
APPENDIX A – NATIONAL TARGETS RELATING TO TREATMENT PROVISION

TREATMENT PLAN 2003/4 GUIDANCE

The Treatment Plan 2003/04 comprises a covering letter and nine grids which should provide a full picture of treatment planning and implementation for 2003/04 and beyond.

The covering letter should give a brief (no more than 2 pages) overview of the DAT’s strategic thinking regarding the expansion and improvement of Treatment services in their area, addressing the following questions:

· What key weaknesses in services have been identified?
·  What progress has been made so far in addressing these weaknesses?

· What resource availability or constraints are there within the DAT?

· What risks to implementing the plan as outlined in the grids are there?

The Treatment Plan is intended to provide a detailed gap analysis which will aid effective strategic planning over the next three years at a local level, in line with the government national priorities.  It should also identify objectives for 2003/04 together with resource allocation to carry out the plan.  

Overall, the Treatment Plan should identify all gaps in provision which will need to be addressed over time but only detail specific objectives and spending for the coming year.  Where this involves the maintenance, review or development of current services, this should also be included in the relevant grid.

The Treatment Plan should identify how money will be spent at a local level towards increasing the number of people in treatment, ensuring equality of access and optimising the impact of local investment in treatment across all DAT partner agencies as well as the pooled treatment budget.

Drug Action Teams should complete a grid for each of the following aspects:

Grid 1 – Non-drug treatment specific services

Grid 2 – Open access drug treatment services

Grid 3 – Structured community based drug treatment services

Grid 4 – Residential drug treatment specific services

Grid 5 – Workforce Issues

Grid 6 – Under-served groups

Grid 7 – ‘Systems’ Investments

Grid 8 – User and Carer involvement

Grid 9 – Models of Care implementation

The first four grids relate to the tiers of service as defined by the Models of Care Framework.  The remaining grids provide an opportunity for Drug Action Teams to identify specific gaps and objectives in relation to workforce, under-served groups, the commissioning system, user / carer involvement and Models of Care implementation. Where issues relating to under-served groups are addressed within the first four grids they do not need to be duplicated, but can be signposted in Grid 6 where necessary.

Plans must be submitted on the grids provided.  Please do not submit information in any other format, although supplementary information may be submitted in agreement with regional NTA and DPAS officials.

PLANNING GRIDS

Treatment Definitions and Tiers

For the last 3 years, we have subdivided the various drug treatment activities according to 10 ‘modalities’.  With the emergence of the Models of Care Service Framework, we are able now to incorporate the existing modalities into the system of ‘Tiers’ of treatment contained in that document.  This formulation of services is reflected in question 7 in the Template, and is the basis of four of the planning grids.  In addition to the recording of investments in these four tiers, we are asking for planning grids on investments in developing the workforce, in meeting the needs of underserved groups, improving the commissioning system, involving users and carers, and implementing Models of Care. The definitions for each of these activities are as follows:

Tier 1 – Non Drug Treatment Specific Services

Tier 1 consists of services offered by a wide range of professionals (e.g. primary care medical services, generic social workers, teachers, community pharmacists, probation officers, housing officers, homeless persons units). Tier 1 services work with a wide range of clients including substance misusers, but their sole purpose is not simply substance misuse. 

Tier 1 services may include:

· Access to full range of health, social care, housing and other services 

· Substance misuse screening, assessment and referral mechanisms to substance misuse services from generic, health, social care, housing and criminal justice services

· Management of substance misusers in generic health, social care and criminal justice settings

· Health promotion advice and information

· Hepatitis  B vaccination programmes for substance misusers and their families. Alternatively, if investments in vaccinations are made within tier 2, 3 or 4 services, they can be recorded in the relevant grid.

Tier 2 – Open Access Services

Services within this tier aim to provide accessible services for a wide range of substance misusers referred from a variety of sources, including self-referrals. The aim of the treatment in this tier is to help substance misusers to engage in treatment without necessarily requiring a high level of commitment to more structured programmes or a complex or lengthy assessment process. Services in this tier include needle exchange programmes and other harm reduction measures, substance misuse advice and information services and ad hoc support not delivered in a structured programme of care.

· Advice and Information

Advice and information services provide accurate, appropriate and factual information which is accessible and meaningful (in terms of context, language and comprehensibility) to the recipient.  Access to advice and information should be provided by services in Tier 1, and may be a core component of services in Tier 2. Specific services offering advice and information are characteristic of open access services. However, the provision of advice and information on substance-related issues should be provided by staff in all treatment tiers.

· Harm reduction services (including needle exchange)

Needle and syringe exchange schemes were developed within the wider context of harm minimisation or risk reduction, which refers to the reduction of the various forms of drug-related harm, including social, medical, legal, and financial problems, until the substance misuser is ready and able to come off.  They are important for preventing blood-borne diseases, most particularly HIV and hepatitis, as well as being important public health measures. The majority of needle exchange schemes are those where sterile needles and syringes are given out and their safe disposal is offered.

