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1. Summary of recommendations

Recommendations Service to Update and completion
action date
Provision of drug services across Surrey
The DAAT should work with partners to DAAT/
identify areas where there are higher Treatment

proportions of people with substance misuse | Services
problems not in treatment and support
treatment services to set up satellite services
in these areas.

The DAAT should identify more localised | DAAT
methods of identifying prevalence of PDUs
and use this to inform service planning

The coverage of shared care needs to be | DAAT
increased, particularly in the East of the | Tier 3 services
county

Ensure there is consistency across Windmill, | DAAT

Acorn and Respond and, where needed, | Tier 3 services
ensure there is equitable access and levels of
service provision

Injecting status

Ensure that all those completing NDTMS CDATs
returns complete the section on injecting Tier 2 services
status

Care pathways

Care pathways need to be developed that DAAT
show journeys through the treatment system
and in what circumstances clients would
access the range of modalities

Crack users

Profile crack users who have an experience DAAT Needs
of treatment between 1% April 2008 — 31 assessment
March 2010 to identify trends in use and
related behaviour including any further
increase in injecting. This should also
include retention rates and discharge reason

Gender

Identify ways of engaging women in DAAT
treatment at an early stage where possible to | All services
prevent problems becoming more complex

Criminal justice service

Ensure all groups who are identified by DIP Access
but are under represented in treatment are CRI
supported appropriately to access treatment | Probation
through the DIP. These include:

BME groups

Crack users
Profile Probation DRR clients to identify DAAT Probation
patterns of drug use, offences committed, Access

previous experience of treatment , impact of
DRR programme.
The provision of rapid prescribing in the East
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should be increased to avoid referrals being
made directly to Respond by the DIP service
and increase the numbers of referrals on
from Access to respond

Young people

Identify ways of engaging younger drug users
in appropriate treatment

DAAT
YP services

Diver

Sity

Formally review the Diversity Strategy to
identify progress

DAAT

Blood borne viruses

Improve the collection of data regarding the
recording of reasons for
refusing/inappropriateness  of  screening
and/or vaccinating

Tier 2 services
Tier 3 services

Develop better links with referring agencies
(i.e. prisons) and identify whether or not
individuals have started vaccination process
as part of their referral pathway / case
management

Tier 3 services

Use the computer system to flag up clients
who are due a HBV vaccination or those
requiring repeat HCV screening

Data Managers
group

Ensure all tier 2 and tier 3 face-to-face
workers are able to undertake HCV screening
in clinics, satellite services or outreach
venues (using a combination of dried blood
spot and oral swabbing methods)

Tier 2 services
Tier 3 services

Ensure all tier 3 services are using the rapid
route of administering the HBV vaccination
(0,7 and 21 days)

Tier 3 services

Improve the turnaround of results from the | DAAT
laboratory (HCV screening)

Improve links with the HPA to develop joint DAAT
training for staff and consider taking part in HPA

the HPA'’s Unlinked Anonymised survey to
identify the current situation within Surrey

Treatment needs of parents of ¢

hildren under the ag

e of 16

Further work is needed to profile this client
group and the impact on the safeguarding
agenda. Future work should focus on:
- Age of the child when first accessed
treatment
Whether parents have a partner in
treatment or not
Whether their child is subject to a
child protection plan

DAAT

Data collection

In future needs assessments age profiles DAAT
should be narrowed particularly amongst the

35-64 year olds so that trends can be better

identified

Care pathways should be developed for DAAT
people who drop out of treatment All services
In future needs assessments the ‘other’ DAAT

category for referral source should be broken
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down further

Benchmark unplanned discharge rates DAAT
across comparable CDATs

Tier 4

Clarify referral criteria and referral process for | DAAT
Windmill House amongst referring agencies Tier 4 service

CPNES information

CPNES data should be reviewed on a DAAT
quarterly basis to identify trends in behaviour | CPNES
amongst those populations not in treatment




2. Recommendations from previous needs assessment

The following table summarises progress against the recommendations from the needs

assessment in 2009.

