
Annualreport
2007/08

National Treatment Agency
for Substance Misuse

Effective
Treatment,

Designwww.wilddogdesign.co.uk
Photography CrispinHughes
Printed byaCarbonNeutralcompanyusingvegetablebasedinks

NTA–AR200708

NationalTreatmentAgency
forSubstanceMisuse
8thfloor,HerculesHouse,
HerculesRoad,
LondonSE17DU
Tel 02072618801
Fax 02072618883
Email nta.enquiries@nta–nhs.org.uk

Furthercopiesof thispublicationmaybeorderedonlineatwww.nta.nhs.uk.ProductcodeNTA–AR200708
Writtenorders Prolog,POBox777,LondonSE16XHFaxorders01623724524Phoneorders03001231002EmailordersNTA@prolog.uk.com



Foreword
Most individuals come into drug treatment wanting to end their dependency on drugs. For
some, this can be achieved in a relatively short time. For others, particularly those with
entrenched heroin and crack cocaine problems, treatment can takemany years. For all, the
success of treatment is judged on its impact on the quality of people’s lives.

This annual report details thework theNational Treatment Agency has undertaken during the
past year to increase the availability of effective treatment, andmaximise the benefits it brings
to individuals and communities.

BaronessMasseyofDarwen
Chair



With our record of achievement

in the past, we welcome the

prospect of greater scrutiny in

future. The treatment system did

what it said on the tin; the

numbers in treatment more than

doubled, waiting times fell

dramatically, and progressively

more drug users were

successfully retained in

treatment programmes.

The latest official statistics confirm

that there were more than

202,000 people in treatment in

2007/08 – 138 per cent of our

original target – and treatment

worked for more than three–

quarters of our clients.

Treatment success
In total, more than 190,000

people either completed

treatment successfully or stayed in

treatment long enough for them

and the community to benefit.

Of these, over 34,000 individuals

successfully completed a

treatment programme, up from

27,000 the previous year.

Unfortunately, for others there

was little benefit – they dropped

out early. The evidence shows

that drug users need to stay in

treatment for at least 12 weeks to

gain lasting benefit, and on this

measure we acknowledge a

failure rate of six per cent.

However, those 12,323 failures

were fewer in number than

previous years, and should be

compared with the 190,343

successes that did stay in

treatment for 12 weeks or more

and derived benefit from it.

NewDrugStrategy, new target
The Government has shown its

continuing commitment to

improving drug treatment by setting

a new target in the new Drug

Strategy: to achieve a three per cent

increase in the numbers of problem

drug users in effective treatment,

over the next three years.

I am confident we will achieve

this, taking as our benchmark the

156,387 opiate or crack addicts

on our books in April. Nevertheless,

the numbers game must not

obscure the purpose of the new

strategy: to herald a shift from

quantity to quality.

Measuring real outcomes
This is a journey the NTA has

anticipated through the

preparatory work we have done

on the Treatment Outcome

Profile (TOP). The TOP is the

yardstick by which drug

treatment should be measured. It

goes beyond the traditional

benefits of being in treatment to

work with others to ensure that

users can also get a job, look

after their families and integrate

back into society.

The treatment system needs to be

ambitious for those using services,

and we need to foster that

ambition in them. Most users do

not want to be in treatment for

the rest of their lives. They see

treatment as a means to help

them overcome addiction and

gain control of their lives.

This may not be achievable

quickly, and for some it may not

be achievable for many years, if

at all. However, enabling users to

leave treatment safely, free of

dependency, is the challenge to

which the treatment system must

now rise. The NTA’s role is to help

services and users get there.

PaulHayes
Chiefexecutive

Introduction
Effectivetreatment,changinglives
Thisreportandtheyear itcoversmarkawatershedindrugtreatment.Barelydid
wehavetimetocelebratethesuccessfulcompletionof thetaskssetout inthelast
DrugStrategy, thanweweresetanewchallenge, todoevenbetteroverthenextten
years. Thiscoincidedwithapoint inthepoliticalcyclewhentheachievementsof the
treatmentsystemcameunderunprecedentedscrutiny inthemediaandParliament.

TheoldDrugStrategygavebirth to the
NTAon thebackof theGovernment’s
commitment to cut drug–related crime.
Thenewoneagain puts drug treatment
at its heart, butwith anevenwider social
purpose, as thekey to reintegrating
drug–users into society, particularly
throughworkbut also throughanew
emphasis on families.

In the year ahead, all of us in the field
face this challenge to focus our efforts
on theoutcomeof treatment, to enable
moreaddicts to becomedrug–free. The
treatment sector as awhole, and the
NTAasanorganisation,must again
raise our game, ensuring our staff are
skilled enough, our resources are
allocated appropriately, and thatwe
better communicatewhatwearedoing
to thepublic.

Most users, and the community, benefit
from thembeing in treatment. The
support providedbydrug treatment
services stabilises their lives, resulting
in fewer crimesand reducedhealth risk
to themselves andothers.
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TheNTA
anddrugtreatment

Ourambition is forabalanceddrug treatmentsystemwhere
alldruguserscangeteffective treatmentaccording to their
needsandeventually live their lives freeofdependency.