· Assessment and care management

Assessment and care management should encourage the substance misuser to seek appropriate help and to assist their access to and engagement in treatment, whilst accepting the individual substance misuser’s choice as to whether they accept treatment or not.  

Care management should facilitate access to a programme of integrated and co-ordinated health and social care and to minimise disengagement (‘drop out’) from the treatment system.  All substance misusers should have access to appropriate and effective assessment and Care Co-ordination.  As a distinct service, this has been offered by Community Care teams operated in social service departments.  But this should not be the exclusive territory of social workers or local authority care managers.  A wide range of professionals need to be able to undertake Care Co-ordination.

Other Tier 2 services may include:

· Other services that minimise the spread of blood-borne disease

· Services that minimise risk of overdose

· Outreach services targeting high risk and local priority groups

· Motivational and brief interventions for drug and alcohol service users.

Tier 3 - Structured Community Based Services 

This Tier can be defined as providing services solely for substance misusers in a structured programme of care. Services within this Tier include structured cognitive behaviour therapy programmes, structured methadone maintenance programmes, community detoxification, or structured day care (either provided as a drug-free programme or as an adjunct to methadone treatment). Structured community-based aftercare programmes for individuals leaving prisons are also included in Tier 3.

The principal expectation is that the substance misuser attending these services will have agreed to a structured programme of care which places certain requirements on attendance and behaviour (e.g. a certain number of days or hours attendance per week, review of programme is triggered if attendance is irregular). 

· Community prescribing – Specialist
Community prescribing programmes involve the provision of a medically supervised substitute to an illicit drug misuser. The substitute can be used to maintain the individual’s tolerance to the drug of misuse or to facilitate withdrawal through a reduction programme.  The prescribing programme is the basis for providing medical and psychosocial counselling and support.  Specialist services are usually delivered by Community Drug Teams (CDTs) or Drug Dependency Units (DDUs) operated by NHS Trusts.

· Community prescribing – GPs
Community prescribing programmes involve the provision of a medically supervised substitute to an illicit substance misuser. The substitute can be used to maintain the individual’s tolerance to the drug of misuse or to facilitate withdrawal through a reduction programme. The prescribing programme is the basis for providing medical and psychosocial counselling and support. These services are delivered in general practice but often in liaison with specialist services using shared care protocols. 

· Structured care-planned counselling 

Care-planned counselling is defined as formal structured one-to-one counselling approaches with assessment, clearly defined treatment plans, treatment goals and regular reviews, as opposed to advice and information, drop-in support and informal key-working. 

· Structured day programmes 

Structured day programmes provide intensive community-based support, treatment and rehabilitation. They should offer clear programmes of defined activities for a fixed period of time with specified attendance criteria – usually four to five days a week.

· Aftercare services
There are two distinct activities that could be included under the Aftercare Services heading:

· Services that aim to smooth the linkages between drug treatment services in prison and those in the community. Examples include:

· Projects aimed at ensuring the continuation of substitute prescriptions as patients enter and leave the prison system.

· Services aimed at picking up referrals from CARAT teams, and successfully placing them in appropriate community based services on release.

· Services that work to help those who have stabilised their lives through treatment, to make progress in employment, training or housing. For example:

· Projects that provide stabilised addicts with volunteered or paid employment opportunities.

· Projects that provide stabilised addicts with supported or subsidised accommodation. 

Other Tier 3 services may include:

· Liaison substance misuse services for acute medical and psychiatric sectors

· Liaison substance misuse services for local social services and social care sectors

· Specialist structured community based detoxification services

Tier 4 (a) – Residential and Inpatient Services

Services in this tier are aimed at those individuals with a high level of presenting need. Services in this tier include inpatient drug treatment, including detoxification and residential rehabilitation. Tier 4a services usually require a higher level of motivation and commitment from the substance misuser than for services in lower tiers.

· Inpatient detoxification

Inpatient substance misuse treatment programmes are specialised units for people with substance misuse disorders or inpatient services delivered in general medical or general psychiatric facilities. Inpatient services also include episodes of detoxification purchased from independent sector units.  They provide medically supervised assessment, stabilisation and withdrawal with 24-hour medical cover and a multidisciplinary team.

· Residential rehabilitation

Residential rehabilitation services are specialist services offering intensive and structured programmes delivered in controlled residential or hospital environments.  These services are mainly available in the independent sector and including therapeutic communities, concept houses, 12 step Minnesota model programmes and general houses including those with a faith-based philosophy.

Other forms of Tier 4a services may include:  

· Semi structured residential care

OTHER INVESTMENTS

In addition to direct investments in services across the 4 tiers, we have supplied 5 extra planning grids on which you can record other investments that support the development of a comprehensive and equitable drug treatment systems.

