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Summary and Recommendations

This is an economic evaluation of drug services in Wirral.
Overall in the UK, drug abuse is estimated to cost the economy £15.4 billion a
year, of which £13.9 billion is related to crime committed by people who are
dependent on drugs. Around £1.1bn is spent on drug treatment per year in the
UK.
The Pooled Treatment Budget (PTB) in England was £406.7million in
2012/13.
Nationally, drug treatment is estimated to be cost effective with a cost-benefit
ratio of £2.50 for every £1 spent.
Nationally, opiate use has declined since a boom in the 1980s while crack
cocaine use has declined since a boom in the early 2000s. Use of other drugs
has fallen slightly as well but England has the highest new psychoactive
substance use in Europe.
Parts of Wirral had a heroin ‘epidemic’ in the mid-1980s, with as many as 1 in
10 young people using in some areas, and a crime epidemic as individuals
stole to fund their habit. This epidemic was related to high levels of
unemployment and young people feeling disenfranchised, as well as relative
naivety about the risks and addictive nature of heroin.
There are lessons to learn about how communities need to be more resilient
to economic shocks, and how public health messages around new drugs
need to be fed out into the community quickly.
A peak in youth unemployment in 2011 does not seem to have led to an
increase in young people trying crack or heroin as it did in the 1980s; this may
be because the message has gotten out about the dangers of crack and
heroin. Young people now are more likely to become daily cannabis users.
Wirral and Merseyside were pioneers in their response to the heroin outbreak
in terms of harm reduction through needle and syringe exchanges, opiate
substitution therapy, and psychosocial drug treatment. This model is now
followed around the world and services in Wirral can be proud of their history.
This approach is not about curing drug users but about protecting the wider
community from crime and infectious diseases.
Services across Wirral said that they now worked together better than they
ever had.
Wirral is estimated to have the 10th highest rate of opiate and crack users of
any local authority in England. Wirral is an outlier when compared to other
areas in terms of the size and age of its drug using population.
The picture now for Wirral is of an older treatment population of mainly opiate,
or polydrug opiate and crack users who have been in treatment for more than
5 years and have a long drug taking career of 20 years or more. These
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individuals normally stay engaged with treatment for a long time and many
have been on a methadone prescription for a long time. These clients are
typically scared of coming off methadone and some have resigned
themselves to being on it for the rest of their lives. These individuals find it
hard to leave treatment but when they do leave, many are likely to maintain
their recovery although around 30% come back into treatment within six
months. Most people who relapse into drug use do so in the first few days and
weeks, so supporting people through this time is crucial.
There are also a group of people coming into treatment who are younger, do
not use opiates, often come through being tested for drugs after being
arrested, many of whom successfully complete treatment within 6 months. It
has been reported that there are more professionals coming into services with
cannabis and cocaine problems. GPs and other public health services should
ask people more often about whether they use recreational drugs and offer
brief interventions or harm reduction advice. This advice could include
warning ecstasy users about PMA which has killed dozens of people, or
warning cocaine users that they can get hepatitis C from sharing bank notes
as straws, as well as a high risk of heart attack from using cocaine.
The number of deaths for people known to treatment is higher for Wirral than
other areas. This is partly because the Harm Reduction Unit provide palliative
care to drug users who are coming to the end of their lives. Many deaths are
not directly drug related but rather related to diseases like heart, lung and liver
disease and cancer that kill most people but usually kill drug users at a
younger age. Wirral ranked 7th highest in England for liver disease mortality
(2009-11).
The increase in people moving into recovery has stalled. Wirral does have
written plans for each person on long term methadone setting out how they
plan to move into recovery and the drug service have carried out
segmentation exercises to identify people for intensive support. Wirral’s lower
performance compared with other areas could be due to a particularly difficult
population, or services not responding to a change of emphasis, or a
combination of both.
Services need to focus on alcohol, smoking and weight as well as drugs as
these are also big causes of early death in this population. Services should
make sugar free methadone the norm in methadone prescribing, particularly
as opiate addicts are more predisposed to be sensitive to the neurological
reward mechanisms from sugar intake, and also are more likely to have poor
oral health. Sugar free methadone is slightly more costly than sugary
methadone and some clients believe wrongly that it is weaker because it is a
thinner liquid.
Quite often people in Wirral who were previously heroin addicts are drifting
into alcohol dependence, so it is important to address both at the same time.
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If people are getting off methadone they need to be supported to drink safely,
otherwise they would probably be better off staying on methadone than
drinking alcohol excessively every day. It can be more difficult to give up
alcohol in the long term as it pervades British culture so most occasions and
celebrations are marked with alcohol and people like to test themselves by
having a drink which often leads back into dependence.
Based on outcomes from a Value for Money tool produced by the NTA,
services in Wirral were broadly estimated to be cost effective in 2012/13, with
an estimated £6million a year investment producing direct cost savings of
£19.6million a year, and additional quality of life benefits valued at £9.1million
a year.
Based on information from the NTA’s Cost Effectiveness Tool, Wirral’s cost
per person successfully completing and not representing (SCNR) is similar to
the national average for individuals who are known to treatment at around
£27k and is much lower than the national average for new clients at around
£4k.
As more flexibility was introduced to the funding system, some of the drug
treatment budget has been spent on alcohol treatment, recognising that
recovery was just as relevant for alcohol, and that many people who initially
have drug problems will also have or go onto develop alcohol problems.
Wirral was previously very high (6th highest nationally in 2007/08) for alcohol
related hospital admissions but has improved since then.
The proportion of opiate and crack users in treatment who successfully
completed drug free was 8.2% in 2012/13 (141 out of 1712). The average
cost per person in effective treatment in Wirral was £2,171 in 2012/13 which
compares favourably with other areas.
CWP clients were 71% male, ARCH clients were 79% male; and 61-64% of
clients were from the most deprived quintile nationally based on IMD 2010
scores.
Several people in drug services said it was very difficult to get drug treatment
clients recognised as vulnerable adults by social services and this meant that
drug treatment services were doing the job of social services.
Services mentioned that there was a limited resource for residential detox and
rehab. Both of these are quite expensive but it may be that a more efficient
way of providing these services can be found. Many clients benefit from going
out of area for their rehab as they are further away from the people and the
lifestyle that reinforces their drug use. Because drug clients are by their nature
chaotic (one former client described themselves as a "juggernaut of selfdestruction") it is hard to know how to target resource to get the most benefit;
sometimes it is just about creating the right conditions for when "the penny
drops" and someone is ready to change. Clients said how they learned
something every time they relapsed.
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Drug treatment service users reinforced issues over people being on high
doses of methadone for a long time without any plan to get them drug-free;
the need to sell clients the idea of recovery; the need for drug workers to be
compassionate but also to push their clients to become drug-free; and that
people in the recovery community could have a greater role in drug services.
Some clients reported that they were stable on methadone and able to live
productive, fulfilling lives and that pushing them into recovery could jeopardise
their situation.
Clients discharged from the main drug treatment services provided by CWP
showed significant improvements on self-reported psychological health and
quality of life.
Clients and other services indicated that the time that CWP drug services
were able to spend with clients was not optimal, and that some clients were
on a long-term methadone prescription and most often were being followed up
over the phone. Services probably need to do more to focus on the interaction
as well as the transaction with these clients.
The CWP Harm Reduction Unit include prescribing for common health
problems and flu jabs and they argue that they act like a primary care service
for some of the most marginalised people who may not access other services.
These clients need to be considered when thinking about a future model for
drug treatment.
Based on a local economic model, drug treatment for opiate and crack users
was associated with reduced crime costs of around £150,000 per client, and
an increase in an average client's life expectancy of 3 years, or 2.6 QALYs
(quality adjusted life years).
Services in Wirral have reinforced the idea of people in recovery moving from
being net ‘takers’ from their community to giving something back.
For drug treatment, Wirral could consider having a ‘pod’ model where
someone has a group of key workers (which could include people who are in
recovery) instead of one key worker, so that skills and affinities are shared.
For clients using ARCH services, use of all drugs was lower at treatment exit,
physical health was rated as 22% better for people at treatment exit than at
treatment start, while psychological health was rated as 25% better and
quality of life as 36% better. Self-reported shoplifting fell from 4.1% to 0.3% at
treatment exit, and paid work increased from 13% to 17% of clients.

Cost Effectiveness of Drug Services in Wirral | Brendan Collins

v 1.2 June 2014 Page 7

Services reported that although many cocaine and cannabis clients were
initially apprehensive, particularly those who had been identified through the
criminal justice system, many of them did eventually come round and
benefitted from treatment.
Based on a local economic model, treatment for cocaine and cannabis use
was cost effective with a cost per QALY of around £4000, and this was before
taking into account potential additional cost savings from crime, health and
employment outcomes.
Clients using ARCH over 2 years had an estimated 2,900 children which
indicates that clients need extra support for things like childcare which ARCH
support through their family service. This also indicates that drug treatment
can be cost effective in helping parents to beat their addictions and be able to
keep children who may otherwise end up in care. Wirral has high rates of
looked after children, which may partly be a legacy of decades of social and
drug problems.
The DIP (Drug Interventions Programme) is a programme which deals with
drug use relating to offending, including prison engagement and ‘test on
arrest’ where people arrested for trigger crimes are tested for drugs and put
into drug treatment. Data from LJMU and Merseyside Police was modelled.
In Wirral crime costs were 77% lower in the 12 months post DIP than in 12
months before the DIP with an average difference of around £9,000 per client.
An economic model suggested that the service was likely to be cost effective
in Wirral.
Although violent crimes are not considered ‘trigger crimes’ in the DIP, people
can be drug tested on an Inspector’s authority, and anecdotally, there has
been an increase in people arrested for violent crime who test positive for
cocaine.
Wirral has a lower prevalence of blood borne viruses like Hep B, Hep C and
HIV than other areas, which is an indication of the success of needle &
syringe exchange programmes, as well as prescribing and pyschosocial
treatment. These services are likely to be very cost effective, based on the
results from other published evidence.
Combating social isolation is really important in preventing drug use, and in
helping prevent relapse in people who are in recovery who may have left their
lifestyle and all of their friends behind, and may have moved from a different
area. Promoting social inclusion and tackling stigma in communities is crucial.
There were issues highlighted around difficulties in finding housing for
recovering drug addicts and for people coming out of prison. The council
could endeavour to work more closely with hostels and housing associations
to make sure all clients’ needs were met.
The drug environment in Wirral is changing, with opiate and crack cocaine
use decreasing, and other drug use being stable. Test on arrest data
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suggests that powder cocaine use has increased over the last ten years.
National data suggests that drugs like ketamine, and novel psychoactive
substances like mephedrone are increasing in use.
The average age of first use for cannabis clients in ARCH was 14 which
suggests that interventions aimed at reducing cannabis use need to be in
place from a young age. Changing the culture around drugs and teaching
young people that drug use is less common than they might think is also
important.
Data from needle & syringe exchanges indicates that use of performance and
image enhancing drugs like anabolic steroids, which are often injected, have
also increased, which means that these people need access to advice and
needle and syringe exchange programmes to prevent transmission of blood
borne viruses and damage to blood vessels. These individuals are mainly
young men, who often use other drugs and are at risk of spreading blood
borne viruses through sharing needles, and having many sexual partners and
low condom use. These men often get their information and drugs from the
internet and often use several different chemicals and use cocaine at
weekends as well.
It is likely that prescription drug abuse is increasing, with prescription drugs
being easier to obtain over the internet. GPs and other prescribers need to be
very aware of the risk of drugs being diverted, particularly benzodiazepines,
opiate analgesics like Tramadol, and Ritalin. The CWP drug service have one
member of staff for prescription drug dependence but they may only be
seeing the tip of the iceberg, and it is believed that GPs would like a lot more
help particularly for people addicted to benzodiazepine drugs like Valium.
In future if the opiate and crack using population continues to decline, there
will be less need for the type of drug treatment services that there are now,
and drug treatment services will have to realign more to provide brief
interventions for less addictive drugs, and to treat powder cocaine as well as
more novel drugs and prescription drug addictions.
If the budget for drug treatment is reduced it needs to be reduced in a
managed way to mitigate the chance of a blood borne virus or crime outbreak.
Drug treatment started on the principle of being accessible, accommodating
and non-punitive, and being pragmatic in dealing with the presenting problem.
If in the future, drug contacts are provided through council or healthcare hubs,
or single points of assessment, this way of working needs to be preserved
otherwise people may not access the services that they need.
Changes in funding to services for children and young people, and changes to
benefits like the bedroom tax and paying benefits monthly may have a
negative impact on the most deprived communities and increase the risk of
drug problems and make life harder for people who are already drug users.
Cost Effectiveness of Drug Services in Wirral | Brendan Collins
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There is a danger that as heroin and crack addicts become less visible and
the narrative around them disappears from the popular discourse, the stigma
and fear associated with these drugs will diminish, and young people will be
more likely to try them again. So reinforcing the message around the dangers
of all drugs is important.
1. Introduction and Purpose of Document
This document describes an economic evaluation of drug services in Wirral. This is the
fourth in a series of economic evaluations of public health programmes in Wirral (the
previous reports have been on smoking, alcohol and weight management). 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.
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 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. Modelling the cost effectiveness of
interventions for addictive behaviours is difficult because they are characterised by people
having cycles of relapse and recovery, and people being in treatment for a long time. It is
also difficult to model the productivity gains as many people do not necessarily go onto paid
employment, although some will go onto volunteering which benefits their community, and
many will have an improved quality of life, reduced risk of dying and reduced resource use in
terms of health, social care and the criminal justice system.
Because we have looked at alcohol previously, this report will focus on other drugs, but will
touch on alcohol where new data is available that complements the data in the alcohol
report.
There is a lot of evidence around the cost effectiveness and economic impact of drug
treatment. So this report will focus on how drug treatment works at a local level, whether it
seemingly performs the same as the evidence, outperforms the evidence, or performs less
well than the evidence would predict.

2. Policy Context
2.1 Drug use
Most people use legal drugs like alcohol which is found in beer, wine and spirits, and
caffeine which is found in tea, coffee and coca cola, and many people still smoke or use
nicotine-containing products. Problematic drug use is estimated to affect 0.8% of the adult
population in England, or 1 in 125 people. A large proportion of the population have tried an
illegal drug at some time; the most commonly tried is cannabis. About a third of the UK
population admit to taking drugs at some stage in their lives, but few people go on to develop
Cost Effectiveness of Drug Services in Wirral | Brendan Collins
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problems. According to an influential paper in the 1970s,1 drug use often follows a
sequence, where people generally move from beer or wine, to cigarettes and/or spirits, to
cannabis, to other illegal drugs. Drug use permeates from the top to the bottom of society,
and for people who are lucky enough to not have been criminalised for their drug taking
behaviour, this behaviour does not prevent them from going far with their careers, for
example the British Prime Minister David Cameron has not denied using class A drugs, and
the President of the United States Barack Obama has admitted to trying cocaine. However
some people go on to addiction, being criminalised, feeling ostracised or isolated from family
or society, financial hardship, physical and mental ill health, prison, and potentially a very
early death from overdose or long term drug or alcohol abuse. The drugs trade damages
communities in the countries where drugs are made, such as heroin in Afghanistan, cocaine
in Peru, sassafras oil for ecstasy in Burma and Cambodia. Many countries have the death
penalty for drug related crimes so the stakes are high in the drugs trade.
Problematic drug use is more common in countries with greater income inequality, and is
more common in deprived communities within countries.2 This means that reducing poverty
and reducing income inequality is one way to reduce the drug problem. This fits in with
conflict theory3, that heroin and crack use are concentrated in urban areas, where lack of
economic opportunities leads to powerlessness and alienation and a breakdown of
communities and families. Poverty can cause drug outbreaks even now. In Greece, following
the massive economic crash and the IMF bailout, heroin use increased by 20% between
2010 and 2011 and there was a HIV outbreak in Athens as needle exchange services were
being cut. Waiting times for drug treatment rose to more than 3 years as public health
funding was cut as part of austerity measures.4
Between 2011 and 2012, an estimated 8.9% of adults in the UK used an illegal drug, this is
2.7 million people. For young people aged between 16 and 24, the figure was 19.3%. There
are an estimated 299,000 heroin and crack cocaine users in England, and an unknown
number of other people whose misuse of drugs poses problems for themselves and for
society. In prisons 40% of people have used heroin at some point in their lives. It is
estimated that 1.2 million adults are significantly affected by a family member’s illegal drug
use. In Wirral some drug users are second or third generation drug users; one person
working in drug treatment in Wirral talked about people "whose mum bought you a bag of
smack for your 16th birthday". Overall drug use in the UK has fallen over the past five years,
with heroin and cannabis use falling, and stimulant use being stable.
For problematic drug users, their drug use is characterised by dependence and addiction,
where drug taking behaviour becomes unconscious or compulsive and usually causes harm
or is risky. In dependent or addicted individuals drug use is often focused on reducing the
symptoms of withdrawal rather than getting actual pleasure. There is no one general
scientific theory of drug addiction, although there are factors that are common to most

1

Kandel, D. (1975). Stages in adolescent involvement in drug use. Science, 190(4217), 912–914.
Wilkinson R. Pickett K. (2009).The Spirit Level: Why Equality is Better for Everyone.
3
Currie, E (1993) Reckoning: Drugs, the cities, and the American future.
4
Stuckler D. Basu S. (2013) The Body economic p. 87.
2
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theories. The main theories are broadly biological, psychological, or sociological. Some
theories like reinforcement theory explain drug use in humans in general but not why some
humans use and become addicted to drugs and others in similar circumstances do not.
Theories have included the genetic predisposition to addiction, the idea of people having an
‘addictive personality’ or being particularly sensitive to or lacking in certain neurotransmitters
or having a metabolic imbalance that is cured by opiate use. There is also the idea that
people are self-medicating for a mental health problem, people ‘modelling’ their behaviour on
others, and people not wanting to, or having failed to be part of the typical reward structure
that society offers (strain theories). There is Alexander’s theory about addiction being driven
by ‘dislocation’ where individualism and competition take too much precedence over social
ties and group bonding.5 A lot of recent research has focused on the relationship between
social isolation which can be a cause and consequence of drug use, and the relationship
between adverse childhood events and drug use. A recent book by Heyman focuses on
addiction being a choice and points out that if addiction is seen as a mental illness then it
actually has one of the highest recovery rates.6 There are also theories that focus not on the
drug taking behaviour, but on why society reacts to the behaviour in the way it does.
Two influential behavioural theories from the last ten years are the PRIME theory and the
COM-B system. The PRIME theory of motivation7 has three central ideas;
1: It is wants and needs at each moment that drive our behaviour.
2: Our intentions and beliefs about what is good or bad only influence our actions if they
create sufficiently strong wants and needs at the relevant moment.
3: Our image of ourselves and how we feel about that, our identity, is a potentially very
strong source of wants and needs which can be enough to overcome ones arising from
biological drives such as hunger.
So this theory emphasises the importance of subjective identity, if someone does not see
themselves as a drug user anymore then they will not use drugs. In drug treatment, people
are often said to be in recovery for the rest of their lives, which gives them an identity that
they share with other people, but maybe is difficult where people want to make a clean break
from their past.
A relatively new system which may be useful is the COM-B (capability, opportunity,
motivation – behaviour).8 The COM-B system is thinking about the interaction between
capability, the physical and psychological ability to do something, such as the ability to
inject oneself; opportunity, the physical and social opportunity to do something, such as
being able to buy alcohol in one’s street, or being at a party where cocaine use is socially
acceptable; and motivation, the reflective and automatic processes that energise behaviour,
so if someone believes cannabis is harmless they will not be motivated against using it, or

5

Alexander B. (2008) The Globalization of Addiction: A Study in Poverty of the Spirit.
Heyman GM. (2010) Addiction: A Disorder of Choice.
7
West R, The PRIME Theory of motivation as a possible foundation for addiction treatment. In J Henningfield, P Santora and
W (Eds) Drug Addiction Treatment in the 21st Century: Science and Policy Issues. Baltimore: John\'s Hopkins University Press.
8
Michie, S. van Stralen, M. West, R. (2011) The behaviour change wheel: A new method for characterising and designing
behaviour change interventions. Implementation Science 6:42
6

Cost Effectiveness of Drug Services in Wirral | Brendan Collins

v 1.2 June 2014 Page 12

the euphoria associated with smoking crack cocaine will motivate someone towards using it.
These three factors, capability, opportunity and motivation, will act to either constrain or to
promote behaviour. Therefore any intervention to reduce harmful behaviour needs to look at
reducing the capability, opportunity or motivation for this behaviour.
Figure P1. The COM-B Behaviour change wheel.

2.2 The 1980s Heroin Boom & Modern Drug Treatment Services
The modern publicly funded drug treatment services took off in the late 1980s to deal mainly
with injecting drug users and the risk of HIV and other blood borne viruses (BBVs) that were
associated with needle sharing in heroin users, and also to reduce the volume of acquisitive
crime that was being perpetrated by addicts. In Wirral and other working class areas in the
north of England, drug use became a big problem in the early 1980s with a boom in brown
heroin use. This was tied to high unemployment in Liverpool and Wirral since
containerisation and globalisation wiped out a big part of the region’s employment which was
centred around the docks and shipping.9 In Wirral there was also the decline of tourism to
places like New Brighton and the decline of shipbuilding with threatened redundancies in
Cammell Lairds leading to a bitter occupation and strike in 1984 with 37 workers being jailed.
Heroin was previously mainly the preserve of older, bohemian types in London, and this type
of urban heroin outbreak had previously occurred in the post-war period in cities in the USA
such as New York and from veterans who had used heroin during the Vietnam war. Some
people started using heroin instead of injecting Diconal, a drug which had been prescribed in
by many Wirral GPs in the late 1970s, or amphetamine. In the late 1970s, drug users would
break into chemists and open the "pharmy box" where the controlled drugs were kept (it was
reported that some were found collapsed on the pharmacy floor as they could not wait until
they got home to have a dabble with the drugs they found). Some people were sold heroin
as ‘Chinese weed’; it was seen initially as a recreational drug and users did not understand

9

Parker HJ. Bakx K. Newcombe R. (1988) Living With Heroin: The Impact of a Drug Epidemic on an English Community.

