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Adult drug treatment plan 2010/11
Part 1:  Strategic summary, needs assessment and key priorities
	The strategic summary incorporating the findings of the needs assessment, together with local partnership ambition for effective engagement of drug users in treatment, the funding and expenditure profile, harm reduction and primary care self audits have been approved by the Partnership and represent our collective action plan.

	
	

	Chair, Hampshire DAAT
	Chair, adult joint commissioning group


Strategic Summary
1.0
Direction and Purpose
Hampshire Drug & Alcohol Action Team (HDAAT) is committed to championing an holistic response to Substance Misuse in Hampshire that addresses both the its causal factors and consequences. To be ? effective in this objective, the Adult Drug Treatment System (ADTS) must be firmly integrated with the wider delivery of mainstream health, social care and Criminal Justice interventions ensuring that service users, their families and communities have access to services and support that appropriately meet their presenting needs and, hence, maximise the potential for sustained recovery. 
1.1
“Ambitious for People who use Drugs & Alcohol” - Service Redesign
In its 2008/9 Adult Treatment Plan (ATP), HDAAT outlined its plans to undertake a wholesale review of the delivery and commissioning of drug treatment in Hampshire with the aims of:

· Securing a treatment system that is effective in meeting the treatment needs of the local population whilst remaining affordable within known financial constraints and meeting relevant targets;

· Developing a single comprehensive commissioning strategy for drugs and alcohol;

· Delivering a single, cohesive joint-commissioning framework that utilises as applicable, relevant commissioning flexibilities.
The project’s review and redesign phases concluded in 2009. The DAAT Partnership is currently engaged in the procurement phase with the intention that the “Hampshire Operational Model for Recovery” (HOMER) will go live from December 2010.

The HOMER-model is an integrated approach to delivering a recovery-focused, managed programme of care that meets the both substance-specific and wider care and support needs of the individual. Encompassing tier 2 and 3 levels of intervention and delivered from a network of “One-Stop-Shops”, satellite bases, outreach and in-reach clinics, HOMER will:
· Enhance access

· Improve levels of effective engagement

· Increase successful outcomes

· Reduce harms caused by substance misuse 
1.2
Service Redesign – The Broader Context
Occurring concurrently with the HOMER project are 3 further service redesign exercises that also have direct relevance to the provision of Substance Misuse treatment in Hampshire:
· Countywide Integrated Offender Management (IOM) system development;
· Integrated Drug Treatment System (IDTS) commissioning programme at HMP Winchester;

· Drug system change pilot (DSCP) project focussing on Personalisation and Self-Directed Support (SDS)
The role of the Strategic DAAT in bringing together commissioning partners leading on these developments will be key in ensuring that their coordinated delivery realises maximum benefit for service user users and the community as a whole.
1.3 Committed to Improvement
Working with partners in Supporting People and Housing, HDAAT will ensure that clients have access to adequate housing, ensure clear access routes into and out of Supported Housing and, through effective engagement and representation ensure  Service User’s are not disadvantaged by changes in eligibility criteria or levels of provision.

The implementation of the Department of Work and Pensions (DWP) Raising Expectations and Increasing Support: reforming welfare for the future, signals changes to current benefits system, that has major implications for drug users. HDAAT will continue to work closely with Job Centre Plus and Sure Start to ensure that implementation of these changes contribute positively towards promoting access into treatment and improving levels of sustained recovery and reintegration.

Strong clinical governance polices and practices remain at the core of our services and we plan to continue to develop and maintain the areas of work that comply with NICE guidance, NTA Models of Care Updates, and DOH guidance on Clinical Management of Substance Misuse to demonstrate that Hampshire can showcase good practice. 

HDAAT will work with partners to achieve PSA delivery agreement 25 ‘reducing the harm caused by alcohol and drugs’, PSA 23 ‘Make Communities Safer’ and Vital Signs indicator 14 and the agreed Local Area Agreement Targets. 
HDAAT intends to increase the number of people who successfully complete treatment, achieve abstinence from problem drug use and re-establish their lives and links with families and communities.

HDAAT recognises that accurate and timely performance data is central, not only to demonstrating the effectiveness of the treatment system, but more significantly to informing the effect delivery of treatment. Improvements in information management and its intelligent application have been a key focus during 2009-10 and will remain so. 

Development of the Safeguarding Children agenda remains a priority with a dual focus on 

a) improving integrated working practices between stakeholders in order to effectively respond to and manage risk; 

b) developing appropriate needs-led support  for substance misusing parents to minimise risk in the immediate and longer term.

