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Summary
This is an economic evaluation of alcohol services in Wirral. It concentrates on
alcohol identification and brief advice, specialist alcohol services, residential detox,
shared care, aftercare, the hospital substance misuse nurse, and touches on some
other interventions such as helping people back into work.
The economic cost to Wirral of alcohol problems in terms of health, social cost,
criminal justice, and lost productivity is estimated at £127million per year, of which
£25million is healthcare costs.
Alcohol causes 121 deaths per year, of which 63 are alcohol-specific.
Alcohol related hospital admissions have been set as a priority area for the Wirral
Health & Wellbeing Board and in the Council's Corporate Plan.
Wirral has had some success on this indicator; in 2007/08 Wirral was sixth highest
out of 151 PCT areas in England, whereas in 2011/12 they ranked 32nd out of 151
areas, so Wirral have gone from being in the top 5% to outside of the top 20%.
Overall all of the alcohol services we looked at were found to be cost effective, either
in producing long term cost savings, increasing quality of life and life expectancy, or
both.
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There is not any benchmarking data on the costs of alcohol treatment so it is difficult
to know whether the costs per client represent good value or not, it may be that
despite services being cost effective compared to a do nothing alternative, they could
be delivered more efficiently, which would increase their cost effectiveness.
For identification and brief advice the estimated lifetime cost per QALY (quality
adjusted life year) gained was £3,644.
The number of men screened needs to increase and the conversion rate from
screening to brief intervention and referral into services where necessary needs to
increase too. More needs to be done to understand the psychology of men and in
what settings they would engage with screening. Asking people about their partner’s
drinking could be incorporated into IBA.
For specialist alcohol services, based on a one year model the cost per QALY gained
was £7,761, and it is likely that these services produce a net saving to the public
purse in the long term. Where treatment outcome profiles (TOPs) were collected,
clients showed a statistically significant improvement in all outcomes, such as fewer
drinking days, better physical and psychological health etc.
Success rates were better in people aged over 50, and numbers of younger people in
services were low compared to the estimated number of problem drinkers in the
population.
For Birchwood residential detox, a lifetime model estimated that services produced a
net increase in QALYs at a reduced cost so the service was more effective and
cheaper than a do nothing in the long term.
Birchwood did not seem to produce a large decrease in subsequent hospital
admissions in clients who had been discharged.
The hospital substance use liaison nurse was estimated to generate a net cost
saving to the NHS of £47,149 per annum based on a sample of activity.
Aftercare data showed that clients improved on many outcomes.
Expert patient programmes and interventions to help people back into work were
successful based on the data they provided.
Frequent attendees interventions and home detox will also be looked at in more
detail in future.

1. Introduction and Purpose of Document
This document describes an economic evaluation of alcohol services in Wirral. This is the
second in a series of economic evaluations of public health programmes in Wirral (the first
one was around smoking). It is hoped that this piece of work will help to demonstrate the
benefits that services provide and recommend any changes that can be made to make
services more cost effective. This report is based on mainly on existing intelligence,
analysing service data and looking at the evidence, as well as talking to people and fact
finding. This report does not cover all alcohol services, but we have modelled the economic
impact of alcohol identification and brief advice (IBA), alcohol treatment, including shared
care, hospital substance misuse liaison nurse, residential detox, and interventions to get
people back into work. The main outcome for this piece of work is cost per QALY (quality
adjusted life year), known as cost utility analysis (CUA). A QALY is a summary measure of
longevity and quality of life; 1 QALY is the equivalent of one year of perfect health. If we
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compare a health intervention to the next best intervention and we find that it increases
someone's length of life or their quality of life then they are said to gain QALYs.
There is a difference between cost effectiveness and efficiency. With all of these
interventions we have compared them to a 'do nothing' alternative, and though they might
come out as cost effective with reference to a cost per QALY threshold of £20,000 per
QALY, that does not mean that they are maximally efficient i.e. getting the best value for
money. Over the past four years, the numbers of people in treatment in Wirral have been
91% of the target number, which means that there may be some spare capacity in the
system to get more people into alcohol treatment. If the services met their target for numbers
in treatment this would mean that the cost per QALY of services could be 10% lower which
would make them even more cost effective than they are now.
A previous, mainly qualitative, piece of evaluation was carried out by ci research in 2010.
This piece of research recommended that Wirral alcohol service reviewed their strategies for
engaging with clients to maximise attendance. The research highlighted some tension
between 'medical solutions' and 'social solutions'. Because CWP are a mental health trust
they may be seen (correctly or not) as having a more medical model, whereas ARCH may
be seen as having a social model. This research said that more clarity may be needed
around pathways- there was lots of choice which is a good thing, but that it could be hard for
clients to navigate their way through the system. The research found that services were
working together better than they had previously and were having success in engaging with
homeless and street drinkers and people in criminal justice settings. The research estimated
an overall cost per intervention of £1094 but this did not take into account where clients used
several services. The report flagged that Birchwood residential detox had a high rate of
people who were previously known to the service, which is perhaps not surprising given the
high rate of dependency in service users. The report said that services needed to be better
joined up, particularly between criminal justice settings and treatment.
2. Policy Context
Drinking alcohol can help people to unwind, to become less inhibited and act as a social
lubricant, and can reduce CVD risk in some older people. But drinking alcohol can also
cause social problems, financial problems, family problems, health problems and can be
associated with crime and violence. The average amount of alcohol per year drunk in
England & Wales has increased from 5 litres per year in the 1950s to over 11 litres per year
in 2007. 1Societal harm in the UK from alcohol includes one million incidents of violent crime,
over 100,000 cases of domestic abuse, and hundreds of deaths from drink driving. Nearly
15,000 deaths in England are caused by alcohol per annum – 3% of all deaths. In 2011, a
sexual health needs assessment of young women in Wirral (aged 20 – 34 years) reported
that alcohol was a factor in their failure to use condoms, putting them at risk of sexually
transmitted infections and unplanned pregnancy.
Unlike other drugs of addiction, drinking quite large amounts of alcohol is socially acceptable
in many groups so there are a lot of heavy drinkers who are under the radar, not known to
their family or friends as harming themselves and certainly not known to services. Alcohol

1

Alcohol Concern (2012) Briefing for Police and Crime Commissioner Candidates.
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concern2 (2010) estimated that to provide 15% of dependent drinkers with alcohol treatment
would require at least doubling the current national expenditure on alcohol treatment.
The Government’s alcohol strategy3 was published in 2012. It included policy measures
such as considering a minimum unit price for alcohol in England and Wales, as well as
increasing alcohol duty at 2% above retail inflation and increasing duty on high strength
ciders and beers, and reducing duty on low strength beers (beers with less than 2.8%
alcohol). It encouraged greater use of brief interventions, specialised treatment for people
dependent on alcohol, and alcohol liaison nurses within A&E. It also said that alcohol should
be included as part of NHS health checks. The strategy includes greater powers for local
areas to regulate the number of licensed premises in an area. The Sheffield alcohol policy
model4 is a model that has been used to predict the impact of alcohol minimum pricing.
The Government are considering a 45p minimum unit price for alcohol, as well as banning
multi-buy promotions. Further to a proposal by the Liverpool City Region Cabinet, Wirral had
a consultation in 2011 about having a local minimum unit price, enforced by local by-laws,
but did not proceed with it at that time5. There is a school of thought that alcohol minimum
pricing may backfire, because higher prices will make it more lucrative for supermarkets to
sell alcohol, and they will therefore promote it more. A lot of alcohol policy debate comes
down to collective vs. individual responsibility, so measures like introducing 24 hour alcohol
sales increase consumer choice but put the decision down to the individual to decide how
much alcohol they should drink and when.
Table 1. Estimates of the costs to society of alcohol, UK, 2011.

Cost to individuals and households

£22.6b

(less benefits)

(£1.6b)

Cost to public health / care services

£3.2b

Costs to other public services

£5.0b

( Less tax revenue)

(£2.9b)

Costs to employers

£7.3b

Human values (i.e. value of lost life years)

£21.9b

QALYs (Quality Adjusted Life Years) lost

507,000

Total Economic Cost

£33.2b

Total Societal Cost

£55.1b

Source: Prof Graham Lister.
2

Alcohol Concern (2010) Investing in Alcohol Treatment – Reducing Costs and Improving Lives
http://www.homeoffice.gov.uk/publications/alcohol-drugs/alcohol/alcohol-strategy?view=Binary
4
http://www.shef.ac.uk/scharr/sections/ph/research/alpol/research/sapm
5
Wirral Licensing, Health and Safety and General Purposes Committee minutes, 21st March 2011.
http://democracy.wirral.gov.uk/mgConvert2PDF.aspx?ID=3046&T=10
3
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In Europe, it is estimated that the social costs of alcohol are between 1% and 3% of GDP.6
Table 1 shows an estimate of the economic costs of alcohol. In 2003, the Cabinet Office
report Alcohol misuse: how much does it cost?7 estimated that alcohol misuse costs the
health service £1.7 billion per year (in 2001 prices), while the costs associated with alcoholrelated crime and anti-social behaviour was estimated to be £7.3 billion each year. It also
estimated that workplace costs of alcohol misuse are £6.4 billion per year through loss in
productivity. Deaths from alcohol-related causes doubled in the 15 years between 1992 and
2006. The main contributor to this increase is deaths from alcoholic liver disease in England,
which rose by 36% from 2001 to 2008. This increase in liver disease has also increased
costs, with liver transplants in particular costing between £60,000 and £80,000 per patient8.
1 in 5 liver transplants are for alcohol patients.
In 2008, the then government produced an update to the 2003 report. The report, the cost of
alcohol harm to the NHS in England9, takes into account increases in unit costs as well as
more recent and accurate data on alcohol consumption and harm. Using similar methods to
the 2003 report, it is estimated that the cost of alcohol harm to the NHS in England is £2.7
billion in 2006/07 prices, which would be around £3billion at today’s prices. Once you weight
this figure for the Wirral population it would equate to £18.1million per year, not taking into
account that Wirral has a more deprived population than England as a whole. Taking
deprivation into account the cost would be nearer to £25million. The Government’s alcohol
strategy (2012) estimated the total societal cost of alcohol as £21billion, which without
weighting the cost for deprivation would equate to £127million for Wirral. This includes
health, social problems, criminal justice and lost productivity.
Figure 1 shows a schematic of the costs and benefits associated with alcohol. Some opinion
is that government should only intervene about external costs, i.e. those costs that are borne
by society or not by drinkers themselves.

6

Klingemann, H., and G. Gmel, eds. 2001. Mapping the Social Consequences of Alcohol Consumption. Dordrecht,
Netherlands: Kluwer Academic Publishers.
7
Cabinet Office (2003) Alcohol misuse: how much does it cost ? http://sia.dfc.unifi.it/costi%20uk.pdf
8
van der Hilst, C., IJtsma, A., Slooff, M. & TenVergert, E. (2008) Cost of Liver Transplantation: A Systematic Review and MetaAnalysis Comparing the United States With Other OECD Countries. Medical Care Research and Review. 66: 3-22.
9
DH (2008) The cost of alcohol harm to the NHS in England. http://www.lho.org.uk/viewResource.aspx?id=13594
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Figure 1. Costs and benefits associated with alcohol.10

The European Alcohol Strategy (adopted in 2006) outlined how alcohol was a cause of 7.4%
of ill health and death in the EU, and particularly a cause of death in younger people, with
alcohol also being implicated in one in four traffic accidents in the EU. The strategy has 5
priority themes with aims associated with them.

10

From http://fullfact.org/factchecks/UK_alcohol_abuse_misuse_cost_21_billion-6848
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Theme 1. Protect young people, children and the unborn child
Aim 1. To curb under-age drinking, reduce hazardous and harmful drinking among young people, in cooperation with all
stakeholders.
Aim 2. To reduce the harm suffered by children in families with alcohol problems.
Aim 3. To reduce exposure to alcohol during pregnancy, thereby reducing the number of children born with Foetal Alcohol
Disorders.
Theme 2. Reduce injuries and deaths from alcohol-related traffic accidents
Aim 4. To contribute to reducing alcohol-related road fatalities and injuries.
Theme 3. Prevent alcohol-related harm among adults and reduce the negative impact on the workplace
Aim 5. To decrease alcohol-related chronic physical and mental disorders.
Aim 6. To decrease the number of alcohol-related deaths.
Aim 7. To provide information to consumers to make informed choices.
Aim 8. To contribute to the reduction of alcohol-related harm at the workplace, and promote workplace related
actions.
Theme 4. Inform, educate and raise awareness on the impact of harmful and hazardous alcohol consumption, and on
appropriate consumption patterns.
Aim 9. To increase EU citizens’ awareness of the impact of harmful and hazardous alcohol consumption on health,
especially the impact of alcohol on the foetus, on under-age drinkers, on working and on driving performance.
Theme 5. Develop, support and maintain a common evidence base.
Aim 10. To obtain comparable information on alcohol consumption, especially on young people; definitions on harmful
and hazardous consumption, on drinking patterns, on the social and health effects of alcohol; and information on the impact of
alcohol policy measures and of alcohol consumption on productivity and economic development.
Aim 11. To evaluate the impact of initiatives taken on the basis of this communication [i.e. the European alcohol
strategy].

In 2009 the World Health Organisation (WHO) produced Guidance on Action to Reduce
Alcohol-Related Harm. The WHO estimate that alcohol misuse causes a greater number of
disability adjusted life years (DALYs) lost globally than tobacco (see Figure 3), although
these are skewed more towards middle- than high-income countries like the UK.
The strategy has five objectives:
(a) Raised global awareness of the magnitude and nature of the health, social and economic
problems caused by harmful use of alcohol, and increased commitment by governments to
act to address the harmful use of alcohol;
(b) Strengthened knowledge base on the magnitude and determinants of alcohol related
harm and on effective interventions to reduce and prevent such harm;
(c) Increased technical support to, and enhanced capacity of, Member States for preventing
the harmful use of alcohol and managing alcohol-use disorders and associated health
conditions;
(d) Strengthened partnerships and better coordination among stakeholders and increased
mobilization of resources required for appropriate and concerted action to prevent the
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harmful use of alcohol;
(e) Improved systems for monitoring and surveillance at different levels, and more effective
dissemination and application of information for advocacy, policy development and
evaluation purposes.
Figure 3. Global DALYs (Disability Adjusted Life Years) Lost Due to Different Risk Factors.