Drug treatment in England
Drug treatment in England is

complex. It is provided by

networks of services, rather than

by individual organisations. These

networks, or “local drug

partnerships”, follow local

authority boundaries so there are

149 of them in England. They

bring together representatives of

local organisations involved in the

delivery of drug treatment, such

as primary care trusts, drug

treatment services, voluntary

sector organisations and charities,

local authorities, the police and

the probation service.

About the NTA
The National Treatment Agency

for Substance Misuse is part of the

NHS, tasked with increasing the

number of drug users in effective

treatment in England. We have a

central office in London, and nine

regional offices, one in each of the

government regions.

The central office is responsible

for developing national policy

and programmes, working with

national organisations involved

in healthcare and the harms that

drug use causes. These include

government departments such

as the Department of Health, the

Home Office, the Ministry of

Justice, the Department for

Work and Pensions, the

Department for Children,

Schools and Families, as well as

royal colleges, training

organisations, academic

institutions and researchers.

The regional offices are

responsible for implementing the

NTA’s work programme through

the local drug partnerships. The

teams review and provide

guidance on commissioning and

treatment planning processes,

overseeing the development of

local treatment systems. They

monitor performance in key

areas, such as how many people

are in treatment, whether they

stay in treatment, how long they

have to wait for treatment and

the involvement of drug users

and their families in treatment.

The NTA does not provide drug

treatment services itself.

About dependency
and treatment
Drug dependency can be a

chronic relapsing condition, which

can take years for some users to

overcome. Different types of

treatment are appropriate for

different people at different times

on the road to recovery. They

include detoxification, medication,

talking therapy, advice on harm

reduction, vaccination against

disease, and help with housing,

education, employment and

offending behaviour.

A sound investment
A wealth of international and

domestic evidence shows that

drug treatment works. It provides

measurable and sustainable

benefit to individuals and society.

Drug treatment is also a sound

investment. Research shows that,

for every £1 spent on drug

treatment, there is a saving of

£9.50 to society – through better

health and less crime.

The new Drug Strategy sets a bold

and challenging course for the next

ten years. It provides a strong

impetus for the reintegration of

drug users into society, in particular

consolidating the benefits of

treatment by improving access to

housing and employment.

Tacklingdrugdependency often
requires a total change in lifestyle, and
involves support to help people do this
asmuchasmedical care.

People in treatment are less likely to
commit crime, are less likely to harm the
health of themselves or others, andwill
use significantly fewerdrugs. They are
alsomore likely to gain employment,
more likely tomeet their responsibilities
as parents, andbebetter integrated into
their communities.

Weknowthat theneedsof
theclientmust comefirst
and,whether theclient is in
thecommunityor inprison,
we try tomake it aseasyas
possible for themtoget the
treatment theyneed.”

CarolinePage
Servicemanager
CommunityDrugsOutreachTeam(CDOT)
RochdaleMBC

“
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Having a job is key to keepingdrugusers off drugs, but
most organisations areunderstandablywary of
employing anex–user. Wecanhelp byemploying
people ourselves, helping to identify the skills they
have to offer, giving them the confidence to believe that
they canhold downa job–andgiving themsomething
positive for their CV.”

VinceCarroll
Manager,
BridgeSubstanceMisuseServices

“



Whatwedo iseffective: in the three
yearswe’veexisted,only twoofour
volunteersdidnotget intopaid
employmentoreducation.Most choose
toworkorstudywithindrug treatment
orrelatedareas, sowealsohelp train
thenextgenerationof theworkforce.
Weinsist thatourvolunteershavebeenclean forat least18
monthsbefore theystartworkingwithdrugusers,butno–
onewhocomes tousgoesawayemptyhanded.Even if they
haven’t reached18monthsorarestill using,weencourage
themto join inandhelpwith theactivitiesweoffer, suchas
football andboxing.Drugscanbea full timeoccupation, and
whenusersstopusing theyneed to fill their time.Wecan
help themfill that timeusefully.”

VinceCarroll
Manager,
BridgeSubstanceMisuseServices,Northamptonshire

“



Fromquantity toquality:
thestorysofar
TheGovernmentspent£800millionondrug treatment in2007/08. Inorder
that thismoney isspentwhere it ismosteffective,weneed toknowwhat
treatmentactivity is takingplace,andwhere.That information isprovided
for theNTAby theNationalDrugTreatmentMonitoringSystem(NDTMS),
and isalsousedbyseveralGovernmentdepartments.

Every year the data is validated by

the National Drug Evidence Centre

at the University of Manchester

and published in a separate official

return as National Statistics. In

2007/08, for the first time, the

NTA annual report is being

published alongside the figures for

the year, and acts as a

commentary on them.

The data that NDTMS collects

from the providers of structured

treatment, through the regional

and public health observatory

network, is constantly evolving.

We know there are some gaps,

for example because not all

independent or voluntary sector

providers of residential services

supply returns. There are also

issues about consistency in using

statistical terms.

Nevertheless, the NDTMS is one

of the most comprehensive data

sets in daily use in the National

Health Service. It provides a

wealth of knowledge at local level

about drug treatment in the

community, and provides

practitioners in the field with the

tools they need for planning,

commissioning and delivering

services to users.