At locality level, Hampshire exhibits significant degrees of diversity in respect to ethnicity, deprivation, age and drug use. It is important that the commissioning process is responsive to this and ensures flexibility of delivery at a local level that removes any barriers to access and maintains effective engagement

Active Service User engagement continues to be a key driver in the development of our treatment system and its performance management. HDAAT will continue to support and develop this work with a focus on the introduction of Peer-led interventions. Strengthening our work with carers is also key priority and a Carer Empowerment Strategy will build upon the work of the Hampshire Carer Forum and a successful Carers’ conference held during 2009-10.

2.0 Likely demand for open access, harm reduction and structured drug treatment interventions.
It is anticipated that demand will increase across all Tiers during 20010-11. This reflects the increase in estimated Problematic Drug User (PDU) and Injecting Drug User (IDU) numbers for Hampshire, but will also be driven by:
· Improved access to Harm Reduction provision through an expansion in fixed-site Needle Exchange provision;

· Proactive sign-posting from partner agencies such as Housing, Job Centre Plus and Children’s Services;

· Active re-engagement strategies to improve retention and prevent relapse;

· Introduction of a memorandum of understanding between HDAAT and Hampshire Constabulary addressing the interaction between police operational units and treatment services;

· Focused outreach into specific ethnic communities;

· Implementation of the HOMER model introducing one-stop-shop approach to access and delivery. 
2.1
Target Population and Local Prevalence

The 2008/9 Smoothed Glasgow Prevalence Estimate indicates a total Problematic Drug User (PDU) population of 3,197 – an increase of 132 or 4.3% on the 2007/8 estimate informing earlier ATP’s. This increase is consistent with the regional trend for the South East. However, the local prevalence rate (3.86 per 100,000) remains significantly lower than either the Regional or National rates.

Fig. 1 Comparison of Estimated Growth in Prevalence

	Individuals
	Hampshire
	South East

	
	2007-8
	2008-9
	%'age change
	2007-8
	2008-9
	%'age change

	Total PDU's
	3,065
	3,197
	4.31%
	30,309
	31,565
	4.14%

	Opiate Users
	2,629
	2,717
	3.35%
	25,018
	26,451
	5.73%

	Crack Cocaine Users
	1,272
	1,385
	8.88%
	16,585
	17,918
	8.04%

	injecting Drug Users
	1,281
	1,620
	26.46%
	10,951
	12,666
	15.66%

	
	
	
	
	
	
	

	Prevalence Rate        (per '000's)
	Hampshire
	South East

	
	2007-8
	2008-9
	%'age change
	2007-8
	 
	 

	Total PDU's
	3.72
	3.86
	3.71%
	5.61
	 
	 

	Opiate Users
	3.19
	3.28
	2.76%
	4.63
	 
	 

	Crack Cocaine Users
	1.54
	1.67
	8.27%
	3.07
	 
	 

	injecting Drug Users
	1.56
	1.96
	25.75%
	2.03
	 
	 


Growth was also seen in both the estimated prevalence of opiate and Crack Cocaine use and of Injecting Dug Users (IDU’s). However, prevalence rates for each group remain lower than for the Region as a whole.

2.2
Variations in Presentation of Need likely to Affect Demand

It is anticipated that there will be some variation in presentation of demand by locality. Hart has the most diverse presentation of substance use with the highest identified prevalence of Cannabis, Cocaine and Ecstasy use as primary substance and the lowest rate of Opiate use (67% of Tier 3 in-treatment population compared to county average of 80%). Gosport has the highest rate of primary Heroin use, but has also seen the second highest increase in Cannabis use. 
Whilst the assumption of a growth in Opiate use is supported by evidence from services in both the New Forest and Rushmoor, who have identified an increase presentation particularly amongst the Under 25 age-group, this use has been localised in the New Milton and Totton areas and in the Nepalese community in the North East. 
The increased opiate usage that has been noted amongst these specific groups has involved smoking rather than IV injection. The estimated 26% increase in IDU numbers above is not supported by the findings of the Drug Market Profile survey or by local intelligence gathered through services and Service User networks. Nor has there been a significant increase in reported needle finds.
Reference to the changes in presentation within the Treatment Population also indicates an increase in Cannabis use with a 53.9% increase in Service Users at Tier 3 identifying this as their as primary substance – the largest percentage increases being seen in Hart and Gosport and the lowest in the New Forest. Basingstoke and Havant have the largest populations presenting with primary Cannabis use.
It was noted that engagement at Tier 2 fell by 31% between the first and second quarters during 2009-10. This coincided with a high profile police operation targeting the drugs market in the Test Valley & Eastleigh areas. This reinforced a similar experience in the Andover area where a undercover operation targeted the Tier 2 service.  HDAAT is working with Hampshire Constabulary to establish a memorandum of understanding that will govern the interaction between agencies and ensure that service users remain confident to access treatment services.
2.3
Estimated Activity by Category
	Zone
	Area
	Assumed Demand
	Total