Cost Effectiveness of Drug Services in Wirral | Brendan Collins

v 1.2 June 2014 Page 13

how addictive and life-destroying it would become. Many users were teenagers when they
started.
Figure P2. Containers like this contributed to wiping out the traditional industries in Merseyside.

Drug use is mainly spread by micro diffusion which is person to person contact. Drug users
will often want to reinforce their own behaviour, so involving other acquaintances in their
behaviour makes them feel like what they are doing is more socially acceptable. So a lot of
drug using behaviour will start with getting ‘freebies’ from friends, acquaintances or drug
dealers. Because heroin is expensive, and dealing is one of the quickest ways of making
money, it becomes like a pyramid selling scheme for instance where people will buy 5 grams
of heroin, sell 4 grams at a profit or cut them, to pay for their 1 gram. Users very easily get
into debt with dealers and become their foot soldiers. Some people start dealing to fund their
habit but get the 'money bug' and try to make more and more money. Because most users
will have a long drug using career, even when they are in drug treatment, the residual
number of drug users will reflect what has happened over previous years, so for Wirral it was
estimated that the number of new heroin users peaked in 1985 at about 1,400 while the total
number of users peaked in 1988 at around 4,000 users (see Figure P3). This is only a model
however and may not be a true reflection of how the number of drug users changed over
time. Some other estimates put the number of users as 5000 or more in the early 1990s.
Figure P3. Model of the initial Wirral heroin outbreak, showing numbers of new users and total users,
1979-1992.

From Home Office (1998) New Heroin Outbreaks Amongst Young People in England and Wales.
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Figure P4. Recorded crime per 100,000 population, Merseyside, Greater Manchester and
England and Wales, 1982, 1987 and 1994.

2.3 Public Health Response and Harm Reduction
In 1983, crime rates in Merseyside were increasing rapidly and it was estimated that around
1 in 10 young people were using heroin. Burglary of dwelling in Wirral increased from 2,824
in 1979 to 10,238 in 1986, an increase of 262%. And 50% of people arrested for burglary
were opiate users. The UK heroin market was centred on Merseyside with a small number of
individuals and families controlling the business; this also brought an increase in gun crime
which was damaging to the economy and to people's perceptions of community safety.
Merseyside had historically high relative crime rates before the 1980s, but in 1980s crime
rates increased, particularly acquisitive crime. In Wirral there was a burglary epidemic
caused by heroin addicts, some of whom had previous criminal ‘deviant careers’, while some
were driven by ‘economic necessity’.10 Some people were from families where crime was a
local profession, but their families did not trust them when they were on drugs. Wirral was
estimated to have around 5,000 heroin addicts in the mid-1980s. The number of burglaries
per year in Wirral increased fourfold from 2,824 in 1979 to 8,912 in 1985 and there was a
major police response in terms of arresting heroin users and dealers. Merseyside was also
where the public health response began; Liverpool had the first needle exchange in 1986
and methadone prescribing programmes were introduced across Merseyside in the mid to
late 1980s. The Chapel Street Clinic in Widnes, led by Dr Marks, also prescribed heroin and
cocaine to some patients. This reduced the need for crime in these clients and in particular
reduced their drug dealing which meant they were less likely to be spreading their addiction
to other people. Some areas of Merseyside like St Helens had their heroin outbreak later on,
in the late 1980s and early 1990s. In Liverpool the left wing Militant-led Labour council were
actually against this harm reduction approach, while the national right-wing Thatcher-led
Conservative government were the ones to roll out the Mersey Model of Harm Reduction

10

Parker, H. & Newcombe, R. (1987). Heroin Use and Acquisitive Crime in an English Community. British Journal of Sociology,
3, 331-50.
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approach across the country when they saw that it worked.11 This approach is now used
around the world. Several people in drug treatment services said that they were motivated to
work in drug treatment by observing the damage that drugs caused in their own
communities.
Harm reduction interventions are still a source of debate, such as whether it is a good idea to
give drug users naloxone (an opiate antagonist) to counteract the effects of opiate overdose
and save lives, or whether it will encourage more risky behaviour which would counteract the
benefits (in insurance terms this is called ‘moral hazard’; if I have more comprehensive
insurance I will behave in a more risky fashion). A study in the US suggested that naloxone
did not promote more risky behaviour but did save lives.12 This proactive approach could be
compared with giving diabetics glucagon or giving people with allergies epi pens in terms of
being a proactive lifesaving measure. Another intervention with some evidence of costeffectiveness is to have supervised heroin or methadone injections for the 5-10% of opiate
users who cannot stop injecting heroin, however this can be costly compared to oral
methadone and may also be politically unpalatable. Most clients in Wirral are on long term
methadone, although Wirral currently prescribes heroin for a very small number of long term
users.13
2.3 Harm Reduction & Ecstasy
Harm reduction can be seen to be unpalatable to some people if it is seen as condoning
dangerous behaviour. Ecstasy really took off in England in 'the summer of love' in 1989
which was at the end of a decade where the gap between the haves and the have-nots had
got greater than ever before, and where to some people rave culture was the antidote.
Raves were places where class, gender and racial divides were reduced and someone's first
question to someone was never "what do you do for a living?". When MDMA (ecstasy)
became popular in the early 1990s, a leaflet was produced in Merseyside called ‘Chill Out’
which was part of a harm reduction approach in terms of informing people of the risks of
using MDMA, however this was the target of negative national press coverage and
condemned by the Government, although welcomed by practitioners and the target
audience. In 2013, there have been several deaths across the UK including some in
Merseyside in people who have purchased what they thought was ecstasy (MDMA) but have
in fact taken a stronger, slower acting drug, PMA (para-Methoxyamphetamine) which means
they have often taken another pill while waiting for their first pill to have an effect and have
overdosed.14 A harm reduction approach which may reduce these types of deaths would be
to have drug testing machines in places where people are likely to take drugs like nightclubs,

11

Ashton, JR. Seymour, H. (2010) Public Health and the origins of the Mersey Model of Harm Reduction. International Journal
of Drug Policy 21:94–96
Some say this is because the Militant-led Labour council saw giving out methadone as giving 'opium to the masses', keeping
people quiet and sedated. Some thought that the council wanted things in Liverpool to get so bad that there would be a popular
uprising.
12
Maxwell S, Bigg D, Stanczykiewicz K, Carlberg-Racich S. (2006) Prescribing naloxone to actively injecting heroin users: a
program to reduce heroin overdose deaths. Journal of Addictive Diseases 25(3):89-96.
13
Byford S. Barrett B. Metrebian N. et al. (2013). Cost effectiveness of injectable opioid treatment v. oral methadone for chronic
heroin addiction BJP 203:341-349.
14
Drugscience (2013) PMA Warning for Ecstasy Users. http://www.drugscience.org.uk/drugs-info/pma-warning-ecstasy-users/
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raves and festivals; the only problem is that drug testing machines are not always 100%
accurate where tablets contain a mixture of drugs. This testing approach has been piloted at
the Warehouse Project in Manchester.15 In Wales there is the Wedinos (Welsh Emerging
Drugs and Identification of Novel Substances Project) which allows drug users to
anonymously send in drug samples (including stimulants and steroids) with the results
posted on a website.16 Another potential harm reduction measure could be to give body
thermometers such as wristbands to clubbers who use stimulants, which indicate when they
are overheating.
2.4 Crack Cocaine
Crack cocaine took off in the USA in the late 1970s and began to be sold in London in 1983.
The big crack epidemic (or era) in the USA started in 1984. In the UK crack cocaine first
became noticed by drug treatment services in around 1989, and really took off in the first 5
years of the new millennium, with a 74% increase in seizures of crack cocaine between 2000
and 2006. With heroin users, offering clean needle exchange and substitution drugs like
methadone and buprenorphine [often in tablet form, subutex or ‘subbies’] was a ‘hook’ to get
individuals into treatment services, which meant that their other problems like housing,
psychosocial issues and crime (to name but a few) could be addressed. With crack cocaine
there is no ‘hook’ like this, there is no substitution therapy and nearly all crack users smoke it
so do not need needles (a very small number have been known to inject). Like heroin, crack
use is associated with acquisitive crime, drug dealing, begging and prostitution as people
become more dependent and need to make money quickly to buy drugs. Some users spend
as much as £400 a day on crack. This becomes the drug user’s daily routine, dealing drugs,
stealing, hustling, and in some ways this routine may give their lives more purpose and more
of a focus than they had before they were a drug user; in the US drug users refer to this as
‘taking care of business’. In Wirral most crack users are also opiate users. Many crack users
started using heroin to deal with the comedowns from crack highs which are particularly
unpleasant. A lot of drug dealers will sell their clients 'a bag of white and a bag of brown' i.e.
crack and heroin bought together.
Crack cocaine has never become as embedded a problem as heroin did in the UK, or as it
did in the 1980s in the USA. This may be because crack cocaine has a different addiction
profile, although some evidence suggests crack can be more addictive. Also this may be
because crack took off in the UK in the late 1990s and early 2000s which was a time of
relative economic prosperity whereas heroin took off in the mid 1980s when people in
metropolitan areas and particularly areas like Wirral were suffering from high rates of
poverty, unemployment and people feeling disenfranchised which nationally manifested in
episodes of social unrest like the Brixton and Toxteth riots. Also it may be that the
consequences of the heroin outbreak acted as a deterrent to young people who might have
otherwise tried crack cocaine.

15
16

http://www.theguardian.com/society/2013/dec/01/drug-testing-warehouse-project-nightclub
http://www.wedinos.org/
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2.5 The UK Drug Strategy & Focus on Recovery
The UK Government’s drug strategy 'Reducing demand, restricting supply, building
recovery: supporting people to live a drug free life'17 was published in 2010. This strategy
focuses a lot more on recovery where previously the dominant model was harm reduction.
This has occurred as policy makers have realised the impact that long-term drug users, even
those on maintenance, have on healthcare. There is also the impact on the benefits system
with many being on incapacity benefit or disability living allowance. The government have
stated that recovery is based on three principles; wellbeing, citizenship and freedom from
dependence. For heroin users, having long term treatment with methadone or other
substitution drugs is now out of favour, and getting clients to be in a position where they
abstain completely is now the desired outcome. This means that clients who have been
prescribed methadone for several years and have been stable are facing renewed attempts
to get them totally drug free. The government have said that they will push for the
development of funding models that incentivise the best outcomes for both individuals in
treatment and wider society, such as Payment by Results (PbR). There has been some trials
of PbR in drugs and alcohol treatment in England, with mixed results. The argument against
PbR is that the outcomes that are paid for crowd out any other important outcomes or added
value of services; but services do already get judged on a set of performance metrics, and
get reduced income if they do not meet them. A recent international review of pay for
performance suggested that paying for processes rather than outcomes could hold more
promise. 18
Because Wirral has one of the oldest drug using populations, it is one of the first areas
where people in long term drug treatment are starting to die in great numbers from chronic
diseases. Wirral was a pioneer in harm reduction and getting heroin addicts to stabilise their
lives, and reduce their levels of crime and risky behaviour. Moving to a recovery model for
people who have been stable on methadone for a long time may have been difficult.
Although clearly services would always want clients to ultimately recover and become
abstinent, it may be difficult to suddenly decide to try to move on clients who have been
stable (some commentators use the word ‘parked’) on methadone for 10 years or more. The
numbers of people successfully completing increased initially. However, now that the ‘low
hanging fruit’, the people who were more motivated to move on, have gone into recovery, it
may be that those who are still in treatment and on maintenance therapy, are content where
they are and do not feel ready to become totally drug-free. Some staff from services in Wirral
said that recovery was not always possible with some clients whose drug use had become
entrenched, and for these clients some small victories like moving them from injecting to
smoking heroin should be recognised. But there is also the possibility that Wirral is missing a
trick, and that the system needs to work better to focus on the needs of individual client

17 HM Government (2010) Drug Strategy 2010. Reducing Demand, Restricting Supply, Building Recovery: Supporting People
to Live a Drug Free Life. London: Home Office.
18 Hull, P. Ritter, A. (2014). The potential role of pay-for-performance in alcohol and other drug treatment funding: a literature
review. Sydney: Drug Policy Modelling Program, National Drug and Alcohol Research Centre, UNSW.
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groups such as homeless people, people in hospitals, and people arrested for trigger
offences.
Experts disagree about elements of drug policy. There are voices that have pushed more for
abstinence-based recovery rather than offering people harm reduction or maintenance.19
There are also people who have said that drugs should be decriminalised or regulated. 20
Regulation could bring in tax revenue and reduce the risks associated with drugs having
uncertain purity and being contaminated with adulterants. In Portugal drug use has been
largely decriminalised and the most dangerous drug use has fallen. There is not much
evidence that making drugs illegal reduces drug use, so for instance in the case of ketamine,
the numbers of people using the drug increased in the UK after it was made illegal in 2006. It
may be that drug use being criminalised promotes crime in drug users, as once an individual
has a criminal record for drug offences there is less of a fear of getting additional convictions
for non-drug crimes. In the US states of Colorado and Washington, cannabis (which they
mainly call marijuana in the US) cultivation and possession has been decriminalised,
although it is still something of a grey area as to whether national (federal) law takes
precedence over state law. The Chief Medical Officer for England has said that drugs are a
medical problem that society is choosing to treat as a criminal justice issue.21 Drug policy is
much politicised; so for example in 2009 the UK Government sacked Professor David Nutt
who was the chair of their own Advisory Council on the Misuse of Drugs (ACMD) after a
string of disagreements on the relative risks of cannabis, ecstasy and other drugs.
Drug policy is led by the Home Office. Drug treatment strategy was previously led and
monitored nationally by the NTA (National Treatment Agency for Substance Misuse) which
was formed in 2001, and from 2013 comes under Public Health England. From 2013, local
drug and alcohol services have also moved; they now fall under the Local Authority Public
Health team. They were previously under the DAAT (Drug and Alcohol Action Team) which
was a multi-agency partnership formed in 1998 which commissioned and managed drug and
alcohol services.
2.6 Attitudes to Drug Use
In England and Wales, around 99% of the population think that taking heroin occasionally is
not acceptable, compared to 92% for cocaine and ecstasy, 66% for cannabis and 15% for
getting drunk on alcohol. Unsurprisingly people who have used drugs in the last year are
more likely to rate drug use as being more acceptable or as being safe than people who
have not used those drugs. Most people do not see drugs in the categories of harm, class A,
B, C, that are used by the Home Office so for instance although cocaine and heroin are
class A most people think that heroin is a much worse drug.

19

e.g. Gyngell, K. (2011) Breaking the Habit: why the state should stop dealing drugs and start doing rehab. Centre for Policy
Studies.
20
e.g. Transform Drug Policy Foundation (2009). A Comparison of the Cost-effectiveness of Prohibition and Regulation of
Drugs
21
http://www.theguardian.com/society/2013/aug/19/drug-addiction-criminal-issue-medical-officer
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Interestingly people on higher incomes are more likely to think that taking ecstasy, cocaine
or cannabis is safer compared with people on lower incomes. Possibly this is because they
are more insulated from seeing the effects of drug use in their communities, or because their
actual experience of drug use in their peer group has been largely insulated from negative
effects like spiralling into addiction or having financial problems caused by drug use due to
the protective effect of employment, social networks and education. They are less likely to
see people who wake up in the morning and the best thing they have in their lives is drugs.
A lot of drug use is related to music and other subcultures, so cannabis is often linked to
listening to progressive rock music like Pink Floyd, ecstasy is related to rave culture, dancing
all night and listening to dance music like the Chemical Brothers, ketamine use is related to
listening to dubstep music like Nero, northern soul and mod subculture was related to
amphetamine (speed) use, punk culture was related to heroin and sniffing glue, and LSD
was related to psychedelic music. There is a subculture of mainly older people known as
‘psychonauts’ who try out new drugs and usually report on their experiences. Subcultural
theory and social learning theory22 predicts that people who are in subcultures are primed to
the drugs used by their peer group, even before trying them. Of course even within many
subgroups the majority of people do not use drugs. Thinking about subgroups and
subcultures is useful in terms of targeting harm reduction messages.
Figure P5. Attitudes towards acceptability of getting drunk and taking drugs, England and Wales,
2012-13. Data for 16-24 & 25-59 age groups.
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2.7 The future of the illegal drugs market
In the past five years, novel psychoactive substances (NPSs) and 'legal highs' have become
much more popular with young people and clubbers. Novel psychoactive substances are
mainly newly marketed drugs, also often called ‘legal highs’ even though many are not legal.
They are often purchased online from cyber-entrepreneurs.23 They are often made from

22

Golub, A. Johnson, BD. Dunlap, E. (2005) Subcultural evolution and illicit drug use. Addict Res Theory. 2005 May; 13(3):
217–229.
23
Measham, F. Moore, K. Newcombe, R. & Welch, Z. (2010). Tweaking, Bombing, Dabbing and Stockpiling: The emergence of
mephedrone and the perversity of prohibition. Drugs and Alcohol Today 10(1): 14-21.
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‘research chemicals’ imported from China, where many of these chemicals are legal.
Enforcement and supply interventions are difficult with NPSs. There is evidence that young
people mistakenly think that the moniker ‘legal high’ indicates that these drugs are safer than
illegal drugs. Services reported some users getting distressed when using legal highs such
as Salvia which can cause vivid hallucinations. Similarly to how pharmaceutical companies
have been known to slightly alter a compound when the patent is running out (known as
chiral switching) to make a new drug that can then be marketed for longer,24 illicit drug
manufacturers have been tweaking the chemical structure of illegal NPSs when the drug
becomes illegal to make a new drug that is not illegal. This has led to whole classes of drug
being made illegal for instance cathinones like mephedrone, or piperazines like BZP.25 The
active ingredient in mephedrone (known as ‘m-kat’ or ‘meow meow’) is similar to that found
in khat, a leaf with a mild stimulant effect that is chewed mainly in populations originating
from the Horn of Africa, which is to be banned in the UK and classified as a class C drug.
Because websites selling mephedrone labelled the drug as ‘plant food’ to try to indemnify
themselves against any legal issues, mephedrone has been incorrectly labelled in the media
as being plant food. There have been media reports of new legal highs that mimic the effects
of opiate drugs.
Where previously many people would stick to one type of drug like ecstasy or cocaine, now
the drugs market is much more fragmented and young people are seemingly more willing to
try different drugs. In particular, mephedrone and ketamine and similar drugs like
methoxetamine (known as ‘roflcopter’) have become more popular in recent years. With
these new drugs there is little knowledge about the long-term and sometimes the short-term
effects in the scientific community, and even less knowledge in users. Most research on new
drugs is based on case control studies of users, who are basically acting as guinea pigs for
these new drugs as there is little animal research carried out on illegal drugs. In terms of
unknown outcomes it has only been understood in the last ten years that long-term ketamine
use can cause irreversible bladder damage and many young people are unaware of these
types of risks. This is despite the fact that ketamine has been used for a long time in
hospitals for trauma and surgery (and it is used as an anaesthetic in veterinary surgery
which is why it is known in popular folklore as a ‘horse tranquiliser’). The ACMD have
recommended that ketamine being reclassified from class C to class B because of these
risks.
Mephedrone is an example of where drug services have maybe fallen behind, this is a drug
that is similar in action to MDMA (ecstasy) in acting on the serotonin system causing
euphoria and empathetic behaviour, but as it also acts strongly on the dopamine system like
cocaine it is more addictive and dependence forming than ecstasy with some users moving
from initially insufflating (snorting) the drug to injecting.26 There has been outbreaks of

24

This is to prevent pharmaceutical companies losing income on drugs when the patent runs out and they ‘go generic’ meaning
any company is allowed to manufacture the drug. Examples of generic drugs include paracetamol, ibuprofen, etc.
From Patrick, GL. (1995) An Introduction to Medicinal Chemistry , p.282.
25
Morris K. (2010) UK places generic ban on mephedrone drug family. Lancet 375(9723):1333-1334
26
Winstock A, Mitcheson L, Ramsey J, Davies S, Puchnarewicz M, Marsden J. (2011) Mephedrone: use, subjective effects and
health risks. Addiction 106(11):1991-6.
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people injecting mephedrone in rural areas such as Barry in South Wales, Barnsley in South
Yorkshire, and Worksop in Nottinghamshire, with people having drug taking sessions lasting
2 weeks and getting a lot of soft tissue damage from poor injecting practices, essentially
missing their veins with needles.27 In Romania a HIV outbreak in 2011 has been partly
associated with an increase in people injecting mephedrone. It may be that traditional drug
services have not reacted to a need in the population, with evidence showing that young
people who have drug problems with stimulants not feeling they can access services, feeling
stigmatised, or worrying that they would need to mix with opiate or crack addicts who they
feel they are different from. 28 Nationally, the numbers of people who are seeking treatment
with a primary drug of ketamine or mephedrone was highest in 2012/13, although still quite
small in absolute numbers. Although ketamine use in the general population peaked in
2010/11, there may be a latent affect with a smaller number of addicts who took two or three
years to seek treatment as numbers in treatment were higher in 2012/13 than in any
previous year. Significantly, the number of mephedrone users seeking treatment was higher
in 2012/13 than those seeking treatment for ecstasy use. Locally there have only been 14
people in contact with drug treatment in Wirral citing mephedrone as their primary drug in
2011-2013 and less than five citing ketamine so it may be that these drugs do not represent
as big a problem in Wirral, or that they are not being picked up in services. Wirral does not
have a lot of nightclubs that are open late at night, so young people from Wirral are more
likely to be using club drugs in Liverpool and Manchester.
Table P1. National data on club drug use among new presentations to drug treatment, based on
NTDMS.
Substance