In future, additional information

from the Treatment Outcomes

Profile will be grafted on to

NDTMS to give an even richer

picture of effective drug

treatment. Meanwhile, the raw

numbers have told their own

success story of growth and

development over recent years,

as these charts illustrate.
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Improving quality has been a

thread running through all our

work programmes this year.

A year of partnerships
This yearwe haveworked
closelywith key partners such
as theNational Institute for
Health and Clinical Excellence
(NICE), the Department of
Health, the Scottish
Government, theNorthern
Ireland Executive and the
Welsh Assembly Government
on a suite of clinical guidance
for drug treatment.

The suite comprised

several publications, including:

Drug Misuse: Opioid Detoxification

provides information about the

support and the treatment people

can expect if they have a problem

with opioids, such as heroin.

Drug Misuse: Psychosocial

Interventions recommends

introducing incentive

programmes for some drug-users

in order to reduce illicit drug use,

encourage engagement with

harm reduction services, and

promote physical health.

These are both “clinical

guidelines”, which means that the

NHS needs to review its current

provision and modernise services

to deliver treatment in line with

these guidelines. The guideline on

psychosocial interventions, in

particular, will present a challenge

to the sector, as some of the

treatments it recommends, for

example, behavioural couples

therapy, are not widely provided

and will require extra training

for the workforce.

Updating the Orange Book
The overarching guidance for drug

treatment, not only in England but

across the United Kingdom, is

Drug Misuse and Dependence: UK

Guidelines on Clinical Management,

often called the Orange Book. It

provides guidance on how to treat

drug users, based on current

evidence and professional

consensus. It is aimed at all

clinicians, especially those providing

pharmacological treatments, such

as methadone, as part of a drug

treatment programme.

The Orange Book was last

published in 1999. In 2007 it was

updated to reflect the considerable

changes and developments in the

evidence for drug treatment and

clinical practice that have occurred

since then. Professor John Strang,

Director of the National Addiction

Centre, chaired the independent

working group of key stakeholders

undertaking this major work. The

NTA provided a secretariat for the

working group and the separate

user and carer advisory groups.

Supporting implementation
Introducing new treatments and

redesigning services to deliver

more effective treatment quickly

and with the least disruption and

cost can be challenging. The NTA

therefore organised a series of

regional events with NICE on the

guidance and the updated

Orange Book across England in

the winter of 2007/08.

These events reached an

audience of over 1,100 drug

treatment providers,

commissioners and service users.

They were briefed on the

guidance and workshops were

held to help plan how they could

review and update services in

line with the new guidance. The

NTA regional teams then worked

with local drug partnerships,

holding review meetings and

treatment planning to take

forward action plans.

Quality:
thekeytoeffectiveness
Asthe focus fordrug treatmentmoves fromsimplygettingmorepeople into
treatment togettingmorepeople intoeffective treatment,weneed to improve
thequalityof treatment.Quality treatment is treatment that suits theneedsof
the individual, helping themtorebuild their livesandconfidenceso that they
caneventually leave the treatmentsystemandgetonwith their lives.

Taken together, thesepublications add
up to a soundevidencebase for effective
drug treatment andendorsement of the
need for abalanceddrug treatment
system that addresses theneedsof all
drugusers, fromharmreduction
services tomethadonemaintenance and
abstinence–based inpatient and
residential treatments.

The regional launchevent hostedby
theNTAandNICEwasveryuseful,
and itwasgood to see somany
colleagues andpartners there, from
community basedandprison
treatment backgrounds.

What differentiates the2007Orange
Book from the1999version is the
breadth of different treatments it
covers. Theearlier versionhada
strongmedical focus,while the
update includespsychosocial
treatments andharmreduction
measures. Takenwith theNICE
guidelines, this is a strongevidence
base for such therapies andhas
givenus a firm foundation to
promote them. It has enabledus to
workwith ourproviders to re-
engineer the service. For example,
wenowhavededicatedpsychosocial
interventionsworkers.

The full suite of guidancegives
clarity. In thepast, ideology
sometimesgot in theway, and
treatmentwasdeliveredaccording to
what an individual believed. Thenew
guidance leaves less room for that
and strengthensmyhandas joint
commissioningmanager in ensuring
that the treatmentweprovide is
basedon thenational consensus as
towhatworksbest.”

MarkHarrison
Joint commissioningmanager
CountyDurhamDrugs and
AlcoholActionTeam

“
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These events also supported the

implementation of the NICE

technology appraisals on

naltrexone, methadone and

buprenorphine, published in

January 2007. These publications

recommend how these

medicines should be used

within drug treatment.

Partnering for quality: the
Healthcare Commission
Since 2005,wehaveworked in
partnershipwith the
Healthcare Commission on a
programmeof annual service
reviews.We speak to each of
the 149 local drug
partnerships and assess how
well they performon specific
themeswithin drug treatment.

Partnerships are scored “excellent”,

“good”, “fair” or “weak”. The

bottom 15 per cent are then

targeted and requested to develop

improvement plans, supported by

their NTA regional office.

Each year the service review

focuses on two themes. The

themes for 2007/08, the final year

of the programme, are diversity

and inpatient and residential

services. The review of inpatient

and residential services will be

supported by the Commission for

Social Care Inspection, as it will

assess the provision of residential

services and social care. The final

results will be released to

partnerships in November 2008,

enabling them to start planning all

necessary improvements.