3. NICE Guidance
NICE (the National Institute for Health & Care Excellence) are a national body whose remit is
to recommend health and social care interventions to the NHS and local authorities.
NICE have two pieces of current clinical guidance around managing alcohol use disorders
and their physical side effects, and two pieces of public health guidance around preventing
harmful alcohol use in children and in adults (see Box 1). A lot of evidence of what works for
alcohol comes from US studies which are not always generalizable to UK settings, because
the US has a different drinking culture, and because the most common models of alcohol
treatment in the US are around achieving complete abstinence from alcohol whereas in the
UK this is not always seen as the most important element of alcohol treatment.
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Box 1. NICE & Public Health
Since 2001, NICE (The National Institute for Health and Clinical Excellence) has advised the
NHS on whether it should provide new treatments. It was formed to stop the 'postcode lottery'
where some treatments were available in some parts of the country but not others. Since
2005 NICE has also produced public health guidance. NICE have 8 documents with
recommendations around alcohol (if reading this on a computer, click to follow link)
Alcohol-use disorders: diagnosis, assessment and management of harmful drinking and
alcohol dependence. NICE clinical guideline 115 (2011)
Alcohol-use disorders: diagnosis and clinical management of alcohol-related physical
complications. NICE clinical guideline 100 (2010)
Alcohol-use disorders: preventing the development of hazardous and harmful drinking.
NICE public health guidance 24 (2010)
Interventions in schools to prevent and reduce alcohol use among children and young
people. NICE public health guidance 7 (2007)
Extracorporeal albumin dialysis for acute liver failure. NICE interventional procedure
guidance 316 (2009)
Living-donor liver transplantation. NICE interventional procedure guidance 194 (2006)

4. Economic Evidence
Despite alcohol interventions requiring a large proportion of public sector spending, there are
actually few economic studies looking at the cost effectiveness of alcohol interventions,
particularly alcohol treatment. There is a good amount of evidence about screening and brief
interventions although mostly not from a UK setting. One reason for this may be that alcohol
costs and outcomes fall across many different sectors like health, crime, employment, family,
etc. so this makes the burden of data collection very high. A lot of information is self-reported
and therefore may not be reliable. Ideally a study would be able to match data from many
different sources to really establish the client’s journey and the costs they incur along the
way. Most studies have shown that alcohol treatment is cost effective compared to a do
nothing alternative, whatever perspective is adopted. In the US, evidence from cost-offset
studies, where alcohol treatment has been shown to reduce healthcare costs in the long
term, have been used in negotiations with health insurance schemes to recommend that
specialist alcohol treatments are included in benefits packages. One of the biggest UK
economic studies was the UKATT trial11 which compared Motivational Enhancement
Therapy (MET) with what was a new technique, Social Behaviour and Network Therapy,
(SBNT) in terms of their relative cost effectiveness. The study showed that SBNT was more
cost-saving and less effective than MET but these differences were not statistically
significant. NICE estimate that relapse rates for people in alcohol treatment are around 8290% which is very high. There are no studies which compare alcohol treatment to a donothing alternative, which is probably due to ethical considerations, although many people
11

UKATT (2005). Cost effectiveness of treatment for alcohol problems: findings of the randomised UK alcohol treatment trial.
British Medical Journal;381:544.
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with alcohol problems choose to leave treatment or not to commence treatment so adopting
this approach would not be impossible.
In general the economic costs used in economic evaluations of alcohol services are lower
than those in cost of illness studies, probably because economic evaluations need to work
outwards and be explicit about costs, whereas cost of illness studies often work inwards, so
an economic evaluation will assess alcohol-related crime in individuals in treatment while a
cost of illness study will look at the proportion of crime that is alcohol-related. This is
important from a policy point of view as it means that economic evaluations may often give
an underestimate of societal cost effectiveness12. A report published by the NTA in 2006, a
Review of the Effectiveness of Treatment for Alcohol Problems 13, said that for every £1
spent on treatment, £5 is saved elsewhere. But this kind of figure while reassuring, is not all
that useful for commissioners, because generally with services you will eventually reach
saturation point and start to get diminishing returns on investment. So if you started with
people who have the biggest alcohol problems but are most motivated to change, treating
them might produce the greatest returns while treating people who are not motivated to
change might produce incrementally smaller returns and eventually you reach saturation
point. The Department of Health in 2009 Guidance for Commissioners said that
commissioning interventions for dependent drinkers in the average PCT (population
350,000) – for every £583,464 invested, there would be a saving of £1,808,737 in return on
the investment. This 3:1 ratio would equate to a saving of £6.8million from Wirral’s
investment of £2.2million. It also said that for every additional £1m invested in appropriate
levels of intervention, up to 1,200 alcohol-related hospital admissions could be avoided. This
report stated that interventions based on cognitive behavioural approaches have the best
chance of success.
For this project we constructed a ‘wishlist’ of potential alcohol data that would tell us about
the effectiveness of treatment services. However because of data protection issues, lack of
data, and time, this has not all been possible, but this could be referred to in future as a
template (see Box 2). In particular we were not able to get hold of the raw NDTMS (National
Drug Treatment Monitoring Service) data which would potentially be a rich source of data for
this type of work as matching up clients between different services would enable us to
understand more about the typical journey clients take between services. We have asked
providers to try to collect general health related quality of life (EQ-5D) data as well as Short
Warwick Edinburgh Mental Wellbeing Scale (SWEMWBS) data to estimate the short term
changes in quality of life and wellbeing that happen as result of being in alcohol treatment.
When this data is available we will refresh the findings of this report. Even with this data, we
do not know what the counterfactual is, that is what would have happened if clients were not
able to access services.

12

Van Gils et al. (2010). The scope of costs in alcohol studies: Cost-of-illness studies differ from economic evaluations. Cost
Effectiveness and Resource Allocation 2010, 8:15
13
www.nta.nhs.uk/review-effectiveness-alcohol.aspx

Cost Effectiveness of Alcohol Services in Wirral | Brendan Collins

10

5. Prevalence of alcohol problems
The main intelligence source for Wirral is the Joint Strategic Needs Assessment (JSNA)
which has a comprehensive chapter on alcohol14. Measuring alcohol consumption is difficult
because people consciously or unconsciously underestimate the amount of alcohol they
consume. People do not understand alcohol units very well, and do not know how much they
are drinking at home where drinks are not in defined measures15. In the past population
surveys have in particular underestimated the number of units from wine. Demand for more
fruit-rich new world wines has meant that the average alcohol content of wines consumed
has increased in recent years from around 9% to around 12%.
The convention for defining levels of alcohol problems is to talk about increasing risk and
higher risk, based on units per week. Dependent drinkers are classified based on their level
of addiction to alcohol, but will almost exclusively come from the higher risk group.
Dependency is characterized by craving, tolerance, a preoccupation with alcohol, and
continued drinking despite harmful consequences. There is also binge drinking which is
defined as females drinking six or more units in one session or males drinking eight or more
units in one session, which is also categorised as increasing risk. Increasing risk is
analogous to the World Health Organisation (WHO) definition of hazardous drinking, while
higher risk is analogous to their definition of harmful drinking.
14

http://info.wirral.nhs.uk/document_uploads/JSNA%202012/Alcohol%20Dependency%20Chapter%20October%202012.pdf
Goddard E (2001) ‘Obtaining information about drinking through surveys of the general population’, National Statistics
Methodology Series NSM 24
15
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Table P1. Units per week for increasing risk and higher risk drinking.

Units per week
Men
Women

Increasing risk
21-50
14-35

Higher risk
50+
35+

Estimates produced in 2012 show Wirral having a higher proportion of dependent drinkers
and increasing risk drinkers than national, but a slightly lower proportion of higher risk
drinkers (Table P2). The risk estimates are based on local modelled drinking behaviour data
from the General Lifestyle Survey while the dependent drinker estimates are based on
individual’s answers to the AUDIT and SADQ in the Psychiatric Morbidity Survey. Intuitively
it seems that there are a lower number than expected of non-dependent, high risk drinkers
than would be expected, given that this group includes anyone who drinks more than 50
units per week but is not alcohol dependent (2435 people). Wirral has a lower proportion of
abstainers than the North West and England. Abstainers will include some people who have
had alcohol problems in the past and no longer drink as a result. These estimates all have a
high degree of uncertainty around them, even at national level, so we cannot say for certain
that the proportion of the population in each category in Wirral is actually any different to the
regional or national average. It may be worth doing some local 'crowdsourcing' work to
combine evidence, data, local knowledge and observations and modelling to get a more
accurate estimate of prevalence. In 2011, qualitative evidence found there is significant
alcohol misuse on Wirral amongst the Irish and Polish communities, with links to social
isolation, poverty and mental health.
There is some ‘prevention paradox’ in alcohol as there is in cardiovascular disease, in that a
lot of problems occur in people who are lower risk drinkers. The prevention paradox states
that ‘A large number of people at a small risk may give rise to more cases of disease than
the small number who are at a high risk’. So for instance, although dependent drinkers have
a higher risk of injury, lower risk drinkers make up a larger proportion of the population, and
in actual fact a greater number of alcohol-related injuries come from lower risk drinkers.
Table P2. Estimated proportion of adult population who are dependent, higher risk, and increasing
risk drinkers, 2009. The first 4 columns add up to 100%, while dependent and binge drinkers fall
within increasing and higher risk drinkers.
% of total population aged 16+
Abstain

Lower

Increasing

Higher

Dependent

1

Binge

2

North West

15.4%

62.2%

16.8%

5.6%

4.3%

23.3%

England

16.5%

61.1%

16.7%

5.6%

3.8%

20.1%

Wirral

13.7%

63.7%

17.1%

5.4%

4.5%

20.8%

Wirral
(numbers)

35,846

166,178

44,544

14,195

11,760

54,238

Source: NWPHO, modelled estimated based on general lifestyle survey 2009.
http://www.lape.org.uk/downloads/alcoholestimates2011.pdf
1
Data for 2008.
2
Data for 2007-08
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Figure P1. Estimated proportion of adult population who are dependent, higher risk, and increasing
risk drinkers and abstainers in Wirral.












Abstainers (13.7%)

Low risk (63.7%)

Increasing risk (17.1%)

High risk (5.4%)
of whom
Dependent (4.5%)

In August 2011, 172 per 100,000 of the working population in Wirral were claiming incapacity
benefits with a main medical reason of alcoholism, significantly higher than the North West
(153 per 100,000) and England (93 per 100,000). In 2011/12, 621 individuals were seen a
total of 1,639 times by Drug and alcohol outreach workers across Wirral. Alcohol was
recorded as being used by 96% of the clients, either alone or in combination with opiates.

6. Trend Data
Although alcohol estimates have been produced over time, the methodology for producing
them has changed. Therefore we do not have reliable trend data for Wirral, but in 2009,
Joseph Rowntree Foundation published a report on national trends in alcohol which found
an increase in drinking amongst women, an increase in drinking among middle- and olderage groups, a possible recent decrease in drinking among 16- to 24-year-olds after an
increase over time, and an increase in alcohol consumption amongst very young
adolescents.16 The most recent general lifestyle survey data has shown overall alcohol
consumption falling in the population (Figure 4).

16

Smith, L. Foxcroft, D. (2009) Drinking in the UK: An exploration of trends. http://www.jrf.org.uk/publications/drinking-in-theuk
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Figure 4. Trend in men and women drinking, and drinking on more than 5 days in the last week, Great
Britain.
80%
70%
60%

Men Drank last week

50%

Women Drank last week

40%

Men Drank on 5 or more days last
week
Women Drank on 5 or more days
last week

30%
20%
10%
0%
2005

2006

2007

2008

2009

2010

2011

Source: General Lifestyle Survey - Office for National Statistics, 2012.

7. Local Data on Alcohol and Wellbeing
The North West wellbeing survey, carried out in 2009 and being refreshed in 2013, included
questions on alcohol intake. This survey was not carried out in hospitals, prisons, care
homes or with people who lived on the streets or in hostels so it probably does not capture a
completely representative sample. This survey had a sample size of 1,522 for Wirral. 11% of
people were hazardous or harmful drinkers. The results here are not adjusted for age. In
terms of female harmful drinkers, the average general health related quality of life score was
lower than hazardous and harmful drinkers but higher than non-drinkers. In general nondrinkers had lower EQ-5D scores which may because they are older or have given up
alcohol because of ill health.
Figure W1. General Health Related Quality of Life (EQ-5D Index) scores from wellbeing survey 2009
by drinking category.
1
0.88

0.9
0.8

0.84 0.85

0.77

0.86

0.82

0.80
0.69 0.70

0.7

0.76

0.6
0.5

Female

0.4

Male

0.3
0.2
0.1
0
Harmful

Hazardous

Sensible

Non-drinker

All

The average mental wellbeing (SWEMWBS) scores were not hugely different between
groups; female hazardous drinkers have the lowest wellbeing scores at 25.75 out of 35.
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Figure W2. Subjective Wellbeing (SWEMWBS) scores from wellbeing survey 2009 by drinking
category.
30

28.47 28.32

28.37 27.94

27.81
25.75

28.02 27.96

27.51 27.09

25
20
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15
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10
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8. Alcohol-related mortality and years of life lost (YLL)
A report ‘Drug- and alcohol- related deaths in Wirral: Action Plan Development’17 was
produced by LJMU Centre for Public Health in June 2013. This reported that nationally,
deaths that were directly attributable to drugs and alcohol had fallen in men but increased in
women from 2009 to 2011. For the 5 year time period 2007-2011 there were 314 deaths
from alcohol specific causes, an average of 63 per year. Of these 67.5% were male and
32.5% were female. The average age at death was 53 years. The biggest causes were liver
diseases like alcoholic liver disease, fatty liver and hepatitis which accounted for 88% of
these deaths. The Wirral ward areas with the highest numbers of deaths were Rock Ferry,
Birkenhead & Tranmere, and Bidston & St James. The numbers of alcohol-specific deaths
are pretty well correlated to deprivation, with an r2 value of 0.783 (Figure M1).
Figure M1. Number of alcohol specific deaths vs. average IMD 2010 deprivation score for Wirral
wards.
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Beynon, C. Marr, A. Wyke, S. McVeigh, J. (2013) Drug- and alcohol- related deaths in Wirral: Action Plan Development.
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A report by the National Confidential Enquiry into Patient Outcome and Death (NCEPOD) in
2013 found that for many people who died from alcoholic liver disease, opportunities had
been missed to refer them to alcohol specialist services in the years up to their death, with
three quarters having a previous hospital admission in the 5 years before their death. 18 The
report says that there should be specialist nurse cover for 7 days a week. Currently Wirral
has one substance misuse liaison nurse so does not have 7 days a week cover but they
have a coordinating role where they train other nurses to diagnose and refer for alcohol
problems. The report recommends greater use of alcohol screening for all patients, including
outpatients and A&E as well as those admitted to hospital.
Modelling work carried out for Wirral using the WHO’s Burden of Disease methodology 19
(see also Figure 3 on page 6) found that alcohol as a risk factor was estimated to cause 121
deaths per year, and 3,291 years of life lost (this is the number of years of life under 75 that
are lost when someone dies before that age). This 121 alcohol related deaths would include
the 63 alcohol specific deaths from the LJMU report above. Alcohol was estimated to be the
fifth biggest cause of death, but the second biggest lifestyle-related cause of years of life
lost, after smoking (Table M1). This difference in effect between numbers of deaths and YLL
is because alcohol causes a lot more deaths at a younger age than obesity, low fruit and veg
and lack of exercise which often cause deaths later in life. Alcohol causes more than twice
as many deaths in men than in women.
Table M1: Average annual number of deaths and YLL attributable to risk factors, Wirral PCT 2005-07.
Deaths