	
	
	PDU*
	Non-PDU
	Alcohol*
	

	East
	Fareham
	107
	56
	320
	483

	
	Eastleigh
	130
	122
	344
	596

	
	New Forest
	192
	97
	505
	794

	
	Gosport
	223
	77
	226
	525

	
	Test Valley
	139
	97
	317
	553

	
	Total
	790
	449
	1,711
	2,950

	
	 
	
	
	
	

	West
	Rushmoor
	234
	65
	564
	863

	
	Basingstoke and Deane
	279
	220
	461
	959

	
	Havant
	280
	226
	332
	837

	
	East Hampshire
	122
	77
	316
	515

	
	Winchester
	235
	89
	327
	651

	
	Hart
	90
	48
	245
	383

	 
	Total
	1,240
	725
	2,244
	4,209

	 
	 
	
	
	
	

	Total Estimated Demand
	2,030
	1,174
	3,955
	7,159


The above table shows an estimate of total numbers of services users likely to engage with the ADTS at all tiers during 2010-11.

3.0
Key Findings

3.1
Overview of Hampshire
Hampshire covers an area of 1,428m2 and has total population of approximately 1,265,916. Although 90% of Hampshire is classified as rural, the majority of the population (87%) live in urban areas – the most urbanised district being Gosport in South East Hampshire.
The county demonstrates significant variation in economic wealth and levels of deprivation with Hampshire encompassing both the least deprived local authority in England (Hart) and two of the most deprived (Gosport and Havant). 

Rural deprivation in Hampshire remains hidden due to the dispersed nature of rural communities and the high numbers of people in rural areas who are not deprived. However, using IMD domain “Barriers to housing and services” it can be seen that  almost a third of Hampshire falls within the 20% most deprived areas in England.

In 2007, 24.3% of the population aged 19 years or under, 58.6% of the population aged between 20 and 64 and 17.1% of the population aged 65 years or over. The population of Hampshire is therefore older than in the South Central SHA and older than in England and this trend will continue with a projected 8% increase in 16-24 year olds (2005-2012) countered by 9% and 14% increases in the 45-64 and 65+ age groups respectively. The New Forest demonstrates the highest projected rate of increase in average age. 
All local authorities demonstrate an increase in population except for Havant. The range of increase is from less than 1% in the New Forest through to 9.23% in Basingstoke and Deane. The other local authorities with expected gains above 5%, are Rushmoor, Eastleigh, Test Valley and Hart.

Small area population estimates for Hampshire indicate that 6% of the total adult Hampshire population are from Non-White ethnic groups – significantly less than the national average of 9.1 % (2001 Census data). There is a degree of variation at local authority level and a number of significant localised concentrations including a sizeable Nepalese community in Rushmoor and an estimated 187 to 311 Gypsy and Traveller households mainly located in Winchester, New Forest and Hart. 

Available estimates of population change due to international immigration are not reliable as they are based on 2001 census data and, hence, do not take account of immigration from New European Counties from 2006 onwards.
3.2
Treatment Population Profile

At tier 3, the in-treatment population was 75% male, predominately White (94%) aged between 35 and 44 (42%) and most likely to present with opiate use as the primary treatment need (81%). A similar picture was seen at Tier 2.

In the 12 months ending June 2009, there were 877 new presentations to treatment at Tier 3, of which:
· 82% (716) were held in effective treatment;

· 12% (107) were subject to an unplanned discharge within 12 weeks of engagement;

· 6% (54) were only triaged and did not access a treatment intervention

Against each indicator, Hampshire’s performance was better than the Regional average.