Workforce – Grid 5

It has been clear for some time that the desired expansion and improvement of the treatment sector can not be achieved without a significant expansion in the Workforce, and a step change in the training and professional development of these employees.  The NTA is implementing a programme of workforce development at a national level that will help achieve this, consisting of the development of a national set of core competencies for jobs in the treatment field (DANOS), an accredited qualification framework that is based on these competencies, and a range of training programmes at all levels.  However, it is expected that many DATs and service providers will need to implement local workforce initiatives, in addition to the NTA programme, in order to address immediate recruitment and training needs.  This may include:

· Recruitment adverts or ‘fairs’ designed to attract new recruits into the field.

· Funded volunteer or apprenticeship programmes in partnership with local service providers.

· Funded access to training courses for workers, managers or commissioners.

· Training courses or workshops for local GPs, encouraging them to work with substance misusers.

There may be other initiatives more relevant to workforce pressures in your area – NTA and DPAS staff will, however, be seeking to ensure that any expenditure in this area is directly related to the expansion and improvement of treatment.

Underserved  groups – Grid 6

· The treatment sector in England has developed in an ad hoc manner over the last 30 years and it has long been clear that there are certain groups needing help who do not get equal access or for whom services are inappropriate.  NTA priorities in this area relate to stimulant users, Black and Ethnic Minorities, Women Users and those living in rural or remote areas.  All DATs are expected to consider the needs of these groups, and any others that may be underserved, in their treatment planning process.  

· Stimulant Users
Treatment services in England are predominantly orientated toward opiate users. Use of cocaine and crack is increasing, either as a primary drug of choice, or as a part of polydrug misuse. The NTA has produced briefing papers on the development of services for Crack users, and will shortly be issuing model service specifications. DATS are encouraged to consider the needs in their area, and whether existing services are appropriate to them.

· Black and Ethnic Minorities
DATS have been asked to consider the treatment needs of minority groups in their areas, and many have conducted formal community based needs assessments. We are now looking for DATs to show what actions they have decided to take to make the local range of services more appropriate and accessible.

· Women Users
While the prevalence of problem drug use is equally high amongst women, their attendance at services is significantly lower. Services need to be developed in a way that makes them more suitable to women’s needs. This could be achieved by looking at issues related to the opening hours, childcare and pre-natal services, women only sessions, or strengthened confidentiality protocols.

· Rural Services
The NTA is keen to improve access to treatment for those in rural areas. Barriers to treatment in these localities can include poor public transport, lack of confidentiality, and lack of prescribing options. It is expected that those DATs representing rural areas will take these factors into account throughout their treatment planning, from the initial needs assessment through to the allocation of funds. Options for service delivery could include peripatetic and/or outreach services, work with PCT pharmacy advisors to improve the nature and extent of needle exchange and dispensing facilities in rural pharmacies, and/or increased investment in GP shared care schemes.
N.B - Where services are developed by your DAT that address the needs of underserved groups, but also fit within one of the four tiers described above, they should only be entered in the planning grids once (in either section, but clearly cross-referenced in the other relevant section)

‘Systems’ investments – Grid 7

While it is important to ensure that the maximum amount of the available resources go to front line service provision, it also must be recognised that the commissioning and information procedures that ensure that the local treatment system is comprehensive and provides value for money need to be robust.  Investments in this area should be proportionate, be directly related to the process of expanding and improving treatment, and could include:

· Costs of employing joint commissioning staff, and administering the joint commissioning group

· Costs of developing and maintaining information systems to support commissioning and contract monitoring.

· Cost of consultancy to provide expertise on strategic planning, accounting or legal issues.

· IT costs for service providers to be equipped to provide robust management information.

· Costs of publicising or consulting on the Treatment Plan.

User and carer involvement – Grid 8

The NTA has put a strong priority on enabling the involvement of users and carers in the design of the local treatment system. We are working towards this aim at national levels, but would like DATs to show how they are involving these stakeholders in the Treatment Planning process, and contributing to the development of Advocacy services in their region. Investments in this area could include:

· Contributions to the costs of advocacy for users and carers

· The costs of consulting with users and carers in the development and review of the Treatment Plan

Models of Care implementation – Grid 9

The Models of Care Implementation plan that will shortly be circulated describes the set of actions that we want DATs to undertake to pursue the development of a fully integrated treatment system. Use this grid to show how you are planning to implement the required actions in the year 2003/4, i.e.:

· Agreeing the planning group and lead individual who is responsible for implementing the Models of Care in your area.

· Auditing your current service providers against the intake criteria and treatment protocols in the Models of Care document.

· Agreeing a local referral, screening and triage system.

· Agreeing a local system of care pathways and care co-ordination.