Last year the themes were how

drug treatment systems are

commissioned, and harm

reduction services such as needle

exchanges and vaccination

services. The results of the review,

published this year, showed the

vast majority of partnerships

performing acceptably. Thirty–four

per cent had an overall score of

“excellent”, forty–five percent

were “good” and twenty–one per

cent were “fair”. No partnership

had an overall score of “weak”.

However, there is room for

improvement, with the majority of

partnerships showing some deficits.

Since the review the Healthcare

Commission and the NTA have

issued guidance and supported

action plans to address these.

Looking at new approaches
Improving the quality of drug
treatment requires us to look
at new approaches aswell as
oneswhich have been applied
elsewhere, and assess
whether theywould be
effective in England.

Treatment incentives
One of these approaches involves

offering incentives to encourage

drug users to change their

behaviour – known as

“treatment incentives”.

These incentives can come in the

form of credits towards evening

classes, children’s clothes and

other recovery–appropriate

goods and services, and they can

be earned, for instance, when a

drug user in treatment routinely

returns consecutive negative

urine tests for heroin over a

period of 12 weeks.

Both of the NICE clinical

guidelines mentioned above

recommended that treatment

incentives be introduced to drug

services as part of an NTA–led

implementation programme.

The evidence base for the

effectiveness of treatment

incentives is substantial, but

drawn mostly from America. To

evaluate how best it would work

in England, the NTA has

developed a demonstration

programme involving 15 sites

around England, where treatment

incentives are being offered to

drug users, under rigorously

controlled conditions. The

programme began in the spring of

2008 and initial results will be

published in spring 2009.

The International Treatment
Effectiveness Project
Another new approach we have

been looking at is the

International Treatment

Effectiveness Project (ITEP). Two

years ago, the NTA and the

Institute of Behavioural Research

at the Texas Christian University

began working together on this

project. This is a programme of

treatment interventions which

takes a structured approach

to psychosocial “talking therapies”,

using manuals which help

keyworkers to deliver the

intervention effectively and which

also help clients to view their drug

problem and treatment holistically.

The ITEP model was successfully

implemented across Manchester

and, as a result, a further roll–out

was carried out in the West

Midlands this year. A revised set of

manuals was developed for this

programme and, as with

Manchester, the intervention was

very well received, not least

because it has encouraged

positive organisational change.

The NTA now has a rich

experience of ITEP–related

interventions and will soon be

publishing a suite of ITEP reports

and manuals.

Engaging hard to treat users
Although injectable opioid

treatment (injectable heroin and

injectable methadone) has been

available for decades, it is not

currently available in all drug

treatment services. Working with

several partners, the NTA has this

year contract managed the

Randomised Injectable Opiates

Treatment Trial, the first study to

evaluate the effectiveness of this

treatment within the English

treatment system. The treatment

is included in the updated

Orange Book for consideration

for hard to treat drug users for

whom more established oral

maintenance treatment has not

been successful.

A decision on the wider

implementation of this type of

treatment will be taken by

Government when the results of

the study have been assessed.

The service reviewdoesn’t just identify partnershipswhichneed to improve. By
seeinghow the topperformerswork, it also identifies goodpractice. This good
practice can thenbehighlighted to all partnerships,who canadapt it for their service,
and improve thequality andeffectiveness of drug treatment.

Weareapplying the tried and
testedprinciples of a basic
behavioural reward system. In
the caseof drugusers,
encouraging a very small
change canhave life–saving
consequences. This new
approach is awayof kick–
starting change, andhelping
people regain control over
their chaotic lives, thus
reducing theharmdone
by their drug–use to
families, neighbours
and communities.”

Dr JohnDunn
Consultant psychiatrist
andNTAclinical advisor

“
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Usersandfamilies:
listeningtothosewhoknow
Involvingserviceusersandcarers–usually familymembers–
inplanning,deliveringand improvingserviceshas longbeen
at theheartof theNTA’sworkandnowsits firmlywithournine
regional teams.

Harnessing expert opinion:
service users
Mechanisms for local user

involvement are well–established

across the country, backed up by

results from three years of our

national user satisfaction survey.

Information from the surveys

informs the joint NTA and

Healthcare Commission service

improvement reviews so, in 2007,

we carried out two user

satisfaction surveys – of Tier 2 and

3 service users, and Tier 4 service

users – to support the themes of

the reviews. A record 13,500

questionnaires were returned.

A positive difference
The vast majority of respondents to

both surveys said that they were

generally satisfied with their

treatment and agreed that it had

made a positive difference to their

lives. They also found that service

users who had care plans which

were regularly reviewed were much

more likely to be happy with their

treatment. However, both surveys

also identified areas where

improvement is needed: support for

families; and aftercare services, such

as help with access to employment

and housing. This information

reiterates findings from the previous

surveys and shows that, while good

progress is being made, there is still

room for improvement.

Nothing About Us,Without Us
May 2007 saw a group of 11

service user representatives –

sponsored by the NTA – attend

the International Harm Reduction

Association (IHRA) conference in

Warsaw. The intention was to

collect information on new

evidence–based initiatives to bring

home and use to improve harm

reduction in England.