2005-06

2006-07

2007-08

2008-09

2009-10

2010-11

2011-12

2012-13

GHB/GBL

18

46

66

80

142

135

190

231

Ketamine

114

235

392

558

675

845

751

868

Ecstasy

1872

2138

2102

1694

1467

1067

1018

1089

Methamphetamine

22

27

52

42

75

78

116

208

Mephedrone*

-

-

-

-

-

839

900

1630

Any club drug cited

1991

2371

2503

2246

2280

2692

2675

3536

Percentage of all new
presentations citing a club
drug

2%

3%

3%

3%

3%

4%

4%

5%

27
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Wareing M et al (2007), Young people and substance misuse: Characteristics, needs and perception of treatment services of
drug users aged 18 to 25 in Liverpool, Centre for Public Health, Liverpool John Moores University.
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Figure P6. Predictive factors for initial novel psychoactive substance use.
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With most drugs there is a substitution effect, where people move onto cheaper drugs if the
price of their chosen drug increases or if availability drops. When mephedrone was legal and
therefore very cheap and easy to get hold of, it was used by MDMA/ecstasy users because
the average amount of MDMA in ecstasy tablets had dropped very low, and similarly with
cocaine typical street purity was very low, but now that mephedrone is illegal and the price
has gone up, they have gone back to MDMA. There is evidence for a similar substitution
effect with crystal meth, crack and cocaine, where people would only use crystal meth if the
price or availability of crack or cocaine became a serious issue.29 There is an unintended
consequence of enforcement that reducing availability of drugs like heroin or cocaine might
increase prices and move people onto cheaper but more harmful drugs, or that drugs may
be cut with more harmful additives. So in Russia there are reports of heroin users switching
to desomorphine (known as ‘krokodil’ or crocodile), a home-produced drug made from
codeine, iodine and red phosphorus, which causes gangrene and abscesses around
injection sites much more commonly than heroin. The name ‘krokodil’ is derived by the
characteristic damaged, scaly green skin observed around injection sites. 30
There is a danger that as the older generation of heroin addicts are less visible, the deterrent
potential is reduced. At the moment young people have an idea of the typical heroin addict
or ‘smackhead’ as being gaunt with pale skin and bad teeth, and injecting themselves every
day. Even though this stereotype promotes stigmatisation of recovering addicts and is not
always accurate, it serves a social purpose in putting young people off trying heroin for the
first time. If and when this association wears off over time, it may be that there is a renewed
danger of young people trying heroin and the potential for a new heroin outbreak. While
opiates and crack are going out of fashion or seen as not socially acceptable with most

29

see Sumnall HR, Tyler E, Wagstaff GF, Cole JC. (2004) A behavioural economic analysis of alcohol, amphetamine, cocaine
and ecstasy purchases by polysubstance misusers. Drug Alcohol Depend.76(1):93-9.
30
Gahr M. Freudenmann, RM. Hiemke, C. (2012) Desomorphine Goes ‘Crocodile’Journal of Addictive Diseases 31(4), 407–
412
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young people, England has the highest prevalence of NPS use in Europe, continued high
cocaine use, and there is always a threat that methamphetamine [‘crystal meth’] which is
prevalent in US cities could one day take off in the UK just as the heroin and crack era in the
UK was several years after those in the US. So far recorded use of methamphetamine has
been mainly restricted to gay men who often inject rather than smoke it, and because it is
currently a niche drug in the UK, prices are actually higher than for other drugs. National
numbers of people in drug treatment for methamphetamine are small but have increased
steadily from 22 in 2005/06 to 208 in 2012/13. Methamphetamine is also popular in Eastern
Europe so could possibly follow immigration from Eastern European countries, although it is
likely that most émigrés would be coming for employment so would not be problematic drug
users. Crystal meth causes severe health problems and the relatively easy home production
of it can cause a lot of explosions and fires. The easiest (but also most dangerous) method
of production is known in the USA as 'shake n bake'. 31 Use of methamphetamine in tablet
form, known as ‘yaba’, has taken off in Thailand and other parts of Asia and so could
potentially become popular in young people who have used it when they have been
travelling.
There is also a threat from people getting addicted to prescription drugs either diverted or
bought illicitly over the internet, such as painkillers like Tramadol, which has been implicated
in an increasing number of deaths, 154 in 2011 compared with 83 in 2008.32 Tramadol
prescriptions have increased every year since it came on the market in 1994, reaching 7.5
million prescriptions in 2012. In Wirral the main prescription drug used by people in drug
treatment is codeine, although there were 8 clients in 2012/13 with tramadol as their primary
drug. Because prescription drugs are legal, clients are less likely to come into treatment
through the DIP (Drug Interventions Programme, where people arrested are tested for
drugs), although opiates like tramadol and codeine would show up on an opiate screen.
Prescription drug abuse is a big problem in the USA, but this is partly because there is more
of a market around healthcare and pharmaceuticals in the USA; the high profile deaths of
Michael Jackson and Health Ledger have brought this into focus, whereas in the UK most
healthcare is free at the point of contact and marketing of pharmaceuticals is forbidden.
Prescription drugs kill more people in the USA than illegal drugs.33 Because most
prescription drugs can be bought quite easily off the internet (although sometimes they are
counterfeit or other drugs which makes this even more dangerous), it means that more
needs to be done to identify people who are dependent or addicted to drugs prescribed to
them by a doctor, as stopping the prescription will not stop someone accessing the drugs.34
There is also an increase in young people using performance enhancing drugs and anabolic
steroids35 for training and body building. People from the Harm Reduction Service in Wirral
said that steroid use was a ticking time bomb in Wirral which was associated with blood

31

See http://www.vice.com/read/crystal-meth-addicts-keep-setting-themselves-on-fire
ACMD consideration of Tramadol (2013) https://www.gov.uk/government/publications/acmd-advice-on-tramadol
33
CDC. Drug overdose facts. http://www.cdc.gov/homeandrecreationalsafety/overdose/facts.html
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NTA. Addiction to medicine: an investigation into the configuration and commissioning of treatment services to support those
who develop problems with prescription-only or over-the-counter medicine
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ACMD Consideration of anabolic steroids https://www.gov.uk/government/publications/acmd-anabolic-steroids-advice-2011
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borne viruses (some had been found to have hepatitis C), sexually transmitted infections
(most were young men who would have several sexual partners and some would describe
themselves as heterosexual but would have sex with other men in the peak of their cycle),
male breast formation (gynecomastia) and infertility, liver disease and cardiovascular
disease. These men were often cocaine users as well and were often getting most of their
information from the web; they were prone to depression and could be using a cocktail of
other drugs like insulin or Herceptin.
Nationally there is also an increase in young people and students using nootropic ‘brain
enhancer’ type drugs like Ritalin, a stimulant drug aimed at adults and children with ADHD,
and Modanifil, a wakefulness- and concentration-promoting drug aimed at people with
narcolepsy and other sleep disorders.36 High rates of youth unemployment and graduate
unemployment means that many young people will try anything they can that might give
them a slim advantage over their peers (see Figure P7 for trend in youth unemployment).
This might mean they are less likely to use recreational drugs, or are more likely to use
nootropic drugs. There are also people who cook up Ritalin into rocks in the same way as
crack cocaine is cooked up and smoked (known as ‘kiddy crack’); Wirral has high rates of
Ritalin prescribed to young people. In young people use of energy drinks which typically
contain high amounts of legal stimulants like taurine, caffeine and guarana as well as sugar
has increased over the last five years. These drinks which have a mild to moderate stimulant
effect on the central nervous system may in theory prime young people for stimulant use, or
be used instead of stimulants. A recent US study suggested that teenagers who drink the
most energy drinks are more likely to use drugs, and that energy drinks promote an
accelerated, stimulant culture.37 The growth in young people drinking shots and shooters like
vodka redbull or “jägerbombs” [jägermeister liquor and red bull] which mix the depressant
effects of alcohol with the stimulant effects of energy drinks and have a similar effect to
mixing alcohol and cocaine in allowing people to get ‘drunk and wired’ and therefore may be
used instead of mixing cocaine or ecstasy with alcohol. Increased diagnosis and treatment of
ADHD in young people may also have an impact on drug use; Wirral has high rates of
prescribing for ADHD in children.

36

See ACMD (2010). Annual Report.
Terry-McElrath, YM. O'Malley, PM. Johnston, LD. (2014). Energy Drinks, Soft Drinks, and Substance Use Among United
States Secondary School Students. Journal of Addiction Medicine 8(1): 6-13
37
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Figure P7. Trend in youth unemployment, November 1992-November 2013 (yearly snapshot).
Source: NOMIS.
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These newly emerging drugs will differ in the type of problems they cause for individuals and
therefore the number of people who might end up needed some kind of drug treatment or
intervention, but being aware and prepared for the future landscape of drugs is important.
Little is known about many of these drugs, their long term effects, and how they interact with
each other and with alcohol. It is not likely that any future drug problems would translate into
problems on the scale of the heroin problem in the 1980s where a crime wave was present,
and where the risk of a huge HIV outbreak potentially crossing over into the non-drug using
population was very real. But with the drug market becoming more fragmented, and the
cross-reactions and long term effects of drugs not being well understood, there is potential
for there to be a time bomb of previously unobserved mental and physical problems in the
future for individuals using new drugs, most likely in terms of cardiac, liver or bladder
problems or mental health problems. In terms of wider addiction, the numbers of people
addicted to gambling, or addicted to online gaming, or pornography is increasing.38 As crack
and opiate use declines, the level of investment in drug treatment services may be able to
decline in line with this, but the investment needed to deal with other emerging drug and
addiction problems needs to be considered at the same time.

38

Ng B. Wiemer-Hastings P. (2005) Addiction to the Internet and Online Gaming. CyberPsychology & Behavior. April, 8(2):
110-113.
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3. Prevalence and numbers in treatment for drug problems
This should be read with Chapter 2, Policy Context, which describes a lot of national
prevalence data. The main intelligence source for commissioners in Wirral to use is the Joint
Strategic Needs Assessment (JSNA) which has a chapter on drugs39.
There is not a lot of local data about levels of drug use for individuals who are not in services
and do not use crack or opiates, and little data for individuals who are not accessing drug
treatment. Figure D1 and Figure D2 show very rough estimates based on national survey
data; however we know that drug use is more prevalent in Wirral than in the rest of the
country. Therefore these estimates may be useful as a low starting point. The most used
drugs are cannabis, nitrous oxide [laughing gas or ‘balloons’] and powder cocaine. Amyl
nitrate ('poppers') is a legal drug which is used by quite a few older people.
Figure D1. Estimated numbers using selected drugs in Wirral, based on national data for people using
drugs in the past year, 2012/13. Age groups 16-24 and 25-59. Excludes cannabis (in Figure P2) and
opiates and crack (localised estimates in Figure P3).
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Figure D2. Estimated numbers using any drugs in Wirral based on national data for people using
drugs in the past year, 2012/13. Age groups 16-24 and 25-59.
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The most recent opiate and crack prevalence estimates at local authority level were for
2010/11, which indicated that Wirral had around 3,000 opiate and/or crack users (OCUs).40
This is around 1 in 63 adults. Based on these estimates, Wirral has the 10th highest rate of
opiate and crack users in the country, at 15.69 per 1000 population (Middlesbrough had the
highest, and in terms of local neighbours Liverpool was 5th highest nationally). It was
estimated that Wirral had 684 people injecting.
In 2010/11 Wirral had 2,047 opiate or crack users in treatment (85% were in effective
treatment, i.e. for 12 weeks or more) and nearly all crack users in treatment were also opiate
users. If the prevalence estimates are accurate, this would indicate that 32% of crack or
heroin users were not in treatment. Local commissioners think that this figure of around two
thirds of users not being in contact with treatment is not accurate, as there are few signs of
them in terms of people who have dropped out of treatment and not returned, users of

40

Hay G, Gannon M, MacDougall J, Eastwood C, Williams K, Millar T. (2010). Opiate and crack cocaine use: A new
understanding of prevalence. Drugs-Education Prevention and Policy 17(2), 135-147
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needle exchanges, or people being arrested for drug-related crime. It is thought locally that
nearly all opiate users and most crack users are known to services. A pilot carried out in
2008 to find younger OCUs aged 18-24 in Wirral did not find many, but found younger men
who were habitual cannabis users and found some younger women who were polydrug
users using alcohol and legal highs. With any models there are outliers and it is
acknowledged that Wirral is one. A recent study in Merseyside found that there is a lot of
methadone which is diverted, with people passing it on to friends or selling it.41 They found
that 60% of opiate users interviewed had obtained illicit methadone in the last 12 months.
This could be an indicator of people not being prescribed as much methadone as they think
they need, and could indicate that more supervised methadone consumption should be
used. The street price for methadone is low but this is an indication of low demand and high
availability.
Figure D3. Estimated number of opiate & crack users, and injectors, Wirral 2010/11.
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Duffy P. Baldwin H. (2012) The nature of methadone diversion in England: a Merseyside case study. Harm Reduct J. 9:3
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Figure D4. Estimated prevalence rate of opiate & crack users, and injectors, Wirral, North West &
England, 2010/11. Based on NTA prevalence estimates.
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In Wirral, the number of people in drug treatment has fallen slightly since 2007, while the
number of successful completions has increased, but this includes people transferred to
other services, it does not indicate that someone is drug free. The number of opiate users
completing drug free fell significantly from 2011/12 to 2012/13 but has increased slightly so
far in 2013/14 with 120 in the first 8 months which would be 180 for the year. Waiting times
for services have got much shorter since 2005/06 where around 1 in 5 clients waited more
than 3 weeks. For Wirral, 41 (1.7%) clients in 2012/13 accessed residential rehab which is
slightly lower than the national average of 2.1% (according to data from the NTA). It may
well be that because good alternatives are provided in the community, clients are less likely
to choose to go to residential rehab.
Table D1. Numbers of people in drug treatment, Wirral, 2005/06 to 2012/13.
Variable / Year >

05/06

06/07

07/08
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09/10

10/11

Successful Completions

66

133
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Treatment
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complete

drug

free

11/12

12/13

380

404
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150
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2399

2526

2640

2578

2448

2377

2355

2242
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2667
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Table D2. Numbers of people in drug treatment, Wirral, 2012/13, by agency, data from the NTA.
Agency

No. in Treatment

CWPT Drug Service
Arch-Argyle HC
TTP Counselling Wirral
Pier
Wirral YOT
Response
Sharp Liverpool
Independence Initiative
Phoenix Futures Wirral Adult Services
Phoenix Futures Sheff Adult
CWP Ellesmere Port CDT
Other agency (with less than 5 clients)
Total

1724
744
48
40
18
17
14
10
6
6
6
34
2667

No. in Treatment No. in Treatment
2-4 years
>4 years
235
1014
15
3
0
0
0
0
0
1
0
0
0
0
0
0
0
0
0
0
1
0
2
0
9%
38%

In terms of time in treatment, Wirral has a polarised in-treatment population compared with
the cluster and national average; it has a high proportion of clients who have been in
treatment for more than 6 years, and a relatively high proportion of clients in treatment for
less than 1 year. Wirral has a high proportion of clients with a drug taking career of over 21
years, around 50%. Completion rates are higher for people in treatment for less than one
year, and lower for people who have been in treatment for a long time, though the rate has
improved from 2% to 5%. This highlights the barriers to getting people into recovery, many of
whom have been using drugs for their entire adult life. Wirral has a high proportion of
treatment naïve clients (that is, clients who are still in their first episode of treatment) and a
lower proportion of clients who have had 4 or more treatment journeys, which indicates that
when people do leave treatment, they are likely to stay in recovery, as well as people being
less inclined to leave treatment. So the picture for Wirral is of an older treatment population
who have been in treatment for a long time and have a long drug taking career. These
individuals find it hard to leave treatment but when they do leave, are likely to maintain their
recovery.
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Figure D5. Proportion of drug population in treatment by years in treatment, Wirral vs. cluster,
2010/11 to 2012/13.
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Figure D6. Proportion of drug population by length of drug taking career, Wirral vs. cluster, 2010/11 to
2012/13.
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Figure D7. Treatment naïve clients by length of stay, Wirral vs. cluster, 2010/11 to 2012/13.
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Figure D8. Completion rate by time in drug treatment, Wirral vs. cluster, 2010/11 to 2012/13.
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In terms of complexity of drug problems, Wirral was lower than average for most complexity
indicators, which is indicative of a high number of people who are relatively stable in their
drug behaviour. However Wirral had a higher proportion than national of people drinking at
hazardous levels and people using cannabis 20-28 days in the last month.
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Figure D9. Prevalence of complexity indicators for individuals in drug treatment, Wirral vs. national
2012/13.
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3.1 Trend Data
The only local trend data we have is based on people accessing drug treatment; we do not
really have local estimates of drug use. Data from the national crime survey suggests that
nationally, drug use is falling. Heroin and crack use is stable, which is a good sign as most
users will have a drug taking career of at least 10 years, so it means that the number of new
users is falling. Powder cocaine and LSD use is stable, while ecstasy, cannabis and magic
mushroom use is decreasing. Use of anabolic steroids is increasing. Use of ketamine and
other novel psychoactive substances like mephedrone has increased from 1996 but has
fallen from a peak two years ago. Nitrous oxide (laughing gas) use is increasing in young
people, with 6% of 16-24 years olds using it in 2012/13. 42 This is a legal drug, which
nationally has caused several deaths through asphyxiation.43
Table T1. Drug use in England & Wales compared with 10 years ago: Between 2002/03 and 2012/13.
Data from the 2012/13 Crime Survey for England and Wales.
Increase

Decrease

Anabolic steroids Any drug

No change
Powder cocaine

Any stimulant drug

Crack cocaine

Any Class A drug

LSD

Ecstasy

Heroin

Magic mushrooms

Methadone

Amphetamines

Tranquillisers

Cannabis
Amyl nitrite

42

Home Office (2013) Drug misuse: findings from the 2012 to 2013 CSEW. https://www.gov.uk/government/publications/drugmisuse-findings-from-the-2012-to-2013-csew.
43
See http://www.sgul.ac.uk/media/news-archive/2012/annual-deaths-from-solvent-abuse-in-the-uk-rise-from-38-to-46
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Figure T1. Trend in drug use in England, selected years, % of population aged 16-59 using in
previous year. Excludes cannabis.
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3.2 Prevalence of Blood Borne Viruses in Drug Users
The spread of blood borne viruses is a risk in the drug using population, as viruses can be
spread through sharing needles and also drug users are more likely to work as commercial
sex workers or to engage in risky sexual behaviour. Blood borne viruses can also potentially
be spread by sharing crack smoking equipment or by snorting cocaine with the same bank
note or key as someone else. The blood borne viruses that drug users are most at risk from
are HIV, hepatitis B and hepatitis C. Hepatitis B is much more infectious than hepatitis C but
hep C has no vaccine available. Hepatitis C was not really known about until 1989 with a test
developed in 1990. Hep C is around 10 times more infectious than HIV, so it is a lot more
prevalent than HIV in the drug using population.
Hepatitis C infection in the general population is estimated to be 0.67%. According to
estimates from the Health Protection Agency (HPA), Wirral has a prevalence of 46% of
injecting drug users having hepatitis C so around 70 times greater than the general
population.44 However there is a lot of uncertainty around this estimate, with 95% credible
intervals of anywhere between 20% and 70% prevalence. This estimate means that Wirral is
categorised as being a medium prevalence area for hepatitis C virus in injecting drug users
(medium is where prevalence is between 40% and 60%, low is where prevalence is less
than 40% and high is where prevalence is above 60%). This indicates that most long term
injectors are likely to have hep C antibodies but that most new injectors most likely do not

44

Health Protection Agency, Health Protection Services and Microbiology Services. Hepatitis C among people who inject drugs:
Local area estimates of prevalence to guide those who commission services in England. November 2012. London, Health
Protection Agency.
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have hep C. Local testing data suggests that prevalence of hepatitis C in drug users who
have been tested is likely to be around 31%, compared with 64% across the North West.
Hepatitis B prevalence was around 1.5% compared with 29% across the North West. Spread
of HIV through injecting drug use is estimated to be low in Wirral, with around 3% of 138
people living with HIV in Wirral having contracted the virus through sharing needles. The fact
that Wirral has lower prevalence of blood borne viruses than their neighbours can be seen
as indications of the success of the harm reduction model, which involves educating drug
users, and providing needle and syringe exchanges and other drug treatment interventions.
In some places like Edinburgh and Dundee, HIV rates in IDUs were much higher.45
Nationally the prevalence of hepatitis B in people surveyed who inject drugs has fallen from
around 60% in the early 1990s to around 45% in 2013, and hepatitis C from around 42% to
around 16% in 2013. 46 HIV rates in drug users have fluctuated between 1 and 1.5% (though
are around 4 times higher in London) but are much lower than most other European
countries. Nationally there were two spikes of increased HIV transmission, one in the mid
1980s when heroin and HIV first took off and little was known about HIV, and one in around
2005 which probably associated with the crack cocaine outbreak.

