as to substance misuse needs of an area by
looking at the volume and pattern of overdose/ingestion/poisoning call outs —however we
must also treat such findings with some degree of caution as no further breakdown is
possible to distinguish between misuse of alcohol/illicit substances, and accidental
unintentional ingestion/poisoning.

Tempora analysis of all such incidents for 2007/8 show a peak of incidents during late
night/early morning hours of the weekend — activity pertaining to the night-time economy
where alcohol islikely to play asignificant factor. Thisleads usto question whether use of
alcohol aongside use of illicit substances as a confounding factor needs to be addressed in
terms of widening the remit of harm reduction messages and treatment services where
clients may be likely to also have alcohol misuse problems alongside that of drugs.

Overdose/lngestion/Poisoning 2007/8- Sandwell
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Overdose/lngestion/Poisoning Incidents - Sandwell 2007/8
Temporal analysis
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The following chart shows call outsin relation to population. Sandwell is above the
regional rate —thisis where Harm Reduction with a particular focus on alcohol alongside
misuse of illicit substances can impact on such emergency services.

Overdose/lngestion/Poisoning Incidents 2007/8
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11. Criminal Justice

Probation

Statistics on clients with a drug health need in contact with probation are limited in terms of
the level of analysis possible viathe Probation MIS. Anecdotal evidence suggests that in
effect, it is the same offenders who are being processed through the system time and time
again — suggesting limited opportunity in this area for increasing treatment penetration.

M .Brennan Page 37



Unfortunately key demographic analysis of those clients scoring 4+ on the EOASY S drug
section who do not then receive a DRR (for some reason or other) is not possible.

On average, between 25-30% of all probation clients scored 4+ for drug use and of these
between 25-30% then go onto receive a DRR.

An audit of the first quarter of 2007/8 showed 62 reports where the score was 4+: on 21 of
these (34%) there was a proposal for a DRR (12 cases custody was inevitable, 23 cases
DRR not suitable or non-class A drug use) — leaving atotal of 6 cases that were potential
DRR misses. However it is possible to recommend a DRR where non class A drug useis
scoring highly as problematic — however aDRR is recommended on the basis that an
appropriate treatment modality isinevitable — and we need to be sure that for such clients a
Tier 2 service can provide thisin order to increase treatment penetration and increase the
proportion of probation clients receiving aDRR.

DRR performance as at September 2008 shows that not enough offenders are starting a
DRR and not enough are completing community supervision to reach targets set for 2008/9
FY.

Target Number year |Yagetarget [RAG rating

to date Green — achieving target
Amber —within 10%
Red — worse than 10%

Starts 90 41 46

Successful |32 12 38
completions

In terms of the proportion of probation clients by main drug used in the last 6 months —
cannabis is the most commonly quoted drug used (53%), heroin (31%), crack (8%) and
cocaine (3%). Indeed this shows the need for us to focus on other non-opiate based
treatment modalities in order to provide for such needs — helping to increase treatment
penetration as well asincreasing the number of DRRs that can be recommended.

A new DRR process to be proposed from November 2008 is set to simplify and speed up
the process of aclient receiving a DRR- most notably, that an assessment for DRR can now
be done through the Restriction on Bail Case Progression Officers (information from
ARWSs aswell as structured treatment provider and Probation will be included in this
process). Thisshould allow for better tracking of clientsform DIP to DRR statistics a so.

Anecdotal evidence from probation workers suggests that alcohol is most commonly
thought to be a big unmet need for such clients — over and above that of drug misuse.

CARAT to CJIT transfers: Sandwell records below the regional and national average
number of cases transferred from CARAT servicesin prisonsto DIP services. Thisisa
priority for regional support so that both prisons and DIP improve recording.

Below data taken from national recording systems (NTA performance Q2 report) however
local data alluding to fact that number of rel eases over-estimated/ may not happen.

M.Brennan Page 38



CARAT to CJIT transfers Q2 08-9
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Criminal Justice: Drug I ntervention Programme (DI P)

Drug Testing in Custody

Drug testing in police custody suites was implemented in Sandwell in 2004. At thistime
testing was restricted to those who had been charged with atrigger offence (i.e. acquisitive
crime) with provision for officers of Inspector rank or above to authorise a drug test for
individual s charged with a non-trigger offence where evidence suggested that the offence
may have been committed as aresult of drug use. In April 2006 test on charge (ToC) was
superceded by test on arrest (ToA). This change has resulted in an increase of those drug
tested in Sandwell from 1290 in 2005/06 to 3668 in 2007/08. As seen in the chart below
emerging trends include (please note that police drug testing does not differentiate between
crack cocaine and power cocaine):

An increase in the proportion testing positive for crack/cocaine from 9% in 05/06 to
11%in 07/08.

In 2007/08, for the first time, the number of positive tests for crack/cocaine have
overtaken the number testing positive for opiates.