YLL

Ratio

Male

Female

Both

Male

Female

Both
9720

YLL/
deaths
12.0

Male/
Female
0.9

Smoking

390

419

809

5009

4711

Overweight and
obesity
Insufficient
exercise
Low fruit and veg

98

87

185

1387

1036

2423

13.0

1.1

67

79

146

752

737

1489

10.1

0.8

68

59

127

880

596

1476

11.6

1.2

Alcohol

82

38

121

2265

1026

3291

27.4

2.2

Total

705

682

1388

10293

8106

18399

9. Local Data on Alcohol and Crime
In 2012/13 it is estimated that 11% of crimes in Wirral or 1 in 9 were alcohol-related. There is
a steep social gradient in crime rates between Birkenhead which had 160 alcohol-related
crimes per 1000 population down to Clatterbridge which had 16 per 1000 in 2012/13. In
2010/11, the rate of alcohol-related crime reported by the Local Alcohol Area Profiles for
England in Wirral was 4.61 per 1,000 population, significantly lower than the North West
(7.17) and England (7.58). This is reassuring given that Wirral is estimated to have a higher
rate of dependent drinkers than the North West and England. The volume of all violent crime
in Wirral decreased by 16.5% between 2008/09 and 2011/12 (from 3356 to 2803 offences).

18

National Confidential Enquiry into Patient Outcome and Death (2013) Measuring the Units: A review of patients who died with
alcohol-related liver disease.
19
Möller, H. Dherani, M, Harwood, C. Kinsella, T. Pope, D. (2012) Health planning for the future: comparative risk assessment
of five major lifestyle risk factors: evidence from the Wirral, UK J Public Health (2012) 34(3): 430-437
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This is reassuring especially as this has been a time of economic decline. Over the same
period of time
Alcohol-related violence decreased by 14.9% (79 offences from 687 to 608),
however,
The volume of alcohol-related domestic violence in Wirral increased by 14.9% (from
255 to 293 offences)
In 2012/13, 34% of all violent crime in Wirral was alcohol-related; up from 23% in 2008/09
but a slight decrease on 2011/12 where the figure was 36%. 11.4% of all alcohol-related
violent crimes took place at licensed premises in Wirral during 2011/12, compared to 22% in
2010/11. During 2010-11, there were 2,621 offender events reported by Merseyside
Probation Trust. Of these, 801 (31%) were identified as having an alcohol criminogenic
need. Alcohol-related sexual crime has increased by 290% between 2008/09 (10 offences)
and 2011/12 (39 offences). There has been a further decrease in 2012/13 in alcohol related
offending in youth and adults. Between 2009/10 and 2012/13 youth alcohol related violence
fell by 76% in Wirral. This suggests that police and other alcohol interventions have been
successful.
In 2010/11 ARCH engaged with 991 people as part of the alcohol intervention project (AIP),
delivering a total of 1,962 sessions. In this project people arrested for alcohol related crimes
are given tier 1 alcohol interventions (usually brief interventions in the cell) and more
intensive tier 2 interventions. 85% of AIP clients were male; 25% of clients had committed an
alcohol related violent offence, 44% a criminal damage or alcohol related disorder offence,
and 31% some other type of alcohol related offence. 85% of clients were charged clients,
mainly receiving full interventions (tier 1 and 2). The other 15% of clients attended
voluntarily. Figure J1 shows the proportion of clients by alcohol category, and by onward
referral destination. The majority of clients were hazardous or dependent drinkers.
Figure J1. AIP clients by alcohol category, and by onward referral, 2010/11.
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There was also a fixed penalty scheme, with interventions provided by ARCH. This was for
people liable to be given fixed penalties for more minor offences where alcohol was a
contributory factor. The fixed penalty was waived if they attended a 2 hour alcohol
awareness session. In 2010/11 there were 228 referrals, of whom 148 (65%) attended.
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10. Alcohol Related Brain Damage or Dementia and Liver Disease
Alcohol related brain damage often manifests itself in the acute phase as WernickeKorsakoff’s encephalopathy, where people do not record new memories. Testing for memory
problems needs to happen where people are identified as having alcohol problems and a
long drinking history. Rehabilitation for people with alcohol related brain damage is currently
funded outside of the public health alcohol budget. It is a lot more expensive than general
rehab for alcohol problems. Professor Ken Wilson is currently doing a piece of research with
people in Wirral who have alcohol related brain damage.
Alcohol causes liver damage. Liver function tests should be carried out in individuals who
are identified as having a long drinking history. Giving people their liver function results can
form part of a brief intervention in terms of demonstrating the impact of an individual’s
drinking on their health. Wirral has a high rate of mortality from digestive diseases and liver
diseases which are associated with alcohol, and it is a cause of the life expectancy gap
between Wirral and England.
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2006/07
NHS Wirral has the 9th highest rate of alcohol
related admissions (2,215 per 100,000 admissions)
in England
Data Source: NHS Information Centre

2007/08
NHS Wirral has the 6th highest rate of alcohol
related admissions (2,392 per 100,000 admissions)
in England
Data Source: NHS Information Centre

2008/09
NHS Wirral has the 12th highest rate of alcohol
related admissions (2,426 per 100,000 admissions)
in England

11. Key Performance Indicators

Wirral’s overarching target has been to reduce alcohol
related hospital admissions (NI39). This was a national
target set out in the government’s 2008-11 public service
agreement which has been included in the Public Health
Outcomes Framework (PHOF) going forward from now
until 2015/16. Alcohol related hospital admissions are
seen as a barometer of alcohol problems in the
population. Wirral has been quite successful in stemming
the increase in alcohol related admissions; in 2007/08
Wirral was sixth highest out of 151 PCT areas in
England, whereas in 2011/12 they ranked 32nd out of
151 areas, so Wirral have gone from being in the top 5%
to outside of the top 20%.

Data Source: NHS Information Centre

Indicators in the new Public Health Outcomes framework
that are relevant to alcohol are:
2009/10
NHS Wirral has the 22nd highest rate of alcohol
related admissions (2,424 per 100,000 admissions)
in England*

Reduction of approximately 1,000 spells (£1.6
million) against projected rate of 2,762 admissions
*England rate increased by 10%
Data Source: NHS Information Centre

2010/11

NHS Wirral has the 30th highest rate of alcohol
related admissions (2,446 per 100,000 admissions)
in England*
Reduction of approximately 1,100 spells (£1.9
million) against projected rate of 2,827 admissions
*England rate increased by 9%
Data Source: NHS Information Centre

2011/12
NHS Wirral has the 32nd highest rate of alcohol
related admissions (2,395 per 100,000 admissions)
in England*)
Reduction of approximately 1,200 spells (£2.1
million) against projected rate of 2,862 admissions
*England rate increased by 4%

Alcohol-related admissions to hospital
Mortality from liver disease
Successful completion of drug treatment
People
entering
prison
with
substance
dependence issues who are previously not
known to community treatment
Take up of the NHS Health Check programme by
those eligible (which will include screening for
alcohol misuse from 2013).
The Framework also contains further indicators that are
indirectly related to alcohol misuse, such as outcomes
measures on obesity (excess weight in adults), mortality
from cancer, recorded diabetes and domestic violence.
Reducing alcohol admissions has been set as one of 3
health related priority areas in Wirral Council’s Health &
Wellbeing Strategy (2013).
A 2% stretch decrease upon the increasing trend in
admissions has been set. Adjusting the performance to
follow the new pattern of alcohol related admissions has
resulted in a performance target of 2,355 for year
2013/14.
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12. Hospital Admissions
The reason alcohol-related hospital admissions are seen as a headline indicator is because
they include admissions from across the population, from younger people who have drank
too much and fallen over or had a fight, to people who been involved in traffic accidents, to
older drinkers who have liver disease or alcohol related dementia from years of drinking. In
this way alcohol admissions are seen as a good barometer of how the borough is doing in
tackling alcohol problems. In the last six years, the top 1% of patients were responsible for
10% of admissions, while the top 10% were responsible for 36% of admissions. Some
people have had over 40 alcohol related admissions in a year (Table S2). Wirral has a multiagency frequent attendees group where people who have alcohol problems and present
frequently to hospital are discussed, which should represent a cost effective way of trying to
reduce A&E attendances in these groups. The purpose of the group is to link frequent
attendees into community services thus reducing their need to attend A&E. Anecdotally, this
group has been said to have had some success, as the proportion of top attendees whose
admissions are alcohol-related has decreased over the last three years that the group has
been in operation. This intervention is being evaluated in a separate report which will come
later in 2013.
Table S2. Percentage of people admitted by numbers of alcohol related admissions in Wirral, 20062012.
N admissions

% of total
1

50.99%

2

20.22%

3

10.55%

4

6.08%

5

3.80%

6-10

6.39%

10-20

1.56%

21-50

0.36%

51-100

0.05%

101-200

0.003%

200+

0.003%

Alcohol related admissions are based on an alcohol attributable fraction (AAF), which is the
proportion of the disease that is estimated to be caused by alcohol. This fraction varies by
age and gender. So for ‘Mental and behavioural disorders due to use of alcohol’ the AAF is
1, that is the disease is completely caused by alcohol, whereas for males with hypertensive
disease the average AAF is 0.27, so 27% of the disease is estimated to be related to alcohol
intake whereas the rest is due to other causes like for example, genetic factors, smoking,
and cholesterol. So for every 100 admissions for hypertensive disease, 27 will be attributed
to alcohol. For haemorrhagic stroke around 24% of admissions in males, but only 11% of
admissions in females are recorded as being due to alcohol. Figure S1 shows the trend for
the top 10 causes of alcohol-related admissions in Wirral. Cardiac arrhythmias (AAF=0.28)
and hypertensive diseases (AAF=0.19) have increased between 2006 and 2012, while
admissions for mental & behavioural disorders due to alcohol (AAF=1) have stayed quite flat
over the time period. So the message from this is that while admissions that are directly
Cost Effectiveness of Alcohol Services in Wirral | Brendan Collins
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attributable to alcohol have not increased, admissions from common health problems that
are partly attributable to alcohol have increased, and this may be partly due to the population
in Wirral getting older on average. During 2010/11, nearly a quarter of all re-admissions to
Arrowe Park Hospital were attributable to alcohol.
Figure S1. Trend in alcohol related admissions in Wirral, sum of alcohol attributable fractions (AAFs),
2006/07 to 2011/12.
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Source: SUS Data.

13. Configuration of Services
Wirral’s alcohol programmes are designed to cover the whole population, from giving advice
to people about safe drinking limits, to helping people who are alcohol dependent and may
also have severe mental health, criminal justice, social and drug problems. The main
categories of alcohol services provided in Wirral are;
Marketing & Prevention
Screening and brief intervention
Services aimed at young people
Specialist alcohol interventions
Residential and community detox
Criminal justice interventions
Aftercare & Recovery
The Health Service in Schools (HSIS) programme includes some alcohol interventions for
teenagers. These will be evaluated as part of the HSIS evaluation.
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14. Numbers in treatment
In 2012/13 Wirral had 1,340 people in contact with structured alcohol treatment (NDTMS
data), a crude rate of 5.13 per 1000 population, which was the 10th highest out of 152 areas
in England (the highest was Blackpool with a rate of 7.75 per 1000)20. The average rate for
England was 2.5 people per 1000 population. In comparison with other parts of Merseyside,
Wirral had a higher rate than Knowsley (ranked 12th), Halton (ranked 13th), Liverpool (ranked
16th), Sefton (ranked 24th), and St. Helens (ranked 53rd). This high rate indicates that Wirral
has a high level of need for alcohol treatment and when compared with other areas, Wirral is
being relatively successful in engaging with people and getting them into treatment. The rate
for Wirral has fallen slightly over the last few years, partly because the estimated Wirral
population which is the denominator for the rate has been adjusted upwards from around
305,000 to around 320,000 in light of the results of the 2011 census.
Based on the Department of Health's alcohol needs assessment, 10% of dependent drinkers
accessing treatment is considered a low level of access, while 15% is considered a medium
level and 20% a high level of access.21 Assuming that everyone in treatment is a dependent
drinker, then in 2012/13 Wirral had an access level of 11.3%. The target number in treatment
for Wirral of 1,777 equates to 15.1%. Using these criteria, to have a high level of access
Wirral would need to have 2,352 people in treatment. It is important to note that there is a lot
of uncertainty around the actual number of dependent drinkers in Wirral, so for instance the
estimates for higher risk drinkers in Wirral (of which dependent drinkers are a subset) have a
95% confidence interval of being between 2.3% and 20.5%, or between 1 in 40 of the
population and 1 in 5 of the population. This would mean that the numbers in treatment
needed to represent a high level of access could be anywhere between around 1,000 and
10,000 people.
Looking at the ratio of high risk drinkers to people in treatment, the average for England is
around 5.0% of high risk drinkers being in treatment, whereas for Wirral the figure is 9.6%,
so this indicates that Wirral is performing quite well in getting people into treatment.
Table T1. Numbers of people in alcohol treatment needed to achieve low, medium and high levels of
access in Wirral.

