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1. Executive Summary Needs Assessment 2009/10

“ A Health Needs Assessment is a systematic method of identifying
unmet health and healthcare needs of a population ... and making
changes to meet these unmet needs”’

A range of health needs assessment (HNA) approaches have been incorporated into
this needs assessment approach for people with problematic drug misuse in Poole:

e Epidemiology and research — the collection, analysis and interpretation of
gualitative and quantitative data; to generate hypotheses and answer them

e Corporate — determining and balancing the views of a range of local and
regional stakeholders; building their commitment to the resulting action plans

e Comparative — assessing existing provision against service standards,
national targets and other comparable areas

Combined, these provide a robust and systematic process for the production of
evidence-based treatment plans. The needs assessment should be seen as
strategic process owned and understood by the stakeholders and is an integral part
of the treatment planning, implementation and performance assurance.

Ultimately the intention is to inform priorities for improvement that will enable services
to better address local needs. These priorities will be outlined in the Adult Drug
Treatment Plan for 2011/12.

Please note — that the data for this Needs Assessment covers the period
April 2009 — March 2010 and as such does not take into account the new
single assessment team in Poole, SMART.

Thank you to the following people for the data and observations contained within this
report:

Vikki Howe, Community Safety, Safer Poole
Suzanne Millet, PACT

Glenda Chester, SMART

Michele Lyall, EDAS

Poole Service User Forum

Naomi Preston, Poole DAAT

Lindley Owen, Bournemouth & Poole NHS

Zena Dighton, Poole Borough, Supporting People

! Wright J (2001). Oxford Handbook of Public Health Practice
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1.1 Key features of local problematic drug use:

e |t is estimated that there are between 443 and 847 problematic drug users in
Poole.

e In 2009/10 239 PDUs were referred into the Poole Treatment System in the
said period; giving a penetration rate of between 54% and 28% for known
problematic drug users.

e Among drug users presenting, heroin use has reduced its overall percentage
as the main drug of choice from 63% in 2003/04, to 49% in 2006/2007, to
46% 2007/08, 46.5% in 2008/09 to 45% in 2009/10

e Among drug users presenting, cocaine use continues to fluctuate. There has
been an increase in the proportion of drug mis-users who use cocaine from
2% in 2003/04, to 12% in 2004/05, to 19% in 2006/07, to 23% in 2007/08,
falling to 13% in 2008/09 and 9% in 2009/10.

1.1.1 Key features of local drug & alcohol use:

Latest synthetic estimates for cocaine and cannabis use in Poole
e 7,260 Poole Residents had used cannabis in last year
e 2,640 Poole Residents had used powder cocaine in the last year

Latest synthetic estimates for alcohol use in Poole
e 7,090 people in Poole drinking at the higher-risk (more than 50 units weekly).

o Department of Health estimates that 3.6% of the population is dependent on
alcohol, making that 3,827 dependant drinkers in Poole

In conclusion; alcohol numbers have continued to rise and heroin figures have
continued to fall. Cannabis has risen slightly and crack / powder cocaine has
not altered significantly. 952 alcohol clients were referred into the Poole Treatment

system in 2009/10. This number does not include alcohol Brief Intervention
therapy.

Comparison Poole Client Referrals
2006/07-2009/10
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1.2 Needs Assessment headlines:

Crack Cocaine use in Poole

Needs Assessment extrapolate the majority of PDU users in Poole are opiate
dependant; however this is mainly informed guesswork. Synthetic estimates
point to a more hidden population in Poole using crack-cocaine as part of their
opiate drug use. There is a profound knowledge gap here — specifically
between numbers of crack clients in treatment and the Glasgow
University estimates for Poole.

Cannabis and powder cocaine

Although treatment numbers are low in Poole for both cannabis and powder
cocaine; this would not necessarily mean there is not extensive use of these
drugs in the community. These synthetic estimate figures are difficult to
prove / disprove.

Referral Patterns into Poole Treatment System

Over the past 5 years in Poole, alcohol numbers have continued to rise and
heroin figures have continued to fall. Cannabis has risen slightly and crack /
powder cocaine has not altered significantly. Discussions on future design
of services will need to be mindful of these trends.

Poole Treatment System — Recovery Agenda

The word recovery conjures different meanings to different people. Although
Poole wants to make recovery explicit in its goal for all clients, clinicians and
service user forum members also felt that it important that we do not link
recovery only with abstinence.

And there will be clients, currently in the system, who will need to continue
with substitute medications for many years in order to re-engage with society
and take up training and work. Many improve and excel in child rearing with
the help of substitute medication and other interventions, when precipitous
abstinence may mean chaos and higher risk.

The skill in implementing this is to provide clinical balance in having
abstinence as a treatment goal. Best evidence tells us that longer in
stable treatment means better outcomes, and shortened treatment
episodes are likely to lead to increases in crime, increased DRDs, and
increased spread of BBVs.

18- 24 year old client group & synthetic internet drug use

Needs Assessment evaluate this client group and results show a trend of
decreasing in percentages of the treatment system, although increasing in
actual numbers. 18 — 24 year olds also have poorer outcomes to treatment as
opposed to those over the age of 25. Needs Assessment recommend
further investigation into this group and the use of local synthetic
‘internet drugs’.
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Safeguarding — adult and child protection

Although not in the time-period of the Needs Assessment, care planning and
adult & child protection were part of audit inspection undertaken on SMART in
October 2010. The audit was undertaken by DAAT officers, Borough
Safeguarding leads, Service User Forum and out of area clinical Drug &
Alcohol leads. A series of recommendations were drawn for SMART and
Poole system to undertake by December 2010. The inspection report was
made available to Joint Commissioning Groups and local Safeguarding Board.
Although there was agreement on moving a Specialist Children’s Worker
lead into SMART, this has yet to materialise (as of November 2010).

Governance

Needs Assessment advocate that Poole continue to work from Pan Dorset
Governance Framework, UK Drug Misuse and NICE guidelines.
Recommendations are for further inspection on adult and child
protection risk throughout Poole Treatment System in 2011.

SMART

SMART, the Single Misuse Assessment Referral Team began assessing
clients in February 2010. They did not go fully ‘live’ until April 2010, after the
period of this Needs Assessment analysis. The next Needs Assessment for
the period April 2010 — March 2011 will analyse the difference SMART
has made to the Poole treatment system; and the impact of having real
care co-ordination in Poole.

Workforce Development
Such audits continue to be undertaken on an annual basis, to ensure levels of
training and skill mix of staff and volunteers is fit for purpose.

Service User Consultation / involvement in planning

Poole Service User Forum has been integral to the Needs Assessment,
Tender Evaluation exercises, steering work on the recovery agenda and
direction for shared care analysis.

Diversity

Poole DAAT undertook an Equality Impact Assessment in Poole, which
covered diversity issues applicable to the drug and alcohol mis-using client
group. This was duly signed off as a completed piece of work in 2009. The
work of the Needs Assessment groups (both Adult and Young People), will be
to continue to add this EQIA more generically to future Needs Assessments,
rather than as a set of separate actions.

Outcome commissioning

Poole DAAT is committed to continuing its process of developing outcome-
commissioning tools for all of its commissioned services. Needs
Assessment recommend that an outcome focussed contract with PACT
be undertaken by end March 2011

Poole Treatment Booklet: Issue 3.
A new Treatment Booklet will be designed to reflect Poole’s new recovery
orientated treatment system. This will be undertaken by December 2010
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In terms of unmet need the following recommendations are made:

1.

10.

To ensure Poole responds to new central theme of recovery, service re-
design to be explored with consultation from service user forum and
clinicians. Data and recommendations from this Needs Assessment to be
utilised in such undertaking.

That the 3" edition of the Poole treatment Booklet needs to reflect the
new recovery agenda and treatment design.

To ensure that alcohol is also considered in service re-design, Needs
Assessment recommend that the significant rise in alcohol referrals be
taken into account during such discussions.

To ensure that care planning and risk reviews processes are fit for
purpose through the Poole system, a recommendation is made for future
audit inspection of the Poole Treatment System, to track quantitative and
gualitative aspects of risk and care planning / care review processes.

To ensure compliance with the SMART Policy and Procedures are
implemented, particularly with respect to risk and safeguarding, Needs
Assessment recommends that the Specialist Children’s Worker be moved
into SMART.

To ensure Poole Treatment System is delivering improved outcomes to
Poole service users, recommendation that Needs Assessment for
2010/11 focuses on the differences that single point of entry and care co-
ordination into treatment system, and beyond, has made.

To ensure improved outcomes for 18-24 vyear old, there is
recommendation that investigation takes place to discover why this age
group has such poor outcomes in comparison to all others.

To ensure that the DAAT continues to utilise outcome commissioning
tools, recommendation that an outcome-focused contract with PACT be
undertaken by March 2011

To ensure that adult services are able to react appropriately to synthetic
internet dhnegds hisaessment racgnamnds that a protocol of
cascading information is exchanged by appropriate partners. There is
also a recommendation that training for new synthetic drug misuse is
made part of the induction and ongoing professional development of all
workers. This recommendation also forms part of the Young People’s
Needs Assessment

To ensure that there is continued link to employment, close links and
consultation to continue with JCP.

The recommendations from this need assessment will be of precedence in the
forthcoming treatment planning process for 2011/12.

Needs Assessment — Robert Spencer Page 7



2 Key Facts about the health profile of Poole
2.1 Department Health Profile 2009:

The health of people living in Poole is better than the England average.

Life expectancy for both men and women is higher than the average. However,
inequalities in health exist within Poole.

Life expectancy for men in the most deprived areas is over 7 years less than for
those in the least deprived areas. For women, this gap is over 4 years.

Estimates of smoking and binge drinking in adults are similar to the England
averages. The rate of new cases of malignant melanoma skin cancer is higher.