The proportion of those testing positive for opiates has reduced from 17% to 9%
and those testing positive for both crack/cocaine and opiates from 23% to 15%.
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100%
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70% -
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0%

2005/06 (TOC) 2006/07 (TOA) 2007/08 (TOA)
O Opiates 219 307 312
O Both 291 566 553
m Crack/Cocaine 119 277 397
O Negative 661 2160 2406

A recent report by West Midlands Police (please contact maria.smith@sandwell-pct.nhs.uk
to request a copy) has noted that powder cocaine use has been increasing in Sandwell and
neighbourhoods which have a high unemployment rate and poor economic performance
have a greater number of offenders who have tested positive for Class A drugs.
Unemployment rates are generally higher in the same areas where positive drug testing
numbers are also high. 1n 2007 Greets Green and Lyng, Princes End, Smethwick, Soho and
Victoriaand West Bromwich Central were all identified as areas with low economic
prospects and high unemployment.

100%

Test Result by Gender

80% -

60%
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20% 1

35% of males tested positive and 30% of
females.

Males more likely to test positive for
crack/cocaine than females. 11% of
mal es compared to 7% of females.
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Test Result by Age

100% H - 25— 34 year old age group more likely to
90% A ..

809% | i test positive than other age groups, and
70% - - also more likely to test positive for both
zg; I heroin and crack/cocaine.

oo | || - 18—24year oldswere morelikely to test
30% +— o positive for crack/cocaine and less likely
ig; I B to test positive for opiates which may

% indicate the beginning of atrend whereby

182 -3 H-u o younger people are moving towards

O Opites 85 198 * H stimulants as drug of choice.
O Both 160 298 84 10

B CrackiCocaine m 142 63 20 The 45+ age group were also more likely
& Negative 1128 3 379 16 to test positive for crack/cocaine.

Asian and Black Caribbean cohort least likely to test positive. However the Black Caribbean
cohort was more likely to test positive for crack/cocaine than any other.

White cohort more likely to test positive than other cohorts.

Dual Heritage cohort more likely to test positive for both opiates and crack/cocaine.

Test Result by Offence Type . Those tested for trigger offences (i.e.
acquisitive crime) were more likely to test

12% positive than those tested for non-trigger
80% :i: offences, and were more likely to test
70% - I positive for both opiates and
6°:/° ] crack/cocaine.
igf Those tested for non-trigger offences
0% were more likely to test positive for
20% crack/cocaine. Thisgroup were less
10% likely to require a further intervention
o Trigger Offence Non-trigger Offence (47% of those assessed reqUi red
0 Opiates 275 37 intervention compared to 60% of the total
0Both 502 50 DIP cohort).
B Crack/Cocaine 327 69
O Negative 1909 499

DIP PDU Cohort

In 2007/08 Sandwell DIP workers assessed 505 individuals resident in the borough.
Analysis shows that 364 (72%) individuals use heroin and/or crack cocaine and could thus
be deemed problematic drug users (PDUs) as per NTA definitions. Following a cross-
referencing exercise it was identified that 201 individuals (55%) had presented to Tier 3
services in Sandwell during the financial year, leaving 163 (45%) individuals who were not
known to treatment.

Thefollowing analysis aims to provide a profile of the DIP PDU population and to identify
any differences between those known to treatment and those not. Ultimately this may be
helpful in recognising which sections of the community are least likely to engage in order
to target this cohort and take appropriate actions to encourage engagement with services.
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Males accounted for 310 (85%) of the PDU cohort. Of these 174 (56%) were known to
Tier 3. Females accounted for 54 (15%) of the cohort and were less likely than malesto
be known to treatment with 27 (50%) having presented during 2007/08.

Of the femal e cohort, two were pregnant at the time of assessment but neither presented
to Tier 3 during the financial year. This may indicate a need to work with maternity
services to raise awareness and formalise care pathways.

75% of the PDU cohort were White, 13% Asian, 7% Black and 4% Dual Heritage. 61% of
the White cohort and 44% of both the Black and Dual Heritage clients were known to
treatment. The Asian cohort were least likely to be known to treatment with just 34% of
the group having presented to tier 3 in 2007/08.

Of the Asian group, those describing themselves as Indian were least likely to be known to

Those aged between 25 — 34 years accounted for 51% of the total PDU cohort, 18 — 24
year olds 28%, 35 — 44 year olds 18% and those over 45, 2%. Over half of those aged
18 — 44 were known to treatment. Of nine individuals aged over 45 who were assessed
as PDUs, just two (22%) had presented to tier 3 during the financial year 2007/08.

5% (n=20) of the cohort disclosed that they were disabled (although the nature of the
disability is not known). 55% (n=11) were not known to tier 3.

