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1.
Introduction
Safe.  Sensible.  Social .  The Government published the next steps in the National Alcohol Strategy in June 2007.  Alcohol related harm costs an estimated £1.7 billion in healthcare every year in England and Wales.  If crime and disorder and loss of productivity costs are added in then the total annual cost is closer to £20 billion.  These costs can be materially reduced by preventing alcohol misuse and providing treatment for those that need it.

Locally, the East Sussex Drug and Alcohol Action Team (DAAT) is the multi-agency partnership that addresses drug and alcohol issues.  The DAAT includes Hastings and Rother Primary Care Trust, East Sussex Downs and Weald Primary Care Trust, East Sussex County Council, District and Borough Councils, Sussex Police, Sussex Probation, HMP Lewes and providers and users of services.  The DAAT involves a wide range of stakeholders through a number of special interest groups.  Alcohol issues are the focus of the DAAT’s Alcohol Strategy Group.  

Through this commissioning strategy the DAAT sets out the direction for developing health and social care services for working age adults suffering alcohol misuse from April 2008 to March 2011.  This strategy replaces the ‘adult identification and treatment’ section of the East Sussex Alcohol Harm Reduction Strategy (2006).  Since publishing that strategy the DAAT has maintained a dialogue with service users, providers and other stakeholders to ensure that local priorities inform the development of local services.  During 2007, stakeholders including service users were consulted about this commissioning strategy through presentations and focus groups.  A consultation draft was produced to form the basis for the consultation, which ended in December 2007.  The DAAT has published the findings of the consultation with the final commissioning strategy on its website (www.safeineastsussex.org.uk).  The commissioning strategy is supported by local stakeholders.

The strategy considers national and local policy drivers, local needs, an analysis of current services and resources, changes to service models and monitoring arrangements.
The Audit Commission (2003) defines commissioning as “the process of specifying, securing and monitoring services to meet people’s needs at a strategic level.”  Meeting needs at a strategic level implies a good understanding of current and forecast needs.  ‘Joint commissioning’ can be described as the process in which two or more organisations jointly take responsibility for commissioning.  As a partnership that includes health, social care and criminal justice agencies the DAAT operates in a joint commissioning context.

The context for the development of health and social care services is set out in the white paper Our health, our care, our say (2006), further developed by the Commissioning Framework for Health and Well Being (DH, 2007).  The development of adult health and social care will provide more control, choice and a stronger voice for individuals.  Services will be provided more flexibly and closer to home.  There is a shift in focus for the NHS towards improving health and well being, rather than responding to illness.  
The changes are intended to put incentives in the right place to drive quality improvement, making services more responsive to the people who use them and their carers.  

Commissioners are required to develop strategies that will improve choice by encouraging the people who provide services to be innovative about how those services are delivered.  Current providers are encouraged to develop new services and new ways of working.  Other organisations might be invited to deliver services to local people.  A clear set of quality standards apply universally for all provider organisations, whether NHS or independent sector.  Local people should expect good quality accessible services that are relevant to their needs wherever they live.

The DAAT has consulted widely with the people affected by the strategy.  The alcohol harm reduction strategy (2006) described the need to commission services that respond appropriately to the needs of local people.  This commissioning strategy sets out how that will be done.  

Alcohol misuse 
This commissioning strategy considers the health and social care needs of working age adults suffering alcohol misuse.  The strategy focuses on people who are drinking in a way that is likely to cause harm, or already does.  We want to develop ways of working that quickly identify when drinking might be a problem, and respond appropriately.  We particularly want to focus responses on the minority of adults who cause or experience the most harm to themselves, their communities and their families.   

Next Steps

The strategy describes a step-change in the way services are delivered, with a particular focus on developing services in primary care.  To implement the strategy the DAAT will need to identify additional resources that can be allocated to alcohol treatment.  An implementation plan will be published during 2008.  Implementation will be monitored by the East Sussex Alcohol Strategy Group.  Members of the alcohol strategy group include Hastings and Rother Primary Care Trust, East Sussex Downs and Weald Primary Care Trust, East Sussex County Council, District and Borough Councils, Sussex Police, Sussex Probation, HMP Lewes and providers and users of services.
2.
National and Local Requirements and Research

National Strategy
‘Safe. Sensible. Social’, describes the ‘next steps’ in the Government’s national alcohol strategy as a series of actions to address alcohol misuse to achieve the long-term goal - “To minimise the health harms, violence and antisocial behaviour associated with alcohol, while ensuring that people are able to enjoy alcohol, safely and responsibly.”

Adult health and social care actions include a review of NHS alcohol spending, more help for people who want to drink less, guidance and information and a requirement for local alcohol strategies.

Reducing alcohol harms has been included in Public Service Agreement 25 from April 2008.  A key objective for PSA No. 25 will be to reduce the harms caused to health and well-being by frequent consumption of harmful levels of alcohol.  This will be measured by a reduction in the rate of alcohol-related hospital admissions.  This measure is included in ‘Vital Signs’, and within the Local Areas Agreement (LAA) National Indicator set as NI 39 [Alcohol-harm related hospital admission rates PSA 25].  

Alcohol-related illness or injury accounts for 180,000 hospital admissions per year in England and Wales. In 2005, 4,160 people in England and Wales died from alcoholic liver disease.  For men who are regularly drinking more than 8 units a day and women regularly drinking more than 6 units a day (or 50/35 units per week respectively) there are increased risks of ill health compared to people drinking within the safer recommended limits.  

Increased risks of ill health to harmful drinkers

	Condition
	Men (increased risk)
	Women (increased risk)

	Hypertentsion
	Four times
	Double

	Stroke
	Double
	Four times

	Coronary Heart Disease
	1.7 times
	1.3 times

	Pancreatitis
	Triple
	Double

	Liver disease
	13 times
	13 times


Anderson, P. (2007) The scale of alcohol related harm. Unpublished, Department of Health.

Table (i) Increased risks of ill health

In January 1998, the UK Medical Research Council (MRC) funded the United Kingdom Alcohol Treatment Trial (UKATT), a multicentre, randomized controlled trial of treatment for alcohol problems.  UKATT was designed to compare the cost effectiveness of ‘social behaviour and network therapy’, a new treatment for alcohol problems, with that of the proved ‘motivational enhancement therapy’.  UKATT firmly established the cost benefit of treatment.  Participants reported highly significant reductions in drinking and associated problems and costs.  Both therapies saved about five times as much in expenditure on health, social, and criminal justice services as they cost. The study established that for every £1 spent in specialist treatment, the NHS saves £1.65 and the public purse overall £5.  
The National Institute for Health and Clinical Excellence (NICE) values an additional quality adjusted life year (QALY) between £20,000 and

£30,000.  UKATT found that of the two interventions trialled, motivational enhancement therapy would be likely to be more cost effective if a QALY were valued more highly.  If the value of a QALY were £30.000, motivational enhancement therapy would have 58% chance of being more cost effective than social behaviour and network therapy.  Both interventions were cost effective.
The Department of Health has published Models of Care for Alcohol Misuse (MoCAM, NTA 2006) as ‘Best Practice Guidance’ for health service organisations, local authorities and regional government offices.  MoCAM is explicitly linked to the Department of Health’s (2004b) Standards for Better Health across a number of domains.

MoCAM is linked to other National Treatment Agency for Substance Misuse (NTA 2006a, 2006c) guidance about alcohol treatment effectiveness.  It draws on the Alcohol Needs Assessment Research Project (ANARP) published by the Department of Health (2005b) and on the Department’s (2005a) Alcohol Misuse Interventions: Guidance on Developing a Local Programme of Improvement.  

Publication of MoCAM is explicitly identified as a significant milestone towards achieving the second aim of the Alcohol Harm Reduction Strategy for England, ‘to better identify and treat alcohol misuse’.  MoCAM is a direct commitment in the ‘Choosing Health‘ white paper.  

The expectation is that MoCAM will be used by PCTs working in partnership with local commissioning groups and local service providers to develop and build integrated systems that meet the needs of local people whose alcohol misuse is harmful and requires intervention or treatment.

Including the reduction to the rate of alcohol related hospital admissions as a national indicator (NI 39), signals to local authorities that this indicator will be used to monitor progress.  Some local authorities are choosing to include specific actions to address alcohol misuse within Local Area Agreements (LAA).

Standards for Better Health

The Department of Health’s (2004) Standards for Better Health describes the level of quality that health care organisations (including NHS Foundation Trusts and private and voluntary providers of NHS care) are expected to meet.  The standards cover seven domains – safety; clinical and cost effectiveness; governance; patient focus; accessible and responsive care; care environment and amenities; and public health. 

There are two sets of standards: 

· Core standards: which bring together and rationalise existing requirements for the health service, setting out the minimum level of service patients and service users have a right to expect; and

· developmental standards – which signal the direction of travel and provide a framework for NHS bodies to plan the delivery of services which continue to improve in line with increasing patient expectations.

Standards for Better Health forms a key part of the performance assessment

by the Healthcare Commission (HC) of all health care organisations.  MoCAM explicitly refers to the NTA/HC partnership work on drug treatment.  The Department of Health is looking at how the work can be used as a model for alcohol interventions.
MoCAM supports local healthcare organisations to meet core and developmental standards within the domains of clinical and cost-effectiveness (C5, D2), accessible and responsive care (C17, C18, D11) and public health (C22, C23, D13).

MoCAM also refers to standards relevant to workforce issues – the NHS Knowledge and Skills Framework (KSF), Drug and Alcohol National Occupational Standards (DANOS) and social care standards for people working in registered care homes.  
MoCAM sets out the key quality requirements for commissioners and providers of alcohol treatment:

Quality Criteria for Commissioning Alcohol treatment

· Commissioning alcohol treatment systems

· Monitoring the performance of alcohol treatment systems

· Commissioning and providing an alcohol treatment system to meet a diverse range of local population needs

Quality criteria for providing an evidence-based alcohol treatment system

· Screening the target population and taking action with individuals who are hazardous and harmful drinkers

· Assessing the needs of individuals with identified alcohol problems and others who may be affected

· Care planning to meet the assessed needs of those with alcohol problems

· Providing a range of structured treatment interventions to meet the needs of alcohol misusers

· Helping individuals maintain the gains they have made from alcohol treatment

· Managing alcohol treatment services

MoCAM fully describes the standards required for each criterion.

Treatment tiers – a stepped approach

MoCAM adopts a ‘tiered’ conceptual models similar to that described by Models of Care for the Treatment of Drug Misuse, and other in healthcare settings.  Interventions are organised within four tiers, and generally delivered within different settings (see appendix one).  The model is summarised below.  A more detailed summary of treatment interventions and settings is included at appendix two.

	Tier 1 interventions
	Alcohol-related information and advice; screening; simple brief interventions and referral

	Tier 2 interventions
	Open access, non-care-planned alcohol-specific interventions

	Tier 3 interventions
	Community-based, structured, care-planned alcohol treatment

	Tier 4 interventions
	Alcohol specialist inpatient treatment and residential rehabilitation


Table (ii) Treatment Tiers
The model refers to the interventions rather than the service providing them.  An inpatient service may reasonably provide advice and information about safer drinking, which may be described as a tier 2 intervention.

MoCAM reinforces the treatment demand model outlined in the East Sussex strategy.  People whose drinking behaviour is hazardous or harmful are likely to benefit from advice, information and brief interventions.  People who are dependent are likely to benefit from structured treatment.  People who are severely dependent (and/or dependent with complex needs) are most likely to benefit from inpatient and residential services.  Although these generalisations are useful to map demand for services, individual needs will vary and all interventions must be based on a proper assessment of need.

	
	Tier of intervention

	Problem drinking behaviour
	Tier 1
	Tier 2
	Tier 3
	Tier 4
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Table (iii) Stepped care
MoCAM advocates a ‘stepped care’ approach, where new entrants to structured treatment interventions should be assessed and receive ‘the least intrusive or least prolonged intervention considered suitable for the level of need and complexity identified’.  If the intervention doesn’t produce the intended outcome then the clinical review should consider the need for a more intense treatment.

MoCAM highlights the importance of properly planned and effective integrated care pathways, which enable the proper coordination of care throughout the service user’s ‘alcohol treatment journey.  The guidance notes that problem alcohol use may require multiple treatment episodes, particularly for those with more complex needs.