3.2.1
Gender
Basingstoke and New Forest had the highest percentage of Female service users with at 29% compared with lows of 21% in Eastleigh and Havant and 25% countywide. 
Effective treatment rates were slightly higher for Males at 82% compared to 80% for Females.
Disproportionately high rates of Benzodiazepine and Amphetamine use was noted amongst Female service users, whilst disproportionately high levels of Cocaine, Cannabis and “Other Drug”  was recorded amongst Males engaged in treatment.
3.2.2
Age
The average age of the treatment population appears to be getting younger with the majority (47%) of new service users were aged between 25 and 34 and 27% of new service users aged under 25 - this reflects a significant increase compared to 16% within the treatment population as a whole.  
However, at 76% effective engagement rates remain slightly lower for Under 25’s than for other age groups falling 3% below baseline during Quarters 1 & 2 (this was in line with Regional performance).
East Hampshire had the youngest treatment population with 30% of services users aged Under 25. Winchester had the oldest with only 9% aged Under 25 and 55% aged Over 35.
It should be noted that research carried out in 2006, showed reported Lifetime use of a range of illicit substances amongst Young People (aged 10-25 years) as disproportionately high within the South East Region with:
· second highest percentage of young people who had used any drug, any Class A drug and cannabis in their lifetime; 

· highest proportion of 10-25 year olds who had ever used cocaine;

· above average rates of lifetime use of amphetamines, amyl nitrate, ecstasy, LSD/mushrooms and solvents. 

3.2.3
Ethnicity

Although countywide ethnic representation amongst service users is broadly similar to demographic trends within the general population, there is significant variation at locality level. Rushmoor had the most ethnically diverse treatment population with 14% of service users coming from Non-White groupings (an increase on the previous 12-month period) – this was largely due to improved access for the Nepalese population. By contrast, 100% of service users in Havant were classified as White.

Effective engagement rates were highest amongst service users from Asian communities (85%) and disproportionately low amongst Mixed Race and Black  groups (50% and 67% respectively) - however, the very low numbers of clients from these latter two groupings make statistical analysis unreliable.
3.3.4
Primary Substance
Opiates remained the most prevalent  primary substance group at Tiers 2 & 3. 51% of new treatment journeys identified Opiates and 21% Opiates and Crack. Crack without Opiate use, however, was only identified in 4% of new treatment journeys.

Within the overall Tier 3 in-treatment population, Opiates were identified as primary substance by 80% of service users - use was highest in Rushmoor and Winchester (86%).
Cannabis was the second most prevalent non-opioid with 12% of new service users and 9% overall identifying this as their primary substance of use. This represents a 42% increase against the previous 12 month period and is in contrast to prior experience regionally  where last year and last month prevalence of cannabis has had a year-on-year decrease between 2002/03 and 2007/08. The overall prevalence of these measures of cannabis having fallen by approximately 50% in this time period in the South East.
The rate of Cannabis use was highest in Hart (13%) with Winchester and Basingstoke recorded the highest rate of increases in prevalence. It was also noted as disproportionately high amongst Under 25’s accounting for 55% of reported usage.
Rates of effective treatment were highest for PDU’s using Opiates and Crack (86%) and lowest for Benzodiazapines (43%). Effective treatment rate for Cannabis was 77%  - the same as for Other Stimulants and for Crack.
3.3
Unmet Need & Penetration Levels
Analysis of NDTMS “Bull’s Eye” data indicates whilst penetration levels for Opiates misuse, injecting drug behaviours and problematic drug misuse is good, more than half of those misusing Crack remain unknown to treatment services at Tier 3.

	 
	In Treatment as at 31/03/09
	In Treatment in Last 12 months
	Known to Treatment
	Treatment Naive

	PDU
	1348
	42.2%
	478
	15.0%
	327
	10.2%
	1044
	32.7%

	Opiates
	1331
	49.0%
	455
	16.7%
	303
	11.2%
	628
	23.1%

	Crack
	346
	25.0%
	168
	12.1%
	106
	7.7%
	765
	55.2%

	IDU
	697
	43.0%
	241
	14.9%
	184
	11.4%
	498
	30.7%


The pattern of Crack use amongst the treatment population suggests that this group will be predominately male, white and aged between 25 and 34 years old.
3.4
Housing Need

Projections of Housing Need based on mid-year outturn suggest an increase in all levels of need amongst service users. However, this will be in part due to the significant reduction in levels of need “Not Reported”. 
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TOP’s reporting suggests that for new treatment journeys acute housing need is most severe amongst PDU’s and service users aged over 25. (These groups are also shown to have the lowest self assessment ratings for physical and psychological health and for Quality of Life suggesting that Housing is a key determinant in Wellbeing.)
Supporting People (SP) provide two dedicated substance misuse projects within Hampshire. However, substance misusing clients are a priority group within Supporting People’s broader Vulnerable Adult agenda and access a range of SP projects across the county.
The DAAT and SP have recently developed a new reporting framework that will allow the monitoring of SP service uptake by substance misusing adults and, hence, facilitate targeted outreach and harm reduction support.
3.5
Drug Related Deaths

There were 25 deaths recorded as drug-related during 2008 – a rate of 2.42 per 100,000 population. This was the 4th lowest rate of death recorded in the South East and represents a 38% reduction against the weighted estimate for 2007.