Box 1. NICE & Public Health
Since 2001, NICE (The National Institute for Health and Clinical Excellence) has advised the NHS
and local authorities on whether they 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, the first one of which was on smoking.
NICE have 8 documents with recommendations around drug abuse:
Drug misuse: opioid detoxification. NICE clinical guideline 52 (2007)
Drug misuse: psychosocial interventions. NICE clinical guideline 51 (2007)
Naltrexone for the management of opioid dependence. NICE technology appraisal 115 (2007)
Methadone and buprenorphine for managing opioid dependence. NICE technology appraisal 114
(2007)
Drug Use Disorders: NICE Quality Standard (2012)

45

Davies, AG.Cormack, RM. Richardson AM (1999) Estimation of injecting drug users in the City of Edinburgh, Scotland, and
number infected with human immunodeficiency virus. Int. J. Epidemiol. (1999) 28 (1): 117-121
46
Public Health England (2013) Shooting Up: Infections among people who inject drugs in the UK 2012. An update: November
2013. Available at: http://www.hpa.org.uk/webw/HPAweb&HPAwebStandard/HPAweb_C/1317140233445
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4. NTA and NICE Guidance
Most guidelines and guidance documents for drug treatment do not provide rigid protocols;
rather they recommend broad treatment modalities. This means that local providers have an
opportunity to tailor treatments to local populations, but it is possible that there is also more
risk that local interpretation might miss out the crucial elements of a theory that make a
treatment work. The main Guidance Document used by drug treatment providers in England
is the NTA’s Models of Care for Treatment of Adult Drug Misusers: Update 2006. This
recommended that drug services should have integrated care pathways and should consider
including;
Harm reduction interventions
Community prescribing interventions (GP prescribing and specialist prescribing)
Structured day programmes
Structured psychosocial interventions
Other structured treatment
Inpatient drug treatment
Residential rehabilitation
Aftercare
There is also ‘Drug Misuse and Dependence: UK Guidelines on Clinical Management’47
which was published by the Department of Health in 2007.
‘Commissioning for Recovery’ was published by the NTA in 2010. This reinforced the shift in
focus of drug treatment to recovery, and reintegrating drug users into society through
working with housing and employers. This document has a set of checklists for drug
commissioners to check that they are meeting the NTA’s competencies in commissioning
services and using the best evidence and intelligence. 48
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. They
have produced several sets of guidance around drug dependence (see Box 1). NICE
recommend that drug treatment includes brief advice, and for opioid users include
maintenance with methadone and buprenorphine (in general the evidence suggests that
methadone works better than buprenorphine for keeping people in treatment). For drug
users NICE recommend considering formal psychosocial interventions such as behavioural
couples therapy (where couples have a ‘recovery contract’ where they assist in individuals
becoming drug-free), cognitive behavioural therapy (where dysfunctional emotions,
maladaptive behaviours and cognitive processes are targeted to achieve specific goals),
psychodynamic therapy (which has its roots in Freudian psychoanalysis and focuses on
unconscious thoughts, and people’s negative expectations of the response they get from

47 Department of Health (England) and the devolved administrations (2007). Drug Misuse and Dependence: UK Guidelines on Clinical Management. London: Department of Health (England), the Scottish
Government, Welsh Assembly Government and Northern Ireland Executive.
48 National Treatment Agency for Substance Misuse (NTA) (2010). Commissioning for recovery: Drug treatment, reintegration and recovery in the community and prisons: a guide for drug partnerships.

Cost Effectiveness of Drug Services in Wirral | Brendan Collins

v 1.2 June 2014 Page 37

others), and contingency management (where clients are given stepped rewards for positive
behaviours like reducing drug use or getting tested for blood borne viruses).

5. Previous Modelling & Economic Evidence
Categorising spend on drugs is complex. There is labelled spend, that is, spend that is drugspecific, and unlabelled spend, which is non-drug expenditure where a proportion may be
due to consequences of drug use. Underneath this there is proactive spend, that is spend on
reducing drug use or problems, and reactive spend, money spent on consequences of drug
use. These can also be called direct and indirect costs. Labelled drug expenditure was
£1.106 billion for the UK in 2010/11 (0.17% of public expenditure), while unlabelled
expenditure was estimated as £6.265 billion, the majority of which was public order and
safety (Table E1). Total drug-related public expenditure amounted to £7.37 billion which was
1.1% of all public sector expenditure. Of this around £3.1 billion was proactive expenditure
with the remainder reactive. Estimated drug-related expenditure accounted for 0.49% of
GDP [gross domestic product] with a cost per capita of £118.49 The Home Office have
estimated that each problematic drug user (PDU) costs around £50,000 per annum.50

49

UK Focal Point on Drugs (2012) Drug-Related Public Expenditure.
Singleton N. Murray R. Tinsley L. (2010) Measuring different aspects of problem drug use: methodological developments.
Home Office Online Report 16/06
50
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Table E1. Estimates of unlabelled (non-drug specific) costs of drug use, UK, 2011. From 2012 UK
Focal Point Annual Report Selected Issue; Drug-Related Public Expenditure.

There have been several economic studies and cost effectiveness tools produced over the
years, mainly by the NTA (which is now part of Public Health England). According to
research from 2002, problem drug use was estimated to cost society £15.4 billion a year, of
which £13.9 billion was related to crime committed by people who are dependent on drugs.51

51

Christine Godfrey et al (2002) The economic and social costs of Class A drug use in England and Wales, 2000. Home Office
Research Study 249
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Table E2. List of costs associated with drug use.
Bearers
harms

of

costs/

Examples of Costs:

Users

Premature Death, Loss of quality of life: mental and physical health;
relationships; Impact on educational achievement, training
opportunities. Excess unemployment and loss of lifetime earnings

Families/carers

Impact on children of drug users, Transmission of infections,
Intergenerational impact on drug use, Financial problems,
Concern/worry for users, Caring for drug users or drug users’
dependants

Other
individuals
directly affected

Victims of drug driving; drug-related violence; drug related crime,
Transmissions of infections from drug users

Wider
effects

Fear of Crime. Environmental aspects of drug markets – needles,
effects of drug dealing in community.

community

Industry

Sickness absence and theft in the workplace
Security expenditure to prevent drug-related crime
Productivity losses. Impact of illicit markets on legitimate markets

Public sector

Health care expenditure and criminal justice expenditure,
Social services, Social security benefits

Based on Godfrey, C. The economic and social costs of Class A drug use in England and Wales, 2000

In the NTA's Value for Money (VfM) Tool they estimate the national net cost per QALY
(quality adjusted life year) gained for problematic drug users (PDUs or heroin or cocaine
users) as £6468 per QALY and for non-PDUs (people using stimulants, cannabis etc) as
£10,055 per QALY, before any cost savings are taken into account. Both of these cost
effectiveness ratios would be considered cost effective by NICE who recommend that
interventions should be adopted if the incremental cost effectiveness ratio (ICER) is less
than £20,000 per QALY gained. Once the cost savings from reduced crime are taken into
account, the interventions produce a net cost saving with a cost effectiveness ratio of around
£5 for every £1 spent over a 4 year time horizon, and around £10 for every £1 spent over a
10 year time horizon.
In 2010, the National Audit Office (NAO) published 'Tackling problem drug use' which
estimated that every £1 spent on drug treatment produced £2.50 in savings to the taxpayer.
Drug treatment services have seemingly become more efficient over time with average cost
per adult in effective treatment dropping by 20% from £3,600 in 2004/05 to 2008/09 (when
adjusted for inflation this drop is 31%) but over this time the drug using population has
changed as well with fewer opiate users.
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Table E3. Spend on adult drug treatment, England, 2004/05 to 2008/09.
2004/5

2005/6

2006/7

2007/8

2008/9

Adult Pooled Treatment Budget

£255m

£300m

£380m

£383m

£373m

Local funding

£226m

£226m

£224m

£207m

£208m

Total funding

£481m

£526m

£604m

£590m

£581m

Number of adults in effective
134,000 145,000
treatment

164,000

183,000

195,000

Total treatment funding per adult
£3,600
in effective treatment

£3,700

£3,200

£3,000

£3,600

From National Audit Office (2010) Tackling Problem Drug Use.

The average cost per person in effective treatment in Wirral was £2,171 in 2012/13 which
compares favourably with other areas. This does not include all spend on drugs as there
was some additional money which came from Wirral Council. In the last nine years the
highest number of people in treatment was in 2005/06.
Table E4. Funding and numbers in effective treatment, Wirral, 2004/05 to 2012/13.
2004/05

2005/06

2006/07

2007/08

2008/09

2009/10

2010/11

2011/12

2012/13

1,704,000

2,273,903
+
565,912DIP

3,010,591
+
614,860DIP

3,356,491
+ 533,240
- DIP

3,503,490
+
533,240DIP

3,978,411
+
533,240DIP

4,427,558
+ 533,240
DIP

4,285,799
+
506,578DIP

4,366,217
+
491,721DIP

85,000ROB

60,000ROB

52,000SSCF

61,526SSCF

138,795PSG

105,000PSG

127,747PSG

0

0

0

132,000PSG

132,923PSG

1,704,000

6,033,630

3,879,900

4,028,526

4,141,730

4,639,398

4,960,798

4,792,377

4,857,938

Number of adults in
effective treatment

2950

3145

2559

2676

2602

2448

2400

2355

2237

Total treatment funding
per adult in effective
treatment (£)

577

1,918

1,516

1,505

1,591

1,895

2,066

2,034

2,171

Adult Pooled Treatment
Budget (£)

Local funding (£)

0

Total funding (£)

DIP= Drug Interventions Programme. ROB = Restrictions on Bail. SSCF = Safer & Stronger
Communities Funding.
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The Drug Treatment Outcome Research Study (DTORS, 2009) looked at outcomes for drug
users (including PDUs and non-PDUs) and included a cost effectiveness element. It
combined cost and activity data from the NDTMS with interview data for around 1,800
people that was used to estimate QALYs gained and resource use (health and social care
and cost of offences). The QALYs were calculated using the SF12 survey instrument. There
was a lot of variation around the average QALY gains. In the DTORS, the net benefits of
drug treatment were positive in 80% of clients. The average net benefit ratio was around
£2.50 for every £1 spent. This is lower than the NTORS ratio of £9.50 for every £1 spent but
was measured over a time period of 51 weeks compared to a 4 year time period in the
NTORS, as well as there being other differences in measuring costs and benefits between
the two studies. 52
Table E5. Estimated costs and QALYs over a 51 week period, data from the DTORS 2009.
Parameter
Cost of structured treatment
Cost of health and social care
Cost of reported offences
Total
QALYs

Without treatment
£4,543
£50,585
£55,127
0.63

With treatment
£4,914
£3,120
£39,967
£43,087
0.68

Net benefit
£1,423
£10,618
£12,041
0.05

A report published in 2011 by Frontier Economics, ‘Specialist drug and alcohol services for
young people – a cost benefit analysis’ found that treatment services for young people were
very cost effective in stopping young people continuing substance abuse problems into
adulthood. For every £1 spent on drug treatment they found a return in investment of
around £2 over 2 years and between £5 and £8 over the long term. In Wirral ARCH engages
with young people by having cannabis education and providing harm reduction messages for
stimulant and NPS users.
5.1 Results from PHE Value for Money Tool
The NTA (now part of Public Health England) produced a Value for Money tool, working with
Department of Health and Home Office economists, which includes estimates for the local
cost savings that are generated by having people in drug treatment. It includes the crime and
health benefits realised when people are in effective treatment (i.e. 12 weeks or more) or
when people complete treatment and do not represent, a proxy for sustaining recovery. The
most recent version of the tool was published in tool was last updated at the end of 2013
with 2012/13 data. The tool uses the costs for structured treatment. Overall the cost/benefit
ratio was calculated as £4.77 for every £1 spent, including benefits for people in long term
recovery, or £3.26 in year benefits for each £1 spent, which does not include benefits for
people in sustained recovery. However this does not represent a cashable benefit; it
includes the value of QALYs (Quality Adjusted Life Years) gained at £60,000 per QALY

52

Godfrey, C., Stewart, D. and Gossop, M. (2004) ‘Economic analysis of costs and consequences of the treatment of drug
misuse: 2-year outcome data from the National Treatment Outcome Research Study (NTORS)’. Addiction, 99, pp 697–707.

Cost Effectiveness of Drug Services in Wirral | Brendan Collins

v 1.2 June 2014 Page 42

which may be considered high when NICE's threshold for willingness to pay for a QALY in a
public health setting is generally quoted as £20,000 per QALY. The tool includes all adult
drug users who are in effective treatment, defined as being in treatment for 12 weeks or
more or making a planned exit from treatment. The tool assumes that with treatment, an
individual’s drug taking career is on average reduced from 20 years to 12 years. It assumes
that opiate users spend 3 years in treatment on average. These parameters were based on
the NTA report ‘A long-term study of the outcomes of drug users leaving treatment’ which
looked at whether clients who left drug treatment in 2005/06 re-presented to treatment
(measured by NDTMS) or had contact with the criminal justice system (measured by DIP
drug test or DIR in prison or the community) in the 4 years after they left treatment (2006-07
to 2009-10). These are obviously quite big assumptions that may not reflect the diversity in
different populations; we know that many clients in Wirral have been on methadone for 20
years or more, and were likely heroin users for several years before that. It may be that
actually methadone extends drug use for many clients who may have otherwise died, or
stopped using heroin on their own.
The costs in the tool include those from premature death of drug users, the impact on
children of drug users, drug related crime, health care expenditure, criminal justice
expenditure and social security benefits. A report by the Advisory Council on the Misuse of
Drugs (ACMD) 53 stated in 2003 that between 250,000-350,000 children in the UK are
affected by parental drug use.
Figure E1. Schematic of PHE VfM drug taking career.

53

Advisory Council on the Misuse of Drugs (ACDM) (2011) Hidden Harm – Responding to the needs of children of problem
drug users.
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For Wirral the results are that the total cost of harm without any drug treatment would be
£30.7m in 2012/13. The estimated spend on drug treatment was £6m. This is less than the
estimated total spend including PCT spend which moved to the local authority in 2012 of
£7.8million. The cost savings this generates are estimated as £19.6million per year. The tool
also gives natural benefits which are based on a valuation of the QALYs gained from clients’
health improvement (valued at £60,000 per QALY gained) and crime reduction (valued at
£81,000 per QALY gained). These benefits are non-cashable, i.e. they would not be accrued
back to the public sector, but are based on society’s willingness to pay for an improvement in
health or a reduction in crime. For Wirral the tool assumes 2,242 drug users in treatment for
12 weeks or more (1,856 PDUs and 386 non-PDUs) and 403 completions (166 PDUs and
237 non-PDUs).
Table E6. Results from PHE Value for Money Tool for Wirral. 2012/13.
1. The estimated harm in this area in 2012-13 if no opiate and/or crack cocaine users were treated for their
addiction is:

2. The total estimated spend in this area in 2012-13 in real terms, adjusted for area costs is:
1

£30.7m
£6m

2

3. The total benefits accrued in 2012-13 are:

£28.7m
(i) Below are the break downs in terms of crime and health benefits:
Estimated crime cost savings and QALY benefits

£19.8m

Estimated health cost savings and QALY benefits

£8.9m

(ii) Below are the break downs of cost savings and QALY benefits:
Estimated cost savings

£19.6m

Estimated QALY benefits

£9.1m

(iii) Below are the break downs of effective treatment and sustaining recovery benefits:
Estimated benefits in 2012-13 from clients in effective treatment

£19.6m

Estimated accrued benefits from clients in sustained recovery

£9.1m

4. The accrued estimated number of crimes prevented in Wirral was:

82,141

5. In 2012-13, the accrued net benefit (Net benefit = Total benefit - Cost) was:

£22.7m

6. In 2012-13, the in-year net benefit (Net benefit = Total benefit - Cost) was:

£13.6m

7. In 2012-13, drug treatment in your area is estimated to have an accrued benefit-cost ratio (BCR) of:

8. In 2012-13, drug treatment in your area is estimated to have an in-year benefit-cost ratio (BCR) of:
In other words, for every £1.00 spent on the local treatment system in 2012-13

Cost Effectiveness of Drug Services in Wirral | Brendan Collins

£3.26

4.77
3.26

was gained in benefits

v 1.2 June 2014 Page 44

Figure E2 shows the cost benefit of drug treatment in Wirral from 2005/06 to 2015/16. The
tool lets you input your own scenarios which in this case have been kept as the default
scenario (status quo). The benefits are generally higher in the earlier years as more people
have gone onto long term recovery. The tool assumes that people do not relapse after 10
years.
Figure E2: The cost-benefit of drug treatment for Wirral (2005/06 – 2015/16). From NTA Value for
Money Tool. A= Actual. P=Projected.
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5.2 Results from NTA Cost Effectiveness Tool
The NTA also produced a cost-effectiveness tool which builds on the Value for Money tool
and assesses the average cost per client of different services based on data submitted to
the NTA for 2010/11 and 2011/12. This tool is to help commissioners and providers to
benchmark whether their costs are reasonable and whether clients are spending an
appropriate amount of time in treatment. It looks at clients across the whole treatment
journey that has been recorded in the NDTMS dataset. Clients are split into previously
known and treatment naïve clients, and then into five groups based on the complexity of
their needs, which is based on factors that influence the probability that they will achieve six
outcomes; abstinence from problem substances, injecting cessation, housing problem
resolution, improvement in quality of life, successful completion of treatment, and non representation to treatment within one year. Wirral had a lower proportion of clients than
national with high or very high complexity (18% vs. 29% nationally). These indicators of
complexity are reliant on the characteristics of the clients being accurately recorded in the
NDTMS, so where all of the problems that a client has are not recorded accurately or if the
client is not truthful when completing the TOPs, clients may be coded as lower complexity
than they actually are. But this may be a reflection of Wirral predominantly having a more
stable, long term group of clients who are on methadone maintenance.
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Figure E3: Breakdown of clients in NTA Cost Effectiveness Tool, data for Wirral, 2010/11 – 2011/12.
Shows whether clients are naïve (not seen before) or known (seen previously); level of complexity
(very low, low, medium, high, very high); and opiate user (OU) and Non-OU.

Table E7 shows the results from the NTA cost effectiveness tool. The total spend are based
on average cost per day in treatment multiplied by the average days in treatment for a client,
which is why they are much higher than the average spend on treatment for a year in Wirral.
Wirral’s existing clients have been in treatment for around 8 years on average, while many
new clients are out of treatment within less than six months. The long term clients are
typically opiate users while the new clients use a mixture of drugs with many being stimulant
users. Wirral’s cost per person successfully completing and not representing (SCNR) is
similar to the national average for individuals who are known to treatment and is much lower
than the national average for new clients. However in Wirral only 37% of new clients were
opiate users compared with 61% being opiate users nationally.
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Table E7. Results from NTA Cost Effectiveness Tool for Wirral, data for 2010/11 and 2011/12. Data
for Wirral, national and top quartile (i.e. top 25% nationally).

Top Quartile
National

% non-OU

National
Wirral

Opiate
%
Users

Top Quartile

per

National
Wirral

Spend
SCNR

Known
to
treatment
(all
treatment
journeys)

Top Quartile

per

Known
to
treatment
(latest
treatment
journey)

National
Wirral

Spend
client

Known
to
treatment
(2010-11 to
2011-12)

Top Quartile

Total Spend
for clients

Treatment
naïve

Average no.
of days in
treatment

National
Wirral

No.
Successfully
completing and
not
representing
within 6 months
(SCNR)

% of all clients
SCNR

Top Quartile

2,913
41,60
9
110,4
91
662
11,71
4
24,70
5
2,251
29,89
5
85,78
6
2,251
29,89
5
85,78
6
2,251
29,89
5
85,78
6

%

All Clients

No.

COMPARATOR

ALL PATHWAYS

Wirral

OU & NONOU (%)

CLIENTS IN TREATMENT 1 APRIL 2010 TO 31 MARCH 2012

100%

652

22%

420

£10,866,534

£3,730

£16,666

78%

22%

100%

12,569

30%

342

£1,368

£4,528

70%

30%

100%
23%

18,691
301

17%
45%

401
139

£56,911,072
£403,472,20
2
£1,243,687

£3,652
£1,879

£21,586
£4,132

85%
37%

15%
63%

28%

5,536

47%

145

£7,811,316

£667

£1,411

35%

65%

22%
77%

6,840
351

28%
16%

185
503

£60,827,994
£9,622,848

£2,462
£4,275

£8,893
£27,416

61%
90%

39%
10%

72%

7,033

24%

420

£1,642

£6,981

83%

17%

78%
77%

11,851
351

14%
16%

463
2,330

£3,994
£18,218

£28,913
£116,836

92%
90%

8%
10%

72%

7,033

24%

1,058

£3,793

£16,124

83%

17%

78%
77%

11,851
351

14%
16%

1,273
2,875

£9,990
£21,509

£72,313
£137,939

92%
90%

8%
10%

72%

7,033

24%

1,435

£4,985

£21,188

83%

17%

78%

11,851

14%

1,693

£49,099,756
£342,644,20
8
£41,009,300
£113,402,25
5
£856,980,21
4
£48,416,425
£149,012,73
4
£1,098,713,
114

£12,808

£92,711

92%

8%

Table E8 shows the cost per client for specific treatment modalities. The average costs per
day are very different for Wirral than for national. For prescribing only, the average cost for
Wirral is 23% higher than national at £7.29 per day, for other structured treatment only it is
more than 5 times higher than national at £96.94 per day, while for psychosocial only, costs
are 9 times lower than national. These outlying average costs suggest that there may be
some issues with the cost data that has been submitted to the NTA by Wirral. CWP reported
that previous audits of their prescribing have found several items prescribed under the drug
service budget that were not directly related to drug treatment, such as drugs to treat
anxiety, depression, ADHD, and also Naloxone for reversing opiate overdose, so this may
account for higher prescribing costs.
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Table E8. Results from NTA Cost Effectiveness Tool for Wirral, data for 2010/11 and 2011/12. Data
for Wirral, national and top quartile (i.e. top 25% nationally).
OU & NONOU (%)

ALL CLIENTS IN TREATMENT 1 APRIL 2010 TO 31 MARCH 2012
%

No. SCNR

% of all clients SCNR

Average no. of days in
treatment

Spend per client

Spend per SCNR

% OU

% non-OU

Prescribing only

£7.29

1,592

55%

140

9%

557

£6,463,796

£4,060

£46,170

99%

1%

Top Quartile

£5.12

20,823

50%

2,852

14%

467

£26,492,547

£1,272

£9,289

97%

3%

National

£5.92

77,590

70%

7,948

10%

457

£235,070,886

£3,030

£29,576

97%

3%

Other
structured
treatment only

Wirral

£96.94

60

2%

33

55%

142

£826,569

£13,776

£25,048

88%

12%

Top Quartile

£26.81

6,660

16%

3,427

51%

120

£3,228,697

£485

£942

20%

80%

National

£18.14

9,097

8%

3,885

43%

124

£21,184,274

£2,329

£5,453

24%

76%

Prescribing,
Psychosocial

Wirral

£7.29; £1.56

253

9%

16

6%

579

£1,046,099

£4,135

£65,381

98%

2%

Top Quartile

£5.12; £12.31

3,514

8%

554

16%

469

£9,103,333

£2,591

£16,432

98%

2%

National

£5.92; £13.85

5,075

5%

501

10%

512

£37,391,399

£7,368

£74,634

98%

2%

Psychosocial only

Wirral

£1.56

608

21%

281

46%

108

£102,375

£168

£364

13%

87%

Top Quartile

£12.31

4,940

12%

634

13%

123

£1,393,964

£282

£2,199

16%

84%

National

£13.85

6,182

6%

825

13%

127

£13,247,985

£2,143

£16,058

21%

79%

Prescribing, Other

Wirral

£7.29; £96.94

9

0%

2

22%

287

£145,955

£16,217

£72,977

100%

0%

Top Quartile

£5.12; £26.81

1,252

3%

291

23%

395

£3,059,824

£2,444

£10,515

97%

3%

National

£5.92; £18.14

3,670

3%

369

10%

437

£15,456,036

£4,211

£41,886

97%

3%

Residential
rehabilitation
pathways

Wirral

n/a

36

1%

15

42%

328

£628,522

£17,459

£41,901

92%

8%

Top Quartile

n/a

449

1%

375

84%

221

£4,607,599

£10,262

£12,287

80%

20%

National

n/a

1,502

1%

723

48%

221

£28,188,461

£18,767

£38,988

78%

22%

COST(S)
PER DAY

Total Spend

No.