Specialist alcohol services need to be able to respond flexibly to individuals’ changing needs, and to work collaboratively with other services providing more general health and social care interventions.

Early intervention 
Early interventions prevent longer-term health and social care costs.  Identifying a pattern of ‘binge drinking’ (consuming double the daily recommended alcohol consumption limit) and delivering a brief intervention can prevent longer-term alcohol misuse.

In the Review of the Effectiveness of Treatment for Alcohol Problems, Raistrick, Heather and Godfrey (2006) describe distinctions between ‘simple brief interventions’ – structured advice taking no more than a few minutes – and ‘ extended brief interventions’ – structured therapies taking 20-30 minutes and often involving one or more repeat sessions.

There is a strong evidence base supporting the efficacy of a range of ‘brief intervention’ approaches for people with less severe alcohol problems, delivered in a range of settings.  There is mixed evidence on whether ‘extended’ interventions add anything to the effects of ‘simple brief intervention’ - structured advice.
Structured Treatment

‘Structured Treatment’ should include a range of approaches and be delivered in a range of settings.  Treatment options need to include interventions that focus on achieving and maintaining abstinence, particularly for those people who have impaired liver function and people who cannot maintain a safer, controlled pattern of alcohol use.  Less structured interventions need to be widely accessible.  The effectiveness of different popular treatment approaches has been found to be broadly similar (Project Match (1997), UKATT (2005)).  Substantial and enduring treatment gains are often acquired quickly with relatively modest treatment contact – even within the first session.
Raistrick, Heather and Godfrey (2006) report the evidence base for a range of structured treatment interventions.  That analysis is summarised here very briefly, much more detail is provided in the source document.
	Less intensive treatment

	Approach
	Summary of approach & evidence

	1. Basic treatment scheme
	Three-hour assessment and advice, and a follow-up review.  Effective for moderately dependent male service users with intact marriages.

	2. Condensed cognitive behavioural therapy
	Three sessions of advice using a CBT approach and leaflet-guided self-help is effective, particularly among female service users with mild to moderate dependence.

	3. Brief conjoint marital therapy
	A single session of advice counselling is effective for moderately dependent users with intact marriages.

	4. Motivational interviewing
	The principles and style of MI should inform and can enhance more extensive psychosocial treatment.  Can be an effective preparation for more intensive treatments, or a cost-effective alternative to other forms of psychosocial treatment.

	5. Motivational enhancement therapy
	Three sessions of MET is effective for moderately dependent users, provided the service user accepts less intensive treatment and there is follow-up.  MET is also a reasonable first step in a stepped care approach for more severe dependence. 


	Alcohol focused specialist treatment

	Approach
	Summary of approach & evidence

	6. Community reinforcement approach
	CRA includes a broad range of treatment approaches to engineer the service users environment to reward sobriety and ensure intoxication is unrewarded.  Effective, particularly for severe alcohol dependence and with socially unstable or isolated service users.

	7. Social behaviour and network therapy
	SBNT was developed for the UKATT.  The approach encourages social support for achieving and maintaining change over 8 weekly input sessions.  UKATT compared SBNT with MET and found both approaches to be similarly effective – and MET more cost effective.  People with a high level of anger at treatment entry fared better with MET.

	8. Behavioural self-control training
	Focused on setting limits, developing skills to reduce alcohol use and self-rewards for successful behaviours, BSCT is described as the most effective treatment modality available for service users considered suitable for a ‘moderation’ goal.

	9. Behaviour contracting
	BC involves negotiating agreement between the service user and significant others about mutual expectations and obligations.  A component of treatment rather than a standalone approach. 

	10. Coping and social skills training
	An assessment of specific social skills deficits (including interpersonal relationships, mood regulation, coping skills) is followed by skills training with goal setting and self-monitoring.  Effective for moderately dependent service users, especially for people lacking social skills.

	11. Cognitive behavioural marital therapy
	CBMT is an approach which includes the service user and partner and involves behavioural contracting, communication skills training and so on.  A single session of CBMT can be effective for people with relatively intact relationships and moderate alcohol problems..

	12. Aversion therapy
	‘Nausea’ therapy achieved by chemical or other means, aversion therapy is not recommended and has been largely abandoned in favour of more pleasant, less dangerous and less ethically problematic approaches.

	13. Cue exposure
	This is described as a promising treatment approach that has insufficient evidence to justify as a standalone treatment and requires further research.

	14. Relapse prevention
	RP is a set of techniques and principles that should be incorporated into all specialist treatments.  There is good evidence of effectiveness of the specific programme described by Marlatt and Gordon.  That programme is CBT based and includes social skills training, coping skills training and behavioural rehearsal.

	15. Aftercare
	Planned and structured aftercare is effective in improving outcome among service users with more severe alcohol problems.  There is no evidence about what approach is the most effective, but aftercare generally includes follow-up at 3, 6 and 12 months.  Aftercare may not be effective for service users with less severe problems, for whom the prognosis is already good without any aftercare.

	16. Extended case monitoring
	ECM is a form of aftercare with continued low intensity contact (e.g. a telephone call on a tapering schedule over two years).  There is very limited research – just one study – but the findings are promising.


Local Requirements

In April 2006, East Sussex DAAT published its Alcohol Harm Reduction Strategy.  The strategy describes the need to expand treatment across the treatment tiers, included as a range of objectives in the ‘adult identification and treatment’ section of the strategy.  The objectives focused on commissioning appropriate services.  This strategy sets out how that will be achieved.   Other local strategies and policy drivers include:

· East Sussex Local Area Agreement (LAA);

· East Sussex County Council Adult Social Care Equality and Diversity Improvement Plan 2007-2010;

· East Sussex Safer Communities Plan 2008;

· Dual Diagnosis strategy 2005;

· Supporting People strategy 2005-2010

3.
Needs Assessment

Alcohol misuse impacts upon a broad range of issues.  The national alcohol harm reduction strategy reported how across England, alcohol misuse is linked with: 

· 40% of violent crimes;
· 39% of deaths in fires;
· 15% of drownings;
· 1 in 7 road traffic deaths;
· 30,000 hospital admissions annually because of Alcohol Dependence;

· 150,000 hospital admissions annually because of alcohol misuse;

· 20,000 premature deaths  - about a fifth because of acute problems;
· 1.2 million alcohol-related incidents every year;
· between 0.78 and 1.3 million children affected by family drinking;
· 65% of suicides.
Drawing on hospital episode statistics and other nationally available datasets, this section sets out the demand for alcohol treatment in localities across East Sussex.
Hospital admission numbers and rates (age standardised) for alcohol related harm in Eastbourne and Hastings are materially above the national average.  All five local authorities in East Sussex show an increasing trend.  The information is shown below, with available data and projected trend at England, Strategic Health Authority and local authority level for 2002/03 to 2006/07.
Available data and projected trend (linear) by Local Authority
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A conceptual framework – treatment for alcohol misuse

MoCAM identifies four main categories of alcohol misusers who may benefit from an intervention or treatment (in increasing order of severity of problem):

· Hazardous drinkers

· Harmful drinkers
· Moderately dependent drinkers

· Severely dependent drinkers 


Around 21% of the population are estimated to be drinking within one of these categories.  

67.1% of people are ‘low risk’ drinkers – their behaviour is within the recommended safer drinking limits – and 12% of people don’t drink alcohol.
These classifications (and the definitions that support them) are included in the East Sussex alcohol harm reduction strategy (2006).  MoCAM notes that categorisation of drinking behaviour is not straightforward, and that a ‘severely dependent’ categorisation is pragmatic, and should include ‘dependent with complex needs’.

MoCAM, and the East Sussex alcohol harm reduction strategy (2006) also presents the information based on an ’average’ General Practice caseload of 1800, of whom a little over 75% will be adults.

That information is summarised in the following table, giving an idea of what the national data means for a GP in an area where the impact of alcohol reflects the national average.
Estimated numbers of Adults within each classification in an ‘average’ general practice caseload
	Classification
	Cases
	Suggested interventions

	Severely dependent (0.1%)
	1
	Detoxification

inpatient

ambulatory (outpatient) 

GP-managed home detox

Psychosocial support (residential / community)

	Moderately dependent (1.4%)
	20
	Detoxification

ambulatory (outpatient) 

GP-managed home detox

Psychosocial support (residential / community)

	Harmful drinkers (4.1%)
	60
	Brief Interventions

Harm minimisation advice

Psychosocial support in the community

	Hazardous drinkers (16.3%)
	220
	Brief interventions

Harm minimisation advice

	Low risk drinkers (67.1%)
	920
	

	Non drinkers (12%)
	160
	


Table (iv) Estimated numbers of Adults within each drinking behaviour classification in an 'average' General Practice. The model assumes an average patient list of 1,800, around 75% (1,350) adults.
The impact of alcohol in a General Practice may be greater (or less) than the national average.  Information about local demand has helped to shape the design of a service response across the partnership.
Assessing local demand for services 

The Alcohol Needs Assessment Research Project (ANARP) provides a web-based tool (www.nwph.net/alcohol) to estimate the number of local people who may be classified as each type of alcohol misuser.  This information should then be used to estimate the demand for different interventions and treatment services.  Interventions and services should then be commissioned on the basis of the guidance about interventions for particular types of problem drinking behaviour and best value principles.

Local Alcohol Profiles for England

The Public Health Observatories produce community health profiles for local authorities across England (see www.communityhealthprofiles.info) providing health information about local populations.  The impact of alcohol will vary in different areas.  There is a clear link between the impact of alcohol harms and more general indicators of deprivation.  The impact of alcohol misuse is particularly harmful for people whose general health is already poor.

There is also evidence that more affluent populations tend to drink more, suggesting inequality with a greater impact of alcohol upon neighbourhoods with material deprivation.  
The North West Public Health Observatory has produced ‘Local Alcohol Profiles’ for England, and ranked each of the 388 Local Authorities against each indicator.  The indicators draw on available data that is linked to alcohol related harm – Hooper et al (2006) describe the methodology in detail.  Comparative data and alcohol profiles for East Sussex localities are included at appendix three.  The information demonstrates that in East Sussex, alcohol related harm is most significant in Hastings and Eastbourne.  

The 2007 Local Alcohol Profiles include prevalence estimates for hazardous and harmful drinking.  The profiles estimate that there are about 92,000 hazardous drinkers and 18,000 harmful drinkers in East Sussex.
	
	Hazardous drinking – population
	
	Hazardous drinking - prevalence

	Primary Care Trust
	Population
	Lower
	Upper
	
	Hazardous
	Lower
	Upper

	
	estimate
	Confidence
	Confidence
	
	Drinking
	Confidence
	Confidence

	
	 
	Limit
	Limit
	
	Prevalence
	Limit
	Limit

	Hastings and Rother
	31,388
	28,941
	33,835
	
	22.20%
	20.50%
	24.00%

	East Sussex Downs and Weald
	60,306
	55,649
	64,963
	
	22.70%
	21.00%
	24.50%

	Total
	91,694
	84,590
	98,798
	
	
	
	


	
	Harmful drinking - population
	
	Harmful drinking - prevalence

	Primary Care Trust
	Population
	Lower
	Upper
	
	Harmful 
	Lower
	Upper

	
	estimate
	Confidence
	Confidence
	
	Drinking
	Confidence
	Confidence

	
	 
	Limit
	Limit
	
	Prevalence
	Limit
	Limit

	Hastings and Rother
	6,642
	6,004
	7,280
	
	4.70%
	4.30%
	5.20%

	East Sussex Downs and Weald
	11,062
	9,996
	12,128
	
	4.20%
	3.80%
	4.60%

	Total
	17,704
	16,000
	19,408
	
	
	
	


Table (v) Hazardous and harmful drinking prevalence estimates
Compared to other areas, there are some issues that are particularly striking about East Sussex.  The table below highlights areas that are scored in the upper quartile (the 25% of local authorities recording the greatest impact) nationally, with a regional (South East) ranking.  A rank of ‘1’ (out of 67 authorities) means the local authority records the greatest impact in the South East.  In East Sussex, alcohol has the most impact in Hastings.  Hastings is ranked in the ‘worst’ 3 local authorities in the South East for 10 of the 14 indicators.  It is ranked 1 for alcohol related months of life lost for females.
Eastbourne is ranked in the ‘worst’ 3 local authorities in the South East for alcohol specific hospital admissions for people aged under 18 (both male and female).  Alcohol specific admissions for adult males and months of life lost are also comparatively very high.
Rother records particularly high rates of mortality from chronic liver disease and alcohol specific hospital admissions for females aged less than 18.  For other indicators, the impact of alcohol is neither better nor worse than many other areas in the South East and is around the national average for most indicators.