The visit was very productive, and

details were published in Nothing

About Us, Without Us. This and

evidence from a follow–up visit to

the IHRA conference in Barcelona

in May 2008 will help inform a

harm reduction campaign in 2008.

AnNTA first
Models of Care for Adult Drug

Misusers: Update 2006 is one of the

bedrocks of drug treatment, and

vital guidance for health

professionals, commissioners and

service providers. The information it

contains is also important for service

users, and, to ensure that the

information is more easily

accessible, we produced Getting

Help for a Drug Problem: a Guide to

Treatment, which is a plain English

summary of the key messages from

Models of Care. This was our first

publication written specifically for

the service user and has proved very

popular, with over 30,000 copies

ordered or downloaded by the end

of March 2008.

Harnessing expert opinion:
families and carers
The vital contribution of families

and carers to effective treatment

is well evidenced and has long

been acknowledged. But they

have separate and specific needs

of their own – and that is less

acknowledged. The NTA is

addressing those needs.

The new Drug Strategy identifies

families as a priority. Involving and

supporting families is, of

necessity, a cross–government

project, and the Department for

Children, Schools and Families

(DCSF) will lead a group including

the NTA to co–ordinate and

improve support for family

members, including the children

of drug users, kinship carers and

drug–using parents.

Our own work on families this

year included commissioning

Professor Richard Velleman,

expert on how drug use affects

the family, to help produce draft

guidance for commissioning

support for families and carers

and involving them in treatment

services. This guidance will be

launched at the House of Lords in

October 2008.

Rewarding user and carer
representatives
In line with the Department of

Health’s Reward and Recognition,

the NTA consulted on a policy to

pay users and carers for their time

when doing specific pieces of

skilled work for the NTA. The

policy went live in March 2008.

The contribution of users and

carers in helping the organisation

achieve its objectives has long

been recognised, and this new

payments system reflects the

value we place on specialist user

and carer input.

“It is really important to involve andprovidehelp to
familymembers and carers. Involving family

members in their users’ treatment helps theusers to
bemuchmore successful. Andprovidinghelp to

familymembers in their ownright is
necessary to help themcope.

Soworkingwith theNTAandwith a really committed
andvery able groupof people to develop andproduce

national guidance for commissioning support for
families and carers, and involving them inexisting
treatment services, hasbeen really exciting.Weall
feel that there is a chance for theNTA,workingwith
commissioners, tomakea real difference to both

familymembers’ andusers’ lives.

ProfessorRichardVelleman
Professor ofMentalHealthResearch, Department of Psychology,
University ofBath andConsultant Clinical Psychologist, Avonand

WiltshireMentalHealthPartnershipNHSTrust

”



I seeourroleas two–fold.Wecanoffersupportandpracticalhelp to familieswhoaresuffering
becauseofa lovedone’sdrugproblem,butwecanalsohelp improve treatment fordrugusers
bysharingourextensiveknowledgeandexperiencewithcommissionersandserviceproviders.

Weneed tobeprofessional inorder toachievebothof theseobjectives.FDSvolunteersare
trained indrugsawareness to level3, andarealso trained inunderstandingco–dependencyand
incommunicationsand listeningskills.

Organisations likeFamilyDrugSupport canmakeadifference.
Over the last twoyears,wehavenoticedan increase ingrandparentsworriedabout theeffects
of their children’sdrugmisuseon theirgrandchildren. Inresponse,wearedeveloping links to
appropriate localagencies tohighlight theseconcerns.Wearealsoofferingmorepractical
help tograndparentswhohave takenon theroleofparenting theirgrandchildren.

Everyone involved in treatmentmust focus
onoutcomes.At theendof theday,
what familieswant is for their
relatives tobehappyand
productivemembers
ofsociety.”

SueHall
Co–ordinator,
FamilyDrugSupport,Herefordshire

“
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Measuring
effectivetreatment
Havingdeliveredour initial task– improving theavailability
ofdrug treatmentandaccess to it – thenewDrugStrategy
tasks theNTAwith increasing thenumberofdrugusers in
effective treatment.TheTreatmentOutcomesProfile
(TOP)will bekey inhelpingus todo this.

Treatment works. It improves the

health and social functioning of

our clients, minimises public

health risks, and reduces

criminality. All the evidence proves

this. We have now introduced a

tool that will better measure

these improvements for every

individual in treatment.

The TOP measures improvements

in drug users’ lives in four key

areas: drug and alcohol use,

health, social functioning and

offending – in other words, the

things that make a real difference

to drug users, their families and

their communities. The TOP is a

set of 20 questions which can be

fitted on a single sheet of A4

paper, designed – and proven – to

be quick to complete but effective

in measuring change. It’s carried

out when a drug user enters

treatment, then every three

months and when the client

completes treatment, allowing

both drug user and clinician to

track progress.

Developing the TOP
Following extensive development

work, piloting, testing and

retesting, we launched the TOP at

the Queen Elizabeth Conference

Centre in London in May 2007

and were proud to welcome

Caroline Flint MP, then Minister of

State for Public Health.