Wirral

TOP 5 NATIONAL PATHWAYS

6. Drug-related mortality and years of life lost (YLL)
Wirral ranked 143rd worst out of 149 local authorities for premature mortality from liver
disease (data for 2009-11). Wirral has a rate of alcohol-related deaths that is around 80%
higher than the national average. Deaths that are directly drug-related are rarer in Wirral,
although some deaths from liver disease, heart disease and other causes will be drug
related. A report ‘Drug- and alcohol- related deaths in Wirral: Action Plan Development’54
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

54

Beynon, C. Marr, A. Wyke, S. McVeigh, J. (2013) Drug- and alcohol- related deaths in Wirral: Action Plan Development.
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women from 2009 to 2011. In Cheshire and Merseyside the number of older drug users
(defined as aged 40 and over) in drug treatment has increased from 750 in 1998 to 6,500 in
2010/2011 so there are a lot more older clients than there used to be and therefore a lot
more clients who have a higher risk of death.
There were 95 people recorded in the NDTMS system as being in contact with a Wirralbased service and confirmed dead over the 8 years between 2003/04 and 2011/12; 75 men
and 20 women. Most had been in contact with treatment for over 5 years. The median age of
death was 44.25 so quite a lot lower than normal life expectancy of 77 for males and 80.8 for
females in Wirral. This is higher than the average age for drug related deaths of 28 years in
1992 and 35 years in 2000 which indicated a lot more people were dying of drug
overdoses.55 81 of these deaths were non-drug related, though 13 were from alcohol-related
liver damage and 14 were from cancer and 15 from respiratory disease, many of which were
likely related to smoking. This highlights that drug users have a competing set of causes of
death, so while the drug use may be brought under control, alcohol and smoking are still
common causes of early deaths, and having a body that is already damaged by years of
drug abuse makes individuals more vulnerable to other diseases. Long term opiate
substitution use has been linked with heart problems, particularly the drug LAAM
(Levacetylmethadol) which was withdrawn from the market in 2001. Oral methadone
typically contains a lot of sugar so people on high doses are at risk of diabetes, but this is
complicated by the fact that people who are opiate addicts generally prefer sweet tasting
food as it activates similar reward mechanisms in the brain. Because people who are ill are
most often transferred to the care of the Harm Reduction Unit, people in Wirral are probably
more likely than people in other parts of the country to be classed as in treatment when they
die. The Harm Reduction Unit provide palliative (end of life) care to very sick clients and
encourage continued engagement with services.
Table M1. Deaths recorded for current or former drug treatment clients in Wirral, 2003/04 – 2011/12.
Data from LJMU report.
Cause of death
Certain
infectious
and
parasitic
diseases
Neoplasm
Diseases of the circulatory system
Diseases of the respiratory system
Diseases of the digestive system
Other
Codes for special purposes
External causes of morbidity and
mortality

55

Number
8

%
9.9

14
12
15
18
4
2
8

17.3
14.8
18.5
22.2
4.8
2.5
9.9

Wirral Drug Service: St Catherine’s Hospital, Morbidity Report 1992-2000.
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7. Local Data on Drugs and Crime
The majority of available data on drugs and crime is short term performance type data rather
than longer term strategic intelligence. Crime has fallen in Wirral since the crime wave in the
1980s that was directly associated with the heroin outbreak, with crime peaking in 1996 and
in 2003/04 (Figure O1). IN the mid 1980s, around 50% of people arrested for burglary were
opiate users. The volume of acquisitive crime, particularly burglaries, is caused by an
interaction between the number of people with criminal careers, individual need to commit
crime (such as to fund drug use or to pay off debts) and the ease at which objects can be
acquired and subsequently sold on. The number of craved items that can be easily stolen
and sold on has increased in recent years with many people having laptops, portable music
players, sat navs and tablet computers but at the same time other items like DVD players
and televisions have come down in value.
Deposited syringes, street dealing, crack houses, aggressive begging, and public drug use
are examples of antisocial behaviour associated with drug use. Antisocial behaviour
strategies have changed over time, in particular after the Fiona Pilkington case. Although
alcohol is related to violent crime, the relationship between drugs and violent crime is less
established. The theory of the pharmacological effects of drug use causing violence is widely
disputed, but violence around disputes between drug dealers or violence to accompany
crime such as robberies is more common. Locally the police believe there is evidence for a
link between cocaine use and violence in the night time economy; however it is difficult to
unpick because there are common causal factors for cocaine use and violence and much of
the observed affect may be because cocaine use allows people to drink more alcohol. Gun
crime is rare in Wirral, with 13 in 2011/12 and 4 in 2012/13, and knife crime is lower in Wirral
than in other parts of the country with 52 incidents in the year from September 2012 to
August 2013, which was 31% lower than the year before.
Crime has dropped in England since 1995, with increasing detection through CCTV and
DNA testing, mobile phone location services, targeted and high visibility policing, more
young people living with their parents and being in higher education, alleygating56, and even
the reduction in lead exposure all posited as reasons. Cars having central locking and
immobilisers have reduced the number of stolen vehicles from 369,000 in 1997 to 94,000 in
2011. Stealing a car used to be a gateway crime where teenagers started their criminal
careers but now it is harder to do. The proportion of British households with burglar alarms
has increased over time as well.
Before 1988, very few cases of possession of controlled drugs were recorded in crime
figures so there was a big increase in drug-related crime post 1988. There have been
changes to crime recording which may affect the figures. The age of criminal responsibility
was reduced from 14 to 10 in 1998. Cannabis has been reclassified from class B to class C
and back to class B again which has had an impact on enforcement. There was previously a
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Hirschfield, Alex (2011) Reducing Opportunities for Burglary: The Impact of Alley Gates. Rivista
Italiana Della Sicurezza (Italian Journal of Security), 1. pp. 19-27.
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National Indicator around drug-related crime (NI38: To achieve a reduction in the rate of
Class A drug related offending over the 12 month period (18 years and over)).
Figure O1. Annual trend in all crimes per 1000 people, Wirral.
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Drug offences in Wirral have fluctuated with drug trafficking offences falling between 2003
and 2007 to around 110 per year, then reaching a higher average of around 225 per year
since 2008. Since a big increase in 2005, drug possession offences have numbered around
1300 per year. Other parts of the country did not see a similar increase between 2004 and
2005 so maybe this was due to a change in policing emphasis around drug-related offending
in Wirral. In terms of acquisitive crime, domestic burglary has fallen more than 50% since a
high in 2003 to plateau at around 920 per year. Robbery has shown a downward trend,
falling by around two thirds from 354 between in 2002/03 to 111 in 2012/13 while theft from
the person has fallen by around three quarters from 407 in 2003/04 to 95 in 2012/13. These
big improvements in rates of acquisitive crime could be partly attributed to the response to
the drug epidemic.
Figure O2. Trend in theft and drug offences, 2002/03 – 2012/13. Police recorded crime data.
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Criminal behaviour is recorded with drug treatment clients in the Treatment Outcome Profiles
(TOPs) although it is unclear how reliable this is as it is self reported. In general ARCH deal
with drug clients who are actively committing crime, so if a client being seen by the CWP
Drug Service is arrested once, they will be kept in CWP but if they are arrested twice, they
will be transferred to ARCH services at least until they are felt to be less of a risk for criminal
behaviour. ARCH services use the Integrated Offender Management (IOM) framework which
is known in Wirral as Compass. This approach encompasses;
Prolific and Other Priority Offenders (PPO) – these are repeat offenders who are
typically committing a high volume of crime in their communities.
Multi Agency Public Protection Arrangements (MAPPA) – these are typically sexual,
violent or other dangerous offenders who have been released from prison.
Multi Agency Risk Assessment Conferences (MARAC) – these are regular local
meetings where information about high risk domestic abuse victims (those at risk of
murder or serious harm) is shared between local agencies.
Drug Interventions Programme (DIP) – these are people who have been arrested
and tested positive for drugs on arrest, many of whom are given a drug rehabilitation
requirement (DRR) where they will enter drug treatment for six months.
Deter Young Offender (DYO) – this is scheme for young offenders who have been
assessed as posing the highest risk of causing serious harm to others and having a
high probability of re-offending
CWP services also work within these frameworks and attend the MARACs. There are also
probation interventions and 'Through the Gate' which is a mentor led intervention for people
who have served short prison sentences. In Wirral there is more of a focus on challenging
drug users on their offences, and having a partnership response, focusing on the individuals,
the families and the community rather than just the individual.

8. Views of service users
This section is mainly based on one session with around 8 service users so will not be
representative of the whole drug using population. These service users may be people who
were better motivated than a lot of other service users. The service users who were there
were current and former service users, and were mainly heroin or polydrug users. It is also
based on several testimonials from service users.

Main themes
8.1 Staff providing services
People talked about the importance of key workers who worked with them, went the extra
mile and gave them respect, understanding and time. But also keyworkers needed to not be
“blagged” too easily by their clients. Some people did not like the idea of being “discharged”
and losing the care element. They said that services need to tell people up front all of the
stages that are involved in recovery. Everybody’s way of getting well is different.
8.2 Methadone
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One person said that methadone took the desperation away. People said that they were left
on methadone for too long, methadone became their “breakfast”; it was always in their fridge
waiting for them. Said that some people are on too high a dose of methadone, mentioned
one person who was on 190ml a day, was in bed most of the day. People who test positive
for heroin are being given a higher dose of methadone. In the paper form you fill in asking
how long you expect to be on methadone, one of the options is over three years, this is too
long, there needs to be a plan for people to get into recovery not to stay on methadone.
There are lots of people on low doses of methadone, scared of coming off it. They need
support from people who have been through it, someone who can tell them what it’s like.
Some people said methadone is worse to come off than heroin. One person knew someone
who was a crack/methadone user on 80ml of methadone, made it down to 30ml to try to start
their recovery, then was told they have to go to ARCH Detox, didn’t want to do it, and
“started street scoring again”. There was one testimonial from a person who had been on
methadone substitution for 20 years, was stable with a good job and family, who did not
want to be forced into recovery.
8.3 Use the assets of people in recovery
People felt very strongly that services need to use the skills and experience of people in
recovery. Services could have more volunteer recovery workers to support service users
with day to day needs like housing, families, benefits, debts.
8.4 Fellowship
Fellowships have grown in Wirral. Talked about the value of fellowship, offers support 24/7
compared to services which are typically 9-5. Fellowships work because people have had
the same experience. Need to bring people to fellowship meetings, services recommend that
everyone attends at least one meeting. Need fellowship and services to work together.
8.5 Drugs education
It was expressed that drug education needs to be in schools at a younger age. Need to
educate people about alcohol as well as drugs. Need to think about future of drugs, kids
nowadays using m-kat [mephedrone], skunk, and alcohol. Don’t want them to be in drug
treatment in 20 years’ time.
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9. Key Performance Indicators
There are several drug-related indicators in the Public Health Outcomes Framework 20132016, which is a national framework through which success of national and local authority
level public health policies and interventions will be measured. Some of those metrics which
are particularly relevant to drug treatment are:
PHOF 2.15 Successful completion of drug treatment [this is separated into opiate and non-opiate
users]
PHOF 2.18 Alcohol-related admissions to hospital
PHOF 2.2 Take up of the NHS Health Check programme by those eligible (which will include
screening for alcohol misuse from 2013).
2.23: Self-reported wellbeing
PHOF 4.3 Age-standardised rate of mortality from causes considered preventable per 100,000
population – includes drug & alcohol related deaths
PHOF 4.6 Mortality from liver disease
PHOF 4.8 Mortality from communicable diseases

There is also ‘PHOF 2.16 Proportion of people assessed for substance dependence
issues when entering prison who then required structured treatment and have not
already received it in the community’. Services that Wirral commissions do not impact on
this indicator however.
In terms of cluster performance, Wirral is similar to its cluster for successful completions for
opiate and crack users (Figure Y1) but has a high rate of people representing to services
(Figure Y2). Appendix 1 includes full performance against targets.
Figure Y1. Opiate and crack user completion rates, Wirral and cluster.
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10. Configuration of Services
Wirral commission the main drug treatment services from CWP, needle & syringe exchange
from CWP, and Daycare, Aftercare and criminal justice services from ARCH. There is also
Engagement from Phoenix, residential rehab from Phoenix House, housing projects with
Forum Housing, women’s project coordination, and Hep C nurse specialist and substance
misuse liaison nurse from WUTH. There are some residential recovery services that are
commissioned. There is Intuitive Recovery which is a recovery programme which changes
clients’ perceptions of themselves as addicts and teaches them that they have a choice.
People working in drug treatment all had good things to say about this service. Wirral also
commission community drugs engagement services from the Social Partnership, 1 to 1
community rehab from the Independence Initiative, the intensive day recovery SHARP
programme from Action on Addiction, and SPIDER which is an abstinence-based self-help
rehabilitation programme. There are also back to work and mentoring services from The
Social Partnership and Wirral CVS.
Wirral commission alcohol prevention, assessment and education work which is delivered in
schools by Response. There is also peer education delivered by young volunteers
commissioned through Connexions. Young people aged 17-21 are trained to deliver these
educational and prevention messages to young people aged around 14. Because the age
gap between the two groups is not that big, these peer-delivered messages are felt to have
more relevance and are structured in a way to appeal more to young people than messages
delivered by a teacher or other older adult.
There is also a school drugs adviser, who has been appointed recently after a four year gap
without one, who works both proactively and reactively in schools, and there is a drugs
policy document which is given to schools. In the four year gap since the last school drugs
adviser post, schools have dealt with drug-related incidents either through Response or
through the police, or have developed processes and policies themselves within the ethos of
the school. The Department for Education and the Association for Chief Police Officers
(ACPO) have produced drug advice for schools.57
There are other services delivered in the voluntary sector like Fellowship services (Narcotics
Anonymous etc). Clients and people working in services believed that Fellowship has a role
to play but is not for everyone. Fellowship came from the Quaker religious tradition so
involves giving yourself over to a higher power and traditionally involves standing up in front
of everyone and telling your story. Alcoholics Anonymous (AA) started in 1935- has the idea
that the 'disease' of alcoholism has robbed you of your free will. Only their 12 step plan can
save you. For people who have recovered without AA it claims they must have never had the
disease in the first place. There is also Nicotine Anonymous- being tobacco free is called
being ‘smober’. There is a fellowship for every addiction. In the US there has been Online
Games Anonymous since 2002.

57

Department for Education (2012) Drugs: Advice for Schools. Available at https://www.gov.uk/government/publications/drugsadvice-for-schools
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11. Spend on Drug 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. For example in 2012/13, 17% of opioid users in Wirral were also hazardous
drinkers. Many clients also have mental health problems (dual diagnosis) that are also dealt
within services. The estimated total spend on drug interventions for Wirral in 2012/13 was
around £7.8million. The spend breakdown is shown in Table S1. The figures do not include
all management or evaluation costs, or police crime and disorder spend, or national spend
by agencies like the NTA (who are now in Public Health England).
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Table S1. Breakdown of Wirral drugs budget, 2012/13 financial year.
Category
Structured
Community
Interventions
Residential drug treatment

Total
£3,765,377
£548,569
£411,549
Harm reduction
£393,881
Commissioning
£303,902
DIP / Drugs and crime
£299,599
Open access interventions
£161,679
Drug information & advice
£140,640
Back to work and mentoring
£58,106
User involvement
£38,030
Training
£1,068,000
Dispensing costs
£591,047
Prescription costs
£7,780,380
Total
Source: Barry Graham, SCP Finance data/Gary Rickwood/Chandra Dodgson
Based

Drug

Treatment

12. Prescribing for Drug Treatment
People in drug treatment services are mainly prescribed substitute opiates; these are mainly
methadone and buprenorphine [subutex or ‘subbies’]. Methadone is prescribed in liquid form
and is initially supervised, where the client will come to the service or to a pharmacy once a
day and take their dose of methadone in front of a worker. Both methadone and
buprenorphine have the capacity to be abused by being injected, and both have the capacity
to be sold or passed on to other people. Services in Wirral do not prescribe much Suboxone,
which is a mixture of buprenorphine and naloxone which has less abuse potential as it does
not produce a high when injected (although can still be insufflated [snorted] to produce a
high). The Harm Reduction Unit in Wirral has started giving some users prophylactic
naloxone, which can be used to reverse the effects of an opiate overdose. They encourage
people in the case of overdose to administer naloxone, call 999 and stay with the person
until they are handed over to paramedics. Anecdotally two people have been revived from
overdose so far, although it not possible to be sure what would have happened otherwise.
Wirral also prescribes morphine and diamorphine [heroin] in some cases, and other drugs
such as antidepressants, antipsychotics, anticonvulsants, ADHD drugs, and
benzodiazepines (which are anti-anxiety or sleeping tablets) for people in drug treatment.
The amount of sugar in methadone is a risk for dental problems, and methadone also
causes dry mouth which can lead to plaque formation, so oral health monitoring is important.
Some clients are very particular about what brand and formulation of methadone they get,
believing that some brands are stronger than others; this type of thinking probably comes
from having a street drug background where purity and quality of drugs was a lot more
variable than prepared formulations. Some methadone clients agree to reduce their
methadone on a 'blind reduction' where they are still given the same amount of liquid but the
amount of methadone is tapered down without the client knowing by how much and when it
is being tapered, this is to account for the psychological side of addiction.
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The cost of drugs prescribed for 2012/13 was £591,047. The drug dispensing costs were
around £1,068,000 for the year.
Table X1 shows the number and spend on schedule 2 drugs like morphine and methadone,
and schedule 3 drugs like buprenorphine for Wirral.
Table X1. Number and cost of items prescribed by community drugs teams and shared care,
Wirral 2012/13 FY.
BNF Name

Items

Actual Cost

Schedule 2 controlled drug

39,505

£465,018

1,462

£58,428

3,226

£65,994

42,731

£531,012

Schedule 2 controlled drug
Injections
Schedule 3 controlled drug
Total

-

13. Cost Effectiveness of Needle Exchange Services
Wirral has one central needle exchange service based at the Harm Reduction Unit at St.
Catherine’s and also has needle exchange based in 14 pharmacies. There used to be a
needle exchange at ARCH as well. Nationally around 8% of pharmacies provide needle and
syringe exchange services. The Harm Reduction Unit allows needle and syringe users to
choose from a broad range of needles, whereas the pharmacies have a more narrow
selection. The HRU carry out injecting assessments and warn clients about the legalities and
follow up on any public health alerts around steroids. Clearly pharmacies have many other
users to give advice to so may not be able to, or feel confident about, providing as much
advice as the HRU either. Pharmacies believe that they mainly see heroin clients, but data
shows that some of the syringes they provide are greater than 1ml which would indicate they
are more likely to be being used by steroid users. Data on needle & syringe programme
(NSP) clients is available from the Inter Agency Drug Misuse Database (IAD) which is
reported on regularly by the Centre for Public Health at LJMU. The HRU is provided by CWP
and has a separate entrance to the rest of the drug service so that for instance people on
methadone who are also injecting are not deterred from accessing the needle exchange
through the fear that they may run into their key worker.
There is good evidence that needle exchange programmes are effective and cost effective in
preventing HIV transmission in injecting drug users, especially when there is also good
coverage of drug treatment services. 58 In an economic model commissioned by NICE in
2008, increasing coverage of needle & syringe programmes such as through vending
machines, recruiting people who use needle and syringe exchanges into opiate substitution

58

Degenhardt L. Mathers B. Vickerman P. et al. (2010) Prevention of HIV infection for people who inject drugs: why individual,
structural, and combination approaches are needed. Lancet – 376( 9737): 285-301
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therapy, and recruiting injecting drug users into hepatitis C treatment were found to be
broadly cost effective with incremental costs per QALY of less than £20,000.59
Nationally needle sharing has decreased but around 1 in 7 injectors still report sharing
needles. Wirral has a lower prevalence rate than its peers of blood borne viruses like
hepatitis B & C than other areas, which is one indication that needle syringe programmes
have been successful in preventing viral transmission.
There are principally two groups who mainly use needle exchanges in Wirral; these are
heroin users who are mainly aged over 40 and have been using services for a long time, and
steroid users who are mainly younger, and almost all male, and may not be known to
services. In the North West, numbers of performance and image-enhancing drug users
(PIEDs) accessing needle and syringe exchange services have increased steadily since
1991 (see Figure I1).60 Staff from the HRU said that young men would previously start on
oral steroids so the average age of injectors used to be around 25, but now young men aged
around 17 were going straight into injecting steroids. These users are at a greater risk of
blood borne diseases than was previously thought - it was previously believed that they were
much lower risk than injecting opiate users, but because many of these clients have high
numbers of sexual partners and low condom use they are at risk from this as well as needle
sharing.61 Steroid use is high in young gay men as well, who usually have higher rates of
HIV than heterosexual men. One drug service member of staff highlighted a potential risk of
older heroin addicts who may have BBVs "hitting the gyms" and sharing injecting
paraphernalia with other users. There have been reports of injecting rooms in gyms in Wirral,
and that steroid injectors think that as long as they use their own needle they cannot catch
BBVs, not realising the risk from sharing a syringe. The service talked about one case of a
man in his 20s who had developed some breast tissue from steroid use, and was identified
through the service as having breast cancer, which had been common in the women in his
family. This person may have died if he had not been engaging with the harm reduction unit.
In their draft updated guidance on needle and syringe exchange programmes, NICE have
recommended that NSPs should offer outreach or detached services in gyms for PIEDs.62
The HRU said they would like to do more outreach work in gyms.