The impact of alcohol in Lewes and Wealden is comparatively much lower than in other areas of East Sussex – around half the national average for most indicators.

	Local Authority
	Upper Quartile Indicators
	SE rank

	Eastbourne
	Alcohol related months of life lost – males
	4

	
	Mortality from chronic liver disease – females
	9

	
	Alcohol related hospital admission - males 
	4

	
	Alcohol specific hospital admission - males 
	10

	
	Alcohol specific hospital admission - females 
	13

	
	Alcohol related recorded crimes
	10

	
	Alcohol related violent offences
	8

	
	Alcohol related sexual offences
	15

	
	Alcohol specific hospital admission - Under 18 males 
	2

	
	Alcohol specific hospital admission - Under 18 females
	2

	Hastings and St Leonards
	Alcohol related months of life lost - males
	2

	
	Alcohol related months of life lost - females
	1

	
	Alcohol related hospital admission - males 
	4

	
	Alcohol related hospital admission - females
	2

	
	Alcohol specific hospital admission - males 
	2

	
	Alcohol specific hospital admission - females 
	2

	
	Alcohol related recorded crimes
	2

	
	Alcohol related violent offences
	3

	
	Alcohol related sexual offences
	3

	
	Alcohol specific hospital admission - Under 18 males 
	3

	
	Alcohol specific hospital admission - Under 18 females
	3

	Lewes
	- NO UPPER QUARTILE INDICATORS -
	-

	Rother
	Mortality from Chronic Liver Disease (male)
	4

	
	Alcohol specific hospital admission - Under 18 males 
	10

	
	Alcohol specific hospital admission - Under 18 females
	4

	Wealden
	- NO UPPER QUARTILE INDICATORS -
	-


Table (vi) Local Alcohol Profiles – local authority upper quartile indicators
This information has been used to estimate demand across an average caseload for a GP in each local authority by taking the ‘average’ GP caseload information, ranking each local authority using the Local Alcohol Profiles for England information and multiplying the ‘average’ estimate by a factor that reflects the local situation.  
	Wealden
	Lewes
	Rother
	Eastbourne
	Hastings

	Impact factor x 0.5
	Impact factor x 0.5
	Impact factor x 1.0
	Impact factor x 1.5
	Impact factor x 1.75


This is a pragmatic approach to estimate demand, and to give some sense of the differences between the localities.  Estimated demand within a practice should be adjusted according to the number of GPs and if a GP is serving a population materially different to the RCGP’s (2004) ‘average list size’ estimate of 1,800 people (1,350 adults).
	Classification
	Estimated cases for each General Practitioner by local authority

	
	Eastbourne
	Wealden 
	Lewes
	Hastings
	Rother

	Severely dependent
	1
	1
	1
	2
	1

	Moderately dependent
	30
	10
	10
	35
	20

	Harmful drinkers
	90
	30
	30
	105
	60

	Hazardous drinkers
	330
	110
	110
	385
	220


Table (vii) Estimated prevalence by GP by local authority
There are around 271 GPs in East Sussex – 176 within the East Sussex Downs and Weald PCT area (around half in Eastbourne) and 95 in the Hastings and Rother PCT area (around half in Hastings and St Leonards).  Adopting this estimating method and multiplying by the number of GPs that serve the population produces the following prevalence estimates.

	
	Eastbourne
	Wealden 
	Lewes
	ESDW PCT

	Number of GPs
	91
	50
	35
	176

	Severely dependent
	91
	50
	35
	176

	Moderately dependent
	2,730
	500
	350
	3,580

	Harmful drinkers
	8,190
	1,500
	1,050
	10,740

	Hazardous drinkers
	30,030
	5,500
	5,500
	41,030


	
	Hastings
	Rother
	H&R PCT
	East Sussex

	Number of GPs
	49
	46
	95
	271

	Severely dependent
	98
	46
	144
	320

	Moderately dependent
	1,715
	920
	2,635
	6,215

	Harmful drinkers
	5,145
	2,760
	7,905
	18,645

	Hazardous drinkers
	18,865
	10,120
	28,985
	70,015


The approach gives prevalence estimates for ‘harmful’ drinkers within the range indicated in the LAPE estimate indicated in table (v) above, giving a measure of assurance about the method applied.  The estimate for ‘hazardous’ drinkers that the methodology produces is lower than the synthetic estimate included in the LAPE.  

It’s important to note that these ‘average’ estimates are based on local authority boundaries and do not account for differences within each local authority.  Although alcohol has a relatively low impact within Lewes, the impact within the District will be greater along the coastal strip within specific wards or super-output areas where deprivation is a factor.  As a general principle, the impact of alcohol is known to be greater in deprived areas.  

In ‘Safe. Sensible. Social.’ the Government notes that dependent drinkers may not be willing to accept treatment, and guides commissioners to ensure that local treatment systems are able to meet the demand for people needing access.  The strategy refers to “International models [which] suggest that levels of service provision are likely to be too low if less than 10% of dependent drinkers are able to access treatment.”  The Alcohol Needs Assessment Research Project (ANARP) notes that there is a need to establish a consensus about the optimal proportion of people in need of treatment who are accessing treatment – the prevalence service utilisation ration (PSUR).  ANARP estimated the ‘gap’ between need, demand and access for specialist services, described by PSUR, across England.  PSUR in the South East was estimated at 20 – 1 in 20 people, or 5% of the prevalence.  

Rather than the ‘minimum’ 10%, this commissioning strategy has adopted an estimate of 20% of the potential treatment population (people whose health would benefit from treatment that changes their drinking behaviour) as a best practice benchmark.  Treatment services are proposed for harmful, as well as dependent drinkers – although with less intensity for people whose needs are less complex.  The amount of treatment required is estimated at 12 sessions for dependent drinkers, and 6 sessions for harmful drinkers.  

To estimate the number of treatment places that are required for each PCT, these assumptions have been used to estimate the number of treatment sessions that would be required each year for the population.  This model then assumes treatment sessions are delivered weekly, to estimate the number of treatment places required.  

For Hastings and Rother PCT, this leads to an estimate of 310 treatment places required.  East Sussex Downs and Weald PCT requires 421 treatment places.

	
	20% of dependent drinkers [A]
	20% of harmful drinkers [B]
	Treatment sessions [C]

[A]x12+[B]x6 
	Treatment places

[C] / 52

	Hastings and Rother
	555
	1581
	16,146
	310

	East Sussex Downs and Weald
	751
	2148
	21,900
	420


Drinking and homelessness

The Department of Health (2005) has found that around half of homeless people are dependent upon alcohol.  Many more are drinking in a way that is hazardous or harmful.  
Anecdotally, street drinkers and other dependent alcohol misusers with complex needs who complete a detoxification in HMP Lewes have little access to any additional treatment either within the local prison or when they leave.
Drinking and Pregnancy

The Department of Health (2006) information campaign clearly states that pregnant women should avoid drinking alcohol.  Alcohol crosses the placenta and enters the baby's blood.  Heavy drinking during pregnancy can affect the development of the foetus. In the first three months, heavy drinking can damage the developing organs and nervous system. After this, it can have the additional effect of stopping the baby from growing and developing properly.

Foetal Alcohol Syndrome (FAS) is the name given to a set of specific problems that are found in children those whose mothers were drinking heavily during pregnancy. These include facial abnormalities, poor growth and severe mental and developmental problems. Partial and less severe forms of such problems typically found in the full FAS have also been described, which may be linked in some cases to less heavy alcohol consumption. This wider group is commonly referred to as Foetal Alcohol Spectrum Disorder (FASD). 
Although there is still scientific uncertainty about the precise impact of low alcohol consumption on unborn babies, the Department of Health take a precautionary approach and advise that pregnant women and women trying to conceive should avoid drinking alcohol.
Hastings has both a high rate of teenage pregnancy and a high rate of alcohol specific hospital admission for people (both male and female) aged less than 18.  

Co-morbid substance misuse and mental health problems

The East Sussex dual diagnosis strategy (2004) describes how mental health and substance misuse services address the needs of people with co-morbid substance misuse and mental health problems.  

Prevalence of ‘dual diagnosis’ is described as ‘high, with rates varying across mental health services between 20%-80%.  Alcohol is the most commonly misused substance for these service users.

Information about alcohol misuse and mental health is also provided in the 2005 annual report of the Court Assessment and Diversion Scheme.  The Scheme exists to assess the mental health needs of offenders, provide advice to criminal justice services and make referrals to services that can meet the offender’s needs.   The report notes that of 330 assessments, 13% had a primary alcohol problem.  Alcohol problems were a secondary diagnosis in 6% of cases.  Almost 30% of people charged with violent offences against the person had an alcohol or substance misuse problem as well as a mental health problem.  
The dual diagnosis strategy notes that access to training about substance misuse for mental health professionals is limited.

Crime and Disorder Priorities

The East Sussex Safer Communities Plan highlights the need to tackle the link between alcohol and domestic violence, and Public Place Violent Crime and binge drinking.  Local Multi-Agency Risk Assessment Conferences (MARACs) identify repeat domestic violence perpetrators to reduce risk for vulnerable adults.  There are no dedicated ‘treatment’ resources for situations where alcohol is identified as a contributory factor to violent offences .
Street drinking remains a top local priority for residents in Hastings.  Multi-agency approaches continue to feature as a long-term problem solving initiative.

4.
Mapping current services and resources
 We know that access to specialist services is extremely limited, particularly for planned inpatient services.  Access to ‘structured psychosocial interventions’ – counselling – is generally restricted to those people living in the most accessible areas who are able to access treatment at a time and in a location when the service is available, and prepared o wait for the time it takes to access treatment services.

Tier 1 interventions

Local provision for ‘Tier 1’ interventions focuses on training staff in ‘generic’ services (mainstream health, social care, housing and so on).  The training is delivered through two posts based within the Primary Care Trusts’ public health and well-being directorate.  Basic awareness training is mapped to the Drug and Alcohol National Occupational Standards (DANOS) and focuses on identification, screening and referral into treatment.
During 2006/07, training interventions were provided for 600 people.  The majority of these were 441 people attending 39 single-session (morning or afternoon) workplace based courses.  87 people attended the 2-day Drug and Alcohol Basic Awareness Course (DABAC).  A further 72 people attended other half-day courses.

The training is targeted towards particular professional groups.  Overall the largest professional groups attending were people from mental health services (16.5%), housing and homeless services (15%) and social services (14%).  People working in primary care (11.5%) and community health (10.5%) were also well-represented.  The trainees included 39 police staff (6.5%). 

Addressing training needs about drug misuse is the primary focus for this work.  Around half of the investment in the training is dedicated towards illegal drugs rather than alcohol misuse.

Tier 2/3 interventions delivered by specialist alcohol services
Local specialist alcohol services are provided by Action for Change, a voluntary sector organisation, working with Sussex Partnership NHS Trust.  Action for Change provides advice and information and counselling services.  Sussex Partnership NHS Trust provides nursing and medical interventions to support people who are completing detoxification in the community, and also provides access to inpatient detoxification.
Access to residential rehabilitation is provided through a social worker also based within the services.

Services are based in Hastings and Eastbourne, with clinics in Seaford, Crowborough, Lewes and Uckfield providing some access for people in rural communities.  Programmes of care planned counselling are expected to last either six weeks (Brief Interventions including motivational interviewing, relapse prevention and so on) or twelve weeks (care planned counselling).

	Location
	Counselling sessions available / week

	Crowborough
	3

	Eastbourne
	24

	Hastings
	35

	Lewes
	3

	Seaford
	3

	Uckfield
	2


This equates to 35 treatment places for counselling services in Hastings and Rother PCT, and 35 treatment places in East Sussex Downs and Weald PCT.  There are a further 12 treatment places in Hastings and Rother as part of the structured day programme, provided by Action for Change.
Access is severely limited, with waiting times a major barrier to services.  Average waiting times for ‘counselling’ services across East Sussex tend to be around 12 weeks, but have extended to five months at busy times in some locations.