Recommendations

Service to
action

Update and completion
date

18-24 year olds

Identify ways in which adult services can

All tiers 2 and 3

Access to treatment has

engage more effectively with 18-24 year olds | services been improved through
who are not already accessing young people the provision of satellite
services clinics across the
county.
BME Groups
Identify ways in which services can engage Surrey DAAT Further work is needed
more effectively with BME populations. Use | Surrey PCT in this area to identify
Mosaic as a tool to identify BME populations | All tiers 2 and 3 | whether the Diversity
services Strategy is improving
access across all
minority groups
Gender
Improve access to services by women Surrey DAAT Secured capital grant
All tiers 2 and 3 | funding to develop a
services clinical setting with the

Women in Prison service
in Woking

Shared care provision across Surrey

Explore additional locations for shared care Surrey DAAT
providers in Tandridge and Waverley areas Surrey PCT
Establish and develop efficacy of the current | Surrey DAAT
31 shared care GPs Surrey PCT

Shared Cared
Monitoring Group
established

Work plan for expansion
developed

Retention and im

proved access

Expansion of satellite base provision for
treatment across tier 2 and 3 or innovative
alternatives

Surrey DAAT

Tier 2 services have
been reconfigured as
peripatetic services
operating on an
outreach basis.

Tier 3 services have
established satellite
clinics serving major
towns

CJS rapid prescribing

Expand rapid prescribing in the East of the
county

Surrey DAAT

Further work is needed
to ensure that rapid
prescribing is being
delivered

Service user experiences

Develop systematic recording methods for
gathering service user and carer
views/feedback

Surrey DAAT

A service user strategy
has been developed.

Travel reimbursement

Adopt consistent and transparent transport
and travel plans including the reimbursement
of expenses

Surrey DAAT
All tier 3 services




Blood borne viruses

Continue to increase the uptake of HIV and
HCV screening/HBV vaccinations within tier 3
services and develop within tier 2 services

Surrey DAAT
All tiers 2 and 3
services

Hep C screening is now
delivered by tier 2
services.

Performance of Hep C /
Hep B provision is
monitored through the
Performance Subgroup

GP/CJS referrals

Improve referrals from GPs and CJS Surrey DAAT The DIP service has
DIP services been reconfigured and
Surrey PCT tendered.
An annual Treatment
Directory is to be
produced.
Data collection

Improve data collection/eliminate missing Surrey DAAT Data managers meeting

data: Client has children or is pregnant. At regularly reviews data

least one child living with client quality assurance

Housing problem reports.

Currently injecting

Drinking days 20+ per month

Self Referred

Develop sophisticated service user profiles Surrey DAAT The 2008/9 needs

by each treatment tier, including information SUIT assessment includes a

from Surrey User Involvement Team and profile of 18-25 year

linking to young people's services across olds.

SOAs/wards/boroughs Treatment data has
been used to identify
areas with a higher
proportion of people in
treatment.
Further work is needed
to review Needle
Exchange data to
identify areas of greater
need.

All tier 2 services (including CPNES) to Surrey DAAT The reconfiguration of

record data in comparable ways - i.e. HALO

All tier 2 services

tier 2 services includes
NDTMS compliance with
those requiring
structured interventions

CPNES information

Develop CPNES and supervised dispending | Surrey DAAT Payments to pharmacies

capacity in those areas with an identified CPNES have been reviewed to

need reduce retainer fees and
increase payment for
those who provide
exchange / supervised
consumption.

Develop service user profiles and more Surrey DAAT Structure for profiling

sophisticated accessible data CPNES Needle Exchange clients

has been developed as
this should provide data
on populations not in
treatment




3. Background

What is the Surrey Adult Drugs Needs Assessment?

The National Treatment Agency (NTA) requires that all partnerships conduct an assessment of
need for drug treatment and drug services every year, in order to gain a more detailed shared
understanding of the extent and nature of the needs of problematic drug users residing in the local
area. The assessment should inform the treatment planning process for the following year with the
ultimate aim of drug treatment being improved and drug users having their individual needs met
more effectively.

Specifically the NTA requests that partnerships identify:

What works amongst those in treatment and what the unmet needs are
Where the system is failing to engage and retain people

Hidden populations and their risk profiles

Enablers and blocks to treatment pathways

The relationship between treatment engagement and harm profiles

Aims and objectives

Following on from the 2007/08 needs assessment which aimed to identify the provision of drug
services within each borough and the ‘journey’ service users were taking to engage in treatment -
the priorities for this year’s Surrey Adult Drug Needs Assessment are:

to understand the prevalence of alcohol use within Surrey NHS

to compare the provision of services year-on-year in borough clusters

to identify the pattern of 19-24 year olds accessing treatment

Note on data used

All data used in this needs assessment comes from 2008 (January to December) unless otherwise
stated. Any changes made to treatment provision since this time will not be reflected in this report.