Early death rates from cancer and from heart disease and stroke have fallen over the
last 10 years, and are lower than the England rates.

The rates of smoking during pregnancy and breastfeeding initiation are better
than the England average. The percentage of spending at least 3 hours per
week on school sport is higher than the average. The percentage of children in
Reception year classified as obese is similar to the average.

The estimated percentage of adults who are obese and the percentage of people
diagnosed with diabetes are higher than the England averages.

The Local Area Agreement for Poole makes tackling health inequalities a
priority, including drug and alcohol misuse, sexual health, smoking cessation
and physical/ activity.

Poole Population mid year estimates, 2006 - 2009
142,000 -
141,000 -
140,000 -
139,000 -
138,000 -
137,000 -
136,000 -
135,000 -
134,000 : : : .

mid year estimate mid year mid year estimate  mid year estimate
2006 estimate2007 2008 2009

Growth in Population Summary

e Poole’s population has grown from 136,900 in the 2006 ONS mid year
estimate, to 138,100 in the 2007 ONS mid year estimate; to 138,800 2008
mid year estimate, to 141,200 in 2009. An increase of 3.14% in the
populations from 2006 to 2009
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e 2.2 Local Population data
The ONS 2009 mid year estimate population figure for Poole was 141,100.

Population based surveys, because of the often hidden nature of problem
drug use, are considered to be of limited use in estimating the full extent of
problematic drug use. More reliable estimates can be derived from
alternative methods, with the multivariate indicator methods being one such
approach (Frischer et al 2004). This combines local prevalence estimates
with routinely available indicator data.

The calculation is:
0.6 per cent for total population - rate of problematic drug use
0.2 per cent for total population - rate of injecting drug use

Poole Population 141,100

‘Problem Drug Use’ refers to use of opiates and/or crack cocaine, including
those who inject either of these drugs. It does not include the use of cocaine
in a powder form, amphetamine, ecstasy or cannabis, or injecting by people
who do not use opiates or cocaine. Although many opiate and/or crack
cocaine users also use these drugs it is very difficult to identify exclusive
users of these drugs from the available data sources.

Hickman Frischer et al method PDU & Rate of Injecting Drug Use
Comparison Data 2007 — 2009

Problematic Drug Users  0.6% of total population 847

Rate of Injecting Drug Use 0.2% of total population 282

Hickman Frischer et al method PDU & No.
Injecting Drug Users Poole 2007 - 2009

1000

500

No. Injecting Drug Users

No. Problematic Drug Users

2009
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2.3 Local PDU Population data

Estimates of the prevalence of opiate and/or crack cocaine use (2008/09). (HAY,
GANNON, CASEY, MILLAR, 2010).

Age of sweep is 15-64

SUMMARY

It must be stressed that these figures are estimates. They should
always be interpreted in conjunction with their associated confidence.

The confidence intervals show the range within which there is a 95%
certainty that the true value exists, though it is more likely to lie near
the estimate itself

Poole
0,

Category Estimate 95% CI Lower 95% Cl

Upper
Opiate and / or 443 394 532
Crack
Opiate 393 354 466
Crack 190 119 384
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Bournemouth
Category

Opiate and / or
Crack

Opiate

Crack
Dorset

Category

Opiate and / or
Crack

Opiate

Crack
South West

Category

Opiate and / or
Crack

Crack

Opiates

England
Category

Opiate and / or
Crack

Crack

Opiates

Estimate

1786

1611

1099

Estimate

1449

1385

482

Estimate

29926

17156

26457

Estimate

330812

190395

280336

Needs Assessment — Robert Spencer Page 11

95% CI Lower

1665

1504

950

95% CI Lower

1321

1261

339

95% CI Lower

29325
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1956

1769
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95% CI Upper

1669

1593
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2.3.1 Comparison of local Opiate and Crack use, based on Smoothed
Prevalence Estimates, Centre for Drug Research, Glasgow University

Poole, Bournemouth & Dorset comparisol

1800 -1
1600 -
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1000 - m Opiate and / or

800 - Crack
600 -

400
200

m Opiate

Crack m Crack

Opiate and / or Crack

The prevalence estimate number of opiate clients compared to the total PDU
estimate is:

e 88.7% for Poole

e 90.2% for Bournemouth
e 95,6 % for Dorset

The prevalence estimate number of crack clients compared to the total PDU
estimate is:

e 42.3% for Poole
e 61.5% for Bournemouth
e 33.3 % for Dorset

Summary:

We can extrapolate that the majority of PDU users in Poole are opiate

dependent, but also an unknown percentage is likely to be using both
opiates and crack.
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National & local estimates of prevalence of Problematic Drug Users
An estimate of Problematic Drug Users (PDUSs)

The use of two different prevalence methodologies goes some way to either
authenticate or bring into disrepute estimates. From the prevalence estimates
below, one could infer that the number of problematic drug users in Poole is
roughly between 443 (NDTMS smoothed prevalence estimate) and 847
(Frischer et al method). Although it should be noted that the NDTMS
smoothes estimate only covers the 15-64 age bracket.

Prevalence estimates of problematic drug users 2008/09/10

NDTMS estimate of PDU Hickmann-Frischer
estimate of PDU

PDU Estimate 95% Cl lower 95% CI upper PDU Estimate
Poole 443 394 532 847

With regard to the prevalence estimates for the number of injectors, data from
2008 suggests the estimate to be between 272 and 276 in the Poole area.

Glasgow Estimate of no. Of injectors Hickmann-Frischer
Total population

Injectors Estimate 95% CI lower 95% CI upper Injectors Estimate
Poole 272 204 366 282

Source: Glasgow estimates, Hays et al. Hickmann-Frischer

Summary:

The 2 different estimates for PDUs are very different (443 to 847):
numbers recorded through NDTMS and halo, added to the more
unreliable synthetic estimate calculation would suggest the number to
be closer to 443 than 847.
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2.4  Extent and trends in illicit drug use. National and local picture

The 2009/10 BCS (British Crime Survey) estimates that, “8.6 per cent of adults had
used illicit drugs (almost three million people) and that 3.1 percent had used a Class
A drug in the last year (around a million people)”.

As a synthetic estimate, this would equate to:
e 9,460 Poole residents had used illicit drugs
e 3,410 Poole residents had used a Class A drug in the past year

Summary:

Needs Assessment have already calculated that there are between
443 and 847 problematic drug users currently in Poole. The above
calculation would suggest that either Poole has a smaller illicit

serious drug use population in comparison to the rest of England and
Wales, or has a very large severe hidden drug culture. Anecdotal and
physical evidence suggests it is more likely to have a less aggressive
drug population.

As in previous years, cannabis was the most commonly used type of drug in England
and Wales in the last year, followed by powder cocaine.
e Around one in 15 adults (6.6%) used cannabis in the last year, equating to
around 2.2 million people.
e An estimated 2.4 per cent of adults reported use of powder cocaine in the last
year which is approximately 0.8 million adults

As a synthetic estimate, this would equate to:
e 7,260 Poole Residents had used cannabis in last year
e 2,640 Poole residents had used powder cocaine in the last year

Summary:
Although treatment numbers are low in Poole for both cannabis and

powder cocaine; this would not necessarily mean there is not
extensive use of these drugs in the community. These synthetic
estimate figures are difficult to prove / disprove

Of the individual types of drug asked about, there were decreases in last year use of
powder cocaine, amphetamines, cannabis, tranquillisers and amyl nitrite between
2008/09 and 209/10; levels of last year usage remained at similar levels for the other
types of drugs. As noted; In Poole, it has been difficult to track use of these
drugs as anecdotal evidence suggests they are primarily used in a more social
setting, and the users themselves do often not associate the practice as being
problematic.
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2.5 Key Features of Local Alcohol Use:

POOLE

With a population of 106,300 adults in Poole (51,024 male, 55,276 female), synthetic
estimate is that:

e 90% of male adults drink and 86% of female adults drink (Department of
Health) 45,922 adult males in Poole drink alcohol and 47,537 adult females in
Poole drink alcohol.

e Latest findings from the Office of National Statistics in conjunction with the
Department of Health estimates that 25% - 26% of adults drink more than the
Government’s lower-risk guidelines. This would equate to a number between
26,575 and 27,638 adults in Poole who drink more than the Government’s
lower-risk guidelines.

e Government recommendations are that adult men should not regularly drink
more than 3-4 units of alcohol a day and adult women should not regularly
drink more than 2-3 units a day.

e 7,090 people in Poole drinking at the higher-risk (more than 50 units weekly).

o Department of Health estimates that 3.6% of the population is dependent on
alcohol, making that 3,827 dependant drinkers in Poole

e 1000 clients were seen by brief intervention team.

e 952 alcohol clients were referred into the Poole Treatment system in 2009/10,
with 513 clients going into structured treatment.

e 209 clients exited the treatment system alcohol dependant free.

SUMMARY

The Graph on following page shows the relationship between the different
drinking patterns of the adult population in Poole. The potential number of
people who are higher-risk and dependant drinkers in Poole is considerable
and identifies the significant challenge in providing appropriate education,
information and treatment to all of these groups.
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Poole Adult Alcohol profile 2009/10,

synthetic & treatment figures
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2.6  Local Drug & Alcohol Crime

The drug arrest data is based on information held electronically on the Dorset Police
Criminal Justice System. It is based on arrests made between 01042009 and
31032010 where at least one of the following arrest codes were entered: 280, 281,
282, 283, 284, 285, 286 or 287.

The ratio of male to female remains has decreased slightly on last year at
approximately 5:1 (2008/09 — 6:1). Regarding ethnicity, a consistently high proportion
of white arrestees also remains, with almost all (90%) being of Ethnic Code 1 —
“White — Northern European”.