20 84% of the DIP PDU cohort stated heroin
- as their primary drug of choice and 12%
0 crack cocaine. The crack cocaine group
2 were less likely to be known to tier 3.
100 - 59% used both heroin and crack cocaine,
80 33% heroin only and 8% crack only. Just
60 24% of those who used only crack were
40 known to tier 3, compared to 55% of
20 those who used heroin only.
0 ’—Crack- Heroin - Intotal 30% of PDUsdid not useon a
@ Kiown B 180 daily basis. 27% of heroin users and 60%
8 Not Known ® el of crack users used weekly or monthly.

11% (n=40) stated that they had shared equipment (including crack pipes, foil etc) in the
4 weeks prior to assessment. Of these 53% (n=21) were not known to tier 3. 35% of the
total cohort were either current injecting users or had injected in the past, of these
individuals 37% (n=46) had not presented to tier 3 during 2007/08. The new tier 2
service needle exchange provision may assist in engaging these individual s with drug
treatment services.

The average age of first drug use was at 21 years, although 21% started using above the
age of 25.

31% of the PDU cohort drank alcohol.

The majority of the cohort (74%, n=269) described their accommodation as settled, 20%
(n=72) astemporary and 6% (n=23) as no fixed abode. Those in settled accommodation
were more likely to be known to tier 3.

Just 10% (n=38) were in regular employment.

81% of the PDU cohort were assessed following arrest for an acquisitive offence.
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DIP Non-PDU Cohort

141 individuals (28% of the DIP cohort) were assessed as being anon PDU (i.e. did not use
either heroin or crack cocaine). Of this group 98% (n=138) were not known to tier 3,
however it islikely that the majority would be more suited to tier 2 interventions in the
form of harm reduction and motivational work to prevent use from escalating. The profile
of this group was dlightly different from the PDU group:

91% were male (compared to 85% of the PDU group)

Those describing their ethnicity as White accounted for 70% of the group, Asian 15%,
Black 9% and Dual Heritage 6%. BME groups make up a higher proportion of the non-
PDU cohort than they do the PDU cohort (i.e. 30% of the non PDU cohort were from
BME groups compared to 25% of the PDU cohort)

Almost half of the non-PDU cohort (47%) were aged between 18 and 24 years old
whereas the PDU group were more likely to be aged 25 — 35 years. Work should be
undertaken to ensure that drug use amongst 18 — 24 years does not become problematic
in the future.

56% stated cocaine as their main drug of choice, although 79% disclosed that they had
used the drug in the four weeks prior to assessment. Of those disclosing cocaine use
95% used either on aweekly or monthly basis. Of the 5% (n=7) that used cocaine on a
daily basis and may be in need of structured interventions at tier 3, none were known to
treatment.

10% (n=14) of the non-PDU cohort had shared equipment during the four weeks prior to
assessment. Due to the nature of their drug use thisislikely to bein the form of tubes
for snorting cocaine which can carry blood borne viruses such as HIV and hepatitis B
and C. It may be necessary to raise awareness of thisrisk to the non-PDU cohort.  Just
2% had ever injected drugs.

The average age of first drug use was lower than for the non-PDU cohort than it was for
PDUs, i.e.18 years compared to 21 years for PDUSs.

The non-PDU cohort were more likely to drink alcohol than the PDU group. 68% of the
non-PDU group disclosed alcohol use (compared to 38% of the PDU group) which may
highlight a need to raise awareness of the dangers of mixing alcohol and cocaine.

The non-PDU cohort were more likely to live in settled accommodation than PDUs
(93% compared to 74% of PDUs) and more likely to be in regular employment (43%
compared to 10% of PDUs).

The non-PDU group appear less likely to fund their drug use via acquisitive crime. 47%
had been assessed by DIP following an arrest for acquisitive crime compared to 81% of
the PDU

Domestic Violence

Victims and offenders of domestic violence who have been seen by SOADA are assessed
for health needs.

Of those 3,435 domestic violence offenders who were assessed by SOADA during the
2006/7 financial year, 7% (n=253) were identified as having drug health needs.

Of those 4,129 domestic violence victims seen by SOADA during the 2006/7 financial

year, 14 were assessed as having a drug health need.

Alcohol issues account for afar greater proportion of domestic violence offenders than does
drug health needs (26%). Local work around those domestic violence offenders with
alcohol needs s currently underway.
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It was not possible to obtain any further detailed statistics on those victims and offenders
with adrug health or alcohol need in order to understand their age, gender or to see whether
they were receiving any formal treatment for their needs. It isanticipated that such
information will be available for next year’ s analysis.

12. Housing
The impact of unstable housing or homelessness can have a significant impact on aclient’s

attendance at treatment, their progression into employment/education/training, as well as
higher levels of injecting risk and associated infections amongst IDUSs.