4. Demand for treatment
4.1 Prevalence of substance misuse in Surrey
4.1.1 Drug Misuse

The British Crime Survey provides estimates of the proportion of 16 to 59 year olds who have used
illicit drugs. There are three separate measures based on ever having used drugs, used in the last
year and used in the last month. The 2008/09 BCS estimates that:
- Around one in three (36.8%) had ever used illicit drugs, one in ten had used drugs in the
last year (10.1%) and around one in 20 (5.9%) had done so in the last month.
Levels of Class A drug use were, unsurprisingly, lower than overall drug use, with 15.6 per
cent having used a Class A drug at least once in their lifetime, 3.7 per cent having done so
in the last year and 1.8 per cent in the last month.
Consistent with previous findings, cannabis is the type of drug most likely to be used; 7.9
per cent of 16 to 59 year olds used cannabis in the last year. The BCS has collected
information on illicit drug use since 1996. Long-term trends for those aged 16 to 59 show:
0 Use of any lllicit drug in the last year has shown an overall decrease from 11.1 per
cent in 1996 to 10.1 per cent in 2008/09, due in part to successive declines in the
use of cannabis between 2003/04 and 2007/08.
o Despite this long-term overall decline, there has been an increase in last year use of
Class A drugs among 16 to 59 year olds between 1996 (2.7%) and 2008/09 (3.7%).
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Usage has remained generally stable over this period: year-on-year changes were
not statistically significant until most recently; however there was a slight underlying
upward trend, which is now significant over the long term.
The increase in Class A drug usage since 1996 can be understood in terms of an increase
in last year cocaine powder use (from 0.6% to 3.0%), partly offset by a decrease over the
same period in the use of LSD (from 1.0% to 0.2%). In 2008/09 methamphetamine was
included for the first time but this has no visible impact on the overall prevalence of Class A
drug use in that survey year.
There have been some decreases over the longer term in the use of non-Class A drugs;
between 1996 and 2008/09 last year use of cannabis, amphetamines and anabolic steroids
among 16 to 59 year olds declined. Changes between 2007/08 and 2008/09 showed:
The overall level of any illicit drug use in the last year remained stable (9.6% in 2007/08
compared with 10.1% in 2008/09) but there was an increase in last year Class A drug use
(from 3.0% to 3.7%).
For individual types of drug, increases were seen in last year use of cocaine powder,
ecstasy, tranquillisers, anabolic steroids and ketamine.

Figure 1:
Proportion of 16 to 59 year olds reporting use of any drug or any Class A
drug ever, in the last year and last month, 2008/09 BCS
40
35 1 36.8
30
Q
D 25 -
§ 20 15.6 @ Any drug
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a
ol 101 | 3.7
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5.9
0 : ‘ 1
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4.1.2 Alcohol Misuse

Alcohol misuse is a general term used to describe any drinking behaviour, which has the potential
to cause harm or threatens to damage the health and well-being of the user and those around
them. Alcohol misuse would therefore include any level of risk from increasing risk drinking through
to alcohol dependence [Table 1]. The Chief Medical Officer has requested that the Department of
Health and the NHS move to using the terms “lower-risk”, “increasing-risk” and “higher-risk”
drinking, as outlined below.
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Table 1: Categories of alcohol use

Previous New Main unit-based definitions

terminology Terminology

Sensible Lower-risk For men: not regularly drinking > 3-4 units per day

For women: not regularly drinking > 2-3 units per day

For men: regularly exceeding > 3-4 units per day >
— but not drinking at levels incurring the highest risk
Hazardous Increasing-risk
For women: regularly exceeding > 2-3 units per day >
— but not drinking at levels incurring the highest risk

For men: regularly drinking > 50 units per week or
regularly drinking > 8 units per day

Harmful Higher-risk
For women regularly drinking greater than 35 units per
week or regularly drinking > 6 units per day

Drinking over double the daily recognised sensible
Binge Drinking levels in any one day (over eight units a day for men
and over six units a day for women)

Drinking behaviour characterised by an inner drive to
consume alcohol, continued drinking despite harm and
commonly withdrawal symptoms on stopping drinking

Alcohol
Dependence

4.1.3 Increasing and Higher Risk Drinking

The North West Public Health Observatory (NWPHO) developed alcohol profiles for England,
including estimated prevalence for increasing risk and higher risk drinkers by local authority. [

There is estimated to be 213,407 increasing risk drinkers and 34,532 higher risk drinkers in Surrey
(NWPHO, 2007). Tables 3 and 4 show estimated numbers of increasing risk and higher risk
drinkers within each local authority in Surrey. These have been calculated using NWPHO data
and mid-2007 population estimates (ONS, 2007). There is a small discrepancy between the total
numbers for Surrey quoted above and those derived in the tables below. This is due to the use of
different population estimates.
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Table 2:

Estimated number of increasing risk drinkers by Loc al Authority
Total Mid 2005
Population Synthetic Estimated
LOCAL AUTHORITY (16yrs >) estimate Number
(%)
Elmbridge 104,000 25.3 26262
Epsom & Ewell 57,000 24.6 14043
Guildford 111,000 25.5 28329
Mole Valley 66,000 25.5 16800
Reigate & Banstead 107,000 23.8 25428
Runnymede 69,000 26.4 18216
Spelthorne 74,000 24.1 17856
Surrey Heath 66,000 26.0 17157
Tandridge 66,000 23.4 15458
Waverley 93,000 25.2 23417
Woking 73,000 25.0 18235
SURREY 886,000 24.9 221202
Table 3:
Estimated number of higher risk drinkers by Local A uthority
Mid 2005
Total Population Synthetic Estimated
LOCAL AUTHORITY (16yrs >) estimate Number
(%)
Elmbridge 104,000 4.01 4171
Epsom & Ewell 57,000 3.98 2267
Guildford 111,000 4.41 4900
Mole Valley 66,000 3.84 2534
Reigate & Banstead 107,000 3.97 4248
Runnymede 69,000 4.41 3040
Spelthorne 74,000 419 3097
Surrey Heath 66,000 3.81 2512
Tandridge 66,000 3.70 2441
Waverley 93,000 3.94 3667
Woking 73,000 4.03 2944
SURREY 886,000 4.04 35821

The NWPHO data indicate that seven out of the 11 local authorities in Surrey are in the worst ten
nationally for increasing risk drinking, with Runnymede having the highest prevalence of increasing
risk drinking in the country. All 11 local authorities have higher prevalence of increasing risk
drinking than the England average [Table 2].

Table 3 indicates that all 11 local authorities are below the national average for higher risk drinking,
although Runnymede and Guildford again feature in the top three within Surrey. Given the high
levels of increasing risk drinking in these local authorities, higher risk drinking levels may increase
over time. Interestingly, Spelthorne has the 3™ lowest level of increasing risk drinking, but the 3"
highest level of higher risk drinking within Surrey, perhaps indicating that whilst less people are
drinking at increasing risk levels, when they do drink they are doing so at levels that causes harm.
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Figure 2:
Synthetic estimate of the percentage of the populat
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4.1.4 Binge Drinking

There is estimated to be 168,473 binge drinkers in Surrey (NWPHO, 2007). Table 4 shows the

estimated numbers of binge drinkers within each local authority.

Table 4: Estimated number of binge risk drinkers by Local Au thority
Mid 2003-2005
Total Population Synthetic Estimated
LOCAL AUTHORITY (16yrs >) estimate Number
(%)
Elmbridge 104,000 15.1 15653
Epsom & Ewell 57,000 14.5 8242
Guildford 111,000 16.4 18219
Mole Valley 66,000 14.9 9844
Reigate & Banstead 107,000 154 16478
Runnymede 69,000 15.6 10785
Spelthorne 74,000 16.0 11818
Surrey Heath 66,000 14.9 9839
Tandridge 66,000 14.5 9585
Waverley 93,000 15.0 13912
Woking 73,000 15.0 10962
SURREY 886,000 15.3 135339

A similar picture emerges for binge drinking as for higher risk drinking [Figure 4]. Guildford,
Spelthorne and Runnymede have the highest levels in Surrey, although all boroughs are below the
national average. A higher incidence of binge drinking correlates to areas with a higher Index of
Deprivation.

Figure 4:
Synthetic estimate of the percentage of the populat
engaging in binge drinking by borough in Surrey com

ion aged 16 years and over who report
pared to England, 2007
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England

4.1.5 Alcohol Dependence
The absolute number of dependent drinkers in Surrey is unknown. It has been estimated that

there are between 22,445 and 34,419 moderately to severely dependent drinkers within the
county, depending on how the figure is calculated.
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The Alcohol Needs Assessment Research Project (ANARP, 2005) found that 6% of men and 2%
of women are dependent drinkers. This applied to Surrey indicates the number of dependent
drinkers to be 26,469 men and 8,950 women, and therefore an estimated 35,419 in total.
Conversely, the Department of Health’s Alcohol Ready Reckoner uses a combination of ANARP

prevalence and NWPHO data on higher risk drinkers to estimate the number of alcohol dependent
drinkers in Surrey to be 22,445.
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4.2 Penetration of the drug treatment system

The National Drug Treatment Monitoring System (NDTMS) collects clients’ residential postcode
sector. The darker shaded postcode sectors on the map show a higher number of clients resident
in the area. Postcode sectors vary in population and geographic size; therefore the map should be
interpreted with caution. There were 14 adult treatment agencies in Surrey DAAT reporting to
NDTMS in 2008/09. The agencies were situated close to where higher numbers of clients were
resident. The map plots 1,927 clients; there were 52 clients whose postcode sector was not
collected or was invalid.
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Data extrapolated from the Glasgow University smoothed estimates shows the estimated number
of Problem Drug Users (PDUs) by Borough or District. The extrapolation is simply based on adult
population and no other variable.