Of the persons arrested within Poole, 71% also gave a home address of being within
Poole also. 9% gave a Bournemouth address, 7% gave a Dorset county address and
2% gave an out of county address.

Home Address Location Total
CANFORD CLIFFS 1
PENN HILL 7
PARKSTONE 4
POOLE TOWN 16
OAKDALE 8
HAMWORTHY WEST 8
BRANKSOME EAST 3
BRANKSOME WEST 6
NEWTOWN 16
R/MORE&ALDERNEY 8
CANFORD HEATH E 2
CANFORD HEATH W 3
MERLEY 2
BROADSTONE 2
CREEKMOOR 11

Offence Location Total
CANFORD CLIFFS 10
PENN HILL 7
PARKSTONE 15
POOLE TOWN 41
OAKDALE 9
HAMWORTHY EAST 3
HAMWORTHY WEST 3
BRANKSOME EAST 6
BRANKSOME WEST 4
NEWTOWN 8
R/MORE&ALDERNEY 8
CANFORD HEATH E 7
MERLEY 6
BROADSTONE 3
CREEKMOOR 7
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The largest group of offenders by age were those between 18-22 years, accounting
for 28% of all arrests. 7% of offenders were aged 20 years.
18 — 22 Offence Location 18 19 20 21 22 Total
CANFORD CLIFFS 1 1 1 3
PENN HILL 2 2 1 5
PARKSTONE 1 1 1 3
POOLE TOWN 1 2 3 3 2 11
OAKDALE 1 1 2
HAMWORTHY EAST 0
HAMWORTHY WEST 0
BRANKSOME EAST 2 2
BRANKSOME WEST 1 1
NEWTOWN 0
R/MORE&ALDERNEY 0
CANFORD HEATH E 1 1 2 4
MERLEY 1 1 3 5
BROADSTONE 1 1
CREEKMOOR 1 1 2
Total 9 6 10 7 7 39

49% of arrestees gave their occupation as unemployed. Just 10 people (7%) gave
their nationality as other than British, although this is an increase compared with last

year when there was only 1.
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2.7  National/Local statistics/Diversity

2.7.1 Gender Population vs. In Treatment

According to the ‘In Treatment NDTMS data for 2007/08 the gender
breakdown is 72% male and 28% female.

The same parameters for 2008/09 show the breakdown to be 73% male and
27% female.

2009/10: breakdown is 73% male and 27% female

The general population for Poole is 48% male and 52% female.

Poole Gender Population vs. In
Treatment

80
60
= Male
40
m Female
20
Female
0
Male

2007/08
2008/09
2009/10

Summary:

The percentage of male to female clients has remained identical

to last year:

73% Male, 27% Female
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2.7.2 Main Drug of clients presenting Substance Misuse:

The table below compares the main drug clients who have presented for
treatment in Poole from 2003/04 to 2009/10. The figures have been taken
from halo.

Main Drug Poole Clients
Percentages 20042010

m 2004
m 2005
m 2006
m 2008
m 2009
m 2010
2004 2005 2006 2008 2009 2010
Amphetamine 9% 6% 6% 3% 7% 7%
Benzodiazepine 2% 2% 2% 1% 0 1%
Cannabis 9% 15% 17% 13% 20% 23%
Cocaine 2% 12% 13% 7% 13% 9%
Crack Cocaine 4% 3% 4% 5% 4% 3%
Heroin lllicit 63% 61% 54% 34% 47% 45%
Opiate 36% 4% 5%
Methadone 3% 4%
Other 11% 2% 5% 2% 2% 3%

Please note data from 2008 has anomaly as 36% were for opiate and/or
crack users. 36% is highlighted in red above

Summary:
There has been a significant continued rise in cannabis as a main drug

of choice within the Poole Drug Treatment System, rising from 9% in
2003/04 to 23% in 2009/10.
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2.7.3 Trends in Clients entering Drug Treatment - Age

Comparison

According to NDTMS & halo data, clients accessing treatment:

e Aged under 24 have dropped to 12%, from 14% last year
e Ages 25-34is 41%, down from 45% last year
e Clients aged 35+ have increased from 41% to 47%

Clients accessing treatment in Poole,
% Age Comparison 2002010

50%
45%
40%

35%
30%
25%
20%
15%
10%

m Aged Under 25
5% m Aged 25-34
0%
Aged 35+
2007 2008 2000
2010
2007 2008 2009 2010
Aged Under 25 24% 21% 14% 12%
Aged 25-34 44% 45% 45% 41%
Aged 35+ 32% 34% 41% 47%

Summary:

Poole continues to see % drop in the Under 25 age group

entering treatment in Poole

And the continued % rise in over 35s.

Decrease in number of Under 25s could be attributable to the

drugs education in Poole and the positive effect it has had on
young people?
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Although the % of 18-24 year olds has dropped over the past 4 years
(please see previous page), the actual number of referrals has risen.

2006/07: 40 alcohol, 45 drugs
2007/07: 38 alcohol, 45 drugs
2008/09: 50 alcohol, 75 drugs
2009/10: 75 alcohol, 85 drugs

18-24 Year Old Referral Numbers
2006/07-2009/10

m Alcohol

m Drugs

-

2006/07 2007/08 2008/09 2009/10
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New Referrals April 200OMarch 2010
Drug / Alcohol breakdown for 124 age group

New Referrals April 2009March 2010
Drug / Alcohol breakdown for 25+ age group

m Age 25+
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Alcohol, Heroin & Cannabis Referrals Compariso
April 2009- March 2010

H Age 18-24
m Age 25+

Alcohol

Cannabis
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Comparison outcomes for age groups.
Referrals within April 2009 March 2010

m Age 18-24
H Age 25+

SUMMARY:

Counting alcohol, cannabis and heroin as the 3 main drugs
referrals into the Poole Treatment system,;

18-24 year olds score: 56.9% alcohol, 29.2% cannabis, 13.9%
heroin. Over 25s score: 79.7% alcohol, 4.7% cannabis, 15.6%
heroin

Comparison outcomes show over 25s has a greater outcome
for becoming drug & alcohol free. 21.5% of over 25s as a
percentage of the closure reasons were drug & alcohol free.
18-24 year olds had 9.5%
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Comparison Poole Client Referrals
Main Drug
2006/07-2009/10
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Poole Treatment System 2009/10
Comparison main drug & secondary drugs

= Main Drug

m Secondary drug Cannabis

m Secondary Drug Alcohol

m Secondary Drug Crack
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Summary:

Over the past 4 years, main drug in Poole:

Alcohol referrals have risen by 37%
Heroin referrals have dropped by 41%
Cannabis referrals have dropped by 3%
Cocaine referrals have dropped by 52%
Crack referrals have dropped by 44%

In Poole in 2009/10:
e Cannabis is most popular secondary drug of Alcohol
user (70 cannabis clients)

Alcohol and Crack are the most popular secondary drug
of Heroin user (24 alcohol, 22 crack)

Alcohol is most popular secondary drug of Cannabis
user (12 alcohol)

Alcohol and cannabis are the most popular secondary
drug of Cocaine user (6 alcohol, 4 cannabis)

Alcohol is most popular secondary drug of Crack user
(5 alcohol)
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2.8 Diversity

Diversity & Equality Impact Assessment

Poole DAAT undertook an Equality Impact Assessment in Poole, which covered
diversity issues applicable to the drug and alcohol mis-using client group.

The assessment was carried out in response to the requirements of the Needs
Assessment Steering Group and the Health Care Commission audit undertaken in
2008 and was duly signed off as a completed piece of work in 2009.

The assessment has a set of actions, which continue to be addressed.
The actions relate to:

Age (Older Person)

Disability (Wheelchair access)
Disability (Deaf/Hard of Hearing)
Disability (Blind/sight impaired)
Disability (Mental Health)

Faith

Gender (Domestic Abuse)
BME (Traveller)

BME (Polish)

BME (Chinese)

BME

LGBT (Adult and Older Adult)
LGBT (young people)
Diversity

T I > T > T T B D I I I P

Summary:

The profound knowledge gap associated with many of the diversity
issues associated with drug and alcohol misuse in Poole has been
narrowed with this equality impact assessment.

The EQIA has been used in addressing the Poole Alcohol Harm
Reduction Strategy and as part of local audit, most notably the care
plan / safeguarding inspection of SMART.
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2.8.1 Diversity & NDTMS Drug Treatment Data

NDTMS data for 2009/10 shows that Poole continues to have a below average
number of BME referrals to treatment. This is a reflection of the low BME population
in Poole (4%). However, only 1% of referrals to treatment are for BME clients.

Diversity NDTMS Date

100
90
80
70
60
50
40
30

20 Other
10 Black
0 Asian
2006/07

m White

H Asian
Black

m Other

2007/08

2008/09

2009/10

More recent research using a community engagement model to better
understand mental health issues in Bournemouth, Poole and East Dorset
identified five target communities (African-Caribbean, Arabic-Speaking,
Chinese, Polish and Portuguese), which were felt to reflect diversity in the local
population. (Community engagement project report. Dorset Mind 2007)

The groups identified all had significant numbers living locally across the
conurbation, and were felt to reflect a more up to date cross section of the
diversity of people living in Poole compared with official census information
(Health and Well-being in Bournemouth and Poole, Joint Needs Assessment).

The Borough of Poole has commissioned ‘Big Word’, to provide an interpretation
service to any providers in the Borough. In addition, the DAAT have also part

commissioned EDAS to deliver training for practitioners in relation to meeting the
needs of the hard of hearing.
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3. Understanding met need

In order to make decisions about how identified unmet need might be met, there
needs to be a clear understanding of how need is currently met and where there are
either gaps or areas requiring improved service delivery.