Number
Estimated number of dependent drinkers (2008)
Number needed for low level of access
Number needed for medium level of access
Number needed for high level of access

11,760
1,176
1,764
2,352

% of dependent
drinkers
100
10
15
20

Target Numbers in treatment (2012/13)
Actual Numbers in treatment (2012/13)

1,777
1,334

15.1
11.3

20

This was calculated using weighted 2011 census estimates of population aged 16+ as the denominator.
Department of Health (2005) Alcohol Needs Assessment Research Project: The 2004 national alcohol needs assessment for
England London: Department of Health
21
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15. Spend on alcohol interventions
Because alcohol and drug services are quite well integrated in Wirral, and many clients have
concomitant drug and alcohol problems, it can be difficult to disaggregate some of the spend
by client group. Many clients also have mental health problems (dual diagnosis) that are also
dealt within services. For example in 2011/12, 17% of opioid users in Wirral were also
hazardous drinkers. The estimated total spend on alcohol interventions for Wirral in 2011/12
was around £3.3million. The spend breakdown is shown in Table S1. The figures do not
include all management or evaluation costs, or spend by local authority trading standards
teams on policing illegal alcohol sales, local authority licensing team spend, police crime and
disorder spend, or CCG spend on preventing admissions. The aftercare, daycare and
welfare includes £364,250 which is 50% of the aftercare commissioned from the drugs
budget, as it is estimated that around 50% of this aftercare is for clients with alcohol
problems. A big part of the identification and brief advice budget is engagement workers
from CWP (c. £270k) who were commissioned to support more IBA but in actuality were
dealing more with management of dependent drinkers. In 2012 the CCG have put some
additional resources into shared care interventions, which are provided by CWP.
There is not any national benchmarking of alcohol spend data, so it is difficult to know
whether Wirral’s level of spending is appropriate for its population. Sending out FOI requests
would be one option but this is not a good way of carrying out research. It would be good if in
future if Public Health England were to carry out a project where the average spend per
client in alcohol treatment, and average cost per successful completer was measured for
each local authority area. The Wirral spend is greater than that estimated in the Rush model
(see Table S2). There is national NHS programme budgeting data that was produced at PCT
level, where drugs and alcohol spend falls under the broad category of mental health. In
2011/12, Wirral spent £72.5million on mental health, of which £10.8million was on substance
misuse, which was £3.03million per 100,000 weighted population. Wirral ranked 31st highest
out of 151 PCT areas for spend on substance misuse (Islington was the highest).
Table S1. Breakdown of Wirral alcohol budget, 2011/12 financial year.
Category
1. Data, research & support
2. Identification & brief advice
3. Aftercare, daycare & welfare
4. Engagement, Crisis & detox
5. Criminal Justice
6. Marketing & Campaigns
7. Specialist Alcohol Treatment
8.Young people services
9. Mentoring scheme
Total

Budget
£47,550
£329,743
£494,250
£749,581
£113,000
£55,000
£1,245,176
£209,000
£42,000
£3,285,299

Source: Barry Graham, SCP Finance data/Gary Rickwood
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Figure S2 attempts to show the relationship between different categories of spend, i.e.
where clients would move between interventions. Shared care features as part of the
services provided by CWP (which is accounted for under specialist alcohol treatment). There
is also a frequent attendees intervention, which also comes from existing budgets, this is a
monthly care planning meeting where people from the hospital, alcohol services, housing
and other relevant partners discuss clients who have been frequent attendees in hospital.
There are other groups like Alcoholics Anonymous which are voluntary groups that do not
receive funding but certainly play a big part in helping people and stopping them from
relapsing into alcohol problems.
Figure S2. Spend on different elements of alcohol programme, shown with relationships between
services.
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16. Previous alcohol modelling
There has been a system dynamic simulation model developed by Symmetric sd around
policies to reduce alcohol related admissions, which has been piloted by NHS Blackpool.
Alcohol was included in some previous modelling and rapid evaluation work around the
impact of investments in Wirral’s Strategic Commissioning Plan and their long term impact
on costs, QALYs and life expectancy. There was also a previous system dynamic model
commissioned by CHaMPs (Cheshire and Merseyside Partnerships for Health) which
allowed users to test the impact of potential alcohol interventions on hospital admissions and
mortality. There is the Rush model (2009) for alcohol treatment, which estimated that alcohol
treatment in Wirral should cost c. £1.6million p.a. which is less than what is actually spent on
alcohol services in Wirral. This model is only based on very broad assumptions however and
does not take into account the relationship between deprivation and drinking behaviour so
Wirral has high levels of deprivation which is associated with alcohol problems (Table S3).
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Table S3. Rush Model (2009) - Estimated Demand for Alcohol Treatment Services
Wirral
Adult Population

Cost
Episode

Total Cost

Assumptions

260732

Adults Drinking above low risk levels 26.2%

68312

Adults Drinking at Harmful Levels 5.3%

13819

Adults Dependent on Alcohol 3.6%

9386

Anticipated Demand for treatment (10%)

939

(1) Detoxification

310

Total Detox cases (+ Case Man)

Inpatient stay of
6-10 days

£2,000

£619,499

£150

£84,759

1.5x session
cost of £100

£1,000

£62,889

10 sessions at
£100/session

373

Detox cases onto Case Management

77

No referral or other help

232

Direct to Long Term Treatment

62

(2) Case Management

629

Total Case Management cases(+Detox)

706
Assessment

565

Case Management Only

71

Detox

63

Direct to Treatment

71

ASSESSMENT

565
Case Management Only

85

No Further Assistance

11

To Treatment
TREATMENT

469
540

After Drop-out Rate of 20%

432
Outpatient(55%)

237

£1,200

£284,925

Day Treatment(30%)

130

£1,500

£194,267

43

£6,000

£259,023

Short Term
Residential(10%)
Long Term
Residential(5%)
Long Term Cases from
Detox(-35% D.O.)
AFTERCARE

22

12 sessions at
£100/session
£250/wk for 6
weeks
Average cost of
Residential
Rehab
£500/week for
12 weeks

40
368

75% of Outpatients

178

80% of Day Treatment
85% of Short Term
Residential
70% of Long Term
Residential

104

Total 2009
Inflation factor 2009-2012
Total 2012
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£1,505,361
1.082
£1,629,780
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17. Alcohol payment mechanisms and Payment by Results

Most alcohol services are commissioned in a block contract. This has the advantage that
commissioners and providers know what their financial situation is. However if providers
miss targets then they still get paid, whereas with Payment by Results (PbR) commissioners
only pay for services that are provided. PbR also allows commissioners to incentivise
activity, so for instance for smoking interventions there are incentives around helping people
from particular groups to quit, like people with mental health problems or carers. In alcohol
treatment, the number of people aged under 30 seems to be low, so a future incentive could
be around getting young people into alcohol treatment. It could also be possible for services
to be paid for treating someone for a fixed period of time, whether they were alcohol free or
whether they had relapsed. Currently, 8 pilots of PbR drug and alcohol services are being
evaluated by a team at University of Manchester and Birkbeck College London22. There are
dangers with PbR that services focus only on outcomes they are being paid for and lose any
holistic focus.

18. Alcohol identification and brief advice
Summary & Recommendations
The programme of Identification and Brief Advice is estimated to be highly cost
effective and produce net cost savings to the public sector purse in the long term so
this programme should be preserved.
The cost per QALY before any savings are taken into account is £3,644 which would
be considered to be cost effective using NICE’s threshold for willingness to pay for
public health interventions of anything less than £20,000 per QALY.
The conversion rate from screening to brief intervention, and to referral into services
is lower than would be expected given the estimated prevalence of alcohol problems
in the population.
Services need to increase the number of men screened. Wirral should consider
measures to engage more with men or hard to reach groups.
More needs to be done to understand the psychology of men and in what kind of
settings they can be engaged.
One thing that could be considered would be to ask people about their partner's
drinking behaviour as part of IBA.
The volume of AUDITs done in Wirral should have increased awareness of units and
safe drinking levels across the population.
Alcohol identification and brief advice interventions (IBA, also known as alcohol brief
interventions or ABIs, or screening and brief interventions or SBIs) are generally regarded as
being cost effective, both as a population health measure for identifying and referring
individuals with severe alcohol problems and for delivering a ‘wake up call’ to people with
increasing risk as a result of their alcohol intake. Identification and Brief Advice is different
from other medical screening programs because it does not involve recalling patients for
periodic screening over the years. Rather, alcohol screening encourages opportunistic
22

http://www.nta.nhs.uk/healthcare-pbr.aspx
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screening and brief advice when patients see their GP, pharmacist or present to A&E23 or
other services. Good evidence shows that brief interventions for excessive alcohol use,
aimed at reducing consumption and subsequent alcohol related harm and dependence, are
both clinically and cost effective24. Brief interventions in GP practices have been estimated
to reduce average level of alcohol consumption by up to 40% after 12 months25.
Common components of IBA include:
Identification: a set of questions asked to determine whether a patient´s drinking patterns
warrant support (an intervention). There are several tools available to health professionals to
undertake screening for alcohol issues, including the FAST tool and the Paddington tool.
The most commonly used tool is the AUDIT tool – developed by the World Health
Organisation (WHO) to screen patients in primary health care settings for hazardous or
harmful drinking26. The AUDIT tool has a high level of sensitivity and specificity and can
accurately predict future alcohol related-harm, including illness, hospitalization and social
problems27
A condensed version of the AUDIT tool, known as AUDIT-C, has yielded good test-retest
reliability and appears to perform at a level equal to that of the full test28. The AUDIT-C has
one question, ‘how often do you drink alcohol?’ and if the answer to this is ‘never’ then the
remaining questions are not asked. Then two more questions measure how often someone
drinks more than recommended limits, and if their answers indicate sensible drinking then
the remaining 7 questions are not asked. This has implications for the cost of implementation
of any screening regime, as 3 questions take less time to ask than 10. One study has found
the AUDIT-C more effective than the full AUDIT29. In Wirral the AUDIT-C is usually used.
Brief Advice: this consists of an interaction between a provider and a patient and usually
takes place once a patient has had hazardous or harmful drinking identified but before major
problems develop. It usually includes as a minimum a discussion around the adverse
impacts of drinking, the supply of a worksheet, and possibly the development of a drinking
agreement. A brief intervention takes between 5 and 15 minutes, however some literature
considers brief interventions to be made up of more than one session with the client. These
subsequent sessions may include therapeutic techniques such as motivational interviewing
or CBT30. Brief advice should lead to discussion of any cognitive impairment that has
happened as a result of alcohol consumption.
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Evidence Base
The use of an alcohol screening and intervention toolkit (SBIRT) piloted in emergency
departments across the USA produced an 8.7 percent total reduction in return visits due to
alcohol related injuries. The use of a screening toolkit also led to a 10 percent reduction in
alcohol consumption31. SBIRT combines three components of intervention; screening, brief
intervention and referral to treatment.31 IBA interventions have been recommended by NICE
and other policy bodies. In the UK, the Department of Health views IBA as one of the most
cost-effective interventions that can be implemented.23 Routine use of screening tools also
has the added benefit of shifting the focus from alcoholism as a disease to a public health
perspective that emphasises early detection of hazardous drinking across the population,
before the onset of significant harm.32 One study suggests that costs for screening compare
favourably as a technique to biochemical markers when identifying excessive levels of
alcohol consumption33.
A Cochrane review of 21 studies indicated that alcohol brief interventions in primary care
were effective in reducing drinking, particularly in men.34Some GPs have been reluctant to
adopt screening and brief interventions however35. A recent paper comparing leaflets, brief
interventions and lifestyle advice for individuals screened as having alcohol problems found
that all three groups improved, which may indicate that people who score highly may be
going through a period where they are drinking too much, but their behaviour will change
back to less risky drinking without any intervention36. So any study needs to take into
account whether any change is due to the intervention or is simply picking up the natural
ebbs and flows in people’s drinking behaviour. There were no significant differences
between the 3 groups in follow-up AUDIT score37, although there were significant differences
in levels of motivation to change drinking behaviour. There was a high level of acceptability
for the intervention. There was a high level of patient attrition between screen and brief
intervention which indicates that where it is practical, carrying out brief interventions
immediately after screening may be a better strategy than recalling patients.
NICE guidance suggests that the actual cost of the AUDIT-C screen depends on whether
the person being screened is excluded after the first question, the third question, or answers
all ten questions. An estimate of the actual costs for AUDIT –C is shown in Table I1;
Table I1. Cost of AUDIT C screening, from NICE guidance (2010).
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Due to the range of ways in which an alcohol brief intervention can be delivered, it is difficult
to assign a generic cost. From the research literature that has examined the impact of brief
interventions there are examples which have allocated costs ranging from £20 to
£105.0838,39,40,41 ,42.
In Wirral, there is a target for pharmacies to carry out 5,000 screens and for Cheshire &
Wirral Partnership Trust (CWP) to sub-contract for 9,000 brief interventions. Pharmacies are
paid in PbR (Payment by Results) at a tariff of £12 (£10+VAT) per screen.
IBA and Health Inequalities
Research has supported the accuracy of the AUDIT tool when used with women and ethnic
minority groups43. The tool also has also had promising results when tested with adolescents
and young adults; however, it is less accurate with older patients suggesting a risk of
contributing to a widening health gap in older groups. Clearly further research is needed in
these populations44.
Cheeta et al45 found that younger people´s hazardous drinking is less likely to be identified in
a regime of screening and brief intervention, which was attributed to health care
professionals´ perceptions of groups at greatest risk. This may suggest a need to find new
methods of encouraging and implementing IBA in younger people. GPs and practice nurses
have been found to selectively provide brief alcohol interventions to perceived risky drinkers;
predicted by patient and practitioner characteristics46 47 which could have the inadvertent
effect of widening the gap in inequalities through disproportionately targeting one cohort of
the population over another.
Relatively little is known about the differential impact of screening and brief interventions on
different demographic groups and additional studies are required to determine the ability of
AUDIT to correctly identify alcohol disorders among diverse age, socioeconomic, and ethnic
groups; thereby determining its impact on health inequalities48.
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Numbers Screened
The numbers of people screened in Wirral has increased every year (Table I2). In total
52,356 screens have been done over the 4 years which would be around 1 in 5 of the adult
population in Wirral. However we do not know how many people have been screened more
than once. In 2011/12 11,291 people were screened. These screens include people in drug
and alcohol treatment who have been screened as part of their treatment. 1,946 were given
a brief intervention. The proportion of individuals screened who have been given a brief
intervention has been around 10%. This contrasts with around 20% of the population who
are estimated to have increasing risk drinking, so this indicates that either people are not
answering questions honestly, are not having brief interventions despite scoring high on the
screening tool, or that people selected for brief interventions are less likely to be high risk
drinkers than the general population. The proportion of people recorded as being referred
into alcohol services is very small, at around 0.2%. The majority of people who are recorded
as being dependent are also recorded as having a brief intervention rather than being
referred.
Table I2 Number of screens and brief interventions for Wirral by financial year.
2008/09