Activity and performance data for the service is limited.  Information has been collected and then reported routinely by the DAAT since October 2006.  The following information provides what has been reported since then. 

Presentations to Adult Alcohol Treatment in East Sussex
The table below shows the new presentations to alcohol treatment that are recorded by way of a self-referral form to the service by local authority area.  Because data is not available for the final quarter of 2007/8 a 12 month period ending 31 Dec 2008 has been used.
Self referrals to alcohol treatment:
	2006/7 
	2007/8
	

	Jan-Mar
	Apr-Jun
	Jul-Sep
	Oct-Dec
	Total

	Eastbourne
	69
	64
	82
	71
	286

	Wealden
	13
	14
	13
	9
	49

	Lewes
	22
	23
	26
	20
	91

	Hastings
	75
	56
	69
	56
	256

	Rother
	21
	18
	19
	12
	70

	Missing
	15
	0
	0
	0
	15

	Other
	1
	2
	3
	4
	10

	216
	177
	212
	172
	777


People entering treatment include both ‘harmful’ and ‘dependent’ drinkers.  Over this twelve month period, there were 426 referrals in East Sussex Downs and Weald, and 326 referral in Hastings and Rother.

Using the estimates of harmful and dependent drinkers provided earlier, we can calculate the Prevalence Service Utilisation Ratio (PSUR) described by ANARP.  This tells us the proportion of people who could benefit from specialist treatment who accessing.  In East Sussex Downs and Weald, the prevalence (14,496) divided by the number of people accessing treatment (426) gives rise to a PSUR of 34, or 2.9%.  In Hastings and Rother, the prevalence (10,684) divided by the number of people accessing treatment (326) gives rise to a PSUR of 32.8, or 3%.  
Self-referrals are around 70% male, 30% female.  98% describe their ethnic group as white.
Of the 235 people answering the question about accommodation, around 50% were living in rented accommodation, 30% were owner-occupiers and 12% were either living in a hostel, in temporary accommodation or supported housing.   Around 2% of self-referrals are from people of no fixed abode. 

Treatment interventions that have been provided for individuals in treatment with the service are shown in the table below.

Treatment interventions by agency Q4 2006/7

	 
	Agency
	Total

 

	
	Eastbourne 
	Hastings
	

	 Missing data
	8
	25
	33

	Brief Intervention
	7
	36
	43

	Care Planned Counselling
	15
	22
	37

	Detox Preparation
	4
	1
	5

	Group work: Detox Prep
	0
	10
	10

	Group work: Living Skills
	0
	19
	19

	Group work: Motivational Enhancement
	0
	27
	27

	Group work: Relapse Prevention
	0
	14
	14

	Motivational Enhancement
	17
	19
	36

	Other
	0
	1
	1

	Probation Scheme Assess/CA
	10
	12
	22

	Probation/CPC
	0
	1
	1

	Relapse prevention: 12
	1
	5
	6

	Relapse prevention: 6
	15
	13
	28

	Significant Other Counselling
	1
	0
	1

	Total
	78
	205
	283


The table above shows that 78 (27.6%) treatment interventions were provided at the Eastbourne service and 205 (72.4%) at the Hastings service.

Treatment interventions by agency Q1 2007/8 

	
	Agency
	Total

	
	Eastbourne
	Hastings
	

	
	
	
	

	Missing data
	4
	12
	16

	Brief Intervention
	4
	13
	17

	Care Planned Counselling
	3
	10
	13

	Detox Preparation
	0
	6
	6

	GW: Detox Prep
	0
	8
	8

	GW: Living Skills
	0
	12
	12

	GW: Motivational Enhancement
	0
	19
	19

	GW: Relapse Prevention
	0
	11
	11

	Motivational Enhancement
	11
	21
	32

	Other
	0
	1
	1

	Probation Scheme Assess/CA
	8
	6
	14

	Probation/CPC
	5
	1
	6

	Relapse prevention: 12
	1
	2
	3

	Relapse prevention: 6
	12
	12
	24

	Total
	48
	134
	182


The table above shows that 48 (26.4%) treatment interventions were provided at the Eastbourne service and 134 (73.6%) at the Hastings service.

Discharges from Alcohol Treatment
‘Planned’ discharges include discharges where the client and counsellor agree to end the contact and when the client is referred to a more appropriate agency.  384 individuals were discharged from alcohol treatment during the last two quarters of 2006/7 and 101 (26.3%) individuals had left treatment in a planned way:

During the first three months of 2007/8, 36 individuals were discharged from alcohol treatment during the first quarter and 11 (30.6%) individuals had left treatment in a planned way:

It should be pointed out that where a ‘self referral’ form is received and no further contact occurs the case will eventually be closed and these closures are included in the total discharge figure. 

The discharges during the two quarters are shown in the table below.

Adult discharges from alcohol treatment 

	Discharge

Reason

	Oct 2006 -Mar 2007
	Apr-Jun 2007

	Counsellor and client agreed
	101
	11

	Client referred to a more appropriate agency
	15
	0

	Client chose to end
	113
	9

	No contact
	120
	11

	Client died
	9
	2

	In custody
	15
	2

	Moved away
	11
	1

	Total
	384
	36


It is important to note that there were a high number of closures recorded on the same day and represent clients that were in fact discharged from treatment at different times during the two quarters and therefore the data is not shown by month

Service user experience – tier 3 interventions
The services provided are generally rated highly by service users.  During 2006/7 all of the service users who completed a user survey card rated the service provided as ‘excellent’ or ‘good’.

However, it’s important to note that there is a high drop-out rate for people who initially present, and then don’t continue with treatment.  It’s highly likely that the length of wait for access is a major cause for drop-out, and that the people who drop out would rate their experience very poorly.  The waiting time before treatment starts is caused by the lack of capacity within the treatment system.
Inpatient detoxification and residential rehabilitation services

Inpatient substance misuse detoxification services in East Sussex are provided by Sussex Partnership NHS Trust, directly through:

116 bed days at Haven Ward, Mill View, Hove. (for Ouse Valley patients)

2 beds (730 bed days) on the Department of Psychiatry, Eastbourne DGH


1 bed (365 bed days) on Woodlands mental health unit

And through a contract with South London and Maudesley Foundation Trust to provide seven 28-day alcohol detoxes for people in Hastings and Rother.

With the exception of the seven detoxes provided by South London and Maudesley, the services are available for both drug and alcohol detoxification, although primarily used for alcohol.  However, this is generally for people who have both a dependent alcohol and dependent drug problem.
Other inpatient detoxes are completed in an unplanned way for people who have both elective and emergency admissions onto both surgical and psychiatric wards.

Residential Rehabilitation

During 2006/7 there were 35 placements for residential rehabilitation, funded from a combination of community care and pooled treatment budget.  The decision to provide access to residential rehabilitation is based on a careful assessment of need, with this limited resource being made available for the most vulnerable people.
Of this group 22 completed their placements successfully giving an overall percentage figure for the year of successful completion of placements of 65%

21 of the total group were opiate users, 8 were alcohol users and 6 were poly substance users including amphetamines & cannabis

Of the group who failed to complete, 3 spent less than 6 weeks, 1 spent 6 weeks only in a specialist unit detox. Only 7 spent from 8 to 16 weeks

23 were male and 12 were female, reflecting the general treatment population gender split.

7 people were discharged from prison directly to a residential rehab.

21 of this group required an inpatient detoxification before residential treatment, either via the NHS services described above (primarily alcohol clients) or with a rehabilitation provider that offered a detoxification service.

In all 16 different providers were used throughout the country, the emphasis being on identifying the most appropriate placement for the individual client.  Clusters tend to occur in towns like Portsmouth & Bournemouth which have a number of primary & second stage projects plus good re-settlement options via supported housing projects - which East Sussex lacks.  In those cases where clients have no accommodation to return to they tend to remain in the town where their rehab provider is located where they have established support networks as well as housing options, provision which is vital in maintaining recovery.

Family Substance Misuse Service

The newly-established ‘family substance misuse service’ has been fully operational since January 2007.  Initially funded as a pilot until March 2008, the service is provided by a small team of people from different professional backgrounds who work with families who are in the child protection process.  The service works jointly with prescribing services and other services as required, staff provide the ‘care coordinator’ function and act as the lead professional when appropriate.  

The service is funded jointly through the pooled treatment budget and by Children’s Services.  The service delivers interventions that are directed towards the young person’s ‘prevention’ agenda by working with families where substance misuse has been identified as a risk.  The service addresses both drug and alcohol misuse.  The service is referred to in the East Sussex Local Area Agreement, with an anticipated caseload of 75 people in 2007/8, 90 people in 2008/9 and 115 people during 2009/10. 

Housing and Housing Related Support

The Supporting People programme funds housing related support services.  There are two services funded by the Supporting People programme specifically classed as supporting people with drug or alcohol problems. These are:
· Kenward Trust, The Malthouse (8 units).  The primary client group is people with drug problems, secondary client group is people with alcohol problems.
· Heatherdene Ltd, Heathercrest Cottage (5 units).  The primary client group is people with mental health problems, secondary client group is people with alcohol problems
In 2006/7 there were a further 25 placements funded by Supporting People in ‘short term’ services (either floating housing support or supported accommodation) for people with a primary alcohol problem.
During 2008/9, Supporting People will tender for a Floating Housing Support service providing support for at least 30 people across East Sussex, with a combined drug/alcohol misuse caseload mix.

Of the 215 services funded by Supporting People, only 21 have specific exclusions for people with drug or alcohol problems.  The majority of long term services funded by Supporting People are for older people, and so outside the scope of this strategy.  However, it’s worth noting that alcohol can become a significant problem for older people.  Alcohol misuse is associated with falls, depression and so on.  
Carer Support

During 2007/08, Rethink (a national mental health charity) is developing a twelve month pilot service for carers who are looking after people with a ‘dual diagnosis’ – mental health problems as well as problems with either drugs or alcohol.  
Brief Interventions – Hastings primary care pilot
During 2006 a brief intervention service was piloted in two primary care settings in Hastings.  Although the service was well received, it was not developed beyond the pilot phase.  The service did not engage with the target group of hazardous/harmful drinkers, and instead was found to provide an effective care pathway for moderately and severely dependent drinkers.  The pilot established that commitment is needed right across the practice for training for staff to be effective, that dedicated time is required for the training and that placing specialist staff in primary care can increase referral and take up of specialist services for more complex cases.
Domestic Violence and Alcohol Interventions in Emergency Care

A pilot service addressing alcohol misuse and domestic violence linked to the Accident and Emergency department at the Conquest Hospital in Hastings was established between 2003-2006.  The service provided by a part-time specialist worker was evaluated positively by staff referring to the service, and contributed to a material reduction in repeat incidents and further attendances for emergency care.  The service established the value of effective assessment in the A&E setting, and a care pathway into specialist alcohol services.

HMP Lewes – alcohol treatment provision

HMP Lewes is a category B local prison for adult males in East Sussex.  It is a Victorian prison built in 1853 to hold up to 546 remand and convicted male prisoners from mainly East and West Sussex courts.  The capacity of the prison will be increased from February 2008 by a further 175 places.

The healthcare service includes a 29-bed detoxification wing.  Specialist nursing input is provided by two band 6 nurses employed by Sussex Partnership Trust.  The substance misuse service can generally be accessed immediately following reception.

204 alcohol detoxification programmes were undertaken in 2005/06 with 207 in 2006/07, which is an average of 17 per month.  There is very little additional support within prison for people once they have completed an alcohol detoxification.  Links with services in the community are poor, essentially because there is no dedicated service within the prison and very limited capacity to provide the liaison role in community services.  

Central government investment in treatment for drug misuse within prisons has developed the Counselling, Assessment, Referral, Advice and Throughcare (CARAT) team, the Integrated Drug Treatment System (IDTS) and a service to support prison leavers in the community - the Criminal Justice Integrated Team (CJIT).  Because of restrictions applied to the central government grants that fund these services, none of these resources are available to people with a primary alcohol misuse problem, and prison leavers experience the same delays for support services as anyone else.