3.1 Poole Recovery Treatment System
e Poole Recovery Treatment System

e Continuing attention is required to ensure that the Poole Treatment system is
balanced and offers a range of interventions, including harm reduction and
abstinence-orientated treatment as a primary goal of treatment.

e The 2008 National Drug Strategy recognises the improvements required, sets
out the Government’s vision for the future of drug treatment and focuses on
the clear tasks ahead:

e AThe goal of all treat ment is for drug use
their drug 7 or drugs i of dependency. For some, this can be achieved
immediately, but many others will need a period of drug-assisted
treatment with prescribed medication first..

e AWe wildl therefore work to develop more p:¢
treatment services, which have the flexibility to respond to individual
circumstances. We will examine how we can best support those leaving
and planning to leave treatment with packages of support to access
housing, education, training and empl oyment

e Most individuals come into treatment wanting to become free of their drug of
dependency. Poole Treatment System acknowledges this goal

e There has been much debate about how recovery may best be defined as
part of this next step in the drugs policy. Poole Providers and Service User
Forum have come up with a local clarification that is written at the beginning
of the Poole Treatment Booklet 2010:

“This booklet is aimed at people, in Poole, who are experiencing problems with drugs
and/or alcohol. We want it to be useful to you in your recovery, whatever that word
means to you. Although we use the word “recovery” at various places in the booklet,
we recognise that for some people it means living a life free from drugs and/or
alcohol; for others, it means making smaller, but positive changes. Some people
want their recovery to happen quickly; others, in their own time. There is no wrong or
right: it is your recovery.

frhis is all about enabling you to live independently again!
“‘However, we want you to know that you are not alone. Positive support is very
important in people’s recovery from drug and/or alcohol problems, especially when

they are thinking about how they can cross the bridge to normal living - whatever that
means to you.
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3.1.2 Clinician & Service User Forum comment on a new Recovery based
Poole Treatment System

Background:

N

The research into methadone in the management of opiate use has looked
extensively into its uses for detoxification and maintenance.

Substitute prescribing is the main ‘biological’ treatment utilised by PACT,
Poole Statutory Addiction Team, for opiate client group.

Methadone has been used for both treatments because it:

Is cross-tolerant with most opiates, and so can be substituted for them

Can be taken orally, helping drug takers to move away from injecting

Local Treatment Systems are looking at creating a more Recovery Based
Treatment System, which is more outcome based. (Alcohol is incorporated
into this model, with guidance and treatment framework from Department of
Health and NICE. (NI 24,100, forthcoming clinical guidelines February 201,
DOH, MoCAM, Review of Effectiveness of treatment alcohol).

The National Treatment Business Plan 2010-11 describes below the move
towards an abstinence-focussed treatment system

No-one should be parked indefinitely on methadone or similar opiate
substitutes without the opportunity to get off drugs.

New clinical guidance has introduced strict time-limits to end the practice of
open-ended substitute prescribing in prisons. This principle will be extended
into community settings.

New clinical protocols will focus practitioners and clients on abstinence as the
desired outcome of treatment, and time-limits on prescribing will prevent
unplanned drift into long-term maintenance.

Sound evidence-based clinical judgement endorsed by clinical governance
will be able to identify cases where the approach would not be appropriate,
but the intent is to see a fundamental shift in the balance of treatment for
opiate addiction, away from long-term maintenance towards abstinence and
long-term recovery.

Poole Clinician & Service User Forum Feedback:
Questions:

Would it be difficult / unfair on those clients currently on long-term
maintenance to change their programme?

Overall response to this was ‘yes’.

However it was felt that those clients currently on long-term maintenance /
shared care, needed opportunity to have their current situation evaluated.
Needs Assessment recommend a relevant questionnaire to go to all
clients, and for the form to be completed with the shared care nurse /
appropriate worker. And for an annual shared care audit to take place,
with clients given opportunity to re-engage with other services.

Will low threshold continue to play a role in drug treatment?

Response to this from clinicians and service user forum was to either
eradicate or vastly reduce low threshold.

Needs Assessment recommends that low threshold continue but in a
much reduced capacity. There is still evidence that such a service is
beneficial to a small cohort of clients.
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e Could there be a time limit on treatment, from start of treatment to aftercare:
for example a 2 year process?
Yes. Nearly all feedback described a drug and alcohol free goal for all clients
entering treatment, with a 2 year time-limit, was suitable. Skill would be for
workers to ensure that clients were still moving forward after 3-6 months
where inertia could set-in, i.e. the client’s life has stabilised to a certain
degree. It is noted that Dr Philip Evans, GP Specialist, PACT, has stated that,
“Although | agree with / embrace the ambition and goals of the Recovery
Agenda | do not think that time limited treatment is an effective way of
achieving these goals”.
Needs Assessment recommend that the detail of this is further
explored; there are concerns currently about the lack of community
detoxification — and ideas posed by provider managers regarding
implementing recovery groups and detoxification clinics. Poole
Treatment System Away day to be organised by end December 2010

e How would alcohol treatment co-exist with this system?
Discussion on this centred on how SMART would decipher less and more
intensive client group. And what constituted abstinence as a treatment goal.
Needs Assessment recommend SMART is given specific therapeutic
criteria as to what would demarcate a PACT alcohol client with a goal of
alcohol abstinence, as opposed to a less intensive alcohol client
accessing EDAS (for example)

e What do we want to keep from current system?
Service User and clinician feedback, described not wanting to lose any of the
good practices currently in place in Poole. Although client retention is no
longer a key indicator of performance, is does signify that clients are being
engaged — which in turn leads to better outcomes. Evidence tells us that
longer in stable treatment means better outcomes.

Summary:

The word recovery conjures different meanings to different people.
Although Poole wants to make recovery explicit in its goal for all
clients, clinicians and service user forum members also felt that it
important that we do not link recovery only with abstinence.

And there will be clients, currently in the system, who will need to
continue with substitute medications for many years in order to re-
engage with society and take up training and work. Many improve and
excel in child rearing with the help of substitute medication and other
interventions, when precipitous abstinence may mean chaos and
higher risk.

The skill in implementing this is to provide clinical balance in having
abstinence as a treatment goal. Best evidence tells us that longer in
stable treatment means better outcomes, and shortened treatment
episodes are likely to lead to increases in crime, increased DRDs, and
increased spread of BBVSs.

Needs Assessment recommends that a Poole Treatment System Away
day to be organised by end December 2010.
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3.2 PACT & EDAS Drug clients

The section below maps the drug treatment system, specifically clients seen
in the main two providers of treatment, PACT and EDAS.

PACT Main Drug Referred 2003010
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EDAS Main Drug Referred 2008010
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Summary:
Main drug of choice remains constant.

Recurrent themes are dropping numbers of heroin from
2006 to present day.
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PACT & EDAS Successful Drug Discharges 2007 — 2010

PACT & EDAS Successful Dischar
Comparison 2009/2010

14 -1
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m PACT 2009/2010 Successful
6 Discharges
4 - m EDAS 2009/2010 Successful
Discharges
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Summary:

EDAS has a higher number of successful discharges due to the

nature of their client group — they are commissioned to deliver the
aftercare element of the Poole treatment system.

PACT deal predominantly with an opiate-addicted client group and
as such successful discharges are more challenging to attain.
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Poole Drug & Alcohol Clients still in system prior to SMART

PACT Clients currently in system vs. yea
they entered treatment

H Drug clients

H Alcohol clients

2002 i
2003 2004 2005 5006 2007 Drug clients
2008 9qpg

EDAS Clients currently in system vs. yea
they entered treatment

m Drug clients

m Alcohol clients

Drug clients

Summary:

EDAS has far less historic clients, due to their less intensive and
non-opiate client group.
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3.3

Alcohol Treatments in Poole

Treatment for Brief Intervention Therapy

Large body of research evidence, suggesting the effectiveness of brief
interventions, and that a ‘brief intervention can lead to a greater reduction in
drinking among risky drinkers’ (The Effectiveness of Brief Alcohol
Interventions in primary Care Settings: A systematic Review. Kaner E.F.S.,
Dickinson H.O., Beyer F. et al. Drug and Alcohol Review: 2009, 28, p. 301—-
323).

Summary:

Brief Intervention Therapy is currently commissioned by the
PCT, delivered by the Provider CRI.

Less Intensive Interventions

Less-intensive treatments are relatively brief and typically extend from 1-4
treatment sessions.

Evidenced based treatment for Less Intensive Therapy includes both
condensed cognitive behavioural therapy and motivational interviewing.

SUMMARY:

The ‘less-intensive’ treatments that extend beyond brief
interventions provide the bridge between the general
healthcare brief intervention and the ‘alcohol focused
specialist treatment’.

This would currently sit within the non-statutory team,
currently EDAS, who deliver a specific tier two, advice and
information 6-8 session low-level support, based on cognitive
and ITEP principles.

Alcohol-focussed Treatment

The majority of specific treatments discussed under alcohol focused specialist
treatment, come under the broad heading of cognitive behavioural therapy
(CBT). The reason for this is simply that these are the treatments that tend to
be best supported by research evidence. It may be that some other non-CBT,
psychosocial treatments would be judged effective if the necessary research
had been done on them; in the absence of such research, however, they
cannot be considered effective evidence-based treatments.

SUMMARY:
Alcohol-focussed Treatment is currently almost entirely
carried out in EDAS. This is where treatment has continued

beyond the ‘less intensive’ stage. Tier three CBT and
motivational treatments are carried out via a psychosocial
modality.
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4 Psychosocial, detoxification and pharmacological enhancements to treatment
e Pharmacotherapies and psychotherapies (or talking therapies) can be viewed
as two quite separate forms of treatment, delivered by different professionals
with different philosophies. Carroll (1997) argues that it is unhelpful to do this
and it is the integration of therapies that will deliver the most cost-effective
outcomes and should, therefore, be the basis of good practice.