2009/10

2010/11

2011/12

Screens - Other providers

5,233

11,485

11,291

Total 4 years
2008-2012
28,009

Screens - CWP

5,582

7,422

8,041

21,045

10,835

18,907

19,332

52,356

Brief interventions - Other providers

392

1,853

1,524

3,769

Brief interventions - CWP

611

403

422

1,436

391

1,003

2,256

1,946

5,596

11.9%

9.3%

11.9%

10.1%

10.7%

Total screens

Total brief interventions
Proportion of screens leading to
brief interventions

3,282

Spend on IBA
The total budget for 2011/12 financial year for IBA was £329,743 of which the majority was
CWP engagement workers. In actual fact CWP engagement workers spent more of their
time managing patients with more severe alcohol problems than facilitating IBA. In Wirral
there is also a DES for GPs to screen new patients for alcohol problems.
Table I3 Spend on IBA, 2011/12 financial year.
Programmes
Pharmacy: Screening Brief Interventions
Cheshire and Wirral Engagement Workers
Total

Provider
Wirral PCT-Pharmacy
CWP

Budget
£60,000
£269,743
£329,743

Demographics of individuals screened
Since October 2009, a higher proportion of women have been screened than men by Wirral
providers (Figure I1) and the age group most screened has consistently been 25-34 year
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olds (Figure I2). This age group is the most likely age group to have alcohol problems so this
is reassuring, but more needs to be done to screen men, who are more likely to be
hazardous drinkers. Men generally do not engage with health services as much as women,
particularly middle aged men, so there are fewer chances for healthcare workers to screen
men opportunistically.
Figure I1. Numbers of people given alcohol screen by quarter and by gender, Wirral IBA
programme, Data for 2008-11.
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Figure I2. Numbers of people given alcohol screen by age and year, Wirral IBA programme,
2008-2011. Data for 2008-11. Numbers of screens, adjusted for age group
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Unadjusted rates by age group indicate that the proportion of lower risk drinkers identified
increases with age while hazardous and harmful drinking appears to decrease with age.
Dependent drinkers are most often identified amongst 35-44 year olds.
Figure I3. Proportion of lower risk, hazardous, harmful and dependent identified by age
group in Wirral IBA programme. Data for 2008-11.

proportion in each age
category
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60%

Lower risk
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65+
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4554

3544

2534

1824

0%

The alcohol IBA data does not have complete postcodes so cannot be directly matched up
to deprivation scores. However using a rough matching algorithm, it is clear that alcohol
problems are much more prevalent in the most deprived communities, with postcodes that
sit completely within the most deprived areas having a significantly higher proportion of
people who show up as being dependent drinkers based on screening. Overall 38% of
people who had IBA were estimated to be from the most deprived quintile nationally, who
make up 32% of the Wirral population.
Figure I3. Proportion of lower risk, hazardous, harmful and dependent identified by
deprivation group in Wirral IBA programme. Data for 2008-11.
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Cost Effectiveness
Matrix and Health England’s 2009 research study49 around prioritisation for public health
interventions examined various preventative health interventions, including alcohol brief
interventions. They estimated, with strong certainty, the cost of the intervention per QALY
gained, as being £4,507. They also estimated that in the longer term these interventions
would be cost effective, and would potentially reduce health inequalities as problem drinking
was 1.78 times more prevalent among routine and manual groups. This cost per QALY ratio
would be considered to be cost effective when compared to the NICE threshold of £30,000
per QALY gained. Matrix estimated that the total cost of rolling out this intervention nationally
would be between £100million and £1billion, which is roughly between 0.1% and 1% of the
total health budget for England.
An economic model produced by Sheffield University for NICE estimated that a strategy of
opportunistic screening and brief intervention would be cost saving to the NHS in the long
term, with the optimum strategy being opportunistic screening i.e. screening at next GP
consultation, followed by a five minute brief intervention carried out by the GP50. Clearly
increasing the number of people screened would also increase number of people who need
to be offered more high intensity interventions, i.e. where screening indicates they are a
dependent drinker. Increased demands on alcohol services would be a knock on effect of
increasing the numbers of people being screened for alcohol problems. For the IBA data for
Wirral, around 0.2% have a recorded outcome as being referred onto alcohol services, which
is very low compared to the predicted number of dependent drinkers, but it may be that most
dependent drinkers are already known to services or are not identified through IBA.
A tool created by the Department of Health’s National Support Team for health inequalities
used data on mortality rates in heavy drinkers to estimate the impact of brief intervention on
mortality rates51. For brief interventions the number needed to treat (NNT) to prevent one
death was 402. So for Wirral, carrying out 5,596 brief interventions was estimated to prevent
14 deaths.
A series of Value for Money Tools have been developed by the National Social Marketing
Centre with a health economist, Graham Lister, and data from NICE. 52 These allow local
agencies to model the impact of public health interventions, including alcohol identification
and brief advice. Table I3 shows the results from the tool based on 19,332 brief
interventions, and a total cost of £329,743. The QALYs gained are based on the results of
benchmark studies that were selected by NICE. Table I3 shows the number of QALYs
gained and NHS cost savings based on plugging these data into the NSMC Value for Money
tool. These are based on a lifetime model but are discounted at 3.5% per annum to take
account of social time preferences, i.e. that people prefer to receive benefits in the present
than to wait until the future, and that there is more uncertainty around outcomes in the future.

49

Matrix. (2009) Health England Leading Prioritisation Tool
http://help.matrixknowledge.com/interventions/docs/HE%20Intervention%20Report%203.pdf
50
Jackson, R. et al (2009) Screening and Brief Interventions for Prevention and Early Identification of Alcohol Use Disorders in
Adults and Young People. http://www.nice.org.uk/nicemedia/live/11828/45665/45665.pdf
51
Cuijpers P, Riper H, Lemmers L. (2004) The effects on mortality of brief interventions for problem drinking. Addiction 99:839845.
52
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In the tool, the costs to the NHS of treating alcohol related disease were estimated by
calculating the proportion of ill health that was attributable to alcohol, and looking at this
against costs from a study carried out by the Department for Health in 2008. This study
estimated that total costs to the NHS of alcohol misuse were £2.7billion a year53. The
attributable health burden due to alcohol used in this model is taken from the WHO Global
Health Risk report of 2009 and relates to figures for High Income countries in the European
Region in 2004, however this is likely to significantly under estimate the impacts in England,
because alcohol is a bigger problem in England than many other European countries. There
has been local burden of disease work carried out in Wirral that estimated that alcohol
caused 121 deaths, and 3,291 years of life lost (YLL) per year.
For estimating Local Authority social care costs in the tool, Department of Communities and
Local Government reported that total expenditure on Social Care in England for 2007/8 was
£18.6 billion, of this some £7.2 billion relates to adult social care and other adult services for
adults with health related problems. Because long term costs relate closely to the number of
people requiring support the full costs are taken into account in estimating potential savings.
These savings are allocated on the basis of weighted years lived with disability due to
alcohol abuse. This is likely to be an underestimate of the social care costs associated with
alcohol abuse. These figures were inflated to 2012 values by applying rates of inflation in LA
social care to 2008/9 then 2.5% thereafter.
For estimating police and criminal justice costs in the tool, the Cabinet Office Paper "Alcohol
misuse: How much does it cost” of 2003 was used. This report provided estimates of the
cost of police, prosecution and legal services, prison and probation services arising from
alcohol misuse. Total Criminal Justice Service costs are estimated as £17.7 billion of which
15% relate to alcohol misuse. The adjusted figure for England in 2007/8 is approximately £2
billion. The above cost estimates excluded the cost of drink driving offences; these are
separately estimated at £625 million, giving a total of £2.65 billion in 2007/8 expenditure
levels. These costs were inflated at 5% to 2008/9 then 2.5% per annum to 2011/12.
Table I3 shows the results from the NSMC Value for Money tool. The population gain from
19,332 brief interventions is 90.5 QALYs (Quality Adjusted Life Years). This is based on the
average QALY gained from an opportunistic 5 minute GP brief intervention which is
estimated to produce a 0.5% change in individuals from heavy to moderate drinking after
one year. This is a conservative estimate, with some studies estimating up to up a 7.6%
change. The cost per QALY before any savings are taken into account is £3,644 which
would be considered to be cost effective using NICE’s threshold for willingness to pay for
public health interventions of anything less than £20,000 per QALY. This is similar to the
estimate in Matrix’ study of £4507 per QALY gained and similar to previous modeling done in
Wirral which estimated a cost per QALY of £3,609. Overall the intervention is estimated to
be cost saving to the NHS, with an investment of £329,743 producing a long term discounted
net cost saving of £506,937 to the NHS.
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Table I3. Results from NSMC Value for Money Tool, based on Wirral activity for 2011/12
financial year and a 0.5% shift from heavy to moderate drinking.
Results

Health Impact
QALY

Outcomes

Public Sector
Services Cost
Savings

90.49

Net Cost to
Public sector

Net cost Per Health
Gain
£/QALY

£329,743

£3,644
(between £3,280 and
£4,009)

Cost Savings to NHS from
Health Gain

£836,680

-£506,937 (i.e.
Cost saving)

Cost saving

Cost savings to Police
and Other Criminal Justice
Services

£216,754

-£810,978 (i.e.
Cost saving)

Cost saving

Cost savings to
Care

£87,287

Social

Hospital Admissions averted 112.73 (between
(over the long term)
101.46 -124.01)
Total Deaths Averted

2.29 (between 2.06
and 2.52)

Total Years of Life Added

26.10 (between
23.5 and 28.7)

Sensitivity Analysis
In economics, varying the parameters in a model to see how they affect the results is called
a sensitivity analysis. In this model the main input variable is the proportion of clients who
change their drinking behaviour as a result of an intervention. The assumptions we have
used in terms of modelling the effect of IBA are very conservative, with a proportion of
people having the intervention who move from being heavy to moderate drinkers of 0.5% or
1 in 200 people having an intervention. This is partly because we do not have local evidence
about the effectiveness of the IBA programme. It is recommended that in future a cohort of
individuals who have had IBA could be followed up over time to see how their drinking
behaviour changes and if possible what contact they have with the NHS and other public
services. The assumptions we have used are only about the effect of the IBA intervention
alone, not about subsequent interventions. People who are identified as having severe
drinking problems will be referred on into other services, which will produce benefits in terms
of individual health as well as to wider society.
We varied the proportion of individuals moving from being heavy to moderate drinkers from
0.01% to 7.5% with 0.5% being the central estimate used above. As the proportion of people
changing their drinking behaviour increases as a result of their brief interventions, so the
number of QALYs gained and the cost savings to the NHS and other public bodies
increases. At a change of 7.5%, the estimated long term cost saving to the NHS is around
£12.5million which is around 50% of the cost of alcohol related diseases for Wirral. This
analysis indicates that increasing the reach or the effectiveness of alcohol identification and
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brief advice has the potential to produce cost savings and increase life expectancy.
Table I4. Sensitivity analysis of results from NSMC Value for Money Tool, based on Wirral
activity for 2011/12 financial year and varying change from heavy to moderate drinking.

% change from heavy to moderate drinking
Results

Cost of intervention
QALYs gained
Net cost/QALY before cost
savings
NHS cost savings
Police & criminal justice cost
savings
Social care cost savings
Cost/QALY after cost savings

0.01%

0.50%

1.00%

2.00%

5.00%

7.50%

£329,743

£329,743

£329,743

£329,743

£329,743

£329,743

1.8

90.5

181

362

905

1358

£182,207

£3,644

£1,822

£912

£365

£243

£16,734

£836,680

£1,673,360

£3,346,720

£8,366,800

£12,550,200

£4,335

£216,754

£433,508

£867,016

£2,167,540

£3,251,310

£1,746

£87,287

£174,574

£349,148

£872,870

£1,309,305

£169,600

cost
saving

cost saving

cost saving

cost saving

cost saving

IBA Impact on Marmot Objectives
The Marmot review ‘Fair Society, Healthy Lives’ identified eight priority areas for improving
health and reducing health inequalities. The impact of alcohol interventions on these areas is
as follows;
The Department of Health “Models of Care for Alcohol Misusers”54 cites overall economic
cost of alcohol to society as approximately £20bn, mostly as a result of loss of
productivity and alcohol related crime
A reduction in binge drinking indirectly contributes to a reduction in alcohol related crime
and disorder. In 2006/07, alcohol was associated with over 500,000 recorded crimes in
England55. It may also be a contributory factor in up to one million assaults and is
associated with 125,000 instances of domestic violence56
Up to 17 million working days are lost annually through absences caused by drinking –
and up to 20 million are lost through loss of employment or reduced employment
opportunities57. Thus IBA interventions can contribute to an improvement in quality of life
and financial benefits for people of working age and their families, of being able to
contribute productively to labour force and of benefits to the local economy of sensible
drinkers/abstainers being economically active and not requiring long term receipt of
social care and benefits.
The impact of excess alcohol consumption on other family members can be profound,
leading to feelings of anxiety, worry, depression, helplessness, anger and guilt. It can

54
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lead to financial worries and concern about the user’s state of physical and mental
health, as well as their behaviour58
Wider socio-economic benefits are associated indirectly with avoidance of relationship
breakdown, domestic abuse, poor parenting, unsafe and regretted sex - truancy,
delinquency, antisocial behaviour and homelessness59
The adverse effects of alcohol are exacerbated among those from lower socioeconomic
groups, as they are more likely to experience its negative consequences. (This is not
necessarily as a result of drinking themselves, but can be due to other people’s drinking.)
In addition, factors such as a poor diet and a general lack of money mean that people in
lower socioeconomic groups who do drink heavily cannot protect themselves as well as
those in more affluent groups against the negative health and social consequences.
Compared with those living in more affluent areas, people in the most deprived fifth of
the country are: two to three times more likely to die of causes influenced, in part, by
alcohol; three to five times more likely to die of an alcohol-specific cause; and two to five
times more likely to be admitted to hospital because of an alcohol-use disorder.60

19. Alcohol Treatment Services Provided by CWP (Cheshire and
Wirral Partnership)
Summary and Recommendations
CWP are the main provider for specialist alcohol treatment services for mainly
dependent drinkers.
In 2011/12 FY 1,109 clients had some interventions (about 1 in 200 of the adult
population of Wirral). Men made up two thirds of clients; the biggest age group was 4050. There were low numbers recorded as having concurrent mental health or drug
problems.
The average wait for treatment was 8 days, however some individuals waited much
longer.
The main treatment modality is 'other structured' (72%). Overall treatment completion
success rate is 58% which is same as national. Completion rates are better in people
aged over 50. Average number of contacts per client was 7.5, average days in treatment
was 73.
The Shared care model has a CWP worker attached to GP practices to identify and
support harmful drinkers and stable dependent drinkers. Clients in the shared care
setting had a lower completion rate than other clients under CWP treatment. The shared
care service has had variations in staffing levels so it is difficult to get an accurate
assessment of outcomes at this point in time.
TOPs were recorded on discharge for 25% of clients; all TOPs outcomes showed a
statistically significant improvement.
The cost per client was £1,123, per completer was £1,729.
Based on a one year economic model, the cost per QALY gained of the service was
£7,761 before any cost savings were taken into account.
58
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Overall based on the data here the service has good outcomes and performs well.