Rigorous validation
Leading experts in outcomes

monitoring, Dr John Marsden and

Dr Michael Farrell, carried out

rigorous academic validation of

the TOP. Over 1,000 clients in

structured drug treatment in over

70 locations in England took part

in the process, which included

independent, international peer

review. Details of the validation

process appeared in the journal

Addiction in September 2008.

Measuring the outcomes of drug

treatment is a subject of

international interest, and we

have so far received enquiries

about the TOP from Scotland,

Wales, Australia, Chile, Iran,

China and Italy.

We have so far received around

200,000 completed TOP forms

and have been sending data on

clients entering treatment back to

all partnerships since summer

2008. From the autumn of 2008,

partnerships whose data complies

with rigorous quality control will

also begin to receive data on

clients during their treatment and

when they complete treatment.

Seeking feedback
Incorporating the views of the

field is vital to the effectiveness of

a major project such as the TOP.

In March 2008 we held a major

event to consult a wide range of

stakeholders, including

representatives from Royal

Colleges, the Department of

Health, data analysts, managers,

keyworkers, and user and carer

representatives. The event proved

very useful, and the views

expressed will help shape how

we use the TOP. The

comprehensive training and

guidance materials for

keyworkers, managers and

service users, produced at the

time of the launch event, will also be updated, and a further

consultation event will take place

in October 2008.

Real outcomes,
effective treatment
Once fully embedded in drug

treatment services, the TOP will

enable us to measure the success of

drug treatment by real outcomes,

not the proxy measures (such as

numbers in treatment and how

long drug users stay in treatment)

that we have had to use so far.

Being able to prove what works will

help the field drive up the quality

and effectiveness of treatment. The

TOP will also highlight where things

are going wrong, enabling

corrective action to be taken.

TheTOP is ahugely ambitiousproject.
Therehasneverbeforebeenone single
quick, simple andeffective toolwhich
works across the treatment sector.

Implementing and rolling out a
newnational dataset of this size is a
huge task. The speedwithwhich the
TOPwas developed and brought into
service is a significant achievement
for theNTA, its partners and the
drug treatment sector.

Amajormilestone for theprojectwas
achievedon1October 2007, thedate on
which theTOPwas launched for usewith
all clients accessing structured
treatment inEngland.

In oneexample, a service user reported
using cocaine oneight occasions in the
previous 28days, rated their psychological
health at 15/20, physical health at 15/20,
andoverall quality of life at 14/20.We
compared this TOP to theTOPcompleted
on starting treatment. Onentering
treatment the service userhadused
cocaine on28of theprevious 28days, rated
their psychological health at 4/20, physical
health at 5/20, andoverall quality of life
at 4/20.

Despite the fact that this service userhad
not yet achievedabstinence, thedifference
between the two formswasvery
significant and the individualwas
pleasedand surprised at theprogress.”

ColinMcLean
Projectworker,
BlenheimCDPNovoProject

In thewordsof that service user:

Seeing it like that showshowwell I’m
doing. It’s not perfect but, compared to
where Iwasat, I think I’mdoingwell. I can’t
believe thingshadgot that bad. I can see
the connectionbetween the amount Iwas
using andhowcrap I felt aboutmy life –
I feelmiles better now.Now I just need
to get down tono cocaine at all.”

“

“
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TheTOP isavaluable tool forreviewingserviceusers’progress.Change is
aprocess that can take time,andgoalsoften takeseveralmonthsoreven
years toachieve.TheTOPformhighlights theprogressmade towards
achieving the longer termgoalsof reduction, abstinence, improvedsocial
functioningandhealthier living.

Withmanyserviceusers, abstinence fromclass
Adrugs is theeventualgoal, and frustrationcan
set inwhenthis isnotachieved immediately.
Inmanycases theTOPreview is the first time theserviceuserseeswritten
evidenceof theirdruguseoveraperiodof28days, and thereductions they
haveachieved inbothquantityandregularityofuse.This canbeapowerful
moment, andprovidesencouragement tocontinue in treatmentandwork
towards longer termgoalsand lastingchange.”

ColinMcLean
Projectworker,
BlenheimCDPNovoProject

“
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Improving
treatmentforyoungpeople
Tacklingsubstancemisuseamongyoungpeople isakeypriority in thenew
DrugStrategy,whichputsa freshemphasisonpreventingharmtochildren
andhelping familiesat risk.The treatmentactivity commissioned through
theNTAsupportsboth theChildren’sPlanand theYouthAlcoholAction
plandrawnupby theDepartmentofChildren, SchoolsandFamilies.

The NTA has agreed a

Memorandum of Understanding

with the Department for Children,

Schools and Families (DCSF) that

gives us a clear responsibility for

delivering the young people’s

treatment system. Working with

our Government partners, we

have made good progress in

doing just that.

The nature of the challenge
Young people represent about

seven per cent of all the clients of

substance misuse services, and the

numbers have grown in successive

years. Yet the British Crime Survey

and the Schools Survey on

Smoking, Drinking and Drugs

show a downward trend in drug

and alcohol use by young people.

The increase in the numbers in

treatment reflects both the

historic growth in appropriate

treatment services, and our

success in getting more young

people into them, rather than

any increase in the actual

incidence of substance misuse.