SUMMARY:

Although not currently utilised for alcohol, Community
detoxification has occurred within PACT, the Specialist Team.
The actual detoxification is conducted through a General

Practitioner.

Referrals for Residential rehabilitation and Inpatient
detoxification are done so via the Specialist Team (PACT).

5 Relapse Prevention
Relapse prevention has become one of the most confused terms in the
alcohol problems treatment literature.

e In the Scottish review (Slattery et al., 2003) it was applied to all treatments for
service users who had attained abstinence following detoxification and for
whom treatment was aimed at preventing a return to harmful drinking. The
original relapse prevention method described by Marlatt and Gordon (1985) is
firmly based in cognitive behavioural techniques — such as social skills
training, coping skills training and behavioural rehearsal — that find strong
support in the research literature. Useful descriptions can also be found in
Dimeff and Marlatt (1995) and Parks, Anderson and Marlatt (2004

SUMMARY

Relapse prevention is not the domain purely of aftercare
services. It is a therapy and skill that is ever-present in the
treatment of alcohol misuse.

6 Aftercare
e Since alcohol dependence is a relapsing condition, aftercare arrangements
can make a crucial contribution to the service user’s recovery. Some would
argue that good aftercare is the most important ingredient of a successful
treatment service (Ito and Donovan, 1986).

SUMMARY

Although the amount of research on aftercare is not large, the
evidence in its favour is impressive. It is important to
acknowledge that there is no evidence to suggest any one form
of aftercare treatment is more effective than others.

Structured aftercare within the Poole Treatment set-up is
currently administered in the non-statutory team, EDAS.
Qualitative and quantitative performance and outcomes from
the service are favourable.
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3.4 Shared Care clients

The Shared Care age group for the year April 2009 —March 2010 ranged from 24 to
64 years old.

DOH Segmentation of Poole Shared Client

as a percentage
Seg 12

Seg 3

/ Segments 1-5 are described by Department of Health,
Alcohol learning Centre as “not part of the target audience”.

Segment 8 is described as “blue collar workers, living in
post-industrial parts of England, who often live in terraced
houses that are rented from local authorities. With high
hospital admissions, they are likely to smoke and to drink
bitter, lager and spirits, mostly at home. They tend to read
tabloids.”

Seagment 9 is described as “parents in their late 20’s to early
30’s who have several young children. Many are divorced
and/or single parents. They are like to live in flats or
terraced houses and to be unemployed or unskilled. With
high hospital admissions, they are also likely to smoke, eat
fast food and drink vodka and canned lager. They tend to
read tabloids”.
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[Segment 12 includes people with a broad range of ages, who are likely to
live in terraces, often in former industrial areas. They generally have the
worst levels of overall health, with asthma, cholesterol and heart
conditions as well as high acute hospital admissions. They are likely to
smoke and drink beer and lager, at home and in pubs. They tend to read
tabloids.

Of the total number of Shared Care clients in the period April 1% 2009 to March 31*
2010 the majority, 27%, have fallen into segment 5 of the segmentation, segments 1-
5 taking up 51% of the total number of clients. 24% of clients have fallen into
Segment 8. The third largest segment is Segment 9 at 20%.

According to segmentation over half of the Shared Care Clients are living in areas
that are not part of the target audience. The majority of the remaining clients are in
secondary segments, i.e. blue collar workers, young families who live in flats, semi-
detached houses and terraces. Only 5% of the Shared Care Clients live in Segment
12 areas (a Primary Segment area).

The areas with the most clients (6 and over) are Branksome, Rossmore, North of
Ashley Road, Canford Heath, Oakdale and Heckford Park. These areas fall into the
Segments 1-5 with pockets of 8, 9 or 12 apart from Heckford Park which is totally in a
Segment 1-5 area.

It is worth noting that the map of segments shows that Poole as an area of mainly 1-5
segments. The remaining segments are spread across the authority area. Poole as a
whole, apart from areas along the sea front, is pretty much mixed with the types of
accommodation available. For instance you may find an early 19" Century cottage
amongst Edwardian terraces and mid twentieth century social housing in Upper
Parkstone. Hamworthy is a combination of Georgian and Victorian buildings,
Edwardian terraces and 20" Century housing estates of various qualities including
social housing as with Poole’s Old Town area. This would illustrate that the attempt
to segment different parts of this town can be somewhat difficult and may not actually
reflect the true picture.

The area with the highest number of clients is Canford Heath covering segments 1-5,
8 and 9. According to the Office for National Statistics (based on 2001 census)
website, Canford Heath is lived in by people with a wide range of professions, the
largest number being administrative and clerical, followed by skilled trades, associate
professional/technical workers and managers/senior officials. There were 864
recorded as having “Elementary Occupations” which could be translated as unskilled
and low paid work.

As the 1-5 segments border the 8, 9 (secondary) and 13 (primary) segments we
could assume that people are mixing together and influencing each other as the
segments are small in area. It cannot be assumed that behaviour is limited to
particular streets.
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The chart below shows the information gained from TOPs. Out of all the TOPs
undertaken only 9 had a housing problem at some point in their treatment and only
one recorded there was an eviction risk. None of those with a Housing
Problem/Eviction Risk were recorded at Treatment Exit.

TOPs info

400 93
200 A 5 2 A 9 1
:I/_l.\ ) cnm FA - - - . Amount

The amount of time spent in Shared Care treatment can be quite significant. The
chart below will illustrate the great difference in time within this treatment area. There
were only 5 Exit TOPs undertaken during 2009-10 for Shared Care. Of all the clients
there were three that had been in treatment for less than a year, 8 clients had been in
less than 2 years (with two exits), over all there were 71 clients in treatment over a
year. The longest treatment time recorded was 8 years and 10 months and this client
was still in treatment at the end of the March 2010.

Total Time in Shared Care
in Months
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Summary:

The idea of segmentation tools is to help with social marketing, to
enable services to aim their advertising at the right places. In the
case of Poole it appears there is no one area that is not affected.
Although it may be advisable to undertake further investigations of
primary segment areas where there is a lack of clients. It would be
important not to ignore the non-target segments as these areas are
bordering the primary and secondary segments.

Although areas such as Lower Parkstone, Branksome Park,
Sandbanks and Canford Cliffs have zero or minimal number of
clients it can not be presumed that they would not be in need of a
service as they may have sought private assistance.

It may be advisable to concentrate on investigating the reasons for
treatment length and whether this is benefitting the clients.

As housing issues do not appear to be a great problem it may be
worth continuing as before and concentrating more on the work and
education possibilities for the clients as only 25 clients had any work
recorded as being undertaken in the year 2009-10.
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4. Treatment System Map

The purpose of the treatment system map is to identify the numbers and type
of clients that are flowing into, out of and between services. By investigating
the ethnicity, gender, drug use, age and retention levels in these groups of
individuals, the maps is used to identify if/where there is a need for services
that is currently not met — or where there is under utilisation of services, or
blockages in the treatment system.

The four stages of the journey that the map divides the treatment journey into
are:

1. Treatment system entry — the referral points into the treatment system.
The model compares the profiles of clients referred to an agency over the last
two years, in order to identify change in presenting need over time of a local
population.

2. In Treatment - clients receiving tier 3 and/or 4 treatments in a
service/agency. The model is concerned with understanding the difference
between clients in different agencies, and in understanding what differences
there are between clients that are retained for a long time (>1 year) and
clients that are not retained.

3. Movement within the treatment system — clients moving between agencies
during the course of their treatment journey. The model seeks to understand
the profiles of the clients that move between agencies and identify differences
between clients that are referred on, and those that are not.

4. Exiting the treatment system - individuals discharged from all tier 3/4
provision and no longer within the local treatment system. The model seeks to
understand the profiles of client groups that leave treatment in a planned way
compared to those that leave in an unplanned way.

By investigating the demographics and levels of retention in these groups of
individuals, the map is used to identify if there is a local need for services that
is currently not being met, or where there is under utilisation of services, or
blockages of the treatment system.

By developing the treatment system map the DAAT is able to:

e Gain insight into how the system is working and for whom
e Evidence spending decisions in the treatment plan

The treatment map below shows the figures taken from Halo for 2009-10.
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DRUG & Alcohol - Treatment Map Model 01/04/2009 - 31/03/10 ( PACT, EDAS, DHFT & SJP)

System
Entry at
Referral

Client DNA prior to Care Plan

Contin
Treatment
(includes tier 2
interventions &
onward referral

‘In treatment’
Client has
Undertaken
structured
treatment

Snapshot

22 Oct 2010
clients entering
Treatment
Between Apr09-
Mar 2010

Results via Halo2.1.6 search

SELF CRIMINAL JUST GP OTHER
134 drugs 115 drugs 48 drugs 125 drugs
203 alcohols 85 alcohols 113 alcohols 353 alcohols TOTAL NO
referrals.
/ Drug: 422
Total DNA prior to CP: 82 drugs (19.4%) 191 alcohol (20%) Alcohol: 952 _
(Includes initial SMART clients) (Alcohol BIT clients 1000+)
~ < T ——_—
/,/// // N S > (1 drug & 2 alcohols
— - | 3 4 A DNA prior to Care Plan)
(126 alcohol & 61 drugs DNA (19 drtugcs: & S;IaIC)OhOIS DNA TIS Counselling 12 Sharp 75 SJP 33
prior to Care Plan) priorto Lare Flan 2 dru 12 drugs, 63 alcohols 13 drugs, 20
gs, 10 alcohols ' '
PACT 398 EDAS 477 alcohols
161 drugs, 237 alcohols 117 drugs, 360 alcohols
v s ¢ Steven James
- Practice 31:
PACT 247 EDAS 272 TIS Counselling 12 SHARP 74 13 drugs
108 dlrughs | 64 drugs 2 drugs ég glréjogr?ols 18 alcohols
139 alcohols 208 alcohols 10 alcohol ’ (BBV Therapy)
(High intensive clients) Less intensive clients 0 alcohols (Service ended Jan 2010)
( ) (Therapy)
A
Of SJP 31
Of TIS 12 e 7drug & 14
Of PACT 247 Of EDAS 272 > drug & 1 alcohol OfSHARP74 7 dug.