Number of deaths were highest in Central and North East Hampshire (7 recorded in each area) and lowest in the New Forest (5).

Opiates were identified in 66% of deaths; solvent / hypnotics in 19% and cocaine in 10%. The identification of solvents/hypnotics use as the second highest causal factor is particularly concerning as the percentage of the in-treatment population presenting with primary or secondary solvent / hypnotic use is much lower.
Deaths by ethnicity were generally reflective of the ethnicity mix within the in-treatment population with 95% of victims with a recorded ethnicity shown as White. 1 victim was Asian.

The rate of death amongst males was almost 4 times that for females and, whilst the 25-34 and 35-44 year old age groups showed the highest level of deaths (24% each), 4 deaths (16%) involved Under 25’s.

Drug Related Deaths in Hampshire
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3.6
The Hampshire Drug Market Profile (DMP) Questionnaires 

Carried out between Sept-Dec 2008 and involving a range of partners and stakeholders, the Hampshire DMP is a useful source of information regarding prevalence and trends beyond the in-treatment population. 

The key findings from the Hampshire Drug Market Profile, Hampshire DAAT December 2008 are as follows;

· Across the county there is a general agreement that the heroin market is fluctuating due to reduced availability and recent concerns amongst users around the risks due to quality, whether poor or high

· The greatest fluctuations appear to be in the NE of the county with reports that heroin is much harder to find

· The decrease in heroin has increased the market for cocaine 

· An increase in cocaine use amongst young people, partly due to its’ falling price

· Crack is shown as more prevalent in the SE and NE of the county

· The use of ecstasy is decreasing and amphetamine is showing a marked increase amongst adults and young people 

· Greater use of prescription drugs with anti depressants most common amongst young people or those recorded as ‘homeless’ notably in the south west

· Cannabis is a fluctuating market with cannabis resin widely used across the county, although still hard to obtain, and the use of plant extract has decreased

· Cannabis ‘Skunk’ is on the increase, from outside the area, the central, SE and SW reporting increased use amongst young people

· Greater use of ‘herbal highs’ as alternatives to cannabis

· The use of steroids has increased in the NE and NW with some suggestions that there may be links with ex-service personnel

· Reports that Cocaine mixed with Ketamine is becoming popular amongst young people in the SW

· The use of Magic Mushrooms has decreased significantly across all areas 

· No reports of Methamphetamine use

· Housing providers report an increase in the use of benzodiazepines, anti depressants and other prescription drugs (most reports from young people’s and homeless services in Central Hants and SW)

· More awareness of illicit methadone and subutex becoming available especially in the NE

· Cannabis remains prevalent amongst those known to both adult and young people’s mental health services

· Cocaine use is increasing amongst those known to mental health services and prescription drugs are becoming more openly traded amongst ‘friends’

· Young males were seen as more likely to indulge in combining drugs and alcohol, skunk being a common reference

· It was reported that young females are seen drinking larger quantities of alcohol which is leading to increases in violence and anti social behaviour – there is a concern that this is seen as normal behaviour and that it is often condoned or not challenged by parents and family.

3.7
Mephadrone

During March, anecdotal reports have begun to be received from Open Access Shop Front services in the New Forest and East Hampshire and from Catch 22 – the Young Persons’ treatment service – of clients presenting with Mephadrone misuse.
Urgent action is being undertaken to quantify prevalence and to develop a strategic response to this problem.

In the meantime, services are working with this new client group and, in line with current guidance, are prioritising brief motivational interventions and harm reduction advice as a primary response at tier 2.  Referral to the DAAT’s specialist psychosocial intervention service, CARE, is also available.

3.8
Prison Drug Treatment (HMP Winchester)
Located in Winchester City, HMP Winchester is a medium sized local prison consisting of a category B main prison and a small category C training wing - West Hill.

The overall capacity is 542 inmates (main prison: 415 and West Hill: 127). Black prisoners are the largest minority group in HMP Winchester. The majority of men are aged between 21 and 39 years. In the recent needs assessment, 1% of prisoners described themselves as transgender or transsexual and 3% described themselves as gay or bisexual. Seven prisoners said they were registered disabled and 15% considered themselves to have a disability. As a local prison Winchester is very much a temporary short-term stay for most men, many of whom will only serve a brief part of their sentence at Winchester.