Whilst the majority of clients (88%) presenting to treatment during 2007/8 had no housing
problem at all, 11% had either a housing or urgent housing problem.

Addressing both substance misuse and housing needs together offers best chance of a
successful outcome for clients as well as increased satisfaction levels with treatment (2007
user satisfaction survey, NTA, found service users in settled/permanent accommodation
reported higher levels of satisfaction and homeless users the least satisfied ).

We have aloca housing project for drug usersin treatment to improve access to housing
and improve housing choice and options available. 40 clients housed so far (comprised
families, couples and single people).

Accommodation Need (YTD — new treatment journey)
NFA - urgent housing problem 13
Housing problem 35
No housing problem 377

Supporting People primary client data often underestimates the total number of clients
accessing the service with substance misuse health needs (often cited as a
secondary/tertiary need behind that of dependent children or other needs which may be
perceived to ‘warrant’ greater housing needs support) and would suggest there are still
clients accessing treatment who have outstanding housing needs. Supporting People Short
term outcomes data however picks up on all clients accessing Supporting People services
who have an identified need in their support plan to enable them to manage their substance
misuse issues better and so enables a more accurate count of drug users accessing housing
support.
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Supporting People short-term outcome client information suggests atotal of 109 clients
with substance misuse needs during 2007/8 — this includes alcohol as well asillicit drugs
and is used to demonstrate tangible benefits/outcomes being achieved for individua service
users as a result of support services being received.

Of those 109 clients with an identified substance misuse need, there is a higher proportion
of females than is seen in treatment figures (66% male, 34% female). Those aged 36-49
account for the biggest proportion of clients followed by those 19-24. 69% of such clients
are either jobseekers or long term sick/disabled and in line with treatment stats —
predominantly White British (83%). (We need to ensure that such services are linked to
drug related employment, training and education services considering over 2/3rds are out of
work — and to increase chance of successful outcome).

In terms of outcomes for this group 62% (N=68) were viewed as having managed their
substance misuse better at the point of departure from the service or at the point of ceasing
to receive the service. A successful outcome is defined as the flowing:

“Success in managing substance misuse can vary, and so the assessment of whether the user is
better managing their substance misuse, at the point of departure, needs to be made. A pragmatic
approach is needed here and the outcome reported needs to be reflective of the support plans at
the point of departure and the views of the user & the provider as to whether that support need was
met. Where services support clients who have recently completed a course of rehab, the client will
arrive at the service completely abstinent from substance misuse. In such situations, where the
support service has supported the client to continue to remain free from substance misuse at the
point of departure from the service, then it seems logical to conclude that the client is managing
their substance misuse better, since they continue to remain abstinent. Of course, a relapse would

mean that the outcome is unlikely to have been achieved, since they are not managing their drug/
alcohol use better at the point of departure from the service.”

Taken from: Framework & Guidance for completing Supporting People Outcomes for short-term
services May 2007 — March 2008. For Use with the Short Term Outcomes Form Version 1
(31/05/07).

Conversely, 38% (n=41) of clients were not classed as having managed their substance
misuse better — the biggest proportion of whom were classed as ‘ unwilling to engage with
support’ i.e. not yet prepared or ready to change in order to engage with the support service.
This may aso be reflective of the present lack of an open access service available locally
which may be able to provide preparatory work for those needing to enter treatment. Itis
unclear whether such clients are compl etely treatment naive owing to data sharing
difficulties, however information sharing protocols are underway to allow for such cross
matching in the future.

The Supporting People short term outcomes substance misuse datais part of a national
outcomes framework — therefore regional analysisis possible and shows Sandwell to have
an above regional rate of clients who managed substance misuse better (62% locally against
West Midlands rate of 51%).

Homeless data

Research suggests 80% of single homel ess people have substance misuse needs — local
homel ess applications with a drug dependency need and SP primary client group with drug
need are well below national proportions seen.

Local P1E data shows less than 10 people as having a drug health need over the past 3
financial years. National Supporting People client record group report shows that of the
primary client group with drug health needs, less than afifth of clients had been accepted as
statutory homeless and owed a main homelessness duty. This may mean that
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approximately 20+ people in the last financia year with drug health needs may have
submitted a homeless application to the local authority.

Social Services

A query of the SWIFT database system used by social services showed that during 2007/8 a
total of 7 clients who went through the care managed process were classed as having
substance misuse health needs. On further analysis, 5 of those 7 people had amain
substance issue of acohol; the others were substance type unknown (not known to
structured treatment). All clients were aged 56+ and were receiving either residential, day
care or domiciliary care. Thisraisesissues around targeting of the a cohol strategy and key
groups focused on.