Mutual aid groups
There is limited development of ‘mutual aid’ groups outside of the established meetings of local ‘alcoholics anonymous’ groups.  There are ‘alcoholics anonymous’ meetings every day of the week in East Sussex (see http://www.aa-gb.org.uk/southeast/eastsussex/ for details of local meetings).  These support groups are not directly commissioned, and provide an important route to support and recovery for many people every day.  

Alcohol interventions delivered in non-specialist settings

A range of interventions are provided in non-specialist settings, but either without any data being collected or without data that is collected being reported.  We know that GPs are providing alcohol detoxification in the community, either with or without support from the specialist team.  There are alcohol-specific hospital admissions that will include some kind of interventions around alcohol, but again the data about what is provided is either not collected or not reported.  The East Sussex alcohol harm reduction strategy pointed to the need to improve data collection across services.  New data collection approaches have been introduced in the specialist service system, but data from other sources remains limited.

Summary of needs assessment and service analysis

The training programmes currently in place are not systematically developing the skills and knowledge required for health and social care services to identify people whose drinking behaviour is hazardous or harmful and provide brief interventions to them.  For people whose treatment needs are more complex, the capacity of specialist treatment services is significantly less than anticipated demand.  
Although training has been delivered to develop alcohol interventions, this has been as part of an overall ‘substance misuse’ programme that includes training about other drugs.  National policy has steered the focus of the programme particularly about drugs, rather than alcohol.  The professional groups providing health and social care interventions across East Sussex do include people with the appropriate skills and knowledge to address alcohol misuse, but current practice doesn’t reflect the universal application of screening and brief interventions described by Models of Care for Alcohol Misusers.  Access to training that develops screening and brief interventions skills needs to be improved.
Access to specialist treatment services for people with more complex treatment needs is significantly less than anticipated demand.  The services currently commissioned include 35 treatment places each week for Hastings and Rother PCT and 35 for East Sussex Downs and Weald PCT.  This agreement provides 1,820 treatment sessions annually for each PCT.  In Hastings and Rother, there is an estimated demand for 310 treatment places.  In East Sussex Downs and Weald there is an estimated demand for 420 treatment places.
The Prevalence Service Utilisation Ratio (PSUR) indicates the proportion of people who could benefit from specialist interventions who have accessed treatment.  PSUR have been calculated by adopting the estimates for harmful and dependent drinkers, and using information about the number of people who accessed treatment during 2007.  In East Sussex Downs and Weald, the prevalence (14,496) divided by the number of people accessing treatment (426) gives rise to a PSUR of 34, or 2.9%.  In Hastings and Rother, the prevalence (10,684) divided by the number of people accessing treatment (326) gives rise to a PSUR of 32.8, or 3%.  

Services within the criminal justice system for people with alcohol problems are very limited.  Unlike services for drug misusers, there is no dedicated service providing a link between prison and community treatment programmes.

The majority of inpatient detoxifications for dependent alcohol misuse involved people who were also drug dependent.  Access to residential services is limited to the most vulnerable people.

Financial resources

The following information describes the financial resources currently available to provide alcohol interventions.  The forecast resources currently committed to alcohol treatment are listed below.  The gap between these forecast resources and the cost of implementing the strategy is highlighted in the ‘changing the focus’ section, which follows.
Forecast financial resources available

	
	
	£000s

	Note
	
	2007/8 
	*2008/9
	*2009/10
	*2010/11

	[1]
	H&R PCT Choosing Health
	0
	56
	57
	58

	
	Other H&R PCT
	373
	382
	392
	401

	[2]
	ESDW PCT Choosing Health
	0
	95
	97
	99

	
	Other ESDW PCT
	154
	158
	162
	166

	[3]
	ESCC Adult Social Care
	181
	186
	191
	196

	
	ESCC Supporting People
	35
	35
	35
	35

	
	Total 
	569
	733
	750
	768


*All future resource allocations are estimates based on available information.  Inflationary uplifts are assumed at 2.5% and are not guaranteed.  

[1] Hastings and Rother Primary Care Trust

The only resource allocated centrally to alcohol treatment is the ‘choosing health’ resource allocated to PCTs from 2007/8.  This resource is recurrent, but is not ‘ring-fenced’, so PCTs can allocate the resource to other priorities.  
The 'Choosing Health' element of the uplift indicated for alcohol in Hastings and Rother PCT in 2007/8 was £55K.  Hastings and Rother PCT has historically allocated a budget for addressing alcohol misuse above this rate.
The forecast assumes that all of the ‘choosing health’ element indicated for alcohol from 2008/9 is allocated to developing the screening and brief interventions project described in the following section.

[2] East Sussex Downs and Weald Primary Care Trust

The 'Choosing Health' element of the uplift indicated for alcohol in East Sussex Downs and Weald PCT in 2007/8 was £93K.  This sum was not allocated to addressing alcohol misuse.
The forecast assumes that all of the ‘choosing health’ element indicated for alcohol from 2008/9 is allocated to developing the screening and brief interventions project described in the following section.

[1 and 2] PCT funding included in the mental health block contract

The sums indicated include the allocation for the alcohol service within the value of the ‘mental health’ block contract paid to Sussex Partnership NHS Trust.  The NHS Trust costs include two lead alcohol nurses, medical time, drug costs and access to inpatient beds for detoxification.[3] East Sussex County Council

[3] East Sussex County Council - Adult Social Care
The majority of this investment is directed towards residential treatment – both staffing and individual placement costs.  There is an overall sum allocated for the care of adult drug and alcohol misusers.  The sum shown here assumes that 80% is allocated to care for people with drug, rather than alcohol, misuse problems.

[3] East Sussex County Council - Supporting People

This funding is directed towards a service tendered during 2008/9 specifically for substance misuse, and assumes a 50% drugs/alcohol split.  As there has been only one inflationary uplift to SP-funded services since the programme began in 2003, future allocations are assumed level.

Other Resources - Sussex Probation Area

Sussex Probation Area contracts with Action for Change to provide a service for offenders who receive an ‘alcohol treatment requirement’ order at court.  There were 175 referrals for court-ordered counselling during 2006/7.
5.
Changing the Focus of Services

This section describes the changes that the new strategy will introduce.  The summary is followed by more detail for each tier of intervention.

In East Sussex Downs and Weald, the prevalence (14,496) divided by the number of people accessing treatment (426) gives rise to a PSUR of 34, or 2.9%.  In Hastings and Rother, the prevalence (10,684) divided by the number of people accessing treatment (326) gives rise to a PSUR of 32.8, or 3%.  This strategy proposes that there should be sufficient treatment capacity to provide access to 20% of the estimated population likely to benefit from specialist interventions.  The PSUR indicates the gap between demand and access, and indicates that access to treatment needs to be expanded.
The resource available is not sufficient to implement Models of Care for Alcohol Misuse to consistently deliver brief interventions to hazardous and harmful drinkers and provide enough specialist treatment for dependent drinkers.  
For adults who misuse alcohol, ‘Safe. Sensible. Social.’ focuses on people aged 18-24 who are ‘binge-drinking’, and on people whose drinking behaviour is ‘hazardous’ or ‘harmful’.  This commissioning strategy adopts these principles by developing early intervention approaches, and ensuring professionals in primary care settings can easily refer into services for people whose drinking behaviour is more problematic.

Implementing the strategy will require additional investment now in order to save future health costs.  To implement areas of the strategy that are not currently funded the DAAT will need to identify the source of funding.

The alcohol profiles highlight the demand for services in Hastings and Eastbourne, and point to problem drinking among young adults in Rother.  Resources will be targeted towards those areas with the greatest need, whilst ensuring that people in rural areas have access to the same range of services, particularly services delivered in primary care settings which already address access issues. 

During 2008/9, Hastings and Rother PCT and East Sussex Downs and Weald PCT are introducing training about screening and brief interventions for alcohol misuse as part of the training programme delivered by the health improvement team.  There are already some professional groups and services which can demonstrate good practice.  Coordination and a sustained programme of development will be required to maximise the impact of the training upon the estimated 92,000 hazardous drinkers and 18,000 harmful drinkers in East Sussex.

This strategy sets out a proposal for developing ‘tier 3’ structured treatment interventions which will require additional funding to develop.    

As services are developed, care pathways will be developed to ensure that service users’ treatment needs are addressed using a ‘stepped care’ approach.  Specialist treatment will include ‘aftercare’ or ‘extended case monitoring’ as appropriate.
Service developments are described using the ‘tiered’ model.  A summary of treatment interventions and settings is included at appendix two.

	
	Tier of intervention

	Problem drinking behaviour
	Tier 1
	Tier 2
	Tier 3
	Tier 4

	  more complex needs
	  Hazardous
	
	
	
	

	
	  Harmful
	
	
	
	

	
	  Moderately dependent
	
	
	
	

	
	  Severely dependent
	
	
	
	

	
	More intense and prolonged interventions 


Tier 1 interventions 

(Alcohol-related information and advice; screening; simple brief interventions and referral)
	Tier 1 interventions

	Services
	Likely provider
	Authority
	Costs
	Activity

	- Alcohol-related information and advice
- screening

- simple brief interventions

- referral
	- H&R PCT
- ESDW PCT
	
	07/08
	08/09
	07/08
	08/09

	
	
	H&R PCT
	10K
	96K
	35
	350

	
	
	ESDW PCT
	10K
	105K
	35
	370


The focus for expanding ‘Tier 1’ interventions will be the health improvement team that works across East Sussex Downs and Weald PCT and Hastings and Rother PCT, funded by the ‘Choosing Health’ allocation.  The ‘activity’ is a measure of the number of people trained.  Increasing access to training is intended to reduce the rate of hospital admissions for alcohol related harm.
The ‘next steps’ in the national alcohol strategy include a series of national alcohol campaigns that will focus on promoting the ‘safer drinking’ message to specific groups, already outlined.  The national campaigns will be taken up and reinforced locally.  The partnership will ensure that the local ‘safer pubbing and clubbbing’ and similar information campaigns provide ready access to information about how to get help locally.
Communications and training about services will be targeted towards primary care staff, with information on HARMLESS (a local NHS intranet, available at http://nww.hastingsandrothergpinfo.nhs.uk/) about care pathways, and information about local services for patients and carers readily available in every primary care setting.
Developing screening and brief intervention across Tier 1 services

The Primary Care Trusts will maintain the ‘alcohol’ training component for the public health specialists employed within the public health and well-being directorate.  This delivers ‘substance misuse’ training for at least 350 health and social care staff each year split evenly across both PCTs, of which it’s assumed 20% is about alcohol rather than drug misuse.
Additionally the PCTs will utilise the ‘Choosing Health’ allocation for alcohol to appoint two locality-based Alcohol Intervention Specialists, one based in Eastbourne and one based in Hastings.  With a professional background and anticipated as band 7 nursing posts (or equivalent),  these posts will be responsible for co-ordinating and implementing arrangements for screening, the provision of information and brief interventions within particular settings (determined locally, and summarised below), and identifying pathways to specialised treatment.  There will be a small project team drawing on existing specialist staff and managers to direct the work to ensure integration with other work programmes.  The training provided as a result of this work will include ‘training the trainers’ to ensure the development of knowledge and skills can be sustained across teams beyond the end of the project.

The choice of ‘training’ input will need to be varied to reflect differences in clinical settings.  The input may include full-day training, lunchtime sessions, input on half-day closures etc as well as access to online resources and self-directed study.  With primary care the main focus for ongoing work, it will be critical to ensure the approach is promoted appropriately across the professional groups working in primary care, with information readily available in leaflets, on the HARMLESS [NHS intranet] website and so on.  Training might also include input from people who have previously experienced alcohol problems to provide ‘real world’ examples.  
The ‘brief interventions’ training will develop the skills required for non-specialist staff to deliver what Raistrick, Heather and Godfrey (2006, see p79) refer to as ‘simple brief interventions’.  The programme will be based around the ‘drink less’ approach described by Babor and Higgins-Biddle (2001) and publicised by the World Health Organization.
These posts will be supported (from the ‘Choosing Health’ allocation for alcohol) to ensure that they can purchase additional training, book venues and so on.  To encourage innovation, part of the allocation will be used to establish a ‘grants’ programme that will seek bids from target organisations and teams for the resources needed to develop an ongoing programme of brief intervention skills training. 
This will be initiated as a three-year project.  The project will develop proposals about how the work will be progressed in the future with an exit strategy at the conclusion of the project.