59

Vickerman P. Miners A. Williams J. (2008) Assessing the cost-effectiveness of interventions linked to needle and syringe
programmes for injecting drug users: An economic modelling report. London: National Institute for Clinical Excellence
http://www.nice.org.uk/nicemedia/live/12130/43370/43370.pdf
60
North West Public Health Observatory (2012) Human Enhancement Drugs. The Emerging Challenges to Public Health.
61
Hope VD. McVeigh J. Marongiu A. et al. (2013) Prevalence of, and risk factors for, HIV, hepatitis B and C infections among
men who inject image and performance enhancing drugs: a cross-sectional study. BMJ Open 2013;3:e003207
doi:10.1136/bmjopen-2013-003207.
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NICE (2013) Needle and syringe programmes (update): draft guideline. Available at:
http://www.nice.org.uk/guidance/index.jsp?action=download&o=65292
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Figure I1. ‘All’ & ‘new’ clients attending agency based NSPs in Cheshire & Merseyside
(1991-2011). AS = Anabolic Steroid

Source: This chart is from LJMU Centre for Public Health.

Based on data for Q3 2012/13, 97% of new clients presenting to needle exchanges were
male, and 57% were aged below 30. In Quarter 3 2012/13, 33,061 syringes in total were
provided (21,189 in the HRU and 11,872 in pharmacies). Figure I2 shows the trend in new
users of needle exchanges in the harm reduction unit (it is not routinely measured in
pharmacies); most are for steroids, although the number for heroin increased from quarter 1
to quarter 3 2012/13. It is not clear whether this is a consistent trend or random variation. If it
is a trend then it may indicate that more new clients are injecting heroin. Clients can give
false details so the database may not always pick up new clients accurately. There has been
some cross-matching done to compare between the needle & syringe programme clients
and the NDTMS and around 10-20% of NSP clients are cross-matched with drug service
data (most steroid users will not be in drug treatment). There have been 14 new clients over
the 12 months who use melanotan, which is an illegal synthetic hormone injected as a skin
tanning agent.
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Figure I2. Number of new presentations to needle exchange services in Wirral by primary
drug, Q4 2011/12 – Q3 2012/13. Data for Harm Reduction Unit only.
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Figure I3. Number of presentations to needle exchange services in Wirral by primary drug,
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Because we do not have any individual client level data for needle and syringe exchanges,
we cannot really reliably model the local cost effectiveness or cost benefit, but based on the
strength and volume of the published evidence we can be fairly certain that they are cost
effective in preventing disease.
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14. Cost Effectiveness of Services provided by CWP
Cheshire & Wirral Partnership NHS Foundation Trust (CWP) is the main provider of drug
and alcohol treatment services for Wirral. Previously the alcohol and drug treatment was
separate, now they have integrated teams and very soon they are going to have integrated
caseloads. This change has mainly involved skilling up alcohol workers to also deal with
drug clients which has happened through training and shadowing. CWP have recently won
an award for partnership working. CWP provide outreach and engagement, harm reduction,
syringe exchange, detox, structured drug treatment and services targeted at vulnerable
people, commercial sex workers, pregnant women, people with severe mental health
problems, people with personality disorders, younger clients, and prescription drug users.
They also have a hepatitis B nurse and staff who work with homeless and hostel dwellers.
They work to stop people getting kicked out of hostels. In 2013 we did a separate evaluation
of the homelessness nurse which found that this service was cost effective. CWP have a
member of staff who deals with service veterans who may have picked up drug habits when
stationed abroad or have drug use that is associated with post-traumatic stress disorder
(PTSD). They have engagement workers who go into the community to find clients who have
disappeared from services. CWP also subcontract aftercare services from the Olive Branch.
An evaluation of the first 12 months of the Olive Branch was completed in January 2014
which said that 46 people had completed the programme as of November 2013 and 21 were
drug free. Clients said the programme was beneficial in providing intensive support,
increasing their awareness of recovery and opportunities and exposing them to people who
had recovered from drug addiction. Clients liked that the coaches were approachable,
believed in them and texted them every day.
The total spend on drug services provided by CWP was £3,073,005 in 2012/13. CWP
reported that any money they saved had to go into efficiencies as part of their 4-5% cost
improvement programme (CIP). This had meant stripping non pay costs, finding cheaper
ways to travel, and downgrading and losing posts.
CWP have a team around safeguarding, women and domestic violence which deal with
families who may have safeguarding issues like who takes care of children when they are
using drugs and alcohol, how do their children feel about their drug use, where do they store
their drugs and methadone etc. Domestic violence is increasing as more couples and
families drink at home "until they get fed up with each other". The service do home visits and
work with social services. They also do outreach work with commercial sex workers on the
streets and in parlours. This involves providing advocacy, condoms, and advice on safety,
including the national 'Ugly Mug' scheme which shares information about violent and abusive
customers. Commercial sex workers will often use drugs to make their work more bearable,
or will be working to pay for drugs, often crack cocaine. There are also 'quarterly girls' who
work to pay their bills. They reported that Wirral's street sex working scene is smaller than it
used to be, but is still there. This team are the main service in Wirral for helping commercial
sex workers. The safeguarding team have links with the Family Safety Unit and go to the
MARAC (Multi Agency Risk Assessment Conferences) to talk about domestic violence
cases. They often deal with cases of co-dependence, where people are in relationships
which are mainly founded on sharing drugs and do not want to be together otherwise.
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The harm reduction unit provide palliative care services and see clients with some of the
most severe health problems. They have non-medical prescribers who can prescribe for
some illnesses. They operate in some ways like a walk-in centre and see some of the most
vulnerable people who often do not access other services. They gave an example of self
harmers who would come into the unit to get themselves cleaned up. They give out food
vouchers and homeless packs. The harm reduction service also provide community alcohol
detox for clients who would not be appropriate for residential detox in Birchwood. Services
said that being co-located at the St Catherine's site with dental, heart, X ray and other
services was beneficial. Services said that having direct referral pathways for things like
pregnancy, sexual health, stoma, TB, pain management and other health issues meant that
they could be part of seamless care provision. Heavy opiate use often stops menstruation
which means that pregnancies can go unnoticed for several months.
CWP services said that some of the main benefits of their work were keeping people from
having unnecessary healthcare activity (GP consultations, A&E presentations and hospital
admissions) and maintaining people in the community. Services said they had a very good
relationship with GPs and with pharmacists, who were their "eyes and ears on the ground".
Smoking is common in drug users and is a big cause of death. All staff have level 1 and
some have level 2 smoking cessation training and provide smoking advice. They
recommend Champix as a stop smoking aid to clients as working in the same way as
Subutex (it is a partial agonist so partially stimulates the nicotine receptor while blocking it).
14.1 Demographics
We were provided with data for primary drug users in treatment during 2012/13. This
includes clients who were discharged after 1st April 2012, and clients who were still in
treatment as of 28th October 2013. 51% of clients were aged between 40 and 50. There
were no clients aged less than 20 years. 71% of clients were men, 29% women. Ethnicity
was recorded for 93% of clients; 2% of clients were non- White British.
Figure C1. CWP clients by age.
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The biggest source of referral into services was self-referral, which accounted for 58% of
referrals.
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Table C1. CWP clients by source of referral.
Source of referral

N

Self

57.6%

Drug Service non-statutory

7.5%

General Medical Practitioner

5.0%

Syringe Exchange

3.8%

ARCH Initiatives

3.4%

Drug Service Statutory

2.3%

Agency

2.2%

Outreach

1.9%

Other Hospital

0.8%

Prison

0.4%

Probation Office

0.3%

Other

14.3%

Total

100.0%

The data had only partial postcodes, but using a rough matching algorithm, around 64% of
clients lived in the areas of Wirral that fall into the most deprived quintile (20%) nationally in
terms of Index of Multiple Deprivation (IMD 2010) scores. This area accounts for around
32% of the Wirral population, so drug treatment clients are about twice as likely to be from
the most deprived areas.
14.2 Drug Use
Primary drugs were nearly all cocaine or opiate drugs. In terms of primary drug, the most
used was heroin. The average age of first drug use was 22 years. 51% of users had a
second drug recorded which were mainly crack cocaine (34%), methadone (22%), heroin
(12%) and benzodiazepine drugs like diazepam [Valium] (12%). A small percentage (5%) of
clients were recorded as injecting, although route of drug administration was only recorded
for around 50% of clients.
People who primarily use other drugs like stimulants or cannabis are more often seen in
ARCH's services, although CWP provide support for some people who use prescription
drugs. One person from CWP talked about a case of an older woman who had become
dependent on oramorph after going through intense radiotherapy for cancer, where the GP
did not know what to do to get her off the drug. In this case the drug service's expertise
could be used to talk to her, deal with her fears and psychosocial problems and taper her
dose of oramorph until she no longer needed it. In this case the GP may have struggled to
find time to deal with all of these issues. Staff from CWP said that they would like to be able
to provide more prescription drug work and that GPs would value help with getting people off
benzodiazepines in particular.
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Table C2. CWP clients by primary drug and average age first used.
Primary drug
Heroin illicit
Methadone Mixture
NULL
Dihydrocodeine
Cocaine Freebase (crack)
Buprenorphine
Codeine unspecified
Tramadol Hydrochloride
Codeine Tablets
Diazepam
Other
Total

Number
450
101
93
21
12
10
9
8
5
4
23
736

% of total
61.1%
13.7%
12.6%
2.9%
1.6%
1.4%
1.2%
1.1%
0.7%
0.5%
1.9%
100.0%

Average age first used
22
22
30
21
26
27
32
20
19
20
22

14.3 Treatment
75% of clients had a psychosocial intervention, and 89% of clients had some sort of
prescribing. Shared care prescribing clients who made up 37% were able to be seen in their
own GP practice and to pick up their prescriptions from their local pharmacist which makes
life easier for them, especially as some of them work or take care of families so do not want
to have to go to St Catherine's, "the hospital on the hill" all of the time. GPs were paid for
having their clients under Shared Care and the Shared Care drug workers are a central point
of contact for any drug problems seen in primary care. 11% of clients had no intervention
recorded. This could possibly be because they did not agree to their data being shared with
the NDTMS. The recorded modalities specified by the NTA are very broad so do not tell us
much about the specific elements of drug treatment.
Table C3. CWP clients by treatment modality.

Treatment modality
Shared care prescribing
CWP prescribing
Psychosocial intervention
Recovery support
Total with any modality recorded

% of total clients
37%
74%
75%
13%
89%

14.4 Outcomes
30% of clients had a discharge outcome recorded (the rest were presumably still in
treatment at the end of the time period). Of those with discharge outcomes, 46% were
treatment completed-drug free, and 32% were transferred. Current performance ‘Transfer
not in custody’ means
1. Client transfers to another treatment provider for ongoing community treatment
2. Client transfers to a residential detox unit
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3. The client transfers to a residential rehab unit on completing a community detox The
service said that residential detox and rehab was mainly spot purchased and that
there were issues around having a continuous budget for detox.
Table C4. CWP clients by discharge outcome, where recorded.

Discharge Outcome

% of total with
outcomes
recorded
Treatment completed - drug-free
46%
Transferred - not in custody
20%
Incomplete - dropped out
13%
Transferred - in custody
12%
Incomplete - Client Died
7%
Treatment completed - occasional user (not heroin or 1%
crack)
Incomplete - treatment commencement declined by client 1%

The number of opiate and crack users moving into recovery has increased overall in the last
5 years although the number of people completing drug free has stalled over the last few
years.. The service said that they were having shared learning sessions where key workers
who were particularly successful in getting their clients into recovery could share their ways
of working. They were also running focus groups for clients who had been on methadone for
over 6 years to see what they needed to move into recovery. Blind reductions in methadone
were one method that could be used with client consent, or moving them onto buprenorphine
(subutex) was another method. Clients showed an improvement in self-reported
psychological health and quality of life over time but not in physical health. They did not
show a deterioration in physical health.
Figure C2. CWP clients average self-reported physical health, psychological health, and quality of life
from TOPs. Scores out of 20.
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For clients who were discharged in the time period, the average time in treatment was 13.8
months and clients were seen on average twice a month, for 30 minutes each time. The
clients with no primary drug recorded were those who were most likely to have been in
treatment for over 5 years on average. There may be issues with how the data is updated as
the NDTMS database has not been in operation for all the time that long term clients have
been in the service. Some clients and other services said that CWP had a lot of clients on
long term methadone who were not seen very often and were followed up over the phone
rather than face to face. Some people who had been through drug treatment said they had
not been told about how they could go into recovery. The minimum recommended review
schedule for people on methadone is to see their key worker face to face every three months
and a doctor every six months. CWP said that all clients had a plan which included how
often they wanted to be followed up, and whether they wanted to come off methadone. They
said that because some of their clients had very intensive needs, key workers may have to
put a lot of resource into one person so if other clients did not want to be seen or were stable
then they could not always prioritise seeing them. They gave an example of a man who had
been in treatment for 20 years; the key worker had seen him regularly and he was on a
stable methadone prescription, but the key worker had never been let in to see him at home
where he lived alone with his dog. One time they went with an ex-service user who knew the
man, and were able to access his home. They found that the accommodation was appalling,
with pigeons living in the upstairs rooms and the downstairs rooms being full of dog mess
and rubbish. This client clearly could not look after himself, but they could not get social
services to define him as a vulnerable adult, so the CWP key worker took responsibility for
finding him a place in sheltered accommodation, finding a place nearby for the client's dog
who he did not want to be apart from, and having a collection to buy this client basic
household items. This took the key worker the best part of a week to do, and would have
ultimately given the client a significant improvement in his quality of life. The service also
reported that dealing with clients with personality disorders can take up a lot of time, as they
are often at the point of being kicked out of housing, rejected by their families, and where
mainstream health services do not want to deal with them.
Table C5. CWP discharged clients, average time in treatment and number of times seen.
Primary drug

N of clients
completing
treatment

Average
of
Months
in
treatment

Average N
of
times
seen

Average number
of hours seen in
treatment

Average
appts
/month

Heroin illicit

145

11.4

23.2

9.7

2.0

Methadone Mixture

26

8.3

20.0

8.9

2.4

Not recorded

16

62.3

86.4

35.0

1.4

Dihydrocodeine

7

3.7

15.4

9.8

4.2

Codeine unspecified

6

5.9

20.0

11.3

3.4

All clients

221

13.8

26.5

11.3

1.9
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14.5 Economic Modelling – Opiate and Crack User Model
An economic model was constructed using local data about opiate and crack users. Drug
users were either in one of four states; in treatment, not in treatment, in recovery, or death.
The model was constructed using Treeage 2013 software. A Markov model with 6 month
cycles was used, after every 6 months clients have a probability of moving from each state
to another state. The model was run for a 60 year time period. These probabilities were
derived from local and national data. The model assumed a fixed cohort over time, so over
time their quality of life would diminish and risk of death increased. The quality of life value
was highest for people in recovery, and then was lower for people in treatment and lower still
for people who were drug users who were not in treatment. Overall the model included the
QALYs (quality adjusted life years) gained for treatment and the costs of crime committed by
drug users and an estimate of treatment costs.
Figure C3. Structure of opiate and crack user model.
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Table C6. List of parameters for opiate and crack user model.
Parameter
Cost per QALY threshold (NICE, clinical
interventions)
Cost per QALY threshold (NICE, PH
interventions)

N

units

Source 1

30000

£

NICE

20000

£

NICE

Level

Drug taking career (in absence of treatment)

20

years

NTA VfM tool

National

Drug taking career (with treatment)

12

years

NTA VfM tool

National

Average time in treatment

4

years

NTA VfM tool

National

Drug taking career pre-treatment

8

NTA VfM tool

National

NTA VfM tool

National

6 months rate

Mortality rate post treatment, per year

0.01000

Mortality rate in treatment

0.01500

Mortality rate outside of treatment
Representation rate for drug treatment over
4 years
Representation rate for drug treatment over
10 years
Relapse from opiates cut off - time after
which no more clients represent

0.03000

years
person per
year
person per
year
person per
year

0.56000

person

NTA VfM tool

Wirral

0.06760618

0.69000
10.0000
0

person

NTA VfM tool

Wirral

0.03391166

years

NTA VfM tool

Wirral

Recovery rate - PDUs

0.29000

person

NTA VfM tool

Wirral

0.134977707

Unsuccessful discharge rate

0.08737

person years

NTA VfM tool

Wirral

0.042744277

Successful discharge rate

0.07740
0.08900
8

person years

NTA VfM tool

Wirral

0.037959717

Successful discharge (15% higher)
Utility (in treatment)
Utility (in recovery)
Utility (drug user)

Mortality increase per 6 months
Increase in disutility per year
Crime costs (in treatment) (£)
Crime costs (not in treatment) (£)

assumption

0.01488806

0.043528033

QoL scale
£ per year

DTORS

£ per year

DTORS

0.786
0.66986
8

QoL scale

50,585

0.007471945

http://www.bmj.com/cont
ent/330/7503/1297
Age average for 60 yr
old man
QoL change data from
TOPs
Assumption (equates to
0.1% increase every six
months)
Based on national EQ5D data

QoL scale

0.001
0.00141
9
39,967

assumption

person years

0.742

QoL scale
persons/6
mths

0.004987521

0.000709083

Three scenarios were modelled. One scenario where there was no drug treatment available.
In this scenario people would either go into spontaneous recovery without treatment or stay
as a drug user, or die. The second scenario was estimated to represent the current scenario
for OCUs, it was estimated that 80% were currently in treatment, which may be an
underestimate. The third scenario had a 15% higher recovery rate than is currently
observed. The average life expectancy with treatment was 3 years greater (or 2.61 QALYs)
than without treatment and crime costs were around £150,000 lower over an individual's
lifetime. So the treatment scenario dominates the no treatment scenario, it is cheaper and
more effective. The average life expectancy was quite low overall at around 15.5 years, this
is because the model has taken into account the age of the OCU population in Wirral. With a
15% higher recovery rate, overall treatment costs were slightly higher by around £3,700 per
person, but this would be more than compensated for by lower crime costs (c. £10,000
lower) and a slightly higher number of quality adjusted life years (QALYs) gained.
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Table C7. Results from cost effectiveness model for opiate and crack users in Wirral.
No drug
treatment
available
Average lifetime
QALYs
Total lifetime
treatment costs
Average lifetime
crime costs
Average survival
(years)
Net cost including
costs of crime

Current
scenario

15% higher recovery
rate

9.299

11.909

11.949

£0

£29,680

£33,334

£582,532

£432,081

£418,459

12.5

15.5

15.5

£582,532

£461,761

£451,794
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15. Cost Effectiveness of Services provided by ARCH
ARCH started providing services in 1985 as Wirral Council moved money from what had
previously been Merseyside Drugs Council and invested in setting up ARCH as a separate
service in Wirral, initially with 6 counsellors. ARCH provide drop in services, structured
counselling, training, family support and aftercare services as well as the criminal justice and
drug testing services and residential detox at Birchwood. They also provide stimulant, family
service, young adults and outreach and home visits to family service clients. In 2012/13
spend on drug services provided by ARCH was £1,414,958 for Wirral, although many of
these services are for people with primary alcohol as well as drug problems. With the loss of
a Wirral Council grant, and with the end of lottery money, ARCH have had their amount of
income reduced by around £325,000 since March 2013 and have closed their Aftercare
building at Charing Cross, meaning that Aftercare is now geographically located next to the
other treatment services; this is possibly a risk as people who are further down the road to
recovery are next to people who are still using drugs, but can also be seen as a positive as it
means that services work together more closely and people in recovery can act as role
models to people who are earlier in their journey. The entrance to the aftercare and alcohol
services is located through a café which removes the feeling of stigma or fear of people
going into the building.
ARCH provide social interventions that help people who are recovering from addiction to do
something with their time; crack and opiate users are often shunned by society so helping
them to become more confident, interact and increase their self-esteem is important in
helping them to become drug free. Keeping people busy, helping people to deal with
cravings and reinforcing positive behaviour is a part of this. Helping clients to reintegrate into
the real world and find hobbies and interests is useful in staving off boredom. For some
clients who had moved away from their situation so that they could stay drug-free, making
new friends was important. Staff in ARCH reported that with a reduced amount of resource,
they were now less able to provide some activities such as drama, arts and crafts, and
outdoor sports which were useful in getting clients to mix with people, find new hobbies and
keep busy. Clearly people in the general population do not generally get to do enjoyable
activities for free though, so there is a debate about what should be provided as part of drug
treatment. ARCH work with housing trusts to try to help clients improve their housing
situation. ARCH also help clients to write CVs and to learn IT skills. With continued lack of
job opportunities, and changes to social benefits such as people getting benefits monthly
instead of weekly, and the changes to the spare room subsidy [known as the bedroom tax]
there has been a reported increase in clients who are getting more desperate, such as
stealing to buy food. ARCH also reported that with changes in social care funding they were
having to do more social care type work, and that it could be difficult to get clients to be
assessed by social care as being vulnerable adults. They gave an example of a man who
had a place in a hostel but instead slept in a bush every night because he was being bullied
by other residents and had mental health and self harm issues. ARCH’s family services
support up to 50 families, and work closely with social care and the Intensive Family
Intervention Project and go to joint case conferences. They work intensively with families in
the home on the drug & alcohol aspect of their lives. It can be very emotive work as they
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have to report any signs of neglect and sometimes children can be removed. Staff from
ARCH said they would like to see more referrals for families before children are removed.
Staff said that they use techniques such as the NTA’s ITEP (the International Treatment
Effectiveness Project) which is a set of techniques for structured psychosocial interventions
centred on mapping out where clients want to see improvements in their lives. Services also
use motivational interviewing techniques.
Staff from ARCH said that with more resource they could provide better cover when people
are on sick and maternity leave; they raised the importance of this cover for tracking crime in
drug users who were in some cases prolific and persistent offenders (PPOs) or dangerous
criminals. They said that there was no money to send clients with complex needs away for
secondary rehab; they said that clients who were well motivated and had attended meetings
were higher priority for rehab but for some chaotic clients rehab could be a lifesaver. More
resource could allow clients to access Aftercare for longer than 6 months (it was reported
that some clients get anxious about leaving Aftercare after 6 months although they can then
go to Spider); they could market their services better to get more people in, particularly
people with problems with stimulants that may be anxious about accessing services. Staff
from Prison through care said there were issues around housing for people coming out of
prison; people who were stable but on methadone were often not eligible for housing
because they had to be abstinent, but going back to hostels where drug use was rife meant
they could quickly relapse back into using street drugs. Since the economic downturn and
benefits changes there were a lot of people with housing needs so housing associations can
cherry pick form a larger pool which means they are less likely to provide housing to people
with drug problems. Some staff questioned the value of people who were given very short
prison sentences which meant that they lost their place in a hostel, would be put on
methadone but wouldn’t have any other intervention and then would come out of prison and
be no fixed abode. They said there were issues with hostels turning clients away when they
didn’t meet their criteria or had caused problems before and clients having to spend a long
time on the streets.
15.1 Demographics
We were provided with NDTMS (National Drug Treatment Monitoring Service) data for two
financial years, 2011/12 and 2012/13. Clients were 73% male, 27% female. ARCH said that
some female DRR clients were seen at Tomorrow's Women.
Excluding alcohol as main drug, clients were 79% male, 21% female. Ethnicity was recorded
for all clients; 98% were White, while 1.4% were Asian/Asian British, Black/Black British or
Mixed, while 0.5% were not stated. Using a rough matching algorithm (as the postcodes only
included the first 5 characters), around 61% of clients were from the most deprived parts of
Wirral, which fall into the most deprived quintile (20%) nationally in terms of Index of Multiple
Deprivation (IMD 2010) scores. In terms of sexuality, 1.7% of clients were recorded as
homosexual (gay or lesbian) while 1.0% were bisexual, 87.5% heterosexual and 9.8% not
given or not recorded.
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In terms of housing status, 4% of clients had a recorded housing problem and 2.7% of
clients had no fixed abode. 41% of clients with housing problems were primarily heroin users
while the majority of the rest were primarily cannabis and cocaine users.
Table A1. ARCH clients by housing status.