In addition to the 7 clients mentioned above Social Services aso helped to provide a service
to 71 people (this figure was taken from a governmental return called the grant funded
survey) categorized as substance abuse/ HIV Aids (mostly day care services), by providing
funding to voluntary care agencies. Unlike the care managed process (7 people mentioned
above) the people who used these services did not have to go through an assessment
process. Therefore, no demographic datais held on the SWIFT system about these people
but numbers are useful to give an idea of wrap around services needed by those with
substance misuse needs.

13. Employment/Training/Education

‘Welfare to Work’ paper provides an increased focus and impetus on using
employment/training and education as an aid alongside treatment. Analysis of those
receiving structured treatment from Anchor during 2007/8 suggests thisis akey area of
development and expansion for the treatment system to enable increased successful
outcomes. A half day session was held with local services of relevance to this aim during
Sept 2008 with the follow up actions of enhanced and robust referral pathways between
providers.

Of particular importance to note here is the employment status of clientsin treatment which
shows a heed to encourage and engage service users into employment, training and
education. 57% of those clients in treatment had an employment status recorded (all further
analysis relates to this 57% of clients) - of those with a recorded employment status, 83%
were unemployed and a further 1% were economically inactive. 16% werein regular
employment. The 2007 National user satisfaction survey, NTA shows that unemployed
service users showed significantly lower levels of satisfaction with treatment than those
who were employed — such satisfaction isintegral to retention of service users and
achieving N140 target.

TOPs data also shows alower level of clientsin employment than regionally or nationally
(24% reported working 10+ days compared to 27% regionally and 26% nationally).

Datafrom DWP (Feb 2008) show that locally we have a smaller proportion of IB/SDA
claimants with adrug or acohol condition as a proportion of all those claiming IB/SDA
(2.3% locally compared to 3% regionally and 3.5% nationally). This may suggest the need
for more accessible welfare and benefits advice available for those accessing treatment —
the new premises which treatment services will operate from next year (2009) has room to
allow for a‘one stop shop’ capacity where clients will be able to access arange of support
services — welfare and benefits advice has been identified as one such support service for
inclusion.
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Employment Status of those in structured treatment: 2007/8
(clients with an employment status recorded)
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O Unemployed
m Other
o NEET

83%

As client age increases so too does the proportion that are unemployed. A larger proportion
of those in the 18-24 age group are in regular employment compared to those in regular
employment from older age groups. This may be reflective of more embedded drug use
patterns amongst older users, or reflect amore established drug using population with long
term problematic drug use.

Employment Status x Age of those in strutured treatment
2007/8
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17% of clients with arecorded ethnicity of ‘White’ and 17% of clients with arecorded
ethnicity of ‘Asian’ were in regular employment compared to 0% of clients with a recorded
ethnicity of ‘Black’ or ‘Mixed'.

Parental status and responsibilities also have an impact on the employment status of clients
in treatment. 20% of those clients with no children were in regular employment compared
to 10% of clients with children.
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Clientsin stable accommodation are more likely to be in regular employment than those
clients with a housing problem. Of those with a housing problem, 97% were unemployed
compared to 83% of those with no housing problem.

Employment Status x Housing Status
for those in treatment 2007/8

300
250 O NEET
200 B Other
0O Unemployed
150 poy

O Economically Inactive
100 B Pupil/Student
O Regular Empt

50
0 ‘
NFA- Urgent housing  Housing problem No housing problem
problem

Employment, Training and Education Provider: Turning Point

Our local employment, training and education provider Turning Point helped atotal of 213
individuals during 2007/8 (including numbers in structured day program). 41 individuals
who were accessing drug treatment entered training, education or employment during
2007/8:

Jobs Education | Training Voluntary

20 * 13 4

Referral sources of those entering into Turning Point show a need for further referrals from
JobCentret+ (accounting for only 13% of referrals) especialy in light of treatment naive
clients from thisreferral source. Referrals from drug services account for the majority of
referralsinto this service.

Of the total number of individuals in contact with Turning Point (213), 82% were male and
18% female. 66% were White British, 15% unknown, 8% Asian, 6% Black and 4% Mixed
race. Just over aquarter of those with a housing status recorded were either in temporary
accommodation or of no fixed abode and in terms of drug type heroin, methadone and
subutex accounted for 37% of main drug type followed by cannabis 16% of main drug type.
Anecdotal evidence from Turning Point suggests that those cannabis users accessing their
service are only receiving limited help in light of the lack of a Tier 2 service (where actual
substance misuse could be addressed).

14. Needle Exchange /Harm Reduction

Nearly ahalf (47%, n=204) of those clients presenting to treatment during 2007/8 were
either current or previous injectors — a group with needs to be addressed vialocal harm
reduction services available. Thisisan increasein the proportion of current/previous
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injectors presenting to treatment since 2006/7 (41%) and as such an increasing need for
prompt and effective harm reduction services.