e 8drug & 25 alcohol * 43dng& 148 alcohol completed cor;uglleted alcono completed
completed treatment completed treatment treatment drug P treatment drug
drug/alcohol free drug/alcohol free free ;reatment drug free

e  53clients DNA ¢ 3clients DNA whilst in e  0Oclients DNA . Grectleients DNA e  1client DNA
whilst in treatment il whilst in treatment whilst in treatment whilst in

e 2drug &5 alcohol ¢ 16drug & 41 alcohol e 0drug & 3 alcohol . 7dmug&ad treatment
completed treatment completed treatment completed | rﬁg| leted e 1lalcohol

e 50drug & 11 alcohol *  2drug &9 alcohol still treatment ?recgm?eﬁsmp e completed
still in treatment In treatment e 2drug &5 alcohol e 0 stillin treatment treatment

e 48 drug & 98 alcohol e  3drug & 10 alcohol still in treatment e 2drug &2
other (includes other e 3 alcohol other e 4drug & 17 alcohol still in
treatment withdrawn alcohol other treatment
& transfers) e 3dug&l

alcohol other
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4.1

Treatment system entry

The treatment map model shows that:

Referrals:

27.25% of referrals came through the Criminal Justice system (i.e.
Probation, Prisons, Arrest Referral, DIP) compared to 23.42% in 2008/09
and 30.1% 2007/08

31.75% were self referrals, compared to 42.8% 2008/09 and 31.7%
2007/08

11.37% were referred by GPs, compared to 9.98% 2008/09 and 12.8%
2007/08

29.62% were referred from other sources, compared to 23.8% 2008/09
and 25.4% 2007/08

Poole Drug Comparison % Referral
Sources 20072010

m 2007/08
m 2008/09
2009/10

Self

Referrals Other

Sources Criminal

Justice
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4.2 In treatment

PACT, EDAS: Treatment journey

The chart below compares the Treatment Journeys for clients entering the
Poole Treatment System 2009/10

PACT & EDAS Treatment Journey
2009/10 : Snapshot 22/10/2010

450 -
400 -
350 -
300 -

250 -
=PACT Drugs
200 - ——PACT Alcohol
EDAS Drugs
= EDAS Alcohol

150 -
100 +
50 -

0 N—

Referrals Continued Structured Completed Completed
into Treatment Treatment Treatment

treatment drug &
alcohol free

Summary:

The snapshot taken on 22" October 2010 shows the journey of
the 585 PACT and 553 EDAS referrals and the outcomes of
those clients.

The outcomes reflect the different services. EDAS has less
intensive clients and quicker, enhanced outcomes, whilst PACT
is treating more intensive clients, resulting in longer and lesser
outcomes.
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Snapshot taken on October 22" 2010:
Drug client referred in Poole Treatment System between 1April 2009 & March
2010 had a:

e 69% continuing into treatment past initial referral
o 47.2% undertaking structured treatment

e 19% completing treatment

e 13.4% completing treatment drug free

Alcohol client referred in Poole Treatment System between 1April 2009 &
March 2010 had a:

o 72.5% continuing into treatment past initial referral
e 45.9% undertaking structured treatment

o 29.7% completing treatment

e 19.9% completing treatment alcohol free

Alcohol
Drugs

continuing undertaking completing completing
into structured treatment treatment
treatment treatment drug/alcohol
past initial free
referral

m Drugs

m Alcohol
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—EDAS
e PACT

Drug & Alcohol Closure reasons for PACT & ED¢
during 2009/10 irrespective of initial referral

Exiting the treatment system
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4.5 Treatment map model: tier 4 treatment delivery. Period April 200

[ PACT

Inpatient Detox

| Residential Rehab

Flaghead

10 alcohols
61 Referrals: 40 alcohols, 21 drugs 3 drugs
21 drugs:
1 droppe?j out o Sefton Park
2 transferred tier 3/ 4 in custody e Lampton Court
18 transferred tier 3/4 not in custody e Broadreach
e Longreach
40 alcohols: e Mount Carmel
1 transferred 3/ 4 in custody e ANA
39 transferred 3 /4 not in custody
7 PLANNED Discharges

6 UNPLANNED Discharges
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4.6 Residential Rehabilitation

In 2009/10 PACT made 3 drug referrals to residential rehabilitation (& 10 alcohol)
2008/09 there was 7 drug referrals to residential rehabilitation.
2007/08 9 drug referrals

2006/07 40 drug referrals

4.7.2.2 Inpatient Detoxification
During 2008/09 there were 22 drug referrals with 13 Planned Discharges.

2009/10: 22 drug referrals for Flaghead Inpatient Detoxification, 85% transferred tier
3/ 4 not in custody

2008/09: 22 drug referrals, 13 planned discharge

2006/07: 38 referrals, 23 planned discharge

2005/06: 40 referrals, 29 planned discharge

2004/05: 42 referrals, 29 planned discharge

Summary:

Anecdotal evidence suggests that fluctuation in referral numbers to
Residential Rehabilitation and inpatient detoxification is attributable
to client preference and availability for community detoxification.

Alcohol community detoxification was not available to Poole
residents during 2009/10.
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5. Defining the population in need

The treatment bull’'s eye is an illustrative tool that may be used as part of a
needs assessment process when seeking to define and better understand
groups of problematic drug users (PDUs) based on their level of engagement
with structured treatment.

The group of drug users not in contact with structured treatments services
over the past two years are termed “treatment naive” in the Bullseye. This is
a group of drug users who are supposed to exist, probably in contact with
non-drug specialist services, whose needs have not yet been met to the
appropriate level. Understanding and establishing the size of this group of
drug users is a matter of approximating the total inhabitants of drug users
(see section on treatment Bullseye above) and deducting this from those
known to treatment.

The Hickman-Frischer calculation, stipulated on page 9 of this document,
estimates Poole’s PDU figure to be 847 (please see below)

Poole Population 141,100
48% male 67,728
52% female 73,372
Problematic Drug Users 0.6% of total population 847

Rate of Injecting Drug Use  0.2% of total population 282

However, the Glasgow smoothed prevalence estimate shows a figure of 443.

Glasgow estimate of PDU Hickmann-Frischer
estimate of PDU

PDU Estimate 95% ClI lower 95% CI upper PDU Estimate
Poole 443 394 532 847

Summary:

The use of two different prevalence methodologies goes some
way to either authenticate or bring into disrepute estimates. From

the prevalence estimates below, one could infer that the number of
problematic drug users in Poole is roughly between 443 (Glasgow
Smoothed prevalence estimate) and 847 (Frischer et al method).
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5.1 Treatment Bulls eye for Problematic Drug Users (heroin / opiate
/ crack /cocaine)

Profiling the population in Need Tiers 3 and 4
The Treatment Bullseye diagram below describes the simple use of the
Bullseye.

e In treatment now — Clients that were in contact with tier 3/4 agencies
on the 31 March 2010

e In treatment during financial year — Clients that were in contact with
Tier 3/4 agencies during 2009/10 but were not still in contact on the
31° March 2010

e Known to treatment but not treated in last year — Clients that were
recorded in Tier 3/4 treatment in 2008/09 but had no contact in
2009/10

e Not known to treatment — Possible PDUs not known to the tier 3/4
treatment system in either 2008/09 or 2009/10

Summary:

The Bullseye data on the following page, demonstrates that according to
NDTMS data:

1. There were 227 problematic drug users in tier 3 or 4 treatment on the
31° March 2009.

2. There were afurther 86 clients in treatment during the financial year.

3. And a further 59 clients, were known to treatment, but not treated in last
year NDTMS data
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Treatment Bullseye

In treatment during
financial year
NDTMS data

In treatment
now —
NDTMS data

Known to treatment but not
treated in last year
NDTMS data

Treatment
naive (known)

Treatment
Naive
(Theoretical)

linner Ring - Currently in Treatment
NDTMS data
2nd Ring - Contact Less than a Year ago
NDTMS data
3rd Ring - Contact More than a Year ago.
NDTMS data
[Outer Ring - Possible PDUs not known to the tier 3/4/
treatment system in either 2007/08 or 2008/09

The table below shows the figures for the Treatment Naive (known) in the outer ring.
These are split to show those “known” treatment naive, and those who from the
known figures could be assumed as a “theoretical” treatment naive.
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5.2 Table to Calculate Known and Theoretical PDU population in
Poole

April 08 - March 09 - Naive Known Theoretical

Arrest Referral Stats - 69

(Broken down from Total Arrests
to engagement in local services)

Halo Arrest Treat' Stats - 95
(Client DNA/Drop Outs within
this periods discharges)

Prison Liaison Stats - 22
(Broken down from Total Arrests
to engagement in local services)

Pharmacy Needle Exchange 313
(Removal of repeat attendance, figures taken from

2008/09)

PACT Harm Minimisation, 130

(Figures taken from 2007)

Housing Breakdown
Housing Needs 38
Housing & Community Services 53

Hospital Episode Data 2007

38
Inpatient admissions
A&E 18
Totals
Known Total 776
Theoretical Total 443 - 847

e This years known naive treatment figure is much higher than last year’s due
mainly to the higher numbers of individuals registered as using needle
exchange programs. The theoretical total has been reached by applying the
Hickman-Frischer and Glasgow smoothed estimates calculation.

e 2008/09 statistical information relating to hospital admission and housing data
was not available at the time of this report being completed. Therefore
2007/08 data has been used as a baseline figure for these areas. When
2008/09 data is made available it will be included in the next available Needs
Assessment report.
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5.3 Needle Exchange Data

Following the detailed analysis of the pharmacy Registration Card returns a
breakdown of Outlet & Gender for all registered users can be found below as
residents of both Poole & non-Poole addresses. The needle exchange registration
scheme collects attributer data. Clients are assigned a membership card, which

records the following information:

Membership number (a unique identifier assigned to each individual).
Date of registration, First initial, second initial, Gender, Date of birth, Postcode &

Additional Comments.

exchange in Poole, all using the Pan Dorset registration system.