Settings may include:

· Primary healthcare, including pharmacists;
· Acute hospitals settings, including Accident & Emergency;
· Mental health services, particularly mental health in primary care and the crisis resolution home treatment teams;
· Social Services;
· Homelessness services;
· Antenatal clinics;
· Custody centres;
· Probation services;
· General hospital wards;
· Occupational health services.
These settings will include services provided by voluntary and community sector organisations.

Anticipated outcomes for these posts will include:

· Training about screening tools relevant to the clinical setting (e.g. the Alcohol Use Disorders Test (AUDIT) or Fast Alcohol Screening Test (FAST)) is promoted across all health and social care services; 
· the local health and social care services and professional groups that provide the best opportunities for early intervention for people aged 18-24 who are ‘binge-drinking’, and people whose drinking behaviour is ‘hazardous’ or ‘harmful’ will be identified;

· these staff will be able to recognise problem drinking that is beyond the scope of a brief intervention and will know when & how to refer on to specialist services;

· workforce plans include the knowledge and skills required to screen for alcohol misuse and provide advice and brief interventions;

· training about screening, advice and brief intervention is routinely provided to staff in those settings to develop the necessary knowledge and skills;

· pathways to specialised treatment are clearly described and widely promoted, with threshold criteria.
This work is expected to be embedded across the DAAT partnership agencies.  All contracts or service level agreements should include the staff competence requirement for provider organisations working with relevant care groups, vulnerable or disadvantaged people (for example housing related support, mental health assessments, children’s services and so on).
The programme will include an impact evaluation that assesses the extent to which trainees integrate the skills and knowledge gained through the training into their work practice.

The Fast Alcohol Screening Test - FAST
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1 ‘drink’ is a single unit - See www.drinkaware.co.uk for a comprehensive online unit calculator.  A score of 3 or more suggests you may be a ‘harmful’ drinker.
Working with DAAT partnership agencies as employers
Employers are well placed to provide access to information about safer drinking and to support national campaigns that are focused on reducing the harm caused by alcohol.  If an employee develops an alcohol-related problem then the employer is often directly affected.  Employers are also in a position where they may be able to identify drinking problems at an early stage.

East Sussex in Figures (www.eastsussexinfigures.org.uk) provides information about employment in East Sussex.  In 2004, 28.6% of people worked in firms that employed 10 or less people – accounting for 86.8 of firms in East Sussex.  More people were employed in the public sector than any other industry - 33.4% of people worked in public administration, education and health.  Members of the DAAT - a partnership that mainly comprises public sector organisations - are already committed to reducing the harm caused by alcohol misuse.  
The DAAT will work with local public sector employers to support work place alcohol policies by:

· Promoting alcohol-focused communications campaigns;

· disseminating the advice for ‘harmful’ drinkers described in the national strategy (anticipated in August 2008);
· providing guidance about information and training that enables managers and support staff to screen for alcohol problems and provide brief interventions and referral when appropriate;
· considering how managers and supervisors might benefit from any training provided locally as part of the strategy.
Housing Related Support
Housing related support is provided through services funded by the ‘Supporting People’ programme, funded by East Sussex County Council.  During 2008/9, the ‘Supporting People’ team is leading the tender for a new ‘floating housing support’ service for adults suffering from substance misuse.  This service should be targeted towards those people suffering alcohol misuse with a history of complex needs (including alcohol dependence, repeated treatment episodes, co-morbid physical and mental health issues and so on).

The Supporting People strategy in East Sussex describes plans to develop ‘generic’ floating housing support services that provide support for a number of care groups, rather than accommodation-based services.  This may provide opportunities for a greater number of people receiving treatment for alcohol misuse to receive housing related support.

Staff who provide housing related support across all care groups should be required to demonstrate competence in screening and brief interventions.
Tier 2 Interventions

(Open access, non-care-planned alcohol-specific interventions)
‘Mutual aid’, ‘Self-Help’ and 12-step groups.

The partnership is keen to encourage and support the development of local ‘mutual aid’ groups.  Mutual aid will include groups that identify themselves as based on ‘self-help’, 12-step’ or  other principles.  Whilst these groups are not directly commissioned they can provide a fantastic source of support and effective treatment for many people.  The treatment services directly commissioned by the partnership will continue to provide information about local support groups including alcoholics anonymous, as appropriate.  Key workers will be expected to facilitate access to local groups.

The partnership will provide practical support to local groups seeking to establish themselves or to extend their reach.
Tier 3 interventions

(Community-based, structured, care-planned alcohol treatment)
	Tier 3 interventions

	Services
	Likely provider
	Authority
	Costs
	Activity

	Community-based, structured, care-planned alcohol treatment
	- Vol sector

- Mental Health NHS Trust
	
	07/08
	10/11
	07/08
	10/11

	
	
	H&R PCT
	277
	610
	326
	2,100

	
	
	ESDW PCT
	88
	830
	426
	2,900

	
	
	ESCC
	30
	32
	80
	80


This section sets out the proposal for the development of tier 3 structured interventions.  The financial resources currently available are not sufficient to provide the service developments outlined below, and the DAAT will need to identify additional financial resources to develop the service.  Additionally, improving identification and screening at ‘tier 1’ will [appropriately] increase demand for tier 3 interventions for harmful or moderately dependent users and more complex cases.  

The focus for expanding ‘Tier 3’ interventions will be the development of a new service that is based in primary care settings.  The service will deliver structured interventions for ‘harmful’ and ‘dependent’ drinkers, and expand the Local Enhanced Service (currently operating in Hastings) to increase the number of community detoxifications provided by GPs.  The ‘activity’ is a measure of the number of ‘harmful’ and ‘dependent’ drinkers accessing treatment each year.  Increasing access to specialist treatment is intended to reduce the rate of hospital admissions for alcohol related harm.

 ‘Tier 3’ interventions will focus on care planned treatment that provides psychosocial interventions and medically managed detoxification in the community.

Psychosocial interventions will be provided as tier 3 interventions in community settings for people identified as harmful or moderately dependent drinkers, and for people whose drinking behaviour is already causing significant harm.

In Hastings and Rother, there is a gap between the current allocation and the total resource required of £333K.  The existing services can be re-specified and the financial resources reallocated.  In Eastbourne, Wealden and Lewes there is a gap between the current allocation and the total resource required of £742K.
Costs and activity are shown for 2007/8 and 2010/11 at the beginning of this section.  2008/9 and 2009/10 are anticipated as transition years, when costs and activity will be increasing towards the full-year activity described for 2009/10, as shown below. 

	
	East Sussex Downs and Weald PCT


	
	Hastings and Rother PCT



	
	Recurrent investment
	Additional investment required
	
	Recurrent investment
	Additional investment required

	Current allocation
	  £88K
	
	
	£277K
	

	2008/09
	£450K
	+ £362K
	
	£277K
	

	2009/10
	£610K
	+ £210K
	
	£450K
	+ £173K

	2010/11
	£830K
	+ £220K
	
	£610K
	+ £160K


The new service will need to be procured through a competitive tender process.  The ‘structured day care’ service in Hastings will be re-specified to be included as part of the care pathway for ‘ambulatory detoxification’.  The interventions that will be delivered are broadly similar.  The focus of the re-specification will be ensuring that eligibility criteria and referral pathways prioritise people who are dependent and have more complex needs.  The resources invested in ‘counselling’ and other services will be re-specified to provide care-planned treatment.  

The current configuration of counselling services in Eastbourne and Hastings is based around the location of a particular service.  The service will be re-specified to deliver care planned treatment in primary health care settings, developing a service that provides access to a range of different alcohol-focused specialist treatment and less intensive approaches.  The competitive tender process will be used to select a provider organisation that can effectively manage this type of dispersed service.  Performance will be managed using the same approach for the current alcohol services, with a quarterly reporting framework that is accountable to the DAAT. 
The development of new primary health care centres provides an opportunity to ensure the alcohol service is included with other primary care service planning.  A specialist alcohol worker will be available in every GP surgery.  Although based in primary care settings, the service will also ensure care pathways are accessible for people with impaired mobility by providing home treatment, if assessed as necessary.  
There will need to be close links with the specialist substance misuse services – the services that work with people who misuse drugs other than alcohol.  For the most complex cases, and people who are experiencing problems with both alcohol and drug misuse, delivery of the service will be coordinated by the specialist substance misuse service.  Some of the specialist alcohol interventions described in this section will be delivered from the premises used for drug services so that a specialist setting can be retained.  This will enable closer medical supervision when appropriate, and provide access to specialist alcohol services for people who are not accessing services in primary care settings.
There will also be close links and care pathways with ‘crisis’ services including the [mental health] crisis resolution home treatment team, out of hours services in general practice and accident and emergency services.  The purpose of these care pathways will be to ensure appropriate follow-up and treatment once the presenting crisis has been dealt with. 

‘Aftercare’ or ‘extended case monitoring’ will routinely be provided to ensure people who access treatment are followed-up at 3,6 and 12 months.

Although the specification for services should focus on the outcomes (what happens as a result) rather than the inputs (staffing, other resources) for the service, it’s important to scope the size of a team providing the service described.  The following assumptions have been used to estimate the number of specialist staff required to provide a reasonable level of service:

· Each individual’s need will vary, depending on the complexity of their particular situation and how well they respond to the intervention provided;

· The average duration of intervention for dependent drinkers will be 12 weeks;

· The average duration of intervention for harmful drinkers will be 6 weeks;

· each full-time specialist worker will be available for 42 weeks of the year, allowing for annual leave, training and unplanned absence;

· each full-time specialist worker will carry a caseload of 30 people, giving rise to around 100 ‘dependent’ cases worked with each year (42/12 x 30), or around 200 ‘harmful’ cases;
· the partnership will aim to provide enough capacity for 20% of the potential treatment population to access specialist psychosocial interventions.
There are 271 GPs in East Sussex – 176 within the East Sussex Downs and Weald PCT area (around half in Eastbourne) and 95 in the Hastings and Rother PCT area (around half in Hastings and St Leonards).
	Classification
	Estimated cases for each General Practitioner by local authority

	
	Eastbourne
	Wealden 
	Lewes
	Hastings
	Rother

	Severely dependent
	1
	1
	1
	2
	1

	Moderately dependent
	30
	10
	10
	35
	20

	Harmful drinkers
	90
	30
	30
	105
	60

	Hazardous drinkers
	330
	110
	110
	385
	220


Estimated number of specialist workers required:

	
	Eastbourne
	Wealden 
	Lewes
	ESDW PCT

	Number of GPs
	91
	50
	35
	176

	Dependent drinkers (20%)
	2821 (564)
	550 (110)
	385 (77)
	3756 (751)

	Harmful drinkers (20%)
	8190 (1638)
	1500 (300)
	1050 (210)
	10740 (2148)

	Specialist workers
	14
	3
	2
	19


	
	Hastings
	Rother
	H&R PCT
	East Sussex

	Number of GPs
	49
	46
	95
	271

	Dependent drinkers (20%)
	1813

(362)
	966

(193)
	2779 (555)
	6,535 (1,307)

	Harmful drinkers (20%)
	5145 (1029)
	2760 (552)
	7905 (1581)
	18,645 (3,729)

	Specialist workers
	9
	5
	14
	33


Community detoxification

Community detoxification services will be provided for moderately dependent people, and people whose needs are more complex but can still be managed without requiring inpatient services.