CWP Services
CWP provide alcohol treatment services for Wirral residents which include pharmacological
interventions, motivational interventions, CBT and psychosocial interventions. They also
provide shared care interventions with GPs, and provide and manage identification and brief
advice, which has been considered in a separate section of this report. The data provided
was said to cover referrals from April 2011 to January 2013. This data covered 1890 unique
clients, and 2304 referrals in total, including clients who had been through services more
than once. For 2011/12 financial year there were 1,234 clients referred, which is about 1 in
200 of the adult population of Wirral. The average wait time between referral and
commencement of treatment was 8 days, but 88 clients (7.1%) had a wait time greater than
30 days. It is not clear what proportion of this wait is due to lack of capacity and what
proportion is due to clients own wishes. People who are waiting a long time for treatment
may become more dependent without help so that by the time they are in treatment their
problems are exacerbated. Anecdotally it seems that waiting times have improved in
2012/13.

Demographics
Table C1 shows source of referrals, the main ones being 'other' and 'self' so based on this it
does not seem like many referrals come from agencies, but it may be that agencies signpost
people to services and their source of referral is recorded as 'self'.

Table C1. Referrals by source of referral, 2011/12 FY.
Referral Source
Agency
Contact
GP
Other
Self
Staff
Total

Proportion
of total
1.5%
0.1%
14.0%
44.5%
39.7%
0.2%
100.0%

Completion Rate
56%
0%
62%
50%
67%
33%
58%

Age and Gender
Overall men made up around two thirds of clients. This split is similar to that seen nationally
with alcohol treatment services. The biggest age group was between 40 and 50 years old. In
ages 25-29, men were five times much more prevalent than women in treatment. 1.5% of
clients were recorded as being now deceased, which if correct is actually quite positive as
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mortality rates for people who are alcohol dependent can be as high as 12% per year.
Table C2. Proportion of CWP clients by age and gender, 2011/12 FY.
Age group
18-19
20-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64
65-69
70-74
75+
(blank)
Total

Female
0%
1%
1%
4%
4%
8%
5%
4%
2%
3%
1%
0%
1%
0%
35%

Male
0%
1%
5%
7%
8%
10%
11%
6%
6%
3%
3%
2%
2%
0%
65%

Total
0%
3%
6%
11%
12%
18%
16%
10%
8%
6%
4%
2%
3%
0%
100%

Figure C1. Proportion of CWP clients by age and gender, 2011/12 FY.
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Age Group

Compared to national treatment data, Wirral has a greater proportion of clients aged 60 and
over, and a lower proportion of clients aged under 25.
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Figure C2. Proportion of CWP clients by age, compared with national alcohol treatment data.
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Programme completion rates were similar for males and females. 20-24 year olds had the
lowest completion rates, while there seemed to be two distinct groups, with completion rates
around 56-58% for 25-50 year olds then higher at 64-67% for 50-70 year olds. Overall
alcohol completion rates were similar to national (57% for 2011/12).
Table C3. Proportion of CWP clients completing programme by age and gender, 2011/12 FY.

Age group
18-19
20-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64
65-69
70-74
75+
(blank)
Total

Female Male
100%
27%
46%
56%
59%
58%
58%
72%
53%
63%
60%
75%
64%
100%
59%

33%
38%
58%
54%
56%
58%
55%
64%
68%
70%
69%
47%
43%
58%

Total
60%
32%
56%
54%
57%
58%
56%
67%
64%
67%
66%
52%
50%
100%
58%

The AUDIT (Alcohol Use Disorders Identification Test) is a tool which is used to establish the
level of problems someone has with alcohol. As would be expected the majority of clients
with AUDIT scores were either dependent or higher risk. The proportion of clients in each
group did not differ significantly by age or gender.
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Table C4. Proportion of CWP clients by AUDIT outcome, 2011/12 FY.

AUDIT Outcome
Possible Dependence Refer to Dependent
Team
(blank)
Higher Risk Refer to HR Team
Increasing Risk
Lower Risk
Total

N

% of total
957
198
52
17
10
1,234

77.55%
16.05%
4.21%
1.38%
0.81%
100.00%

The majority of clients (72%) were White British. Around a quarter of clients did not have
ethnicity recorded. Wirral has a high White British population and drinking problems are very
prevalent in White British populations so this does not really indicate an inequity of service
provision (Table C5).
Table C5. Proportion of clients by ethnicity.
Ethnicity
% of clients
White British
72.0%
Unknown/Not stated
26.6%
Other ethnicity
1.4%
Clients did not have full postcodes so could not be accurately matched to deprivation
groups. However based on the partial postcodes it is estimated that just over half of clients
were from the 20% most deprived areas nationally (which contain 32% of the Wirral
population). This indicates that people in the more deprived areas are more likely to need
alcohol treatment (Figure C3).
Figure C3. Proportion of clients by deprivation.

18%

least deprived
15%
67%

most deprived
partly deprived

Employment status was recorded for 17.3% of clients. Of these the majority were
unemployed. There were 46 clients who were recorded as being in employment.
Table C6 shows numbers of clients having more than one intervention and the proportion
who completed treatment as of January 2013. Most clients who did not have any modalities
of treatment were listed as 'treatment commencement declined by client'.
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Table C6. Number of clients by number of treatment modalities, 2011/12 FY referrals.
Number of
modalities

N

0
1
2
3
4
Total

125
1026
79
3
1
1,234

% of clients

Treatment
completed %

10.1%
83.1%
6.4%
0.2%
0.1%
100.0%

18.4%
64.8%
40.5%
0.0%
0.0%
58.3%

Table C7 shows the number of clients by type of intervention and proportion that had
treatment complete as of January 2013. The most common treatment modality was other
structured intervention followed by psychosocial interventions and brief interventions. 16.2%
of clients (200 clients) were recorded as being under shared care.
Shared Care
The shared care model has a CWP worker attached to GP practices to identify and support
dependent and problem drinkers. Shared care therefore is a setting rather than a particular
treatment modality. Clients under shared care were less likely than other clients to complete
treatment, with 50.5% completing treatment. Obviously just because a treatment modality
has a lower completion rate does not always mean it is less effective, as the characteristics
of the clients coming into the treatment differ, so for instance clients under shared care may
have greater needs than clients having a brief intervention. Shared care also seems to be
have been successful in other ways, for example in greatly increasing referrals from GPs to
residential detox and other services.

Table C7. Number of clients by type of intervention & setting with proportion having
treatment completed as of January 2013, 2011/12 FY. NB clients can have more than one
intervention.
Intervention

Number of clients

% of referrals

Treatment completed %

Brief intervention
Prescribing
Other structured
Pharmacological intervention
Psychosocial intervention
Recovery support
All interventions
Shared Care

238
13
887
5
51
3
1,109
200

19.3%
1.1%
71.9%
0.4%
4.1%
0.2%
89.9%
16.2%

55.9%
30.8%
65.5%
20.0%
19.6%
0.0%
58.3%
50.5%

Average
N
contacts
per
2.7
client
32.4
8.3
17.2
26.0
28.7
7.5
10.0

Average
days in
treatment
24
174
94
300
335
73
91

In this data 6.2% of clients (76 clients) were recorded as having dual diagnosis; defined as a
concomitant severe and enduring mental health problem as well as an alcohol problem.
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1.2% of clients (15 clients) had a concurrent other drug problem. These proportions seem to
be lower than would be expected, given how alcohol, drug and mental health problems are
seen to occur together in the general population. However it is likely that people with primary
drug problems are seen by drug services and people with primary mental health problems
are seen under mental health services. Rates of people recorded as having prescribing or
pharmacological interventions seem very low in this data when many people with alcohol
problems may be prescribed vitamins, benzodiazepines, or anti-convulsant drugs.

Treatment Outcomes
Clients with dual diagnosis were actually slightly more likely to complete treatment than
those without, 64.5% of dual diagnosis clients from 2011/12 completed treatment. Clients
with concurrent other drug problems were much less likely to complete treatment however,
with only 20.0% of clients completing treatment.
Treatment Outcome Profile (TOPs) are outcome tools developed by the NTA (National
Treatment Agency) in England. These are typically collected for drug users in treatment, but
are collected for people in alcohol treatment too. There has previously been a UK target
around 85% people in drug treatment having TOPs completed, but none for alcohol. In
alcohol treatment there is not a current consensus around what outcome measures are most
important. For clients with before and after TOPs, there was a statistically significant
improvement in all of the outcome measures, drinking days reduced by 64%, daily units
reduced by 74%, self-assessed physical health increased by 38%, psychological health by
51%, and quality of life increased by 52%. A standard outcome in cost utility analyses is
quality adjusted life years (QALYs) which are a summary measure of survival and health
related quality of life. There does not seem to be a current gold standard for converting
TOPs to a summary utility score like that derived from the EQ-5D which is the current gold
standard questionnaire for calculating QALYs. Because before and after TOPs was only
recorded for around a quarter of clients, it is not clear whether these are representative of
the rest of clients or just represent the success stories, with other clients having dropped out
or not benefitted as much from treatment. Most importantly, because TOPs is self-reported
there is a big question mark about reliability, as clients may be trying to meet the
expectations of service providers, and in the case of drug treatment clients often have other
outcomes riding on it, so for instance would not admit to continuing heroin use if they are
receiving methadone. Table C8 shows changes in TOPs outcomes. We have used 95%
trimmed averages because there were some extreme values that skewed the data.
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Table C8. TOPs outcomes as of January 2013, 2011/12 FY. 95% Trimmed averages.
Initial

Discharge

Most recent
(where most recent is not
initial or discharge)

Number with TOPs recorded
Alcohol drinking days (per 28 days)
Average daily units
Estimated weekly units
Average physical health status
Average psychological health status
Average Quality of Life

839 (76%)
20.3
25.0
126.9
10.4
9.6
10.0

276 (25%)
7.4
6.4
11.7
14.4
14.6
15.1

104
14.3
12.9
45.9
11.3
11.0
11.9

The most common treatment outcome was treatment completed – occasional user, which
indicates that not all clients become completely abstinent. The definitions of completing
treatment come from the service rather from the clients so it may be that some clients who
drop out have actually conquered their alcohol problems themselves but do not feel they
want to have continuing contact with the service.
Table C9. Treatment outcomes for CWP clients, 2011/12.
Treatment Outcome

N

Treatment completed - occasional user (not heroin or
crack)
Treatment completed - alcohol-free
Incomplete - dropped out
Incomplete - treatment commencement declined by client
Treatment Declined by Client
(blank)
DNA Any Appointment
Incomplete - Client Died
Transferred - in custody
Transferred - not in custody
Incomplete - retained in custody
Treatment completed - drug-free
Treatment Completed
Incomplete - treatment withdrawn by provider
Transfer
Inappropiate Referral
Clinician
Dropped Out/Left
No Response to Opt-in
Total

430

% of
total
37.39%

283
202
135
56
48
19
15
15
9
5
4
3
3
2
2
1
1
1
1234

23.23%
15.93%
9.99%
4.08%
3.68%
1.23%
1.26%
1.01%
0.67%
0.39%
0.28%
0.26%
0.16%
0.18%
0.13%
0.03%
0.01%
0.11%
100.00%
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Cost of service
There were 1,109 clients who were recorded as having interventions in 2011/12. The total
spend on CWP specialist alcohol treatment services for 2011/12 was £1,245,176 which
works out as £1,123 per client or £153 per contact. The cost per completer was £1,729.
Many clients will use several services i.e. detox, aftercare etc., and it is not possible to match
up all clients across the patient journey with current data so the total average cost per client
will be higher than this.

Economic modelling
A short term economic model was constructed to assess the average difference in quality of
life for alcohol treatment versus no treatment. This model included only outcomes over one
year so was mainly based on data from CWP. The decision tree model was built using
TreeAge 2012 software. The input parameters for the decision tree model are shown in
Table C10. This model structure is shown in Figure C4.
Table C10. Model parameters for one year alcohol treatment model.
Parameter

Value

Source

Utility (dependent)

0.498

Based on baseline TOPs QoL score

Utility (occasional)

0.701

Based on follow up TOPs QoL score

Utility (alcohol free)

0.786

Based on follow up TOPs QoL score

Cost of treatment

£1,123

Based on Wirral finance data

Spontaneous recovery rate

0.20

Based on Walters (2000)

Mortality rate (no treatment)

0.05

Based on Barbosa (2010)

Mortality rate (treatment)

0.015

Based on CWP data

Time horizon

1 year

Discount rate

none as only 1 year
time horizon

61
62

61

Walters GD. Spontaneous remission from alcohol, tobacco, and. other drug abuse: seeking quantitative answers to
qualitative. questions. Am J Drug Alcohol Abuse 2000; 26:443–460
62
Barbosa, CPP. (2010) Economic Evaluation of Alcohol Treatments; Linking drinking patterns, alcohol consequences and cost
effectiveness of alcohol treatments
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Figure C4. Structure of alcohol treatment decision tree model.