There are currently six pharmacies providing needle

Number of
Total number No of 1ml No. of 5ml sharps %age of No of

2008/09 of packs packs packs returned returns  No of visits clients
IBryant's 2224 1394 830 1623 73% 1153 656
Rowland’s, Oakdale 115 68 183 50 27% 146 1104
Rowland’s, Parkstone

Road 722 583 1305 182 14% 622 567
ASDA 818 250 1068 254 24% 835 5404
Alliance Canford Heath 8 26 34 24 71% 64 444
Alliance Hamworthy 15 12 27 5 19% 19 144
Totals 3072 1769 4841 2138 38% 2839 1931
Lotas _(O0Y i P £-_00 0902 _~o-]

The Harm Minimisation Clinic in the Poole Addictions Community Team provides an
extensive range of needles and other drug paraphernalia and clients are also
registered using the same Pan Dorset registration system. Advice is provided on
safer injecting, a range of health promotion topics and access to treatment.

There has been a 46% increase in the number of needles given out during 2008/09
compared to 2007/08. The number of needles returned has remained consistent with

2007/08 at 78%.

Needs Assessment — Robert Spencer
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5.4 Blood Bourne Virus Data

Blood-borne virus Data
2008-09 Apr May June July Aug Sep Oct Nov Dec Jan Feb Mar Total
Number tested for

Hep A 0 0 0 0 0 0 0 0 0 0 0 0 0
Offered but declined 0 0 0 0 0 0 0 0 0 0 0 0 0
Number tested for

Hep B 0 0 0 0 0 0 0 0 0 0 0 0 0
Offered but declined 0 0 0 0 0 0 0 0 0 0 0 0 0
Numbers

vaccinated

for Hep A 28 17 30 14 19 21 26 16 11 8 6 1 197
Offered but declined 3 0 2 3 1 1 3 3 1 0 3 20
Numbers

vaccinated

for Hep B 28 17 30 14 19 21 26 16 11 8 6 1 197
Offered but declined 3 0 2 3 1 1 3 3 6 1 0 0 23
Already vaccinated

for Hep A by

another

agency 5 1 4 1 1 1 1 0 3 1 0 0 18
Already vaccinated

for Hep B by

another

agency 5 1 4 1 1 1 1 0 3 1 0 0 18
Hep C 0
Advice and

information

given 92 61 92 78 64 71 78 67 74 59 73 64 873
Numbers

screen/referr

ed for

testing/treat

ment 0 0 0 0 0 0 0 0 0 0 0 0 0
Counselling offered 0 0 0 0 0 0 0 0 0 0 0 0 0
Counselling

accepted 0 0 0 0 0 0 0 0 0 0 0 0 0

5.5.1 Arrest Referral

The Arrest Referral worker offers advice/information and/or referral into
treatment to those who come into contact with the judiciary system as a result
of their drug and/or alcohol use. Since October 2005 cover has also been
provided in the cells at weekends.

There was a 36% increase in the number of contacts seen by the Arrest
Referral worker in the cells during 2006/07 and there was a 4% increase in
contacts with a drug problem and a 7% increase in contacts with an alcohol
problem.

In 08/09 there was an increase in contacts made by the Arrest Referral worker
from 14% (of total number of arrestees) in 07/08 to 24% in 08/09.

Arrest Referral stats for 2009/10 below
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Poole Nos Out of
Total no Total no Total no of No. of Resident under Area
contacts | contacts - referrals - people with 18 with Contacts | Out of Drug
- Police | Magistrates other Poole seen drug Nos drug Ref to - drug area Test Drug
Cells Courts sources Residents | before? problem | under 18 | problem | YADAS | problem | referral | offered? | Tested?
Apr 44 0 3 25 2 4 7 0 0 3 3 29 9
May 78 0 13 59 3 10 10 1 1 0 0 39 14
June 81 0 10 65 5 12 10 1 1 4 2 68 28
July 106 0 3 74 11 9 13 0 0 6 3 79 30
Aug 88 0 12 66 6 13 9 0 0 6 3 69 26
Sep 78 0 4 49 6 12 6 2 2 5 3 52 20
Oct 77 0 10 56 10 16 11 1 1 1 0 57 25
Nov 99 0 3 64 20 17 5 1 1 8 3 74 28
Dec 62 0 1 34 6 9 4 3 3 3 0 48 12
Jan 81 0 5 51 13 8 3 0 0 10 4 62 16
Feb 109 0 3 59 16 15 6 1 1 9 4 82 31
Mar 103 0 1 68 12 9 14 2 2 3 2 65 22
Totals | 1006 0 68 1074 670 110 134 98 12 12 58 27| 7124 261




5.6 Supporting People 2009/10

Due to the pressing need to reduce public sector spending, the Borough of Poole estimates
it needs to save £28.7 million over the next 3 years. Consequently there have been difficult
decisions to be made on the range of services that can be afforded in the future.

As a result of the last Comprehensive Spending Review (CSR), the Supporting People
Programme (SP) has been working with a 5% grant reduction over the last 3 years totalling
15%. Up until now by careful financial management and the prudent use of under spend we
have managed to cushion the affect of the grant reductions.

In the light of the withdrawal of £100,000 Supporting People administration grant in July and
the Comprehensive Spending Review this month has prompted urgent work on reducing the
Programme budget further. To generate the level efficiencies required in the Supporting
People Programme and to ensure health, social care and housing support services are
joined up, seamless and accessible across the Borough the current provision of the
Supporting People programme will be mainstreamed into the relevant lead commissioning
units or agency from April 2011. The following table shows where the responsibility for
future commissioning will lie.

SECTOR Receiving responsible commissioning agency/Borough of Poole
Service unit
Mental Adult Social Care, Borough of Poole
health
Young Children’s Services, Borough of Poole
people at
risk
Older Adult Social Care, Borough of Poole
people

Offending | Dorset Probation Trust

Disabilities | Adult Social Care, Borough of Poole

Generic Housing and Community Services,
Borough of Poole

Domestic The Strategy Team/Housing and Community Services, Borough of Poole
violence
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5.7 Homelessness & Routes to Roots

Homelessness results in substantial inequalities in health for a number of reasons. Many are
at risk of ill health due to their lifestyle and behaviours (most rough sleepers have mental
health issues, including drug and alcohol misuse problems), as well as from the direct impact
of living and sleeping rough.

Homelessness also includes groups in the population who are being housed on a temporary
basis, who are at increased risk of mental and physical health problems.

The final type of inequality faced by people who are homeless is in accessing services,
especially if they have no residential address. This group often has particular needs around
accessing dental health services, foot care, substance misuse as well as primary care.

Gathering accurate information on the true number of rough sleepers in Poole is complicated
because of the way in which rough sleepers are counted in official statistics. This tends to be
a snapshot count of anyone sleeping in the open air or in a building not fit for human
habitation at any one time. However, it does not include people sleeping in hostels, night
shelters or squats or sofa surfing.

There were 7 new homeless people in Poole, suffering with drug misuse, seen by Routes to
Roots during the period April 2008 — March 2009. There were also 53 clients whose
contacts were still maintained during the period.

Rough sleepers have a range of complex needs, and while they form a small group in the
population they are clearly disadvantaged and struggle to access drug and alcohol services,
as well as primary care due to difficulty accessing GPs; drug and alcohol services are
reluctant to prescribe when there is no stable accommodation and lack of accommodation
means that many cannot access benefits.

5.8 POST (Poole Outreach Support Team)

The Poole Assertive Outreach Service for Rough Sleepers is an example of partnership
working between the Supporting People Programme, Drug and Alcohol Action Team and
Housing Services within Borough of Poole.

The provision of a jointly commissioned outreach service further improves access to
appropriate support, housing, health care, financial advice, specialist drug and alcohol
services is available at the appropriate time and location. This service is heralded as best
practice by Communities and local Government (CLG) and benchmark for other authorities.

5.8 HIV

HIV continues to be one of the most important communicable diseases in the UK. It is an
infection associated with serious morbidity, high health-care costs, significant mortality and
high numbers of potential years of life lost. Each year, many thousands of individuals are
diagnosed with HIV for the first time. The infection is still frequently regarded as stigmatizing
and has a prolonged ‘silent’ period during which it often remains undiagnosed.

5.8.1 HIV Local Incidence Data

353 people with HIV resident in Bournemouth and Poole accessed HIV specialist care in
2006, which represents 9% in numbers from 2005. Of this group, 173 (49%) were
asymptomatic, 79 were symptomatic pre-AIDS (22% ) and 101 (28.6%) had AIDS defining
illnesses. If it is assumed that one third of all HIV cases remain undiagnosed, there were
approximately 530 HIV infected individuals in Bournemouth and Poole in 2006, 176 of whom
remain undiagnosed. By far the majority of sexually acquired new cases in 2006 (22 out of
29 or 76%) were contracted during heterosexual sex. For South West England in general,
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the percentage of known HIV infected individuals who are not currently receiving
antiretroviral therapy (27.7%) is comparable to the national average (29.0%).