Community detoxification will be managed either by a GP working in a primary care setting, or by a consultant psychiatrist in the substance misuse service through an ‘ambulatory’ outpatient detoxification service.  When the service is provided by a GP, additional support and advice will be available to the GP from the specialist substance misuse service.  In either case, the service will require an appropriate level of support by specialist alcohol workers.
A Local Enhanced Service (LES) for GPs providing community alcohol detoxification in primary care was adopted by GPs in Hastings during 2006.  The LES costs £100 per patient completing a community detoxification.    This specification will be considered for other areas.  The cost of extending the LES to cover the 20% of moderately dependent alcohol misusers is £71,600 (716 detoxes) in East Sussex Downs and Weald PCT and £52,700 (527 detoxes) in Hastings and Rother PCT.  This cost is already included in the cost indicated for developing the service model, above.  The LES relies upon there being effective care available to support the doctor who is providing the medical intervention.
Sussex Partnership NHS Trust has developed proposals to establish an ‘ambulatory’ or outpatient detoxification service in Hastings and Eastbourne.  The service development requires an appropriate level of support from specialist alcohol workers to provide support during and following the medically managed detoxification.
Family Substance Misuse Service

The service will continue to be invested in by the partnership at least to the end of the current LAA targets in 2009/10, subject to positive evaluation of performance (measured by both activity and treatment outcome) and the financial resources being available to the partnership.

Alcohol arrest referral and conditional cautioning schemes

The East Sussex Safer Communities Plan describes how Sussex Police and partners will establish the feasibility of introducing Alcohol Arrest Referral and Conditional Cautioning schemes at Eastbourne and Hastings Interview and Detainee Handling Centres (IDHC) by March 2009.  Demonstration projects are being developed in West Sussex during 2007/8.  These schemes provide a combination of brief interventions for hazardous and harmful drinkers and an additional route into structured treatment, when appropriate.  The introduction of similar services in East Sussex will be contingent upon a beneficial evaluation of the West Sussex model, and sufficient treatment capacity to manage the anticipated additional demand.
Tier 4 interventions

(Alcohol specialist inpatient treatment and residential rehabilitation)
	Tier 4 interventions

	Services
	Likely provider
	Authority
	Costs
	Activity

	Inpatient detoxification

Residential rehabilitation
	Sussex Partnership NHS Trust

Voluntary sector providers
	
	07/08
	10/11
	07/08
	10/11

	
	
	H&R PCT
	86
	92
	208 bed days
	208 + tbc bed days

	
	
	ESDW PCT
	56
	60
	254 bed days
	254 + tbc bed days

	
	
	ESCC
	181
	196
	35 places
	38 places


Inpatient Detoxification
	
	Eastbourne
	Wealden 
	Lewes
	Total

	Number of GPs
	91
	50
	35
	176

	Severely dependent (15%)
	91 (14)
	50 (8)
	35 (5)
	176 (26)

	Bed days (assumes 14 days / detox)
	196
	112
	70
	364


	
	Hastings
	Rother
	Total
	East Sussex

	Number of GPs
	49
	46
	95
	271

	Dependent drinkers (15%)
	98 (15)
	46 (7)
	144 (22)
	320 (48)

	Bed days (assumes 14 days / detox)
	210
	98
	308
	672


A demand for 15% of the prevalence is assumed rather than 20% (as in tier 3) because it is assumed that 5% of cases can be managed on an outpatient basis with specialist support – the ‘ambulatory’ detoxification model described above.

The resource allocated to tier 4 for alcohol (see above) is estimated as 30% of the total sum allocated for ‘substance misuse’, which includes drug misuse cases.  In practice, many of the complex cases entering inpatient and residential services for tier 4 interventions have both drug and alcohol problems.

The existing arrangements will be re-provided on a single site in Sussex, with double the capacity of the existing service.  The service will be commissioned on a sub-regional basis in partnership with West Sussex and Brighton and Hove, with a specific number of bed-days allocated for East Sussex residents.  This will require the resource allocated to beds on general psychiatric wards to be reinvested in a specialist unit, and may require additional investment.  By providing the beds in a specialist unit the service will reflect national guidance about best practice.
‘Aftercare’ or ‘extended case monitoring’ will routinely be provided to ensure people who access treatment are followed-up at 3, 6 and 12 months.

Residential Rehabilitation
The partnership will move from the current arrangements for ‘spot purchasing’ all residential rehabilitation services to a combination of ‘block contract’ and ‘preferred provider’ arrangements.  This will produce an overall cost improvement of around 10% (about £30K) on the current expenditure and will enable the partnership to have much closer management control across quality measures with a smaller number of specialist providers.  The partnership will ensure that the tender process continues to enable service users choice about the type of service they receive and where it is provided.
6.
Monitoring Arrangements

The National Drug Treatment Monitoring System (NDTMS) will be used from April 2008 to record data about alcohol treatment.  NDTMS records a carefully managed dataset.  Each episode of drug treatment requires around 100 data items, and partnerships are required to submit information about the treatment population with a quality standard of 99% data accuracy.  This has been achieved locally, but has required substantial investment in both capital (software development) and in time to develop the information systems to collect and quality assure the data.
The current data collection system used for alcohol is based on a Microsoft Access database.  Additional fields could be added to the database, but this approach would leave the system unsupported and potentially unstable.  It is the partnership’s intention to adopt a combined drug/alcohol information system.  Unless the information system used to record NDTMS is replaced, the partnership will record information using ‘Orion’, the software solution procured for drug treatment services to record information that complies with the latest NDTMS core dataset.  

Performance Indicators 

Reducing alcohol harms has been included in Public Service Agreement (PSA) 25 from April 2008.  A key objective for PSA 25 will be to reduce the harms caused to health and well-being by frequent consumption of harmful levels of alcohol.  Achievement of PSA 25 is measured by a reduction in the rate of alcohol-related hospital admissions.  This measure is included in ‘Vital Signs’ (VSC 26), and within the LAA national indicator set as NI 39 [Alcohol-harm related hospital admission rates PSA 25].  

Measurement of local performance will be based on the methodology developed by the North West Public Health Observatory (NWPHO), which considers the alcohol related ‘attributable fraction’ for a wide range of diseases.  For example, 48.5% of chronic liver disease in men is alcohol-attributed, so 48.5% of hospital episodes for (male) chronic liver disease will be included in the measurement of hospital admissions for alcohol related harm.  Hospital Episode Statistics will be used as the basis for measurement, with ICD-10 codes used to identify the number of episodes of alcohol-related hospital admissions.
Additional ‘milestones’ have been identified that will be included in the implementation plan enable measurement of implementation of the strategy:
· Local alcohol treatment pathways have been fully developed;

· alcohol screening & Brief intervention protocols are in place for Tier 1&2 interventions;

· a range of evidence based alcohol treatment interventions are available across East Sussex in an equitable way;

· protocols for collaborative & integrated working are in place to meet the more complex needs of some clients.

Appendix One  |  Glossary

Recommended Alcohol Consumption limits
The Department of Health advises that:
· Men should not drink more than 3–4 units of alcohol per day;

· Women should not drink more than 2–3 units of alcohol per day.

· Two non-drinking days are recommended after an episode of heavy drinking, and consistent consumption at the upper limit is not advised.

Binge-drinking

Binge-drinking is defined as the consumption of 8 or more units of alcohol for men and 6 or more units for women during a single session (i.e. double the daily recommended alcohol consumption limits).
Hazardous drinking

This is a pattern of heavy alcohol consumption which carries a high risk of future damage to the health of the drinker, but which has not yet resulted in significant physical or psychological harm. The Alcohol Needs Assessment Research Project (ANARP) (Department of Health et al, 2005) defines this as

around 22–50 units per week for men, and 15–35 units per week for women.
Harmful drinking

This can be defined as heavy alcohol consumption already resulting in physical or mental harm to the user. ANARP defines this as >50 units per week for men and >35 units per week for women. This group does not include drinkers who have developed alcohol dependence.
Dependent drinking

Dependent drinking is defined in terms of psychological dependence on alcohol, with an increased desire to consume alcohol and difficulty in controlling its use despite awareness of the potential consequences.
Moderately dependent drinking 

Drinkers in this category show moderate levels of alcohol dependence. Moderately dependent drinkers may recognise that they have a problem with drinking, even if this has been acknowledged only reluctantly.  They are unlikely to be drinking to relieve withdrawal symptoms but may experience raised tolerance, symptoms of withdrawal & impaired control over drinking behaviour
Severely dependent drinking or drinking with complex problems

People in this category may have serious and long-standing problems. In traditional language, they include individuals described as ‘chronic alcoholics’.  People in this group will usually have experienced severe alcohol withdrawal; will exhibit a high level of tolerance; are likely to have experienced delirium tremens and/ or withdrawal fits and may be drinking to avoid withdrawal symptoms (relief drinking).  

Appendix Two  |  Treatment tier interventions and settings

	
	Interventions
	Settings

	Tier 1
	Screening

Advice & information

Brief interventions

Onward referral

‘Shared care’ with specialist alcohol services
	Primary healthcare

Acute hospitals settings, including Accident & Emergency

Psychiatric services

Social Services

Homelessness services

Antenatal clinics

Custody centres

Probation services

General hospital wards

Occupational health services

	Tier 2
	Open access and outreach services providing:

Triage assessment 

Advice, information & support

Brief interventions

‘Mutual aid’ groups, e.g. Alcoholics Anonymous

Onward referral

‘Shared care’ with specialist T3/4 alcohol services
	Specialist alcohol services

Primary healthcare

Acute hospital settings including Accident & Emergency

Psychiatric services

Social Services

Domestic abuse agencies

Homelessness services

Antenatal clinics

Probation services

Prison service

Occupational health services

	Tier 3
	Comprehensive assessment

Care planning and review

Regular keyworking

Community care assessment and case management

Prescribing interventions including community detox and interventions to reduce the risk of relapse

Structured psychosocial therapies to address alcohol misuse and co-existing conditions, e.g anxiety and/or depression

Day programmes and structured day care

Liaison with non-specialist services
	Specialist alcohol services

Outreach

Primary healthcare

	Tier 4
	Comprehensive assessment

Care planning and review for all inpatient and residential structured treatment

Prescribing interventions including inpatient detox and interventions to reduce the risk of relapse

Structured psychosocial therapies to address alcohol misuse

Information, advice, training and ‘shared care’ with services providing T1/2/3 interventions
	Specialised in-patient facilities (managed by statutory, private or voluntary sector organisations)

Residential rehabilitation units




Appendix Three  |  Comparative Data and Local Alcohol Profiles

The following comparative data summarises key information gained from nationally available data sets.  The data is drawn from information published by the  North West Public Health Observatory (www.nwph.net/alcohol accessed July 2007).  The ratios presented here are rounded up.  In the source data the information is quoted more precisely and with confidence intervals.  
National and regional comparative data, and notes.

	
	England
	South East
	Note

	Binge Drinking
	18.2 %
	15.5 %
	% of population drinking twice recommended daily amount in one episode at least once/week

	
	
	
	
	

	
	M
	F
	M
	F
	

	Deaths
	41541
	34361
	6261
	5486
	Number of deaths attributed to alcohol (under 75)

	Months of Life Lost
	10
	5
	8
	4
	Lifetime effect of alcohol in the population

	
	
	
	
	
	

	Chronic Liver Disease Mortality 
	100
	100
	82
	85
	Standardised mortality ratios for the number of deaths from chronic liver disease mortality per 100,00 in the population

	
	
	
	
	
	

	Alcohol Related Mortality
	50
	28
	45
	25
	Standardised mortality ratios for the number of deaths from alcohol related mortality per 100,000 in the population

	
	
	
	
	
	

	Alcohol related hospital admission
	826
	462
	678
	401
	Standardised ratios describing the number of hospital admissions per 100,000 for alcohol related diagnoses based on hospital episode statistics.

	
	
	
	
	
	

	Alcohol specific hospital admission
	306
	145
	235
	124
	Standardised ratios describing the number of hospital admissions per 100,000 for alcohol specific diagnoses based on hospital episode statistics.