Housing status

Number of clients

% of total

Housing problem

79

4.01%

NFA - urgent housing problem

54

2.74%

No housing problem

1838

93.20%

Grand Total

1972

100.00%

1 client had no data.

Clients were fairly evenly spread across age groups 20-44. The average age of clients was
36 years including alcohol clients, or 32.8 years excluding alcohol clients. The average age
for men and women was similar. Staff from ARCH said that younger clients often felt let
down by services and the police and sometimes it was about planting the seed with them,
and making it easy for them to drop in when they were ready to make a change. ARCH has
a partnership intervention with Forum Housing where they see mainly young people who are
identified by a link worker. These clients may be identified through their behaviour such as
having loud all night parties. ARCH sees these clients at Forum or in their home or in a café
so that they feel comfortable and can break down the barriers.
Figure A1. ARCH clients, Age at start of year in treatment, 2011/12 - 2012/13.
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In terms of individual drug groups, alcohol, crack, heroin, methadone and prescription drug
clients were around 8-10 years older than cannabis, cocaine and amphetamine clients. In
terms of average age of first use, it follows a pattern of cannabis being very young at 14
years, ecstasy and alcohol at 17, then cocaine and amphetamines at 20, heroin at 22,
methadone at 25 and crack at 27. So it roughly follows a pattern of softer drugs moving to
harder drugs with age which supports the theory that softer drug use can lead to more
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harmful drug use (network theory or stepping stone theory), although it also follows a pattern
of when the heroin and crack booms happened. The fact that the average age of first use for
cannabis users (who were mainly young men) in treatment was 14 demonstrates the
dangers of cannabis use at a young age, and that drug education is needed from a young
age (probably in primary school) to teach children the risks of cannabis use. A member of
staff from ARCH talked about clients who had used cannabis since their adolescence who
were “locked in puberty and still acting like 13 year olds”. The people who deliver the
services reported that cannabis use was increasing as a problem in service users, who were
coming through open access and referrals. There had been an increase in service users
who had been arrested for cultivating cannabis where they had been growing cannabis for
their own use as it was more economic than buying off other people. The service reported
some success stories for people who were low level cannabis users who did not realise the
harms of cannabis and the service runs a monthly cannabis awareness session through the
police which is provided as an alternative for receiving a caution for people who have been
caught with small amounts of cannabis.
There is a virtual stimulant team which includes a stimulant nurse from CWP as well as staff
from ARCH. Staff from the stimulant service reported that many people seeking help for
cocaine were highly paid professionals, some of whom had not started used cocaine until
they were in their 30s or 40s. Some of these clients would initially be apprehensive about
being seen walking into a drug treatment building. The service was clearly valuable to these
individuals who could then go to back to work or mend their relationships. Staff believed that
there was a hidden problem of cocaine and stimulant users in the population who could be
helped if the stimulant service could be marketed more and capacity increased. These users
only presented to services when they had financial, relationship or work problems, or had
been arrested. The service worked well because it challenged people’s beliefs around their
stimulant use (stimulant use is associated with grandiosity) and reassured them that any
depression they were feeling was likely to be a temporary ‘chemical depression’. Clients
would often present expecting incorrectly that they could be given some kind of drug
treatment for cocaine withdrawal or substitution. They reported that there were some clients
who had been prescribed antidepressants by their GP who did not know that they were
habitual cocaine users and therefore their cycles of depression could be partly driven by
their cocaine use. Some stimulant clients were thought to be individuals with ADHD who
were essentially self-medicating (the main drug for ADHD, Ritalin is an amphetamine-like
stimulant) who often had a pattern of impulsive behaviour and committing “silly crimes”. Staff
in all ARCH services reported issues with referring clients who had mental health problems;
that most mental health services would not see clients until their drug use was stable.
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Table A2. ARCH clients by average age started using primary drug, and average age at start of year
in treatment.
Primary drug group

Number
clients

Alcohol
Heroin
Cannabis
Cocaine (excluding Crack)
Amphetamines (excluding
Ecstasy)
Crack
Methadone
Prescription Drugs
Other Opiates
Benzodiazepines
Other Drugs (cont)
Ecstasy
Hallucinogens
Misuse free
Other Opiates (cont)
Grand Total

639
376
363
319
78
68
56
34
12
10
8
<5
<5
<5
<5
1972

of

Average
used

age

first

17
22
14
20
20
27
25
28
30
26
33
17
32
n/a
46
19

Average of age at
start of year in
treatment
42
38
27
28
33
39
40
39
35
35
39
27
34
43
48
36

In terms of parenting responsibilities, 19% of clients had some children living with them. 37%
of clients were recorded as having ‘none of the children live with the client’ which indicates
quite a high level either of family breakup, parents not having sole custody of their children,
or older children who have moved away from home. For women, 35% had children living
with them, whereas for men it was 13%. This highlights the fact that individuals in drug
treatment need support with families and childcare, particularly women. Help with childcare
means that clients can focus on learning new skills and changing their lives. ARCH involves
children in their services by having family events such as for Halloween or having a children
Christmas party with Father Christmas in attendance. One member of staff talked about their
‘Ramblers in Recovery Programme’ where a client brought their 5 year old who said to the
mother who was in recovery “I like these friends you’ve got now”. Looking at numbers of
children that clients had, there were a total of 8,547 children (or 5,502 excluding primary
alcohol clients) which is quite a high number, although there will be some double counted
cases where parents have both been in drug or alcohol treatment, so the actual number will
be lower. But even if we were to assume 30% of children were double counted as both
parents were in treatment, and 25% of children were of adult age, this would still mean
around 2,900 children in Wirral had parents who were in drug treatment with ARCH.
Evidence suggests that drug users who have children are afraid of presenting to treatment
services for fear of having their children taken off them. A successful outcome of drug
treatment can be if children who may otherwise end up in care are able to stay with their
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parent, as keeping children in care can be very costly, with a national cost of £37,699 per
looked after child per year in 2009/1063.
Table A3. ARCH clients by parenting status.
Parenting status

Number

% of total

All the children live with client

285

14%

Client declined to answer

40

2%

None of the children live with client

732

37%

Not a parent

811

41%

Some of the children live with client

89

5%

Unknown

15

1%

Grand Total

1972

100%

In terms of source of referral, the biggest sources were self-referral, followed by arrest
referral (i.e. through the Drug Intervention Programme), then hospital (mainly alcohol
referrals to Birchwood residential detox), CARAT [Counselling, Assessment, Referral Advice,
Throughcare ]/Prison, and drug services.

63

Harker, R. (2012) Children in Care in England: Statistics. House of Commons Library.
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Table A4. ARCH clients by source of referral.

Referral Source
Self
Arrest Referral
Hospital
Other
CARAT/Prison
GP
Drug service non-statutory
Drug service statutory
Probation
Social Services
Community Alcohol Team
Outreach
Criminal Justice Other
A&E
DRR
Job Centre Plus
DIP
Employment Service
Connexions
Syringe Exchange
Psychological Services
Total

Main drug
Alcohol
81
6
219
113
26
97
39
20
2
18
9
1
<5
<5
<5
<5
<5
<5
<5
<5
<5
639

Other Drug
529
250
11
86
117
30
84
90
95
22
6
<5
<5
<5
<5
<5
<5
<5
<5
<5
1333

Total

% of Total

610
256
230
199
143
127
123
110
97
40
9
7
5
<5
<5
<5
<5
<5
<5
<5
<5
1972

31%
13%
12%
10%
7%
6%
6%
6%
5%
2%
<1%
<1%
<1%
<1%
<1%
<1%
<1%
<1%
<1%
<1%
<1%
100%

15.2 Drug Use
Overall there were 1,972 unique clients for Wirral in this time of which 639 had alcohol as
their primary drug and 1,333 had another drug. There were around 150 clients who were in
the service for more than one different primary drug in the two years, mainly combinations of
alcohol, heroin and methadone. Most drug groups had many more males in treatment than
females. Cannabis had the highest ratio of males to females, while crack and amphetamine
were the closest to having equivalent numbers of males and females in treatment. Most
people lived in the most deprived areas, with crack users being particularly likely to be in the
most deprived areas. Compared with the CWP treatment services which are almost all
primary opiate and cocaine users (although many steroid users use the needle and syringe
exchange), there is a lot more diversity in terms of the drugs used by ARCH’s clients. This is
because they provide a cannabis and stimulant service and because they have clients who
are identified through the criminal justice system.
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Table A5. Number of clients by first primary drug group, ARCH data for Wirral, 2011-2013.
First Primary Drug Group

N clients

Females

Males

Ratio
M:F

% of
total
clients

Alcohol
Heroin
Cannabis
Cocaine (excluding Crack)
Amphetamines (excluding Ecstasy)
Crack
Methadone
Prescription Drugs
Other Opiates
Benzodiazepines
Other Drugs (cont)
Ecstasy
Hallucinogens
Misuse free
Other Opiates (cont)
Grand Total

639
376
363
319
78
68
56
34
12
10
8
<5
<5
<5
<5
1972

238
79
47
57
34
32
15
11
5
<5
<5
<5
<5
<5
<5
525

401
297
316
262
44
36
41
23
7
6
5
<5
<5
<5
<5
1447

1.68
3.76
6.72
4.60
1.29
1.13
2.73
2.09
nts
nts
nts
nts
nts
nts
nts
2.76

32%
19%
18%
16%
4%
3%
3%
2%
1%
1%
0%
0%
0%
0%
0%
100%

Estimated
%
living in most
deprived quintile
59%
66%
64%
54%
63%
74%
63%
56%
42%
50%
50%
67%
67%
50%
100%
61%

nts= numbers too small to calculate a meaningful ratio.
In terms of additional drugs, 59% of clients had a second drug recorded (43% excluding
alcohol as drug 2) and 28% of clients had a third drug recorded. Heroin and crack users
were most likely to have a second and third drug recorded.
Table A6. Number of clients by first primary drug group with second and third drug recorded, ARCH
data for Wirral, 2011-2013.
Drug 1

N of clients

% with a drug 2
(excl. alcohol)
32%

376

% with a drug 2
(including
32%
alcohol)
85%

76%

% with a drug 3
(including
12%
alcohol)
54%

Alcohol

639

Heroin
Cannabis

363

47%

20%

13%

Cocaine (excluding
Crack)
Amphetamines
(excluding
Ecstasy)
Crack

319

79%

39%

31%

78

68%

47%

28%

68

85%

69%

51%

Methadone

56

79%

55%

39%

Prescription Drugs

34

79%

59%

50%

Other Opiates

12

67%

58%

50%

Benzodiazepines

10

90%

80%

70%

Total

1972

59%

43%

28%

Excludes Other Drugs (cont), Ecstasy, Hallucinogens, Misuse free and Other Opiates (cont) which have small
numbers.
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In terms of combinations of first and second drug groups, clients were very diverse with in
excess of 150 combinations. Many clients reported combinations of alcohol and other drugs;
as alcohol disinhibits people and makes them more likely to seek drugs this reinforces the
need to treat any alcohol problems at the same time as other drug problems. Across the 2
years, 5% of clients were recorded as current injectors and 30% were previous injectors,
excluding primary alcohol clients.
Table A7. Most common combinations of first and second drug, ARCH data for Wirral, 2011-2013.
Drug 1 & 2 combination
Alcohol only
Cannabis only
Heroin Crack
Cocaine (excluding Crack) Alcohol
Cannabis Alcohol
Cocaine (excluding Crack) Cannabis
Cocaine (excluding Crack) only
Heroin only
Heroin Methadone
Alcohol Cannabis
Heroin Alcohol
Cannabis Cocaine (excluding Crack)
Alcohol Anti-depressants
Alcohol Cocaine (excluding Crack)
Other combination

N of clients
436
193
156
126
99
83
67
56
52
46
36
35
32
30
107

% of clients
22%
10%
8%
6%
5%
4%
3%
3%
3%
2%
2%
2%
2%
2%
27%

In terms of route of administration for drugs, most were as expected, though it may be of
interest that the majority of heroin users reported smoking rather than injecting heroin which
is a success of clients in treatment being encouraged to use heroin in a less risky way
(Figure A2). Services encourage crack smokers to smoke crack in a safe way, i.e. not
through plastic or copper pipes which give off toxic fumes.
Figure A2. Primary drugs by route of administration, ARCH clients, 2011/12 – 2012/13.

Prescription Drugs
Methadone
Crack
Inject
Amphetamines (excluding Ecstasy)
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15.3 Treatment
There were 1,972 unique clients in treatment over the 2 years, with the most common
treatment modality being advice and information. There were 1,564 psychosocial
interventions delivered. 487 clients had some sort of prescribing or pharmacological
intervention.
Table A8. Number of clients by treatment modality, ARCH data for Wirral, 2011-2013.
Treatment modality

Number

Alc Inpatient Treatment

347

Alc Structured Day Programme

280

Inpatient Treatment Detoxification

129

Inpatient Treatment Stabilisation

1

Specialist Prescribing

202

Advice and information

1761

ALC – Other Structured Treatment

8

ALC - Structured psychosocial intervention

72

Other formal psychosocial therapy

236

Other structured intervention

13

Pharmacological Intervention

285

Psychosocial Intervention

579

Psychosocial Intervention Mental Disorder

1

Recovery Support

410

Structured day programme

164

Structured psychosocial intervention

676

Total interventions delivered

5,164

N clients with any modality

1,972

15.4 Outcomes
These outcomes are based on a cross section of clients across the two years. During this
time a number of clients will start treatment, be followed up and will leave treatment. Most of
the outcomes are based on TOPs (Treatment Outcomes Profiles) which are subject to bias
as individuals may be keen to please their case worker, or may be afraid to say that they are
continuing to use drugs. However some clients like those who are prescribed opiate
substitution therapy or those on probation are also saliva tested for drugs every two weeks.
Across all clients, average numbers of days using drugs in the last 4 weeks fell between
treatment start, review and treatment exit. Use of cocaine, crack and amphetamine was
particularly low at treatment exit. There were still 21 clients using opiates at treatment exit,
but this would include prescribed methadone and buprenorphine. Alcohol and cannabis use
was still prevalent at treatment exit.
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Figure A3. Average numbers of days using drugs in the past 28 days, based on TOPs for all clients,
ARCH, 2011/12 to 2012/13.
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Physical health was rated as 22% better for people at treatment exit than at treatment start,
while psychological health was rated as 25% better and quality of life as 36% better. All of
these differences were statistically significant.
Figure A4. Average self-reported physical health, psychological health and quality of life, based on
TOPs for all clients, ARCH, 2011/12 to 2012/13. Scores out of 20.
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There were improvements in the numbers of clients who reported shoplifting and other
crimes, and improvements in the number of clients who were in paid work or education at
treatment exit.
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Table A9. Crime and employment outcomes, ARCH data for Wirral, 2011-2013.
TOPs Stage

%
reporting
shoplifting

%
reporting
selling
drugs

%
reporting
other
theft

%
reporting
assault

% with
paid
work

%
in
education

Treatment
Start
Review

4.1%
3.3%

1.07%
0.72%

0.71%
0.32%

2.0%
1.0%

12.8%
10.1%

1.1%
2.0%

Treatment Exit

0.3%

0.17%

0.00%

0.5%

17.2%

3.5%

15.5 Economic Modelling – Stimulant and Cannabis Users
A simple model was constructed to estimate the cost per QALY (Quality Adjusted Life Year)
for people completing stimulant and cannabis treatment through ARCH. This used quality of
life (utility) data for regular cannabis users in Wirral from the North West Mental Wellbeing
Survey (2009) which found that cannabis users’ quality of life score was 0.68 compared to
0.74 in the general population. This was matched to baseline TOPs quality of life scores
which were very similar for cannabis and cocaine users. The increase in quality of life scores
between commencing and leaving treatment were also very similar for cannabis and
cocaine, at around 27%. Overall the mid-range estimate of cost per QALY gained was
£4,934 which would compare favourably with NICE’s threshold for willingness to pay for
public health interventions of anything less than £20,000 per QALY gained. This is just
looking at the value of the quality of life gains, so once crime, employment, relationships,
and reduction in risk of health problems like psychosis, lung disease or heart attack is taken
into account, these interventions would most likely be cost saving to the public purse.
Table A10. Parameters and Results for Cannabis & Cocaine Model.
Description
Baseline utility

Value

Source
0.68

Cannabis utility for Wirral from NWMWBS 2009

TOPs QoL Baseline (cannabis)

11.60

ARCH TOPs data

TOPs QoL Treatment Exit (cannabis)

14.75

ARCH TOPs data

TOPs QoL Baseline (cocaine)

11.51

ARCH TOPs data

TOPs QoL Treatment Exit (cocaine)

14.58

Utility on completion
Estimated QALYs gained by completers (low
estimate)
Estimated QALYs gained by completers (high
estimate)

0.864

ARCH TOPs data
Estimated follow up utility based on ratio of TOPs QoL
scores

0.046

QALYs based on 6 months linear change only

0.184

QALYs based on 1 year change

£364

Cost of psychosocial only treatment SCNR for Wirral

Cost of intervention per completer
cost per QALY gained (low estimate)

£1,974

cost per QALY gained (mid estimate)

£4,934

cost per QALY gained (high estimate)

£7,895
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16. Cost Effectiveness of the Drug Interventions Programme (DIP)
Acknowledgements: This section uses a lot of information which came from Kevin
Cuddy at LJMU, and data from Merseyside Police.
The Drug Interventions Programme (DIP) is a critical part of the Government’s strategy for
tackling drugs. It began in 2003/04 as a programme to develop and integrate measures for
directing adult drug-misusing offenders out of crime and into treatment. In this programme
people who have committed ‘trigger’ offences such as drug-related crime like possession or
drug dealing, or crimes that are often related to drug addiction such as fraud or acquisitive
crime are saliva tested in the custody suite for the presence of cocaine or opiate drugs and
are then referred into drug treatment services.
The Programme is continuing, with the aim of gradually ensuring that the constituent
interventions and processes become the established way of working with drug misusing
offenders across England and Wales. Since public health moved to local authorities the DIP
has become optional but most areas are opting to retain it. The Crime and Disorder Act 1998
introduced Drug Treatment and Testing Orders, a community penalty where drug users who
showed willingness to kick the habit were compelled into drug treatment.
An individual will be tested on arrest where they fulfil all of the following conditions: are aged
18 or over; are in police custody; and were arrested for a trigger offence or for an offence
where a police officer of Inspector rank or above suspects specified Class A drug use was a
causal or contributory factor. Testing on Arrest enables the police to identify adults misusing
specified Class A drugs earlier in their contact with the criminal justice system, so that they
may be steered into treatment and away from crime as soon as possible. It has also
increased the volume of drug misusing arrestees identified – providing an opportunity to
screen more people at some stage of their detention - and will ensure that those who misuse
drugs but are not charged with an offence are nevertheless helped to engage in treatment
and other programmes of help.
LJMU have evaluated the success of the DIP across the North West using a 6 month audit
of clients and have found that the number of offences fell in the 12 months post- DIP than 12
months pre-DIP. There may be some effect of ‘regression to the mean’ where people have
been identified at the tail end of a time where they have committed lots of offences and
would have committed fewer offences in future anyway.
Putting a cost on the number of crimes committed and the consequences can be done using
estimates produced by the Home Office (2000 and 2004) and for the Integrated Offender
Management Value for Money Toolkit (2011). There are also estimates in the evidence of
the quality adjusted life years (QALYs) lost in victims of the crime, and the QALYs gained
from being in drug treatment, which can be given a cost.
To do some cost effectiveness or cost benefit analysis, we can apply a cost to each crime,
and look at the average cost per offender for 12 months pre and 12 months post DIP. We
can also compare the human costs of crime in terms of QALYs. We can also look at the
QALYs gained for the individual going into drug treatment. We can also look at the reduced
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cost of probation and people being taken into custody. We can apply the cost of the DIP and
the cost of drug treatment and see if the benefits outweigh the costs. We can also look at net
cost per QALY gained (cost utility). Wirral spent £491,721 on the DIP in 2012/13.
This model will not consider all possible costs and benefits, for example it will not explicitly
consider the pleasure that individuals get from using drugs, and will not consider the cost of
the individual’s time in committing the offense.