5.8.2 DAAT Commissioned Blood Bourne Virus Services:

Steven James Practice

The Practice currently has now, in 2010, 5 clients who are HIV positive and 6 hepatitis C
clients. These blood bourne virus statistics are for Poole residents only.

Steven James Practice, BBV, New Clien
April 2009- March 2010

m Treatment completed
addiction free

m Transferred
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5.9 NHS Information Alcohol Specific Hospital Admissions 2007/08 - 2009/10

Patients Resident within Poole Unitary Authority
Elective Admissions

2007/08 2008/09 2009/10
Age Group Male Female | Total | Male Female | Total % Change Male Female | Total % Change
0-15 0 0 0% 0 0%
16-24 2 2 2 1 3 50.0% 3 1 4 33.3%
25-34 5 7 12 14 5 19 58.3% 7 3 10 -47.4%
35-44 3 3 6 9 10 19 216.7% 6 1 7 -63.2%
45-54 9 11 20 24 11 35 75.0% 12 7 19 -45.7%
55-64 7 3 10 10 5 15 50.0% 8 1 9 -40.0%
65-74 1 1 10 1 11 1000.0% 15 15 36.4%
75+ 1 1 0 -100.0% 0 0.0%
Grand Total 28 24 52 69 33 102 96.2% 51 13 64 -37.3%
Non Elective Admissions
2007/08 2008/09 2009/10

Age Group Male Female | Total | Male Female | Total % Change Male Female | Total % Change
0-15 7 8 15 5 15 20 33.3% 3 6 9 -55.0%
16-24 19 14 33 20 22 42 27.3% 31 11 42 0.0%
25-34 39 14 53 64 23 87 64.2% 55 22 77 -11.5%
35-44 58 26 84 64 38 102 21.4% 58 37 95 -6.9%
45-54 47 29 76 52 35 87 14.5% 69 56 125 43.7%
55-64 51 13 64 67 25 92 43.8% 61 24 85 -7.6%
65-74 14 11 25 31 8 39 56.0% 38 13 51 30.8%
75+ 14 6 20 13 2 15 -25.0% 15 3 18 20.0%
Grand Total 249 121 370 316 168 484 30.8% | 330 172 502 3.7%

Notes;

Diagnosis is based on methodology developed by NWPHO for alcohol related admissions: http://nwph.net/alcohol/lape/81916_NI39T echnical.pdf
Admissions where AAF = 1, e.g. directly associated with alcohol.

Based on patients whose postcode is located within the Poole Unitary Authority.
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6. Gap Analysis

The following gaps in the treatment system have been identified:

To ensure Poole responds to new central theme of recovery, service re-
design to be explored with consultation from service user forum and
clinicians. Data and recommendations from this Needs Assessment to be
utilised in such undertaking.

The 3" edition of the Poole treatment Booklet needs to reflect the new
recovery agenda and treatment design.

To ensure that alcohol is also considered in service re-design, Needs
Assessment recommend that the significant rise in alcohol referrals be
taken into account during such discussions.

To ensure that care planning and risk reviews processes are fit for
purpose through the Poole system, a recommendation is made for future
audit inspection of the Poole Treatment System, to track quantitative and
gualitative aspects of risk and care planning / care review processes.

To ensure that the SMART Policy and Procedures are implemented in full,
particularly with respect to risk and safeguarding, Needs Assessment
recommends that the Specialist Children’s Worker be moved into SMART.
To ensure SMART is delivering improved outcomes to Poole service
users, recommendation that Needs Assessment for 2010/11 focuses on
the differences that single point of entry and care co-ordination into
treatment system has made.

To ensure improved outcomes for 18-24 vyear old, there is
recommendation that investigation takes place to discover why this age
group has such poor outcomes in comparison to all others.

To ensure that the DAAT continues to utilise outcome commissioning
tools, recommendation that an outcome-focused contract with PACT be
undertaken by March 2011



7. Key Priorities for Treatment planning process

Re-design of Poole Treatment System for Recovery Model

Further care planning & safeguarding audit inspections to be carried out for
Poole Treatment System

Evaluation of SMART as an impact on outcomes Poole Treatment System

Greater examination local 18-24 client group and use of synthetic internet
drugs

Greater understanding local crack cocaine use



Appendix:

Report: Poole drug and alcohol trends pre & post SMART
December 2010. Executive Summary:

1. Trends in Client referrals over past 4 years: Over a 4 year period, from 2006/07 to
2009/10 alcohol referrals have risen by 37% and heroin referrals have dropped by

41%.

2. In 2010: 288 clients started treatment in EDAS (189 of these began with a
comprehensive assessment from SMART, 99 of the comprehensive
assessments were undertaken by EDAS themselves). In the same period 196
clients started treatment in PACT (83 of these began with a comprehensive
assessment from SMART, 113 of the comprehensive assessments were
undertaken by PACT themselves).

Author’s conclusion: The change in trends, both locally and since
SMART'S inception need to be taken into account re future
commissioning.

The biggest contributory factor to the change in the system is the
increase in clients beginning treatment in EDAS (38% increase
since 2007) and the slight decrease in those beginning treatment
in PACT (-2% decrease from 2007 to 2010). And the main increase
within this group has been alcohol.

PACT clients stay in the system longer than EDAS clients, due to the
nature of the treatment, which tend to be more opiate and medical,
based, with arguably more complex needs. SMART allocate clients in
terms of high intensity vs. low intensity treatment needs.

In 2010 EDAS had 288 new clients entering treatment and in the
same year had 28 transfers and 286 treatment closures. In PACT
there were 196 clients entering treatment and in the same year
had 158 transfers and 65 treatment closures.

In summary, in previous years, PACT were assessing and allocating
many alcohol clients, who in 2010, through SMART, went straight to a
lower intensity treatment, i.e. EDAS.



3. Recovery Agenda and local data: 97 new alcohol clients undertook a
comprehensive assessment with PACT between 1% November 2007 & 31* October
2008. Of those only 1 was still in treatment in December 2010. 100 new heroin
clients undertook a comprehensive assessment with PACT between 1% November
2007 and 31 October 2008. Of those 28% are still in treatment (December 15™
2010). 11% completed their treatment drug free.

e Author’s conclusion: In the recent study, fRisk of death during and after
opiate substitute treatment in primary care: prospective observation study in
UK. CORNISH, MACLEOD & ST RANG. There imthedmplication in the
paper that the current push to get people off methadone sooner could cost
lives. Although the most risky time identified in the paper was the 4 weeks
after treatment. Recovery Aftercare provision in Poole needs to reflect this
statistic.

e The PACT timeframes from 2007/2008 show that alcohol clients are
unlikely to still be in the system after 2 years. Heroin clients are less
likely to come through treatment addiction free and more likely to still
be in treatment after 2 years.

e Work is currently being undertaken with PACT, to set new outcomes for
treatment which reflect the new recovery agenda.

e The new John Strang paper due for publication in February 2011 will
provide clinical guidance on the role of methadone maintenance within
the new recovery landscape.

e NTA business plan for 2010/11 states that i No one shoul
indefinitely on methadone or similar opiate substitutes without the opportunity
to get off drugs. New clinical guidance has introduced the strict time-limits to
end the practice of open ended substitute prescribing in prisons. This
principle will be extended into community settings).



EDAS PACTClients 2007 2010 entering
Treatment

== —

2007 clients
entering
treatment

2008 clients
entering
treatment

2009 clients
entering
treatment

2010 clients
entering
treatment

209

285

267

288

200

270

276

196

‘Treatment’ indicates a comprehensive assessment was
undertaken and a tier 3 modality was started

EDASX PACTclients 2007- 2010 New episodes
of Treatment, drug & alcohol comparison

2007
Alcohol
clients
entering
treatmen
t

2007
Drug
Clients
entering
treatmen
t

2008
Alcohol
clients
entering
treatmen
t

2008
Drug
Clients
entering
treatmen
t

2009
Alcohol
clients
entering
treatmen
t

2009
Drug
Clients
entering
treatmen
t

2010
Alcohol
clients
entering
treatmen
t

2010
Drug
Clients
entering
treatmen
t

120

89

206

79

200

67

217

71

62

127

152

93




EDAS & PACT clients 2010: Relationship to Comprehensive
assessments undertaken by SMART

m Comprehensive assessments
undertaken by agency
themselves

H SMART Comprehensive
assessments

By April 2011, 100% of all comprehensive assessments in Poole will be undertaken
by SMART. The figures above show the handover period during the year 2010

New Clients vs those exiting in same year 20.

Treatment

completed

occasional
user

288 28 77 113 96
196 34 21 10

New clients Treatment Treatment

entering Transferred completed completed
treatment alcohol free drug free




Consideration for Outcome Commissioning of Poole Treatment System in future

1.
2.
3

100 new heroin clients undertook a comprehensive assessment with PACT between 1* November 2007 and 31* October 2008
97 new alcohol clients undertook a comprehensive assessment with PACT between 1* November 2007 & 31* October 2008
Question: what happened to them as recorded on 13" December 2010 — at least 2 years after the most recent new client...?

- lL] bll‘ -

Alcohol

Heroin:
[ ]

28% are still in treatment

10% completed their treatment but were not drug free
11% did complete their treatment drug free

11% had their treatment withdrawn by PACT

13% went to prison

13% of clients dropped out of treatment

Alcohol:

1% are still in treatment

2% completed their treatment but were not alcohol free
15% did complete their treatment alcohol free

6% had their treatment withdrawn by PACT

28% dropped out of treatment
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PACT & EDAS Open Treatment Episode

As recorded 4/11/2010

m PACT Open clients. Recorded 4/11/10

m EDAS Open clients. Recorded 4/11/10

PACT Open records: EDAS Open records
115 144
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