COMPLETING THE GRIDS

Each box within the grid is numbered and guidance is provided below for each box.  The boxes can be expanded to accommodate full gap analysis, objectives and action plans.

· Box 1 – Analysis of Gaps

The basic building block of the Treatment Plan is a detailed analysis of deficiencies in the local treatment services when measured against national requirements for activity, coverage, waiting times and quality.  For each grid, DATs should start by agreeing a list of substantial gaps that need to be addressed in the coming years.

DATs may wish to consider the following questions in relation to the gap analysis:

· Is there any type of service unavailable to clients in the DAT area?

· Are there significant Waiting Times or any other access problems, for any type of service?

· Do clients have equality of access to the full range of services described in the treatment tiers?

· Are services available in a complementary manner to clients (i.e. not as alternatives)?

· Are all the aspects of the tier covered in the area and is there understanding of the ways in which different agencies provide a range of treatment interventions within and across tiers?

· Are services commissioned on the basis of need rather than historical patterns?

· Are services commissioned strategically – to avoid unnecessary gaps or duplication, but taking into account client choice and value for money?

· Box 2 – Objectives for 2003/04

Following the gap analysis DATs should identify the objectives for 2003/04.  The objectives should represent the key plans that the DAT has to address the gaps identified in Box 1 during 2003/4.  There does not need to be an objective directly relating to each gap, and DATs should be careful not to create too many objectives and actions, which could diffuse the available resources.  These should be numbered and be

· Specific

· Measurable

· Attainable

· Realistic

· Timed

The grids should provide a balanced set of objectives encompassing the whole process of maintaining, reviewing and developing existing and new services during 2003/04.  All objectives should contribute to the national targets and demonstrably address the gaps identified.

· Box 3 – Planned Spend 2002/03

This box should indicate the initial planned spend, from all sources, on these activities for 2002/03.

· Box 4 – Likely Spend 2002/03

This box should show the anticipated annual spend on these activities for 2002/3.  That is, the planned spend for the current year (2002/03) plus any additional investments or any identified slippage.

Box 5 – Planned Spend 2003/04

This box should show the full anticipated spend for each activity shown in the Grids for 2003/4 – which includes all existing spend and any new spend (i.e. the initial plans for the coming year). 

N.B. The total figures in boxes 3,4 and 5 should represent the full investment by DATs in the various activities, not just those funded from the Pooled Budget, or only new investments.

· Box 6 – Objective number

This box should show the relevant number of the objective from Box 2 that relates to the Actions/Milestones in Box 7.  Each action point or milestone should also be numbered as it is anticipated that there will be more than one action point or milestone for most objectives – e.g. Objective 1 may have three action points which should be numbered 1.1, 1.2, 1.3.  This will allow quarterly reports to be completed without excessive paperwork.  Once again, DATs should ensure that they limit the numbers of actions to a manageable level.

· Box 7 – Actions/Milestones

This box should contain a set of actions or milestones that the DAT intend to implement to meet the objectives for each grid.  This should provide a full set of actions to implement the objectives with identified milestones.  These should be specific and measurable to allow for effective quarterly performance monitoring.  

Box 8 – By When

Each action/milestone should indicate the date by which the action should be completed or the milestone met.

· Box 9 – By Whom

This should be the named individual who will be taking responsibility on behalf of the DAT or JCG to ensure that the action occurs or the milestone is met.

· Box 10 – Costs

All financial costs should be shown against relevant actions.  The total of this column should equate to the full investment shown in Box 5.

· Box 11 – Quarterly Reports

This box clearly does not need to be completed when the Plan is returned in January, but DATS and JCGs will wish to receive quarterly reports on the implementation of the Treatment Plan.  This box expands and can be added to at the end of each quarter against the relevant action points.  It is intended that the quarterly report should also include any new initiatives that were not identified at the planning stage, that arise as a result of flexibilities or slippage.  This report will provide the basis of reviews by the NTA and DPAS and avoid duplication of effort as well as providing the starting point for the following year’s plan (with updated gap analysis and new objectives).

It is intended that a quarterly finance report is appended to each quarterly report.  The format for this is left to individual DATs as there are no standardised accounting and reporting systems across DATs.  A good practice guide for DATs on Fundamental Principles of Handling Public Money has been produced by District Audit in collaboration with the NTA.

For the rest of 2002/03, quarterly reports will continue to be required in the format agreed with the NTA Regional Manager and DPAS. The final quarterly report, due in April 2003, will give a picture of the full year’s achievements against the original plan. 

Worked Example

Attached is a worked example of a completed Treatment Plan.  In these grids, we give examples of how gaps can be listed, objectives set out to address these gaps, and actions and milestones defined.  You can see how progress against these actions and milestones can then be reviewed quarterly.  Obviously, the entries you make will be different to this example, but hopefully this gives an idea of how we hope your grid will look.
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