It is estimated that around 70% of inmates have a drug use habit prior to coming into custody (65% in 2006), and that around 40% of all prisoners have a drug use problem (35% in 2006). Opiates are usually the most common primary substance.
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Coverage with Hepatitis B vaccination is low with 58% of all new prisoners and transfers receiving at least one dose of Hepatitis vaccine.

3.9
Haslar Immigration Removal Centre

Haslar Immigration Removal Centre (IRC) in Gosport local authority is one of the IRCs run by the Prison Service. It holds those detained by the Borders and Immigration Agency during documentation procedures and while removal or deportation processes are carried out.

The overall capacity at IRC Haslar is 160 detainees. The proportion of ex-foreign national prisoners fluctuates between 66% -  98% of the total detainee population (estimated). The majority of detainees are aged 22-39 years and the ethnic origin is largely Asian or Black African.

There has been anecdotal evidence of low level opiate and cannabis use amongst detainees, but this is not been quantified or substantiated. 
The detainees’ period of stay at IRC Haslar is currently, on average, one month, although some people are detained for a shorter time making engagement in structured treatment programmes problematic. Despite lack of direct access to detainees, HDAAT has supported the development of a Tier 1 Substance Misuse awareness programme at the centre.
4.0
Key Priorities

4.1
Community-based Adult Drug Treatment Services (HOMER)
The current commissioning process will see the introduction of the Hampshire Operational Model for Effective Recovery (HOMER) in December 2010. 
HOMER will replace the current network of Tier 2 and 3 services and deliver an integrated recovery pathway that will address the holistic needs of the individual - both triggers for and symptoms of drug misuse – thereby more effectively promoting recovery and, hence, reducing the harms caused.
The HOMER contract will be let on the basis of two treatment zones – East & West. Each Zone will comprise a number of Localities and encompass a network of “One-Stop-Shop” and satellite bases staffed by multi-disciplinary locality teams.
HOMER Treatment Zones


[image: image6]
In addition to providing access to a comprehensive range of Tier 2 & 3 treatment modalities, bases will, in response to presenting need, host regular in-reach clinics from partner agencies including GMS, BBV, social care, advocacy, housing, education, employment, and childcare and parenting interventions.

Service users will receive a comprehensive assessment of need at point of engagement that will indentify both immediate and long-term needs and inform the development of a phased recovery plan.
Access to interventions will be based upon current need rather than engagement with a defined Tier. Consequently, a service user may be accessing a range of interventions that would not be available concurrently via a traditional tiered model.

Recovery Pathways within HOMER

[image: image7]
By removing the artificial barriers to access and the bottle-necks caused by transitional steps required by tiered delivery, it is hoped that HOMER will facilitate:

· Improved access, engagement and retention levels;

· Reduced wait times – including rapid access prescribing;

· Person-centred planning approach giving a viable basis for implementation of SDS

The whole of the service user’s pathway from engagement to successful planned discharge will proceed within the auspices of HOMER including engagement with externally delivered stages such as in-patient detox and Residential Rehab. This will ensure that the service user’s recovery is managed, supported and maintained.

4.1.1
Tier 4 In-patient Detox and Residential Rehab

Historically, residential or day care packages to support people during rehabilitation have been commissioned on a spot purchased basis by localities from an Adult Services budget.  Information about placements, such as outcomes for service users, costs, etc has been collated but work needs to continue on analysis of this data and sharing of learning about effectiveness across the whole county.

There is a limited budget of £267K for care management, which is currently showing a slight underspend.  The move towards personalisation and the new model HOMER is likely to have an impact on purchasing, with greater opportunity for monitoring of effectiveness and sharing of good practice and greater input from service users into the commissioning of rehabilitation support.

4.2
System change pilot: Self Directed Support

4.2.1
Core aims and key drivers
The core aim is to develop a personalised approach to the purchasing of individual treatment support and services, including rehabilitation and reintegration packages, which will be managed by care co-ordinators and brokers. The project also aims to review, explore, consider and test approaches to integrated commissioning to meet the personalisation agenda for substance users. 

A key driver is the concept of giving service users the support and care they need whilst also giving them more choice and control over how money is used for their care. The project also aims to increase the integration of treatment, social reintegration and the criminal justice system within service delivery.
This requires a change of culture from case management to a personalisation approach and aims to increase the engagement of specific groups (women, stimulant users, and offenders), while also seeking to improve outcomes for individuals.