Model Results
This model estimated that within one year, people in alcohol experienced on average 0.13
QALYs more (quality adjusted life years) compared to those not in treatment. So applying
this to the total population referred to CWP in 2011/12 this would equate to 160.42 QALYs
gained in this population, at a cost of £1,245,176. This gives a cost per QALY of £7,761
which would be considered cost effective using NICE's threshold of willingness to pay of
interventions less than £20,000 to £30,000. This is before any additional cost savings are
taken into account. With any additional cost savings these services most likely pay for
themselves very quickly in terms of return on investment through reduced crime, antisocial
behaviour, health and social care spending but we do not have the local data to be able to
quantify these cost savings. This model can be seen as a starting point and if we can get
better data in future we can build more of a long-term model.
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20. Home Detox
In 2012/13 financial year CWP started offering home detox as an alternative to the
residential detox provided at Birchwood. This was aimed at the following groups (this seems
to be in line with NICE Guidance CG115);
People scoring in the mild – moderate category on the Severity of Alcohol
Dependence Questionnaire (SADQ).
People with no history of mental health or physical health problems.
Homeless people or those living in hostels (these clients are dealt with during the day
in the harm reduction unit)
People who have had multiple alcohol detoxes.
In 2012/13 CWP treated 95 people in the community, around 50% of whom came from the
hospital. None of the people treated had to be readmitted during their detox, which indicates
some success. The clients were treated by nurses from the Harm Reduction Unit (HDU).
The home detox service has 24 hour nursing cover and has 2 prescribers and can cope with
patients with co-morbidities, convulsions and delirium tremors.
CWP’s home detox service will be considered in more detail in a separate piece of work, if
we can get the data needed to do some economic analysis.

21. Hospital Substance Misuse Nurse
Wirral has funded a substance misuse liaison nurse (SMN) based in Arrowe Park Hospital.
This nurse has identified people with alcohol problems, carried out screening and brief
interventions, and referred people on to treatment services. They have also have a coordinating role and have trained staff in the hospital to be more aware of alcohol problems
and to screen and refer people.
We had audit data for three months (August-September 2012) during which time the SMN
saw 202 people who had been admitted to hospital or had attended A&E (179 unique
people). Around 46% were already known to services while 54% were service naïve. 14%
refused onward referral to alcohol treatment services. Most people who were referred were
referred to CWP and The Social Partnership. 14% of patients were recorded as having
completed treatment in Birchwood. 94% of patients were recorded as having received brief
intervention and leaflets from the SMN. Based on a total cost of SMN of £50,000 per annum
(including salary and other support costs), and a total number of interventions of 808 per
year (this is 202 interventions for 3 months, multiplied by 4), the activity of the SMN is
estimated to produce a net cost saving to the NHS of £47,149 per annum (Table N1). This is
before the broader benefits are taken into account i.e. benefits from people being referred
onto other services and giving themselves a better chance of reducing their alcohol intake.
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Table N1. Estimated costs savings from Hospital substance misuse nurse providing alcohol
interventions.

2011/12

Estimated N
of
Interventions

Savings to
NHS

Net savings
for NHS

A&E
presentations
saved1

Admissions
saved2

A&E
Savings3

Admissions
savings4

808

£97,149

£47,149

404

27

£43,632

£53,517

1 A&E visits saved per intervention = 0.5 from Crawford MJ, Patton R, Touquet R, Drummond C, Byford S, Barrett B et al.
Screening and referral emergency department: A pragmatic randomised controlled trial. Lancet 2004, 364, 1334–1339.
2 Admissions saved per intervention = 0.07 based on NWPHO’s work that estimated that 1 in 15 alcohol-related A&E visits go
on to become a hospital admission.
3 £108 A&E cost from NHS Unit Costs 2011/12.
4 £1,987 Admission costs based on average tariff cost of alcohol related admissions for Wirral 2011/12.

22. Birchwood Residential Detox
Summary & Recommendations
Birchwood is a residential detox service for people who are undergoing drug
or alcohol withdrawal.
In 2011/12 there were 296 alcohol clients from Wirral of whom 260 (88%)
successfully completed treatment. The two year readmission rate was 17%.
Average length of stay was 7.7 days, nearly all clients were aged over 25,
60% were male.
Many clients were referred onto aftercare, particularly Archway.
Cost per client was £946, cost per completer was £1077.
The service does not seem to produce a large reduction in hospital
admissions post-discharged.
An evidence-based economic model was built, with a 50 year time horizon.
This model found that treatment in Birchwood should increase QALYs
experienced and reduce lifetime healthcare costs.
In 2012/13 GP referrals to Birchwood have increased, where previously most
referrals came from hospital. GP referred clients have a similar completion
rate to clients from other referral sources.
It is recommended that more long term outcomes data is collected to monitor
the success of the service.
In future comparisons could be made between home detox and residential
detox where clients are offered a choice of one or the other; clearly for some
clients with different types of needs one type of detox may be more
appropriate than another.
Another part of specialist alcohol treatment services is Birchwood, which is provided by
ARCH initiatives, who offer a residential detox service for people with drug and alcohol
problems, with intensive one-to-one advice, medical and therapeutic support, life skills
sessions and alternative therapies. They also prescribe benzodiazepines and anticonvulsant
drugs along with vitamins where appropriate.
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Evidence from the USA suggests that outcomes for residential detox and community detox
are similar. 63 Outpatient withdrawal allows people to access more social support from their
families or to potentially carry on with job or family commitments. Inpatient detox is more
appropriate where someone has severe side effects of withdrawal, does not have social
support, or has other health problems that need to be monitored. According to Volpicelli
(1992), predictors of success are whether someone is intoxicated when they first present,
whether they have a history of delirium tremors or seizures, and whether they are in
employment 64. Outpatient detox can be less expensive and time consuming than inpatients
detox. 65
We were provided with Birchwood data for clients admitted in 2010/11 and 2011/12 financial
years. There were 299 admissions to Birchwood in 2010/11 (273 unique clients) and 374
admissions to Birchwood in 2011/12 (352 unique clients). Across the two years there were
673 admissions for 562 unique clients. The highest number of admissions for an individual
client to Birchwood was 4 across the two years. Based on the alcohol performance report for
2011/12, there were 296 people from Wirral who entered Birchwood, of whom 88% (260)
had a planned discharge.
Demographics
There were more males than females in Birchwood but the ratio was not as large as it is for
other alcohol services, especially in over 40s. There were very few clients who were aged
under 25.
Table B1. Proportion of Birchwood clients by age group and gender, 2011/12.
Age Group
16-24
25-39
40-54
55-64
65+
Total

Female
0%
13%
21%
5%
1%
41%

Male

Total
1%
21%
28%
8%
1%
59%

1%
34%
49%
13%
2%
100%

Deprivation
The data we were provided with did not have postcode to match up to deprivation. Based on
the postcodes of people admitted to Birchwood who had hospital admissions, it is estimated
that 64% of clients were from the most deprived quintile nationally, which makes up around
32% of the Wirral population.

63

Hayashida, M.; Alterman, A.I.; Mclellan, A.T.; O’Brien, C.P.; Purtill, J.J.; Volpicelli, J.R.; Raphaelson, A.H.; And Hall, C.P.
(1989). Comparative effectiveness and costs of inpatient and outpatient detoxification of patients with mild-to-moderate alcohol
withdrawal syndrome. New England Journal of Medicine 320(6):358–364, 1989
64
Volpicelli, J. “The Pharmacological Management of Alcohol Dependence.” Paper presented at the University of Pennsylvania,
Philadelphia, Pennsylvania, April 16, 1992
65
Parrott S, Godfrey C, Heather N, Clark J, Ryan T (2006) Cost and outcome analysis of two alcohol detoxification services.
Alcohol and Alcoholism 41: 84-91.
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Source of referral
The greatest number of referrals were from Arrowe Park Hospital. Some referrals were from
agencies outside of Wirral. There was some thought that people who are referred from GPs
may be more or less likely to complete, because they may not have the same kind of history
of alcohol admissions or using alcohol services before they come in for residential detox.
Based on this data, completion rates were not significantly different between different
sources of referral. We also looked at 2012/13 data where GP referrals had increased to
28% of all referrals. In 2012/13 completion rates were still similar between groups, with 96%
of GP referrals completing and 88% of hospital referrals completing treatment.
Table B2. Source of referral for Birchwood clients 2010/11 and 2011/12 with completion
rates.
Source of referral
Arch Conway St
Arrowe Park Hospital
Central Cheshire Alcohol Service - Aqua House
Central Cheshire Drug Service - Aqua House
CWP Alcohol Service (Prev Wirral Alcohol
Service)
East Cheshire Alcohol Service
East Cheshire Drug service
Ellesmere Port Alcohol Team - Unity House
Ellesmere Port Drugs Team - Unity House
GP
Halton Community Drug
Halton/Ashley House CDT
Sefton Assessment team
Self funder
Social Partnership Birkenhead
Wirral Alcohol Service / CWP
Wirral PCT
Wirral PCT assessment
Wirral PCT rapid
Grand Total

% of
clients
0.9%
45.2%
5.3%
0.6%
8.9%

%
completed
67%
88%
94%
100%
82%

2.8%
0.3%
5.1%
0.4%
6.4%
0.1%
0.7%
0.6%
1.5%
0.1%
11.9%
8.0%
0.1%
0.9%
100.0%

95%
100%
94%
100%
88%
100%
80%
75%
90%
100%
90%
80%
100%
67%
88%

Outcomes
Nearly 9 out of 10 clients completed treatment in Birchwood as alcohol free. Females had a
slightly higher rate of completing treatment than males (93% in women vs 86% in men). The
average number of days in Birchwood for all clients was 7.7 days. For clients who
completed, the average was 8.3 days. The average age was similar for completers and noncompleters.
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Table B3. Treatment Outcomes with average age and average N days.
Outcome
Treatment Complete - Alcohol Free
Dropped out
Treatment Withdrawn by provider
Treatment commencement declined
by client
Transferred - not in custody
Total

N
clients
332
23
13

% of
clients
88.77%
6.15%
3.48%

Average
Age
43.4
44.0
41.0

Average N Days in
B/Wood
8.33
2.83
3.23

4
2
374

1.07%
0.53%
100.00%

48.0
62.5
43.5

1.00
3.00
7.71

Onward referral
Onward referrals were recorded as a free text field and were not consistently recorded. The
greatest proportion of clients were recorded as being referred onto ARCHway, followed by
TTP (Trust the Process Wirral). There are a lot of different services for onward referral which
indicates that clients have a lot of choice. There is some debate about whether clients are
better off going on to aftercare and daycare or into alcohol treatment services. We do not
currently have data about how many people relapse after being discharged from Birchwood,
although we know that over the time period we had data for, 17% of clients were readmitted
to Birchwood.
Table B4. Onward referral destinations for Birchwood clients.
Onward referral

% of clients

ARCHway

38.0%

No Referral

10.7%

TTP

7.8%

(blank)

5.6%

Aqua House

3.5%

ARCH Aftercare

3.5%

Social Partnership

3.2%

AA

3.2%

CWP Alcohol Service (Prev Wirral Alcohol Service)

3.5%

Unity House

2.9%

East Cheshire Alcohol

2.4%

Turning Point

0.8%

Addaction

0.8%

Sharp

0.8%

Phoenix rehab

0.8%

ARCH Conway Street

0.8%

Other

11.8%

Total

100.0%

Hospital admissions for Birchwood clients
We looked at hospital admissions data to see if being admitted to Birchwood was associated
with alcohol-related admissions in the past and was associated with a reduction in alcohol
related admissions after discharge from Birchwood. Because there is no control group, it is
difficult to know what the counterfactual is, that is, what would have happened had clients
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not been admitted to Birchwood. Hospital admissions are only one outcome and do not
necessarily tell us that much; we cannot always expect treatment to reduce admissions as
often as someone moves from having alcohol problems other health problems which may
have previously been neglected come to the fore.
We had alcohol-related hospital admissions data for Wirral that covered the time period from
April 2006 to August 2012. This data is for inpatient admissions and does not include A&E
presentations. This data includes diagnosis codes which are regarded as having an alcohol
attributable fraction between 0 and 1 (i.e. that a proportion of them are alcohol related), and
codes that are regarded as being alcohol specific, that is completely caused by alcohol, like
acute alcohol toxicity. Hospital admissions can have several diagnoses, so the alcohol
related diagnosis is not always the primary diagnosis, so someone might be admitted with a
primary diagnosis of a head injury with a secondary diagnosis of mental and behavioural
disorders due to use of alcohol. This hospital admissions data was matched up to Birchwood
data using a combination of date of birth, initials and gender. This is obviously not a perfect
way of matching data as someone's initials can change if they change their name, although
someone's recorded gender and date of birth is less likely to change. If patients were not
registered with Wirral GPs then they would not appear in this hospital admissions data so
patients who have recently moved into Wirral may have clocked up lots of admissions in
other areas that would not be in this data, or patients who come from outside of Wirral to
have detox in Birchwood would not appear in this data. Overall around 60% of clients were
matched up to admissions, with each of these clients having an average of around 6.5
admissions over the time period or 1.2 admissions per year. The total tariff cost of hospital
admissions for these clients across 6 years was around £1.5million.
Table B5. Alcohol related hospital admissions in Wirral for Birchwood clients.