Injecting status (YTD — new treatment journey) 2007/8

!\Iymper of individuals with an 438 | No injecting status recorded 5
injecting status

!\Igmper of individuals currently 101 | Currently injecting (%) 23%
injecting

Previously injected ( not currently) [ 103 | Previously injected (%) 24%
Never injected 234 | Never injected (%) 53%

2006/7 PDU estimates suggest there are 469 currently injecting drug users locally —
suggesting only half of those with immediate harm reduction needs are accessing structured
treatment. However the total number requiring harm reduction servicesis likely to be
higher than PDU estimates with regards to those older previous injectors and the higher rate
of Hepatitis C seen in such older drug users — a group which should be given priority for
Hepatitis C treatment (Royal College of Physicians “a high priority for case finding should
be given to former injecting drug users especially those over 40 who are likely to have a
stage of disease which would benefit from treatment” Hepatitis C Conference 2004).
Local estimates of Hepatitis C prevalence amongst injecting drug users for 2005/6 place
Sandwell into the *High’ prevalence band:
“HCV prevalence is higher than 50%. For areasin this band half of those IDUs who
have been injecting for 5 yearswill have been exposed to HCV. Thus the majority of
those injecting for more than 5 years will have HCV. Those starting to inject are likely
to be exposed to HCV fairly quickly, and thus should be a key target group for
preventive interventions such as outreach and safer injection advice. Asthere arelikely
to be many undiagnosed HCV infections voluntary confidential diagnostic testing for
HCV should be easy for all IDUsto access. Needle exchanges and substitution
therapies should also be widely available, and these services should all have onsite
access to voluntary confidential diagnostic testing for HCV (and other blood born
viruses).” (Local estimates of Hep C prevalence among IDUs; HPA & NTA 13" Nov
2007).

The following chart suggests an ageing injecting drug using population i.e. those older
clients areless likely to have never injected than are younger clients.

The TOP green report suggests we have lower levels of drug usersinjecting in the past 28
days than regionally or nationally (19% v 22% & 23% respectively) aswell aslower levels
of sharing reported than regionally or nationally (5% v 30% & 21%). (TOP report covers
clients with a TOP start completed during 1% April-30™ June 2008).
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Injecting Status of those in Treatment by Age:
Anchor: 2007/8
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The following map shows geographical coverage of pharmacies participating in the Needle
Exchange scheme. Currently there is no specialist needle exchange service in place — akey
areato be picked up by the newly commissioned Tier 2 service, Aquarius.

Therefore at present we do not have any statistics on key demographics of those accessing
needle exchanges run from local pharmacies as they do not collect such data. We are
submitting data to the NEXM S however and hope to expand the data collected locally to
widen understanding of those accessing the service.

Current data submissionsto NEXMS show arather low return rate of used needles — 30%
(at best) on average —the NTA *Good Practice in harm reduction” document October 2008,
sites the use of targeted campaigns to achieve high returns of injecting equipment (as high
as 95-100% in partnerships which had run such campaigns). Over two thirds of clients
accessing needle exchange are known to the service already.

‘Good Practice in harm reduction” document, October 2008, NTA, aso makes suggestions
for increased access and effectiveness of harm reduction services, most notably:
Services being open outside office hours
Outreach services (vand satellite clinics) to reach clients not in the treatment system
Drug workers in pharmacies to provide brief harm reduction interventions
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The 2008 Shooting Up report highlighted the increasing practice of injecting into the groin
and the injection of crack-cocaine — both associated with higher levels of infection and
injecting risk. Thisfinding is of particular pertinence locally considering the increasein the
proportion of clients with a secondary drug of crack from 39% in 2006/7 to 47% in 2007/8
— however of those crack cocaine usersin treatment, over two-thirds smoke it (smoking or
chasing of crack in itself could be considered a harm reduction measure as opposed to
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injecting — the inclusion of foil in harm reduction packsis under review and is something
that local user consultation thought should be provided as an aternative to injecting —CPI,
May 2008 user consultation).

National and local targets around harm reduction place a high priority on testing for blood
borne viruses — aiming to test as many clients as possible and address BBV issues at initial

assessment.

100% of clients presenting to structured treatment should be offered a Hepatitis B
vaccination — latest results (Quarterl, 2008/9) show that 71% of new presentation were
offered aHepatitis B vaccination— a decrease from 90% at Q4 2007/8. Of those 29% not
offered, the majority had no status recorded and the remainder not offered at all. Work to
understand why clients are not offered an intervention or fail to have a status recorded isan
on-going endeavour.
The proportion of those who accept the offer of a vaccination who then receive a
vaccination at 63% is an increase from 42% last quarter. We are average regionally for this
take up rate and are seeking to understand ways to narrow the gap between proportion who
accept the offer who then go onto receive the vaccination. All vaccinations are carried out
by a BBV nurse attached to structured treatment provider, Anchor.
Nationally, two-thirds of injecting drug users receive the Hepatitis B vaccination (2008
Shooting Up report)— thisis similar to the 63% take up rate seen for those accessing
structured treatment locally, however in terms of overall PDU estimates this would mean
approximately 316 IDUs need to received the vaccination locally — during 2007/8 atotal of
103 individual s accessing structured treatment received the vaccination and another 26

YTD for 2008/9.