4.2.2
Anticipated outcomes 
The project will help to identify how Self Directed Support can be managed within the substance misuse field including what types of support and treatment are the most effective and efficient for service users, their carers and families.  Therefore demonstrating how the current system can be transformed (with the intention of developing a model of good practice for wider dissemination).
As well as an anticipated reduction in overall costs for the current infrastructure, the project is also seeking to achieve improved outcomes for individuals, and increase engagement for specific groups.

A key outcome will be an understanding of, and movement towards, the breadth and depth of changes needed across the commissioning structures to enable personalised care to be open to as wide an audience as possible within substance misuse, and within wider social care and other (supporting people and criminal justice) commissioning structures

4.2.3
Development priorities and milestones for 2010/11 
· Implement fully the Broker scheme within the project, leading to buyer groups and further use of individual budgets 

· Widen engagement of all key providers and stakeholders in the provision of personalised services. 

· Revise and refine tools to meet needs of existing services, new partners and service user groups
· Achieve 90% TOPS compliance across relevant domains, as well as the monitoring of individual TOP outcomes.
· Incorporate findings into wider adult social care commissioning structures as well as wider strategic opportunities to achieve personalised care.

· Establish and progress incremental funding flexibilities across treatment system and plan exit strategies to enable the learning and flexibilities to continue.
4.3
Drug Related Deaths
HDAAT will work closely with partners including NHS Hampshire, South Central Ambulance Service, local Coroners’ offices and acute providers to develop a strategic approach to managing and mitigating the risk of drug-related death. This will include a review of the “Take-Home” Naloxone pilots in Southampton and Brighton with a view to adopting a Patient Group Directive (PGD) to support non-medical administration within Hampshire.
4.4
Information Management

During 2009-10, HDAAT worked closely with providers to improve data reporting processes. Problems associated with software systems and specifically the transition to new software systems impacted performance, but improvements in reporting practice and the introduction of routine audits delivered improvements in data quality and completeness.
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This was initially, particularly apparent in respect to Treatment Outcome Profile (TOP) reporting. During the first half-year period compliance rating for Start and Review TOP’s remained in excess of 80% and steady progress was seen in moving towards 80% compliance for Exit TOP’s. However, a sharp down turn in performance was noted during the third quarter. HDDAT is working closely with providers to understand and resolve the reasons for this.

4.5
Harm Reduction

In line with the recommendations of the Health Protection Agency’s “Hepatitis C in the UK” 2009 report, and working with NHS Hampshire Public Health directorate, the DAAT will adopt a four tiered approach to addressing the risk of Hep B & C infection amongst service users:

• prevent new infections

• increase awareness amongst public and health professionals

• increase diagnosis

• increase access to treatment and care

4.5.1
Prevent New Infections

In addition to 7 fixed-site needle exchange services delivered through the current Tier 2 Open Access Shop Front services, the DAAT commissions 46 community pharmacy-based sites and 3 mobile services. An additional 3 community pharmacy-based exchanges are commissioned under devolved arrangements.

Exchange provision provides a range of injecting paraphernalia, contraceptive items and harm reduction and sexual health advice.

The DAAT is seeking PCT support to expand the number of pharmacy-based exchanges as part of a PCT-commissioned local enhanced service (LES) agreement.

4.5.2
Increase Awareness

The DAAT plans to make use of the “Harm Reduction Works” programme of resources to support a coordinated awareness raising campaign across services working with injecting drug users.

4.5.3
Increase Diagnosis

Hampshire Community Health Care Trust (HCHCT) reports improvements in access to GUM services with 90% access within 48 hours. However, anecdotal reports indicate that Service Users are often unwilling to engage with services outside of the ADTS.  Consequently, HDDAT has invested in in-service BBV provision.

In 2007/8 the DAAT commissioned nurse-led BBV clinics within its Tier 2 services. Following a short hiatus due to staff vacancies, this service has now been relaunched and delivers Hep B&C testing, pre-test counselling, sign-posting, wound management and sexual health and harm minimisation advice.

The DAAT has additionally identified £50k to introduce a coordinated programme of Hep B vaccination and Hep C testing at Tier 3. This will run from January to November 2010.

It is anticipated that the DoH’s “Get Tested, Get Treated” campaign will also increase uptake.

4.5.4
Increase Access to Treatment & Care

In 2009, the DAAT supported a review by NHS Hampshire Public Health of Hepatitis screening and immunology provision for high risks groups. The review has yet to report, however, the DAAT has advocated for increased in-service Hep B vaccination and Hep C screening and increased proactive liaison between GUM/BBV and drug treatment services.