	
	
	
	
	
	

	Under 18 Alcohol specific hospital admission
	49
	59
	46
	58
	

	
	
	
	
	
	

	Recorded crime attributed to alcohol
	10
	9
	

	Violent crime attributed to alcohol
	7
	6
	


Local comparative data

	
	Eastbourne
	Hastings
	Lewes
	Rother
	Wealden

	Binge Drinking
	14.2 %
	15.7 %
	12.8 %
	9.7 %
	11.6 %

	
	
	
	
	
	
	
	
	
	
	

	
	M
	F
	M
	F
	M
	F
	M
	F
	M
	F

	Deaths
	103
	85
	95
	88
	77
	82
	97
	107
	114
	100

	Months of Life Lost
	12
	5
	13
	9
	7
	5
	8
	5
	7
	3

	
	
	
	
	
	
	
	
	
	
	

	Chronic Liver Disease Mortality
	123
	136
	117
	110
	83
	66
	142
	43
	72
	72

	
	
	
	
	
	
	
	
	
	
	

	Alcohol Related Mortality
	57
	25
	65
	37
	38
	26
	45
	29
	40
	21

	
	
	
	
	
	
	
	
	
	
	

	Alcohol related hospital admission
	953
	504
	1021
	565
	610
	353
	718
	420
	628
	388

	
	
	
	
	
	
	
	
	
	
	

	Alcohol specific hospital admission
	371
	177
	503
	224
	163
	94
	263
	128
	141
	97

	
	
	
	
	
	
	
	
	
	
	

	Under 18 Alcohol specific hospital admission
	134
	155
	128
	149
	36
	32
	71
	138
	47
	62

	
	
	
	
	
	
	
	
	
	
	

	Recorded crime attributed to alcohol
	12
	17
	8
	7
	5

	Violent crime attributed to alcohol
	10
	13
	6
	5
	4


Source: North West Public Health Observatory

The following health profiles (also published by the North West Public Health Observatory) are based on the source data listed above, and compare the impact of alcohol with other authorities.  Authorities are ‘ranked’ according to the impact of alcohol locally, and charted to provide a straightforward comparison with other areas in England.
Hastings : Profile of Alcohol Related Harm

As a measure of the level of alcohol-related impact experienced, each of the 354 Local Authorities in England has been ranked by indicator. The chart shows Hastings’s rank for each indicator.

[image: image3.png]Key: Circles identify the rank position for that indicator and colours distinguish
those in the lowest () and highest @) quartiles of alcohol related impact.
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Source: 
Public Health Observatory: Local Alcohol Profiles for England

See http://www.nwph.net/alcohol/lape/
Rother : Profile of Alcohol Related Harm

As a measure of the level of alcohol-related impact experienced, each of the 354 Local Authorities in England has been ranked by indicator. The chart shows Rother’s rank for each indicator.

[image: image5.png]Key: Circles identify the rank position for that indicator and colours distinguish
those in the lowest () and highest @) quartiles of alcohol related impact.
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Source: 
Public Health Observatory: Local Alcohol Profiles for England

See http://www.nwph.net/alcohol/lape/
Eastbourne : Profile of Alcohol Related Harm

As a measure of the level of alcohol-related impact experienced, each of the 354 Local Authorities in England has been ranked by indicator. The chart shows Eastbourne’s rank for each indicator.

[image: image7.png]Key: Circles identify the rank position for that indicator and colours distinguish
those in the lowest () and highest @) quartiles of alcohol related impact.
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Source: 
Public Health Observatory: Local Alcohol Profiles for England

See http://www.nwph.net/alcohol/lape/
Wealden : Profile of Alcohol Related Harm

As a measure of the level of alcohol-related impact experienced, each of the 354 Local Authorities in England has been ranked by indicator. The chart shows Wealden’s rank for each indicator.

[image: image9.png]Key: Circles identify the rank position for that indicator and colours distinguish
those in the lowest () and highest @) quartiles of alcohol related impact.
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Source: 
Public Health Observatory: Local Alcohol Profiles for England

See http://www.nwph.net/alcohol/lape/
Lewes : Profile of Alcohol Related Harm

As a measure of the level of alcohol-related impact experienced, each of the 354 Local Authorities in England has been ranked by indicator. The chart shows Lewes’s rank for each indicator.

[image: image11.png]Key: Circles identify the rank position for that indicator and colours distinguish
those in the lowest () and highest @) quartiles of alcohol related impact.
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Source: 
Public Health Observatory: Local Alcohol Profiles for England

See http://www.nwph.net/alcohol/lape/
Appendix Four  |  Outcome measures and performance indicators

The East Sussex Local Area Agreement ‘All Together Better’ (2006):

http://www.essp.org.uk/essp/pdf/LAA.pdf
Page 63 16/05/2007

Target 17.4 Reduce the harm caused by drug and alcohol misuse

Comments: 17.4.1 This is a national key performance indicator for Primary Care Trusts and sits within the NHS Local Delivery Plan as one of the nine key performance indicators that currently determine PCT star ratings. Due to the increasing investment announced by the Government in drug treatment, DAATs have been required to provide an additional stretch target

Lead: Drug and Alcohol Action Team (Marcus Gomm)

Partners: Voluntary and Community Sector, Primary Care Trusts

Indicators: 

17.4.1 Increase participation of problem drug users in drug treatment programmes (Adult and Young People)

17.4.2 Increase number of adults with children in the child protection process receiving drug or alcohol treatment or a brief intervention 

17.4.3 By March 2007 establish a comprehensive multi-agency Alcohol Strategy implementation plan

17.4.4 A reduction in the proportion of the public who perceive that drug dealing and drug use is a problem

Appendix Five  |  Social Care Outcomes

Services will be founded on the following social care outcomes.  Performance indicators will be developed that enable specific outcomes to be monitored.

Improving health and emotional well-being

Services promote and facilitate the health & emotional well-being of people who use the services.

· Community are helped to understand how to stay healthy and are encouraged to do so through an excelled range of clear, accurate, accessible and well published information.

· Demonstrate link between health, well-being and investment in services.

· Demonstrates well developed and consistent join and working well with partners.

· CPA is embedded and needs are holistically considered, working in effective partnership showing a positive impact for service users.

· People only in hospital where necessary.

· Services that prevent admission (?) support discharge in a setting which understands and acts impact the needs of individuals.

· Clear and successful mechanisms to ensure quality response to needs with evidence of successful rehabilitation and prevention.

· Social Care needs are well anticipated to inform Cament(?) and future service provisions at strategic level.

· Services work together efficiently and resources pooled to enable Joint Commissioning.

Improving Quality of Life

Services promote independence and support people to live a fulfilled life making the most of their capacity and potential.

· Independent is pooled actively and consistently

· People who need care have their needs met through appropriate

· Innovative support packages are used to meet needs

· Preventative services that directly contribute to reductions in people needing higher level support.

· People with ‘low incidents’ conditions have a choice of specialist supported, tailored to their needs, to promote as much independence as possible.

Making a Positive Contribution
People who use services are encouraged to participate fully in their community and their contribution is valued equally with other people.

· People who use services and their Carers have been actively included in development and improvement work.

· Community groups and different people are included to reflect the diversity of the Community.

· Active feedback is sought using a wide range of methods.

· Demonstrative, positive quality changes as a result of feedback.

· Coherent, innovative and effective partnership working including the private and voluntary sectors.

· Evidence of integrate service delivery meeting the needs of wider economic, social and environmental well-being of the area and improving different communities to support themselves.

· Evidence of enabling people to learn life skills to gain confidence in their wider communities.

· Evidence of Service user input into their care planning.

· Evidence of supporting and enabling people to articulate their views in range of forums.

Increased Choice and Control

People and their Carers have access to choice and control of good quality services which are responsive to individual needs and preferences.

· Responding to referrals assessment care planning in a respectful and timely manner.

· Evidence that the service user’s needs and preferences are central to the process.

· Service users and Carers feel adequately informed about services and individual care needs.

· Clear published routes of access to services 24/7

· Evidence of complaints being responded to promptly and consistently.

· The range of services is broad and meets varied needs offering choice and taking account of preferences.

· Evidence of promoting independence and choice by supporting people to live in their own homes.

· Evidence of increasing options for control and choice through individual budgets, direct payments and innovative development.

· Good quality accessible information services are available.

· Service Users views are well represented and advocacy services support this.

Freedom from Discrimination

Those who need Social Care have equal access to services without hindrance from discrimination or prejudice; they feel safe and are safeguarded from harm.

· Clear, fair and easy to understand eligibility criteria.

· Effective monitoring of Social Care needs of the local populations and take up of services.

· Appropriate and inclusive access to services irrespective of disability, culture and gender.

· Effective and innovative activity identifies vulnerable adults at risk of sound exclusion.

· Effective assessment of individual needs.

· Evidences that service users do not ‘fall between services’.

· Effective safeguarding adults processes.

Economic well-being

People are not financially disadvantaged and have access to economic opportunity and appropriate resources to achieve this.

· Pathway and transition plans are effective and regularly monitored and improved.

· Service users are positive about service provision and delivery.

· Service users contribute to their reviews.

· There is sustained improvement in the number of people in education, training and employment.

· Care co-ordination and advice employers people to be independent and well prepared for life.

· There is a choice of pathways and flexibility to meet diverse needs.

· Carers are supported to enable them to continue in employment or return to work.

Maintaining Personal Dignity and Respect
Services provide a confidential secure setting which respects the individual, helping to preserve people’s dignity.

· Privacy and confidentially are assumed in all contracts, supported by appropriate policies and procedures.

· People’s homes are safe and secure.

· Service users report felling safe, consulted with, listened to and responded to.

· Life chances are improved through access to leisure and healthy life styles.

· People are effectively safeguarded from abuse and neglect.

· Outcomes and regular review to ensure resources are appropriate area to meet needs and empower individuals.

· Staff use preventative support services to reduce abuse and neglect.

· Interpersonal relationship and social integration are actively encouraged with the service and the wider community.
Appendix Six  |  Alcohol Attributable Fractions

For more information about these attributable fractions see http://www.nwph.net/alcohol
[image: image13.png]Aloohd-specifc

Alcohol-atributable

Condition Male AF_Female AF

Metharol poisoning 1 1
Mental and behavioural disorders due to use of alcohol Fi0 1 1
Ethanol paizoning 510 1 1
Degeneration of nervous system due to alcohol G312 1 1
Alcohol-induced peeudo-Gushing's syndrome E244 1 1
Alcoholic polyneuropathy Ge21 1 1
Alcoholic myopathy G721 1 1
Alcoholic ver disease K70 1 1
Alcsholc gastitis K292 1 1
Alcoholic cardiomyopathy 1426 1 1
Accidental poisoring by and exposure to aloohol xa5 1 1
Accidental expostrre to excessive cokd X34 025 025
Acute pancredtitis 3 024 024
Airfspace transport accidents Ves-ve7 02 02
Aloshokinduced chronic pancreatiis, other chronic pancreatiis K860-K861 072 072
Assault X93-X99, Y01-Y09 037 037
Chronic iver dissase KT3-K74 0485 052
Disbetes melitus E10E14 005 005
Drowning We5-W74 03195 0283
Epilepsy and Status epiepticus GA0-GA1 0145 015
Fall njuries W09 0289 0246
Fire inuries X00-X08 04075 0.4075
Firearm niuries Wa2-w34 025 025
Gastric ulcer Kas-K27 04 04
Gastro-oesophageal laceration-haemorthage syndrome K226 0285 0285
Heart failure 150451 0004 0002
Hypertensive dissases 110115 008 003
Inhalation and ingestion of food causing obstruction of respiratory tract wrg 0625 0625
Intentional self-harmVEvent of undetermmined intent X60XB4,Y10-Y33 0341 0464
Ischaeric heart disease 120125 0005 0005
Malcnant neoplasm of breast c50 0 0,035
Malignant neoplasi oflarynx c32 041 026
Malgnant necplasm of i c0o 05 05
Malignant necplasm of iver and intrahepatic bile ducts c22 044 028
Malignat necplasm of oesophagus cts 0285 0285
Malignant necplasm of oral cavity and pharyrx Cot-C14 025 015
Malignat neoplasm of other digestive orqans ci7-cat 02 02
Malignat neoplasm of stomach cte 02 02
Oesophagedl varices 185 0ds4 03235
Pheumonia and influenza JH2-018 005 005
Psoriasis L40 exclucing L4 0.08 0ot
Road accidents Vo1-veg 04 0.305
Spontaneous abortion 003 0 042
Stroke 160469 00815 00805
Supra ventricular cardiac arthythias, atial fibrilation and flutter 4704471, U479, 48 0.47 009
Tuberculosis A5-A19 025 025
Water transport acoidents Vo0-vad 02 02
Work/machine injuries W24-W31 046 046
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Severely dependent      < 0.1%


Moderately dependent  < 0.4%


Harmful drinkers               4.1%











Hazardous drinkers         16.3% 
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