Q1 2008/9
Solihull 15 | ‘ 21
W olverhampton | 70 (0]
Coventry 7:18 1 | 38 |
Sandwell 7:26 [ 15 ] ‘ 44
Walsall | 31 (] ‘16 [4
Birmingham | 138 [ [54] 79‘ | 56
| ‘ 143

Dudley 6]
|

0%

20% 40%

60% 80%

100%

Hepatitis B Intervention Status (YTD-new treatment journey):

O Received Vaccination

o Offered & Accepted

O Offered & Refused

O Not Offered

m No Intervention Recorded
O Immunised Already

W Acquired Immunity

68% of new presentations 2008/9 so far were offered a Hepatitis C test (a decrease from
85% last quarter) — again, of the 32% not offered, the majority had no status recorded and
the remainder not offered at all. Work to understand why clients are not offered an

intervention or fail to have a status recorded is an on-going endeavour.

23% of current/previous injectors received a Hepatitis C test — levels testing positive are not
known from drug treatment statistics though the HPU does have details on those notified
casesin Sandwell (<10 for 2007/8 FY).
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Solihull
Wolverhampton
Sandwell
Coventry
Walsall
Birmingham

Dudley

Hepatitis C Intervention Status for clients who are known to have

injected (YTD-new treatment journey): Q1 2008/9
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‘Good Practice in harm reduction” document, October 2008, NTA, suggests methods for
increasing client engagement in hepatitis treatment:
staff or volunteers accompanying clients to hospital appointments
bringing hepatitis treatment back into community services to improve access

Overal we need to ensure the offer of and take up of BBV interventions reaches all those
current/previous injectors presenting to treatment — especially in light of the 2008 Shooting
Up report showing increasing levels of blood borne viruses nationaly.

By applying the national prevalence of Hepatitis C (Shooting Up report 2008) which
suggests amost half of all IDUsin the UK have been infected with Hepatitis C, to the
estimated currently injecting PDUs population this would translate to 240 current IDUs
infected with Hepatitis C locally. During 2007/8, 95 clients accessing structured treatment
were tested for Hepatitis C — less than half of those current injectors potentially infected.

We do have a programme of multi-agency harm reduction training delivered to Tier 1
services locally to raise awareness of specific substances and their associated risks and
harms, and to increase awareness of harm reduction in relation to health and community

related issues.

Local drug related deaths data shows a high incidence of alcohol in combination with drugs
cited in cause of death —local overdose awareness training to address the use of alcohol
together with drugs (e.g. cocaethylene) as well as safer practicesis essential to this end.
Action to reduce deaths from overdose locally include overdose awareness training for
professionals, service users and carers (delivered by service users), and a Confidential
Inquiry process and working group for drug related deaths.
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15. Appendix A: (using latest 2006/7 PDU estimates and corrected bullseye data r el eased Dec08)

BME

Bullseye Data 2007/8: Opiate and/or Crack Cocaine

25%
41

15-24

405
(202-
638)

38%
63

31%

67

22%

44
20%

49
21%

150

0,
Males \ o

80% 73%
153 199 523

25-34

In Treatment 31/03/2008

In Treatment last year

Known to Treatment but not
treated in the last vear

Not known to Treatment

22% /

160 (32-
301)

/ 35-64

25 15%

963 (95% CI: 391 - 1505)

2006/7 Estimated opiate and/or crack cocaine population: 2,147 (95% CI 1575-2689)
Clients in contact with DIP but not in treatment system (includes community and prison combined)
Numbers in italics represent difference between those known to/ In treatment and estimated PDU numbers
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Appendix B: (using latest 2006/7 PDU estimates and cor rected bullseye data r el eased Dec08)

Effective Treatment Bullseye 2007/8: Opiate and/or Crack Cocaine
Effective retention penetration

In effective treatment 31/03/2008

15-24
482
(279- 25-34 In effective treatment last year
715)
522
28% 248-
BME (8 Known in effective treatment but
22 not treated last vear
46%
22% 31% 36

= Not known to have received any

47 0 i
16% 45% effective treatment ever
24 24% 68
21% 172 //539
146 374
Mal \ \71% \ 76% KZ% = 159
ales )
114 510 23% 35 23%
> A\ /3 20 26 | 210 (82
4% 35-64
219
78
40 52%
27% 150 43
55%
18
23%