4.6
Safeguarding Children  of Substance Misusing Adults

HDAAT recognises that: “Protecting a child from harm has to be the paramount concern of all agencies, including those working with adults.” and acknowledges the statutory duty owed by Adult Drug Treatment services under Section 11 of the Children Act 2004 to “…ensure that their functions are discharged having regard to the need to safeguard and promote the welfare of children.”

Our priorities during will build on the work undertaken in 2009/10 and will focus on:

· reducing the risk of harm through improved access to specialist support for drug misusing parents;  

· improving the identification and response to risk of harm through strengthened partnership working between adult and children’s services to address the needs of children affected by parental substance misuse (with the LSCB acting as a strategic bridge on this issue).

In 2009, the Hampshire Joint Working Protocol for Safeguarding Children whose Parents/Carers Use Drugs/Alcohol or who have Mental Health Needs was received and endorsed by the JCG and a series of multi-agency training events commissioned. 

Planned actions for 2010-11 include:
A review and update of the protocol will be undertaken in early 2010-11 and a review of provision will be undertaken using York’s & Humberside Safeguarding Audit Tool.

HDAAT will continue to engage with the “2 Year-Old” pilot running in the Gosport and Fareham areas and delivering enhanced access to early childcare for vulnerable adults including Service Users and will pursue countywide expansion of this provision supported through the Drug System Change Pilot.

HDAAT will also promote greater engagement with the Hampshire Parenting Specialist Team – established in 2009 as part of the ‘Think Family’ National programme.
4.7
Integrated Offender Management (IOM)

4.7.1
Background

The proposals for an IOM approach have arisen through findings arising from national reviews as well as recommendations from both the DAAT substance misuse review and the county community safety review. The focus for IOM will clearly be on challenging offending behaviour to reduce crime and reduce reoffending.

The existing Hampshire DIP model currently provides for provision of Criminal Justice Integrated Teams plus Tier 2 & Tier 3 treatment interventions, the latter now planned to be included within the HOMER delivery model. In 2009, the Home Office published its’ Government Policy Statement on IOM which encouraged criminal justice agencies, community safety partnerships and other key organisations to work together for more effective outcomes.

The Hampshire County Strategy Group for Community Safety has endorsed the implementation of an IOM approach, to be introduced alongside the HOMER model. The core services for IOM would primarily consist of specialist interventions including, but not limited to:

· Criminal Justice Integrated Teams (CJIT) covering both drugs and alcohol clients (includes those covered under DIP)

· Provision of Alcohol Brief Interventions and harm reduction support

· Provision of community based interventions to Prolific and Priority Offenders (PPO)

· Assertive outreach and engagement of these client groups

4.7.2
IOM Development Plans

This new service will also require a high level of integrated working with other co-located criminal justice staff, including Probation, Police, Prison and Youth Offending Teams. The new combined service will be responsible for the joint engagement, case and care management (where appropriate), referrals and reintegration of their designated criminal justice clients. It’s work will incorporate the revised DIP Operational Handbook, Arrest Referral guidance and PPO refresh.

The core performance indicators for this commissioned service, relating to the Hampshire Local Area Agreement, will be:

· NI 38 – class ‘A’ drug related offending

· NI 30 – rate of re-offending for PPO

· NI 20 – (alcohol related) violence

A range of other measures will also apply, focussing on volume offenders.

Although Hampshire DAAT will remain responsible for managing and commissioning with regards to the Home Office DIP Main Grant, a county IOM Steering Group will be responsible for the ongoing performance and delivery (including DIP), subject to central government grants continuing. 
The implementation of IOM will be phased to link strategically with the introduction of HOMER delivering a coordinated whole-system change.
It remains an ambitious initiative but with potential to provide positive outcomes for those offending, their families and the community.

4.8
Prison-based Integrated Drug Treatment Service
In 2008-9, HMP Winchester was identified as a 4th-wave IDTS site and since then NHS Hampshire, in partnership with the Prison and DAAT, has lead on the commissioning of a new IDTS service to replace the previous Prison based detoxification service.
IDTS investment provided a 86% increase in available recurrent revenue funding and allowed the commissioning of a 24-hour, 7-day-a-week integrated drug and alcohol treatment service offering detox and maintenance treatment choices.

Prisoners will be key-worked by the CARAT service with IDTS linking closely with the prison-based primary health care and mental health service to ensure the most appropriate holistic management of prisoners’ drug & alcohol related treatment needs.
The contract will be awarded in early April with the IDTS service going live in August 2010 ahead of changes to the local community services. This will allow a settling-in and familiarisation period during which time robust through-care planning processes will be established with the in-coming HOMER and IOM providers ahead of implementation.[image: image9.emf] 
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