Outputs (benefits)
Inputs (Costs)
Reduction in cost of crime

Cost of
the DIP

Cost of
drug
treatment

financial cost
to individual
victims
(insurance,
time, lost
output etc)

monetary
value of
human cost
(QALY loss)
to victims

preventative,
police & CJS
costs

Benefits
to
offenders

monetary
value of
QALYs
gained from
drug
treatment

Box 2. List of trigger offences for the Drug Intervention Programme (DIP)
1. Offences under the following provisions of the Theft Act 1968:
Section 1 (theft)
Section 8 (robbery)
Section 9 (burglary)
Section 10 (aggravated burglary)
Section 12 (taking motor vehicle or other conveyance without authority)
Section 12A (aggravated vehicle-taking)
Section 22 (handling stolen goods)
Section 25 (going equipped for stealing, etc.)
2. Offences under the following provisions of the Misuse of Drugs Act 1971, are trigger offences if committed in respect of a
specified Class A drug :
Section 4 (restriction on production and supply of controlled drugs)
Section 5(2) (possession of controlled drug)
Section 5(3) (possession of controlled drug with intent to supply)
3. Offences under the following provisions of the Fraud Act 2006**:
Section 1 (fraud)
Section 6 (possession etc. of articles for use in frauds)
Section 7 (making or supplying articles for use in frauds)
3A. An offence under Section 1(1) of the Criminal Attempts Act 1981 is a trigger offence, if committed in respect of an offence
under – (a) any of the following provisions of the Theft Act 1968:
Section 1 (theft)
Section 8 (robbery)
Section 9 (burglary)
Section 22 (handling stolen goods)
(b) Section 1 of the Fraud Act 2006 (fraud)
4. Offences under the following provisions of the Vagrancy Act 1824 are trigger offences:
Section 3 (begging)
Section 4 (persistent begging)
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b main offences were drug offences (30%), shoplifting (25%), burglary (12%) theft (10%) and
theft-car (5%). In 2012/13 shoplifting offences were more common than drugs offences.
The biggest age group assessed was 18-24 year olds and the most common drug detected
on saliva test was cocaine. The proportion of clients over 40 increased between 2011/12 and
2012/13. Around 45% were opiate and crack users, and these individuals were mainly aged
over 35. Over the 4 years 2009-2013, the proportion of opiate and crack users identified
through the DIP who were already known to services increased slightly which fits in with the
other evidence for Wirral that most opiate and crack users are known to services, and fewer
people are taking up opiate and crack use. For a sample of clients who exited after a
criminal justice referral between June and December 2011, 22% re-presented to drug testing
(i.e. were re-arrested or were tested as part of statutory criminal justice services or prison
transfer) and 12% re-presented to drug treatment. In Wirral around 19% of clients in 2012/13
were female, which is higher than in Knowsley, Sefton or St Helens [other areas in
Merseyside who collect comprehensive DIP data] , where women made up 9-16% of clients.
Figure DIP1. Wirral DIP assessments by age, April 2010 - March 2013.

From Merseyside DIP Demographics Report, LJMU CPH.

16.1 Methods for putting a cost on arrests for people in the DIP
We attempted to apply average costs to the arrests for individuals who had been tested as
part of the DIP. This was to account for the fact that a reduction in the total number of crimes
does not necessarily indicate a cost saving as the individual may be committing fewer, but
more costly crimes. There is still the issue of assessing causality and additionality; i.e. that it
may not be the DIP that has produced a decrease in crime, but other individual level
interventions, changes in policy, or is a case of regression to the mean.
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The most recent UK data on unit cost of crimes was from the Integrated Offender
Management toolkit (IOM) which was produced in 2011.64 This updated costs of crime
estimates produced in 2000 by the Home Office,65 which were updated for crimes against
the persons in 2005.66 These figures include costs incurred in anticipation of crime (such as
security expenditure), as a consequence of crime (such as property stolen and emotional or
physical impacts), and in response to crime (costs to the criminal justice system). These
costs were inflated to 2012 prices by increasing them by a factor of 2.38% based on the
GDP deflator table from the HM Treasury website. The arrests in our study occurred
between April 2011 and September 2013 but a consistent unit cost was used for each crime
so that comparison of before and after DIP assessment costs was not skewed by more
recent crimes having a higher cost due to inflation. The IOM toolkit and previous unit costs
do not include a cost for drug offences, which make up a significant proportion of the arrests
for individuals who have been through the DIP (11.7% of arrests in the Wirral data). There is
a lack of data available on the average cost of an arrest in the UK. For all of the arrests
which could not be matched to other categories we have used the average cost of an arrest
of £685 based on a case study from Sussex Police.67
The cost of crime unit costs were matched with the arrest reason for each time someone
known to the DIP has been arrested in the 12 months before and 12 months after they have
been identified as a drug user through the DIP. Clearly many of these people will not be
prosecuted or found guilty of these crimes, thus it may be that the crime was not committed
and the total costs were not incurred (the costs of arrest have been incurred though). It could
be that some adjustment could be made to reduce the average cost to account for arrests
that are not for genuine crimes. However it is estimated that only 27% of crimes are detected
[but those detected are likely to be the more serious crimes], so any cost of crime estimate
may also theoretically be inflated to take into account crimes not detected. It may be that for
each crime that is detected, individuals commit an average of three crimes that are not.
Nationally about 83% of people prosecuted for crimes are found guilty; however this varies
by type of crime group. This current piece of work is mostly concerned with the change in
crime costs over time for people who have been identified through the DIP, so even if the
estimated magnitude of costs are higher than they may be in reality, the ratio of costs for
twelve months before and after being identified through the DIP should still be roughly
correct.
By far the highest unit cost per crime is for homicide at £1.8million which is an outlier, so it
may be that a small number of homicides will skew the average costs for clients before and

64

Home Office (2011). Revisions made to the multipliers and unit costs of crime used in the Integrated Offender Management
Value for Money Toolkit. Available at:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/97813/IOM-phase2-costs-multipliers.pdf
65
Brand et al (2000) The economic and social costs of crime‟. Home Office Research Study 217. London: Home Office.
Available at: http://webarchive.nationalarchives.gov.uk/20110218135832/rds.homeoffice.gov.uk/rds/pdfs/hors217.pdf
66
Dubourg et al (2005) „The economic and social costs of crime against individuals and households 2003/04‟. Home Office
Online Report 30/05. London: Home Office. Available at:
http://webarchive.nationalarchives.gov.uk/20100413151441/http://www.homeoffice.gov.uk/rds/pdfs05/rdsolr3005.pdf
67
Sheffield Hallam University. (2012) A Break-even Analysis of the delivery of Integrated Offender Management in Sussex.
http://www.sussexcriminaljusticeboard.org.uk/media/476235/iom_sussex_evaluation.pdf
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after they have been through the DIP. The analysis of average costs has been carried out
including and excluding homicides to see how this affects the results.
Table DIP1. Arrest reason and matched crime type and unit cost.
Arrest Reason
Other Theft
[Blank] [Mainly 'warrant']
Drugs Possess Class A
Other Non-Crime
Drunk and Disorderly
Drugs Possess Class B
Burglary Dwelling
Breach of the Peace
Drugs Possess W/I Supply Class A
Burglary Other
S.47 Assault
Criminal Damage
Other Violence Against Person
Theft Of Vehicle
Other Crime
S.39 Assault
Robbery
Theft From Vehicle
Disorder - Other
Traffic OPL
S.18 Wounding
Fraud and Forgery
Drugs Supply Class A
Disorder - Serious
Drugs Produce Class B
Going Equipped for Stealing
Drugs Possess W/I Supply Class B
Handling Stolen Goods
Aggravated Vehicle Taking
S.20 Wounding
Traffic General
Aggravated Burglary Dwelling
Sexual Offence
Burglary in a dwelling
Drugs Other
Violence against the person
Drugs Supply Class B
Homicide
All others

Crime type
Theft – not vehicle
<other arrests>
<other arrests>
<other arrests>
<other arrests>
<other arrests>
Burglary in a dwelling
<other arrests>
<other arrests>
Burglary not in a dwelling
Other wounding
Criminal damage (personal)
Common assault
Theft of vehicle
<other arrests>
Common assault
Robbery – personal
Theft from vehicle
<other arrests>
<other arrests>
Serious wounding
<other arrests>
<other arrests>
<other arrests>
<other arrests>
<other arrests>
<other arrests>
<other arrests>
Theft of vehicle
Other wounding
<other arrests>
Burglary in a dwelling
Sexual offences
Burglary in a dwelling
<other arrests>
Common assault
<other arrests>
Homicide
<other arrests>
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Unit Cost 2012
£781
£685
£685
£685
£685
£685
£4,018
£685
£685
£4,718
£10,024
£1,078
£1,792
£5,088
£685
£1,792
£9,020
£1,059
£685
£685
£26,360
£685
£685
£685
£685
£685
£685
£685
£5,088
£10,023
£685
£4,018
£37,831
£4,018
£685
£1,792
£685
£1,816,918
£685
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16.2 Results
Overall there was a significant reduction in offending in the 12 months post test. The overall
volume of offending of Wirral residents in the sample reduced by 52% post DIP positive drug
test. National figures suggest a 26% reduction in crime post-DIP so this means that the DIP
in Wirral is associated with a greater reduction in crime.68 In addition, there was a significant
reduction in the number of offences committed by individuals in the overall sample in the 12
months post test compared to pre test (F [1,263] = 58.035, p < 0.001). Those individuals who
were care planned by the DIP team following their arrest showed the most substantial
reduction in number of offences pre and post test which indicates that care planning is
successful in reducing offending. However, there was no significant difference between the
three groups in the change in the numbers of offences pre to post test (F [2,263] = 1.931,
ns). Individuals in the highest group for offending and with the most serious crimes showed
the most substantial reduction in the seriousness of their offending.
Table DIP2. Wirral Residents Testing Positive in the DIP – Number of Trigger Offences
Groups Compared

Mean Number of Offences
12 months
12 months post

Overall (n=266)

pre test
2.8759

test
1.3835

Assessed (n=68)

2.2647

Care Planned (n=141)
No further DIP Contact
(n=57)

Difference

Significance

(pre – post)
1.4924

p < 0.001

1.3088

0.9559

ns

2.6809

0.9858

1.6951

4.0877

2.4561

1.6316

ns = not significant

From Merseyside DIP Demographics Report, LJMU CPH.
Additional tests were run for offenders who tested positive for cocaine only, for opiates only
and for both cocaine and opiates. In all three drug use groups there were significant
reductions seen in both the number of offences committed and seriousness of offending in
the 12 months post tests compared to pre test. However, there were no significant
differences in the reductions in either numbers or seriousness of offending in the 12 months
post test compared to pre test across the outcomes groups (Assessed, Care Planned, No
further DIP Contact). The main types of offences were acquisitive and drugs offences. The
DIP reports produced by LJMU contain a lot more detail about demographic characteristics
of people in the DIP.

68

See http://205.139.89.196/crime/reducing-reoffending/dip/
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Table DIP3. Wirral Residents Assessed Under the DIP- Offences.
Offences

Groups Compared
No DIP

Assessed

Care Planned

(n=68)

(n=141)

Acquisitive Offences

46 (67.6%)

73 (51.8%)

45 (78.9%)

Misuse of Drugs Act

19 (27.9%)

52 (36.9%)

11 (19.3%)

3 (4.4%)

16 (11.3%)

1 (1.8%)

Contact

Overall (n=266)

Significance

(n=57)

p < 0.005

Offences
Other Offences

Predictors of Future Offending
Regression analysis was carried out to investigate predictors of future offending among
Wirral residents who tested positive during the time period examined. The prolificacy of
clients’ offending pre-test was a significant predictor of future offending (p < 0.001) but no
other factors examined provided statistically significant predictors for this group.
Change in Treatment Outcomes Profile Health & Quality of Life
Treatment Outcomes Profiles (TOPs) are self-reported profiles of drug use, crime and other
outcomes. In a cross section of ARCH criminal justice clients (arrest referral, DIP, DRR,
Criminal Justice other, CARAT/Prison and probation) the average TOPs psychological
health status was 20.9% higher at treatment exit than treatment start, physical health was
11.4% higher, and quality of life was 27.3% higher (Figure DIP2).
Figure DIP2. Average TOPs psychological health, physical health and quality of life scores at
treatment start, review and treatment exit, 2011/12 to 2012/13. Scores out of 20.
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Differences in Costs
The crime costs were 77% lower in the 12 months post DIP, or 43% lower excluding the one
case of homicide. This is similar to the 52% reduction in number of crimes. The data for
costs of crime was not normally distributed so a Wilcoxon signed ranks test rather than
paired sample t test was used.
Table DIP4. Difference in average crime costs for Wirral DIP clients, 12 months before and 12 months
after DIP contact.

Average crime costs
Average crime costs (excluding
homicide)

12 mths Before
£11,626

12 mths After
£2,717

Difference
£8,909

£4,762

£2,728

£2,034

Results – Wilcoxon signed ranks test
A non-parametric Wilcoxon signed ranks test was used rather than a t test as the cost data
was not normally distributed. The difference in costs between 12 months pre and 12 months
post DIP was statistically significant (p<0.0001). This difference was still significant when
homicide was taken out (p<0.0001).
Table DIP5. Differences in crime costs – results of Wilcoxon signed ranks test.

Difference pre-post
DIP
Higher costs
Same costs
Lower costs
p value

N
42
13
209
<0.0001

16.3 Economic Model
An economic model was constructed using MS Excel Visual Basic for Applications. This
model was a client level Monte Carlo simulation model which was run for 10,000 clients
where each time a random scenario was drawn from the mathematical distributions. Overall
averages were then calculated from the 10,000 random walks through the model. The model
had a 12 month time horizon. Table DIP6 shows a list of parameters for the model. We did
not have data distributions for individual costs for the DIP and for drug treatment, so used an
estimate of around 20% for the standard deviation for each.
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Table DIP6. Parameters for Wirral DIP Cost Utility Model.
Parameter

Distribution

Mean

Cost of crime - before

Skewed - bootstrapped from
data
Skewed - bootstrapped from
data
Normal – from local data
Normal - from local data
Normal – from DTORS

£2,717

Standard
deviation
£111,766

£11,626

£7,316

£924
£429
0.05

£200
£100
0.201

Cost of crime - after
Cost of DIP
Cost of drug treatment
QALYs gained

Economic Model Results
Overall the Drug Intervention Programme came out as cost effective with an average net
cost saving of £6,207, and 0.05 QALYs gained. The QALYs gained from the DTORS study
were quite small and subject to a lot of uncertainty so they did not have a big effect on the
overall cost effectiveness. There is no evidence for the minimally clinically important
difference in QALYs for drug treatment, although in a cancer study it was 0.11 QALYs, which
is more than the average difference here.69
Table DIP7. Wirral DIP Economic modelling results.
Average w
homicide taken
out

Outcome
Cost of crime - before

Average
£10,226

2.5% lower
limit
£685

97.5% higher
limit
£37,069

Cost of crime - after

£2,666

£0

£22,621

£2,802

Cost of DIP

£922

£532

£1,318

£923

Cost of drug treatment

£430

£236

£630

£431

QALYs gained

0.05

-0.34

0.44

0.052

Net costs

-£6,207

-£24,572

£18,042

-£668

Net Present Value (based on £20,000
per QALY)
Probability cost effective

£7,234

-£18,028

£27,237

£1,699

£4,824

59.40%

Figure DIP3 shows the cost effectiveness acceptability curve (CEAC) for the DIP. The curve
with homicide taken out was almost identical to this. At £20,000 and above, the probability of
the intervention being cost effective stays at around 60%. This is because many of the QALY

69

Walters SJ. Brazier JE. (2005). Comparison of the minimally important differences for two health state utility measures: EQ5D and SF-6D. Quality of life research, 14 (40), 1523- 1532.
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changes in the DTORS study were negative so that the value of the positive QALYs are
balanced out the negative QALYs.
Figure DIP3. Cost effectiveness Acceptability Curve. Wirral DIP model.
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16.3 Summary – DIP Cost Effectiveness
This has demonstrated that the DIP seems to be cost effective in reducing future crime in
Wirral. This will through getting people engaged with drug treatment and through services
engaging with clients to stop their criminal behaviour. Because we do not have this kind of
richness of crime data for other drug and alcohol treatment services we cannot make a direct
comparison in terms of their cost effectiveness through preventing crime.
The QALY estimates we used were from the DTORS, which may not accurately reflect the
reality of the quality of life benefits for clients who have been through the DIP. The TOPs
quality of life scores showed a 27% difference between treatment start and treatment exit,
which if translated into QALYs could make the DIP come out as much more cost effective.
However there is currently no standard method for converting the TOPs scores into QALYs
and there may be issues around reliability of the TOPs with clients reporting bigger
improvements to please their key worker. This analysis only had a one year time horizon so
the actual cost savings and benefits may be much greater. Because the DIP is essentially a
way of funnelling people away from crime into drug treatment there is not a set amount of
the benefits that can be attributed to the DIP alone, as it is part of an integrated system of
criminal justice, and drug and alcohol treatment.
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17. Helping clients to get back into work
Helping clients to get back into work is important in terms of helping them back into society.
It also gives current clients hope if they can see people in recovery who are working. Many
people in recovery go on to working in drug services. Years ago people in recovery were not
always accepted in this arena but now services see the value of people who have "come up
through the trenches". Getting people to value themselves and recognise their talents is
important. Many drug users have spent years hiding their habit, and may have got away with
shoplifting and other crimes for a long time, which though bad for society, requires a level of
resourcefulness which can be put into something good.
ARCH provide training such as in their IT suite, and they reinforce the importance of soft
skills and making eye contact to their clients. They link in with DWP and Job Centres. in the
past there has been issues around excessive bureaucracy and information sharing but now
there is a good relationship with the DWP. ARCH link in with Potential 4 Skills in Birkenhead
who provide 6 weeks training which includes clients getting their CSCS (Construction Skills
Certification Scheme) Card which is a requirement for working on building sites. Services
have also got several football teams which include people in recovery and staff. One
member of staff pointed out that all prison leavers should go onto the work programme but
few were because the individuals leaving prison would say they did not need benefits when
they left prison, then would make a new claim and would get 12 months before they had to
go on the work programme. Prisons should maybe work on the assumption that all leavers
need to go onto the work programme.
Wirral commission The Social Partnership (TSP) to provide Hope Clubs which provide
training and help people back into work. The clients are 45% primary alcohol, 23% drug and
alcohol, and 36% primary drug clients. Over two years, they have helped 88 people to gain
employment. People with experience in this sector mentioned that being optimistic and not
just assuming that there weren’t any jobs out there was important.
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Appendix 1. Performance as of June 2014
No.

1

2

3

Indicator

Increase the proportion
of successful
completions as a
proportion of the total
number in treatment
(OCU)

Increase the proportion
of successful
completions as a
proportion of the total
number in treatment
(Non- Ocu)
Reduce the proportion
of clients who
successfully complete
treatment who then represent within 6 month
(OCU)

Baseline
11/12

Actual
12/13

12%

9.4%
(187/1989)

8.2%
(141/1720)



12%

18%
(60/338)

11.2%
(37/330)



8.6%
(154/1789)

8.2%
(141/1720)

Agency

Target

Wirral
Arch

WDS

National
Average

9%
cluster
average

12%

Direction
13/14


63.2%
(12/19)

25% (2/8)

33.9%
31.1%
20.0%

45.9%
42%
6.7%





Phoenix

12%

Wirral
Arch
WDS

43%
46%
No target

Phoenix

No Target

0.0%

100%



11%

14%
-

29.2%
30.7%
27.1%





-

0%



7%
-

4.3%
3.9%
0%





Phoenix

-

0%

Wirral
Arch
WDS

288-all
110-all
122

150
16
115





Phoenix

5

0



Wirral
Arch
WDS

-

134
119
1





Phoenix

-

1



Wirral
Arch
WDS

27
2
25

24
1
23





Phoenix

0

0



Wirral
Arch
WDS

5
0
1

3
3
0





Phoenix

0

0



Wirral

2363

2255

-

626
1779

602
1709

-

15

3

-

Wirral
Arch
WDS

40%
cluster
average

19.6%

Phoenix



4

5

6

7

8

9

10

Reduce the proportion
of clients who
successfully complete
treatment who then represent within 6 month
(NON-OCU)

Treatment complete
drug free opiates

Treatment complete
drug free non- opiates

Incomplete- Client
death

Incomplete transfers

Increase the number of
all drug users in
effective treatment (18
and over, all drugs)

Wirral
Arch
WDS

Arch
WDS

5%

No Target

No Target

No Target

No Target

No Target

6.2%

-

-

-

-

186294

Phoenix
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No.

Indicator

11

Increase the number of
all drug users in
effective treatment (18
and over, OCUs)

Agency

Target

National
Average

Wirral
Arch
WDS

No Target

157586

Phoenix

12

13

14

15

Number of PDU's in
treatment for 6 years or
more

Wirral

Injectors (current or
previous) with a Hep C
test

Wirral
Arch
WDS

Percentage of TOP
STARTS completed

Percentage of TOP
REVIEWS completed

No Target

21%

Direction
13/14

1979

1857

-

295
1770

249
1699

-

14

1

-



46%
73%
78%
71%





Phoenix

46%

100%



Wirral
Arch
WDS

99.50%
100%
100%

95%
92.5%
100%

Phoenix

100%

-




-

Wirral
Arch
WDS

91.8%
90.4%
92.9%

77.3%
87.5%
72.0%

100.0%

-

65%

80%

80%

67%

90.7%

88.5%

Wirral
16

Actual
12/13

68%
72%
65%

Phoenix

Percentage of TOP
EXITS completed

Baseline
11/12

Arch
WDS

80%

90.4%

Phoenix
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98.1%
91.3%
95.5%
100%

85.1%




-

86.0%
84.2%





-
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