78

266

(207- Never Inj d

NS 1214 (95% CI: 642 - 1756)
jectin

2006/7 Estimated opiate and/or crack cocaine population: 2,147 (95% ClI 1575-2689)
Figures in Italics display difference between those effectively retained in treatment and PDU estimates- (effective retention penetration)
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Appendix C: (using latest 2006/7 PDU estimates and corrected bullseye data r eleased Dec08)

Effective Treatment Bullseye 2007/8: Opiate and/or Crack Cocaine

Retention analysis
In effective treatment 31/03/2008

15-24

77
25-34 In effective treatment last year
24%
124
28%
BME 219% Known in effective treatment but
23% 22 not treated last vear
56 46%
22% 31% 36
Known to/accessing treatment but
y oo 47 45% not effectivelv retained
24 24% S8
21% 172 539
146 374
705
71% 76% 2%
0,
Males \ 22% 196 \ o5 \ 114 \ 510 35 23%
20 26% / 50
/ 35-64

- 19%

251 (21%)

Figures in italics display the difference between thoes effectively retained and all those in/accessing/known to treatment
% represents those not retained as a proportion of those in/faccessing/ known to treatment

Outer circle denominator used is all those in/ known to / accessing treatment.

Outer circle data should be read against other outer circle data values rather than inside to outside of circle.

Source: NDTMS Needs Assessment Effective Bullseye data and Bullseye data
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16. Appendix D

Treatment Map Summary 2007/8

Tier 3
15 16 5 156 86
\\
Adapt , Terrace . The
B’ham Dudle : Horizon
Treatment | gaey il Anchor PgT Y| community | |Addaction || DECCA Hou‘ge Warehouse
Wood Drug Team
11 5 896 5 13 60 29 7 7
Note: It is repprted where there have
O nwar d 8 10 gg:g;gszj\gercy transfers between 2
Referral 5 Based on date sequence in a clients
journey (irrespective of whether an
actual referral was made during the
process)
_ 201 5 37 11
Exits
Planned: 30 (15%) Unplanned: 5 (100%) Planned: 7 (19%) Unplanned: 11 (100%)
Unplanned: 117 (58%) Unplanned: 14 (38%)
Referred On: 54 (27%) Referred On: 16 (43%)
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Appendix E

Treatment Map Summary 2007/8
BME

69 (80%)
42 (25%)

Treatment
Treatment | White
2yrs + 242 (81%) 55 (19%)
______________________________________________________ {;"""""""" e oo
Note: Itis reported where there have been
f (100%) >5 agency transfers between 2 agencies.
Tl‘anS er Based on date sequence in a clients
DECCA journey (irrespective of whether an actual
referral was made during the process)
. "199 v 52
Discharge (79%) (21%)
Planned: 29 (15%) Planned: 7 (13%)
Unplanned: 114 (57%) Unplanned: 32 (62%)
Referred On: 56 (28%) Referred On: 13 (25%)

All treatment stages have been summed to reflect entire client flow for all agencies within the Partnership
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Appendix F
Treatment Map Summary 2007/8

Sex
128
37 (22%)
Treatment Male Female
766 | (74%) 267
Treatment | Male Female
2yrs + 208 (70%) 90 (30%)
(80%) Note: Itis reported where there have been
>5 agency transfers between 2 agencies.
Tl’anSfeI’ AddaCtI on Based on date sequence in a clients
journey (irrespective of whether an actual
referral was made during the process)
201 53
. v v
Discharge (79%) (21%)
Planned: 27 (13%) Planned: 10 (19%)
Unplanned: 119 (59%) Unplanned: 28 (53%)
Referred On: 55 (27%) Referred On: 15 (28%)

All treatment stages have been summed to reflect entire client flow for all agencies within the Partnership

M.Brennan Page 59



Appendix G

Treatment Map Summary 2007/8
18-24s (% of all ages)

Referral Other DIP/CJ Self 18-24s account for 30% of
all referrals into treatment
23 47
27%) (33% %) 29%)
Treatment 279 (27%)
;reatm ent 52 (18%)
yrs +
Note: It is reported where there have been
Add t_ 1—’ A h ‘5— DECCA >5 agency transfers between 2 agencies.
action ncnor ; "
Transfer (10%) (100% foumey (trespeciie of whether an actual
referral was made during the process)
Discharge | 84 (33%)

Planned: 15 (18%)
Unplanned: 49 (58%)
Referred On: 20 (24%)

All treatment stages have been summed to reflect entire client flow for all agencies within the Partnership
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Appendix F
Treatment Map Summary 2007/8

Non-opiates

Referral Other DIP/CJ Self
5 (5% (7%) (70 9 (6%
Treatment 89 (9%)
Treament | e
ayrs+ |
Transfer No transfers of stimulant users
Discharge | 44 (17%)

Planned: 7 (16%)
Unplanned: 26 (59%)
Referred On: 11 (25%)

All treatment stages have been summed to reflect entire client flow for all agencies within the Partnership
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