About three–quarters of the

under–18s in treatment use

cannabis as their main drug, and

almost half are being treated for

alcohol abuse. However, drugs

and alcohol are only part of the

problem affecting these young

people. They may also be

truanting from school, committing

crime, or being looked after in

care. Their treatment will include a

care package that tackles these

related problems. For all these

reasons, it is quite different from

adult drug treatment.

Working in partnership
The NTA fully realises that

delivering effective treatment for

young people will require

sustained effort, investment and

commitment from all the

agencies involved. Upcoming

projects include:

Working with three Royal

Colleges – of Psychiatry,

Paediatrics and General Practice

– to produce a workforce plan

for those professions.

Working with DCSF, the

Department of Health, the

Youth Justice Board and the

Ministry of Justice to develop

guidance to support effective

and consistent treatment across

the community, and between

the community and young

people in care. A regional approach
While policy is set centrally,

delivery takes place locally. In

summer 2007 we produced

guidance on specialist needs

assessment for young people*.

This ensures a needs assessment

process is built into the existing

local framework for planning

young people’s treatment.

Evidence that this approach was

effective came in January 2008,

when local partnerships

submitted their plans for the next

year. The quality of the plans was

extremely encouraging.

This approach is now being refined

and developed with DCSF for future

years, including further guidance to

address not just the needs of young

people, but also effective treatment

for drug–using parents.

This year our regional teams have

also worked closely with local

commissioners to ensure a

smoother transition for clients

moving from young people’s

services to adult treatment, and

have developed relationships with

regional partnerships’ directorates

for children and learning.

*Young People’s Specialist Substance Misuse
Treatment: Needs Assessment Guidance.

All effective drug treatment requires
cross–governmentworking. Arguably,
it’s evenmore important for young
people’s treatment, asmanymore
agencies need to be involved.

Historically,wehadquite a few18and19 year olds in
our service.Wehavebeenable to add value to the
contract by developing a transitionalwork role to
identifywhat clients needas they approach18,whether
it’s specialist treatment in anadult service ormore
general social care, andhelp themaccess it.”

ShirleySinclair
Youngpeople’s servicemanager
HarbourDrugandAlcohol Services

“

Treatment for youngpeople is about
reducing theharmassociatedwith
substance abuse in general, including
problemdruguse, andensuring it does
not escalate to addiction in adulthood.

It’s absolutely vital to recognise that youngdrugusers
needdifferent treatment fromadults. Theevidence
shows thatmost adults needat least 12weeks in
treatment, but that is not the case for all youngpeople –
manyneed shorter treatment periods. Providing
treatment to youngpeople and thenbeing vigilant in
ensuringengagement doesnot go on longer than is
required tomeet need is better for them–aswell as
freeingup treatment for otherswhoneed it.”

DaveSchwartz
Youngperson’s lead, drugs andalcohol
PlymouthChildren’s Trust

“
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Knowing your treatment population is vital. In Plymouth, we developed
our ownmodel to identify need, then reviewed our contract with Harbour.
We wanted a service with a very clear focus on young people, which could
work within an integrated young people’s system that provides support
before, during and after treatment – as well as providing value for
money.

Our ambition?
Evengreater integration– to ensure support and
management of risk of youngpeople is shared.”

DaveSchwartz
Youngperson’s lead, drugs andalcohol
PlymouthChildren’s Trust

“

Recognising that some young people do not need to be with us too long has
been challenging but the staff have responded fantastically and this has been
helped by increasingly closer working relationships with other children’s
services. We try hard to work with referrers from the point of the referral so
that any supportive relationship is maintained.

Having confidence in our relationship with commissioners from Plymouth
Children’s Trust really helps. I know that I can pick up the phone and talk
through any concerns and get clarification quickly.

Our ambition?
Toprevent youngdrugusers from
becomingadult drugusers.”

ShirleySinclair
Youngpeople’s servicemanager
HarbourDrugandAlcohol Services

“
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Quality treatment
insideandoutside
Drugusedrivescrime–awealthofevidenceproves it.Drug
users inprisonshouldbeeasier to treat than thoseoutside–
commonsensesuggests it. Yet treatment inprisonshas
beengenerallypatchy, andanopportunity tobreak the link
betweendruguseandcrime isoftenmissed.

The good news is that this

scenario is changing and the NTA

is driving the change.

Treatment in prisons: IDTS
2007/08wasasignificantyear
for thedevelopmentof
treatment inprisons,with the
implementationof the
IntegratedDrugTreatment
System(IDTS)continuingapace.

The IDTS programme, a partnership

between the Ministry of Justice and

Department of Health, supported

by the NTA, aims to develop drug

treatment in prisons and ensure it

matches Models of Care guidelines.

By March 2008 IDTS was well

advanced, and fully operational in

11 of the 12 first wave prisons. Our

ambition is for IDTS to be

implemented in all prisons by 2011.

Funding prison treatment
In July 2007 consultants

PricewaterhouseCoopers were

commissioned by the Department

of Health and the Ministry of

Justice to undertake a

comprehensive review of the

funding of prison treatment.