N clients with hospital admissions
Total N unique Birchwood clients within year
% of clients with hospital admissions
Total hospital admissions Apr 2006-Aug 2012
Average N admissions per client with admissions
Average N admissions per year

Year of admission to
Birchwood
2010/11
168
273
62%
1127
6.7
1.24

2011/12
209
352
59%
1301
6.2
1.15

For patients admitted to Birchwood in 2010/11 and/or 2011/12 the most common alcohol
related diagnoses for hospital admissions were mental and behavioural disorders due to
alcohol which accounted for 71% of admissions.
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Table B6. Alcohol related conditions for hospital admissions for Birchwood clients.
Alcohol related condition

N admissions

Mental and behavioural disorders due to use of alcohol

1445

Ethanol poisoning

204

Alcoholic liver disease

110

Alcoholic gastritis

59

Hypertensive diseases

39

Epilepsy and Status epilepticus

32

Assault

25

Intentional self-harm/Event of undetermined intent

23

Fall injuries

20

Chronic pancreatitis (alcohol induced)

15

Cardiac arrhythmias

14

Acute and chronic pancreatitis

7

Other

31

Total

2024

The average number of hospital admissions for Birchwood clients seems to tail off in the
year after they were admitted to Birchwood, which indicates that admission to Birchwood
may be successful in preventing future hospital admissions. However it may just be that
clients were going through a time of crisis when they were more likely to be admitted to
hospital and have since gone back to being nearer to the population average.
Figure B1. Average alcohol-related admissions per month for Birchwood clients.
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Figure B2. Average cost of alcohol-related admissions per month for Birchwood clients.
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There is a spike in hospital admissions around the time of admission to Birchwood which is
not surprising as many clients are admitted straight to Birchwood from hospital. Admissions
seem to show a slight downward trend after admission to Birchwood but it is hard to be
certain.
Figure B3. Average number of alcohol-related admissions per month for Birchwood clients
2010/11.
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Figure B4. Average number of alcohol-related admissions per month for Birchwood clients
2011/12.
Hospital admissions before and after admission to Birchwood, 2011/12
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Cost effectiveness of Birchwood
The budget for Birchwood was £280,000 for 2011/12. There were 296 clients of whom 260
completed successfully. The cost per client was £946 and the cost per completer was
£1,077. This seems to be quite reasonable given that it is a residential service.
Economic Modelling
The data we have for Birchwood does not include any direct data on increase in quality of
life or other economic outcomes. We combined evidence with data from Birchwood to create
a Markov model to estimate the cost effectiveness of residential detox compared with
treatment as usual. This model was built in TreeAge software. The main input parameters of
this model are shown in Table B7.
Table B7. Parameters for economic model for residential detox.
Parameter

Value

Notes

Successful treatment

0.89

Based on Birchwood data

Relapse rate 5 years

0.85

Based on NICE Guidance CG115

Relapse rate 1 years

0.379

Based on 5 yr rate

Spontaneous recovery rate

0.58

QALY Utility score (dependent)

0.6349

Based on treatment complete in
alcohol services for Wirral
Based on harmful drinker from
UKATT trial (2006)

QALY Utility score (safe drinker)

0.8

Upfront cost of residential detox

£946

Additional healthcare cost per
year (dependent drinker)

£1,800

Mortality rate (dependent drinker)

0.09 +(0.01 per year)

Based on NICE Guidance CG115,
assumed to include readmission to
residential detox
Based on Barbosa (2010)

Mortality rate (ex-dependent
drinker)
Discount Rate

0.0215 +(0.01 per year)

Based on Barbosa (2010)

3.5% Per annum

Time horizon

50 years

This is the UK standard discount
rate.
This was a time horizon by the end
of which almost all of the cohort in
the model will have died.

Based on normal EQ-5D UK utility
age 50-60
Based on Wirral finance data

The type of model used was a simple Markov model, this is where a person exists in one of
a set of mutually exclusive states; in this case the three states were dependent drinker, safe
drinker, and death. In this model each person has a probability of moving from one state to
another for every year that the model is run for (we ran for 50 years, after which time nearly
all clients would be dead). All people in the model started off as dependent drinkers, then in
each cycle they would either remain as dependent drinkers, move to being ‘safe drinkers’,
(this includes people who are abstinent), or would die. Costs and outcomes which occurred
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in the future were discounted at 3.5% per annum. Going through residential detox would
reduce their chance of spending the next year as a dependent drinker, but the relapse rate
was also high so people would have a high chance of moving between groups. This model is
quite simple in that it does not stratify by age which is a big predictor of success in treatment,
and obviously older people are more likely to die.
Model Results
The results of the model are shown in Table B8. Residential detox resulted in a modest
increase in the number of quality adjusted life years (QALYs) experienced, and a decrease
of £653 in costs incurred over the next 50 years. So overall as an intervention residential
detox can be said to dominate, i.e. it is cheaper and more effective than the alternative. As a
rough rule of thumb, if dependent drinkers cost an additional £1800 per year in healthcare
costs, and if Birchwood residential detox costs £946 per client, then if residential detox can
stop someone being a dependent drinker for six months it will pay for itself in offset
healthcare costs.
Table B8. Results of economic model for residential detox.
Residential
detox
QALYs
Costs
Incremental QALYs
Incremental Costs
ICER
(incremental cost effectiveness ratio)

8.28
£7,727
0.09
-£653
Residential detox
dominates
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No residential
detox
8.19
£8,380
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Figure B5. Structure of Markov economic model for residential detox.
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23. Aftercare
ARCH provided aftercare data for 84 clients for 2011/12. 40.5% of clients were female,
59.5% of clients were male. Most clients were aged 30-60, particularly aged 40-45. This
indicates that clients are generally quite far into their drinking career by the time they have
reached Aftercare. The greatest numbers of referrals were from Archway, with other referrals
coming from Wirral alcohol service, Birchwood, TTP, Spider and Phoenix. The average
number of weeks attended was 23, with 61% of clients completing their care plan. Around
two thirds of clients were on welfare benefits, with the majority on incapacity benefit or
employment and support allowance (ESA).
27% of clients were recorded as having attained some qualification, and a similar proportion
gained basic IT skills. 5 clients (6%) gained full time employment and 12 (14%) part time
employment.
Table A1. Proportion of ARCH Aftercare clients by age.
Age group
25-30
30-35
35-40
40-45
45-50
50-55
55-60
60-65
65-70
70-75
Grand Total

% of total
2%
10%
11%
24%
14%
14%
17%
6%
1%
1%
100%

A high proportion of clients had been unemployed for more than 3 years.
Table A2. Proportion of ARCH Aftercare clients by time out of employment.
Length of
unemployment
Less than 6 months
6-11 months
12-23 months
24-35 months
36+ months
Unknown
Grand Total

N clients
7
5
11
5
40
16
84

The data had a lot of outcomes measured which demonstrated the effectiveness of the
service. Leeds Dependency Questionnaire (LDQ) was recorded before and after for two
thirds of clients. 26% of clients showed an improvement in LDQ scores (a lower score on
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follow up). The change was not big enough to be statistically significant. The social
satisfaction questionnaire (SSQ) was recorded for two thirds of clients, and was improved in
26% of clients. As with the LDQ, mainly because of the small sample size this change was
not statistically significant. The Christo Inventory for Substance misuse services was
recorded for two thirds of clients; 32% of clients showed an improvement (lower score),
which was statistically significant (paired sample t test, p<0.05). Stage of change was also
recorded for 65% of clients, and improved for 54% of clients. The vast majority of clients who
had outcomes measured improved on at least one of the outcomes.
Table A2. Change in outcomes for ARCH Aftercare clients.
Leeds Dependency
Questionnaire

Social Satisfaction
Questionnaire

Christo Inventory

Completion rate

67%

65%

67%

Average score before

2.61

19.09

3.65

Average score after

2.26

19.42

2.72

Figure A1. Stages of Change & Number of Aftercare clients by stage of change, at treatment
start and 12 weeks.
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24. Social Value of Interventions for moving people back into work
Two interventions are commissioned by Wirral to move people with previous drug and
alcohol problems back into work. The first is the Fixers project (budget c. £30,000 per year
for drug & alcohol users combined), an apprentice scheme which gives people up to a year
of training and employment - two days a week training, three days working in a relevant work
placement. Between 2006 and 2012, 37 people were on the scheme, the majority of whom
(30) went on to employment.
The second is Progress to Work [Hope Clubs] (c. £52,000 per year budget for drugs &
alcohol combined) which used to be commissioned by Department for Work & Pensions but
was picked up by Wirral when DWP ceased to fund it. Both of these interventions are
provided by The Social Partnership and have a good profile in terms of getting people back
into work. Some of this work is in the drug and alcohol treatment system, which in itself adds
value because people have experience of what works and have an affinity and an empathy
with service users, and can be an example to service users of how they can turn their life
around. Between October 2011 and March 2013 (18 months) these interventions had 334
referrals and 186 full sign ups, and 62 job starts.
Table J1. Outcomes from Hope Clubs, October 2011- March 2013.

Outcome

Number

Job Start

62

Job Start Sustained for 13 weeks 27
Job Start Sustained for 26 weeks 15
Training

43

25. Social Value of Expert Patient Programme
A programme of Substance and Alcohol Misuse (SAM) courses, run by the Expert Patients
Programme Community Interest Company (EPP CIC) was commissioned by Wirral for drug
and alcohol users. This programme was evaluated66 using a social return on investment
(SROI) approach. The SROI ratios were positive, with the health service perspective ratio
just less than £1 return for each pound spent, and the societal perspective ratio being £5.51
for every pound spent.
Table E1. SROI ratios for Expert Patient SAM Courses.

Programme
SAM Wirral (Social)
SAM Wirral (Health)

66

Total Present
Value
£191,975
£34,193

Investment Ratio
£34,856
5.51
£34,856
0.98

http://www.expertpatients.co.uk/sites/default/files/publications/epp-sroi-reportnovfinalrev2.pdf
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26. Alcohol, Homelessness, and Street Drinking
It is not known how many chronic high volume street drinkers there are in Wirral but they
have been cited as an issue with police surgeries and meetings. Street drinkers are a very
visible section of the dependent drinker population. Businesses linked to Birkenhead Town
Centre have for several years identified a number of individuals who engage in problematic
street drinking, which is linked to other undesirable behaviours such as criminality, antisocial behaviour and aggressive begging, all of which impacts negatively on the public’s
perception of the Town Centre.
Wirral has some services which are tailored towards street drinkers and homeless people.
There is a lot of evidence for the success of ‘wet day centres’, i.e. places where problem
drinkers can access help and services while drinking in a controlled environment; however
there is currently no provision for this in Wirral. There may be a perception that providing
really high quality services for homeless people or street drinkers may attract more problem
drinkers to the area, or that providing a controlled drinking zone will be detrimental to local
communities and businesses. In 2003, the Kings Fund recommended that every area should
commission a wet day centre67. There has been evidence from other projects like the Booth
Centre ‘wet’ garden in Manchester that they have increased the numbers of street drinkers
going into detox, as well as giving clients a sense of ownership and pride in developing an
award-winning garden.
It is often necessary for many street drinkers to consume alcohol as soon as they are awake,
to stave off the effects of withdrawal following a night’s sleep but many are intoxicated by
late morning/early afternoon. This results in a small window of relative sobriety for these
individuals where constructive intervention can be provided. Outside of this window,
individuals either struggle to keep their appointments or they are turned away for being too
intoxicated. Unable to access appropriate support and feeling depressed, individuals will
tend to self-medicate by drinking more and in this way, a cycle of spiralling alcohol
dependency is perpetuated. Conventional alcohol treatment services are ill-equipped to deal
with chronic, high-volume drinkers of this type and alternative interventions need to be
considered. Starting clients off in a safe, non-judgmental environment where they can
continue to drink but are offered support may have a better chance of reducing the barriers
to successful treatment. That is not to say that there will not be a cohort of drinkers who just
do not want to access treatment no matter what is on offer.
Phoenix Futures is commissioned by Wirral Council to provide an outreach service to
problematic street drinkers and substance misusers. The aim of the service is to discourage
street drinking and the associated anti-social behaviour and to support the individuals
concerned into treatment and other support services. Data collected by Phoenix Futures
shows that all of the people in contact with this service have a drug and/or an alcohol
problem and approximately 63% of those seen were living in temporary accommodation
(including hostels) or were of no fixed abode (NFA). This clearly has implications for their
treatment options and their ability to sustain engagement with mainstream services and for
commissioners when planning services.
67

The King’s Fund and Homelessness Directorate (2003) Wet Day Centres in the United Kingdom: A Research Report and
Manual.
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Table H1. Phoenix Futures Client Characteristics, 2009/10 – 2011/12.

Year

No. of
Clients
Seen

Male

Female

Opiate

Alcohol

2009/10

370

286

84

42

157

2010/11

447

358

89

29

2011/12

568

432

137

17

Both

No
fixed
abode

Temp
accomm.

Hostel

171

117

34

233

185

112

342

210

68

Rented

Supported
Accomm.

Other

Accomm.

94

116

34

0

44

118

158

14

0

54

189

222

31

0

The Phoenix Futures Assertive Outreach Service was independently evaluated by LJMU in
2008, as part of Neighbourhood Renewal Funding (NRF). The resultant report indicated that
the main causes of clients’ homelessness were relationship breakdowns associated with
alcohol and drug abuse, in addition to being released from prison. Clients indicated that the
main priorities of need for people in their situation were housing, somewhere to sleep (i.e.
night shelters), toilet and wash facilities, somewhere to eat and get food, more accessible
health care, activities to help pass time and clothing. The client group also indicated that
hostels that allow the use of alcohol and drugs could be of benefit to them. The client group
believed that there were not enough services available for homeless people, particularly
General comments made by the client group demonstrated a perception that people don't
care about them.
Rough sleepers made up a significant proportion (35%, n=29) of those individuals engaged
with the Town Centre Outreach Service. Rough sleepers often experience greater barriers of
access to services despite being most in need. Anecdotal evidence from rough sleepers
suggests an inter-relationship between exclusion and increased substance misuse, creating
a downward spiral which is difficult to break away from.
In 2010, the ‘Inclusion Health’ report published by the Government highlighted some of the
issues facing rough sleepers68:
Homeless people have significantly higher levels of premature mortality and mental
and physical health needs than the general population.
Up to 40% of rough sleepers have multiple concurrent health needs relating to mental,
physical health and substance misuse.
Up to 75% of rough sleepers have Axis I disorder (anxiety disorders, depression,
dementia and psychosis disorders), 58% have Axis II disorders (‘complex trauma’) and
30% have schizophrenia.
Rates of TB are 200 times that of the general population.
50% of rough sleepers are alcohol reliant and up to 90% are regular drug users.

68

Department of Health (2010) Inclusion Health Evidence Pack

Cost Effectiveness of Alcohol Services in Wirral | Brendan Collins

63

Rough sleepers are responsible for 5 times more A&E presentations and incur 8 times
more inpatient costs than the general population. Additionally, they are also 40 times
more likely to be unregistered with a GP.

Since 2010, Wirral has commissioned a nurse practitioner service for homeless people to
the healthcare of vulnerable/complex homeless individuals within homeless settings using
comprehensive health care assessments including provision of first line health assessment
and treatment, under nurse practitioner and PGD protocols. The service is intended for
Wirral residents aged 16 and over who are either;
o
o
o
o

A rough sleeper (including people who live in squats and derelict buildings)
A resident of a hostel/night shelter for the homeless
A new arrival in Wirral with a history of homelessness which includes those with a
nomadic lifestyle who move from city to city
A person with a tenancy who has a history of homelessness and continues to lead a
street lifestyle

In 2012/13 the homelessness nurse service saw 593 unique clients, of whom 223 (38%)
were already alcohol service clients, and 53 (9%) were referred into alcohol services. Many
were also drug service clients. A separate evaluation found that the services provided by the
homelessness nurse were cost-effective.
In general problematic street drinkers who access services will go through residential detox
and rehab. Although Birchwood and the CWP alcohol service collect data on drinking
behaviour, they do not collect housing status or whether someone typically drinks at home,
in licensed establishments, in other indoor locations, or on the streets. It may be useful if
services collect this in future.
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