Their report was submitted in

December. As a result, the Prison

Drug Treatment Strategy Review

Group, chaired by NTA Board

member and chair of the Mental

Health Act Commission, Professor

Lord Kamlesh Patel, was set

up to take forward the

recommendations of the review.

These include:

Agreeing key outcomes for

offenders, both in prison

and on release

Establishing national minimum

standards for drug treatment

in prisons

Improving information sharing

to support better performance

and case management

Developing the commissioning

model at national, regional and

local level.

Crucially, Department of Health

funding for IDTS was confirmed

for the next three years: £13

million for 2007/08, rising to

£24 million in 2008/09, £39

million in 2009/10 and £43

million for 2010/11.

Regional delivery
Delivering IDTS across the country is

managed by the NTA’s regional

teams, and this year saw a

dedicated IDTS development

manager in post in each regional

office. The regional teams also

managed the roll–out of an IDTS

needs assessment framework and

treatment planning process

specifically for use in prisons from

2008/09. Once this is up and

running, treatment planning in

prisons will mirror treatment

planning in community–

based services.

Drug Interventions
Programme
TheDrug Interventions
Programme(DIP) isakeypart
of theGovernment’sstrategy
forreducingcrime.And it’s
working.HomeOffice figures
showthatdrug–relatedcrime
has fallenbyarounda fifth
since thepolicestarted testing
thosearrested forarangeof
crimesoften linked todruguse.

DIP aims to get adult drug users

out of crime and into treatment

and other support quickly. DIP is

now well–established and is part

of the day to day business of the

NTA’s regional teams. Home

Office research* indicates that

offending levels following DIP

contact are lower than prior

to DIP contact.

Tough Choices
DIP was introduced in 2003 and

has consistently achieved its key

aim of reducing offending. New

elements have been added each

year. Last year, a new programme

was phased in to bring forward

the point at which a drug test for

Class A substances is carried out.

Under the Tough Choices

programme, individuals are now

tested on arrest, rather than after

they have been charged. This

means that up to three times as

many people are tested at some

point of their detention, giving a

better opportunity for prompt

referral to treatment.

Earlier intervention
The research also shows that

Tough Choices results in a greater

proportion of individuals with few

or no proven previous offences

being tested. In other words, more

drug–using offenders are being

identified before they become

serious offenders, presenting a

better opportunity to get them

into treatment and help break the

link between drug use and crime.

*The Drug Interventions Programme (DIP):
Addressing Drug Use and Offending
Through Tough Choices

ThenewDrugStrategygives a clear
commitment to IDTSand tominimum
clinical standards for drug treatment in
prisons. This chimeswith theNTA’s on–
goingworkaround treatment for
offenders andour ambition for a
seamless treatment service,whether in
the community or in prison.

The highlight of 2007/08 for the DIP
came in January 2008, whenwe
achieved our target to get 1,000
offenders per week into treatment by
31March 2008 twomonths early. In
March 2004 just 438 offenders were
entering treatment each week.

Addiction isaverycoldworld. Itdesensitisesyou. Isaw
howitmadeotherpeoplebehaveandrealisedthat Ihad
tostop,but I’dbeenusinglotsofdifferentdrugsoverthe
yearsandit tookmealongtimetogetclean. Iwantedmy
lifeback,a job, tobebackintouchwithmyfamily.

Withwinter coming, beinghomelesswas sobad that I
didn’tmindgoing to prison–at least Iwouldbewarm.
Asmyreleasedate got nearer, I becamegenuinely
worried and suffered sleeplessnights –wherewould I
gowhen I cameout?But there’s lots of support in
prison if you showyou’rewilling.

I amnow living in supported accommodation at
BrydonCourt, and thehelp I have receivedhere since
myreleasehasbeengreat. It’s not a real place ofmy
ownyet, but I can shut thedoorbehindmeandknow
thatmyprivacywill be respected. I amplanning to
learn sign languageand train as amentor for deaf
peoplewith drugproblems. Iwould like to usemy
badexperiences to do somegood.”

Phil
exuser

“
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Sharing information is vital for effective team working, both within the
CDOT team and between the team and our partners. The CDOT team is
small but we have a wealth of experience and make sure we share it.
With offenders, we often find that one of the team has previous
knowledge of that individual and can provide valuable insight to the
keyworker, ensuring that all the right support is in place on release.
We also work closely with the other agencies involved, such as Greater
Manchester Police, local prisons and CARAT workers.”

CarolinePage
Servicemanager
CommunityDrugsOutreachTeam (CDOT)
RochdaleMBC

“

It really helps that I can come and go within Forest Bank and Buckley Hall
prisons as if I were amember of staff. If I am needed, I can be there quickly,
without waiting for a prison escort. Our partnership working approachmeans we
knowwell in advance when clients will leave prison and we can plan accordingly
– but, if we do get a last minute panic, I know I will be able to deal with it.

When someone leaves prison, their needs can range from help getting their
drug treatment to help with housing and benefits. Knowing your client is so
important – having secure housing is crucial, but not all clients are ready for
the responsibility. Some will need time in supervised accommodation. It’s
understanding the level of support required and helping the client to get it that
makes the difference.”

ChrisHenniker
Drugsoutreachworker
CommunityDrugsOutreachTeam (CDOT)
RochdaleMBC

“
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