Figure 5:

Estimated number of PDUs by borough 2008/09
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Table 5:
Surrey adult Glasgow smoothed
population estimates
Elmbridge 78100 346
Epsom & Ewell 47,600 211
Guildford 93,200 413
Mole Valley 51,100 227
Reigate and
Banstead 89,000 395
Runnymede 57,500 255
Spelthorne 59,600 264
Surrey Heath 54,700 242
Tandridge 53,400 237
Waverley 74,500 330
Woking 61,400 272
Surrey total 720,100 3192

The table above represents Glasgow 3 year smoothed estimates for PDUs across Surrey and by
borough. As we are unable represent borough-based treatment data please see “PDU by Tier 3
treatment service” below.
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Table 6:

Treatment Service

Boroughs covered

Acorn Frimley

Surrey Heath

Acorn Guildford

Guildford, Waverley

Windmill Spelthorne, Runnymede, Elmbridge (West), Woking
Respond Elmbridge (East), Epsom & Ewell, Mole Valley, Reigate &
P Banstead, Tandridge
Figure 6:
Estimated number of PDUs ‘not in’ and ‘in’ treatmen  tby T3
agency 2008/09
2000
1500 7~ @ PDUs not in treatment
I
1000 (G asgt?w)
B PDU's in treatment
T (NDTMS)

S B e O

Surrey Acorn
Guildford Frimley

Acorn  Windmill Respond

The chart above and the table below show a comparison between the Glasgow smoothed
estimates for PDUs; the figure for each service is calculated using the borough estimates that
correspond to the catchment area of the service.
equally between Windmill and Respond and the actual number of PDUs in treatment (in the latest
12 month period) with the service from the quarter 4 green reports (Provider by Residence Adult
Performance Report). There is a clear and wide variation in performance between tier 3 providers
in terms of proportions of PDUs in treatment i.e. Respond have 27.86% and Acorn Frimley
49.49%. This may be due to the geographical and/or other characteristics of the areas covered by
the 3 tier 3 services and Respond have a larger and arguably more rural catchment area than the

other two services. Consequently there are more challenges in terms of improving access.

Table 7:

Glasgow . Glasgow % of PDUs
smoothed data PDUQ'Z 8r§_;;(1)t;n ent smoothed data engaged in

total not engaged at T3 T3
Acorn Frimley 242 120 122 49.49%
Windmill 964 398 566 41.27%
Acorn Guildford 743 249 494 33.49%
Respond 1242 346 896 27.86%
Surrey total 3192 1305 1887 40.88%
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Recommendation:

CDATSs should work in partnership with other local a gencies to identify areas where there
are higher proportions of people not in treatment a nd set up satellite services in these

areas.

The DAAT should identify more localised methods of identifying prevalence of PDUs and
use this to inform service planning.
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4.3 Opiate and/or Crack User Profiling Bull's Eye 2 008/09 Figure 7:
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Icrack
. Source:
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The Opiate and/or Crack User Profiling Bull's-eye (figure 2.4) illustrates an increase in ‘in effective
treatment’ population across all sectors, with the greatest increase being crack users (24%) —
opiate users increased by 6% from the previous year.

The proportion of people ‘in treatment last year’ has decreased compared with those in treatment
during 2006/07; the greatest decrease is in opiate users (26%) and crack users decreased by16%.

Possible causes of the decrease of people ‘in treatment last year’ are:

Service users currently in treatment are new to treatment services;

Individuals are engaging in shorter treatment episodes (this should be demonstrated by an
increase in either treatment complete or discharge figures).

Gender ratios:
These remain static compared with the previous two years, regardless of the drug used (opiate,
crack or opiate and/or crack).

Ethnicity:
This also remains static, when compared with the previous two years, across all sectors and age
ranges.

Age ranges:

This year we are beginning to see a change in the ages of people presenting for treatment.

Comparmg this year’s figures to those of the previous two years, we can see:
Opiate users — a 6% decrease in the 15-24 year age range and a decrease of 10% in the
25-34 age range. There is, however, a significant increase in the 35-64 year age range — a
17% proportionate increase between 2007/08 and 2008/09. Although this represents a
significant change in the profile of this client group it mirrors data at a national level which
suggests opiate and crack use is decreasing amongst the younger age range.
Crack users — there has been a decrease (8%) in the 15-24 year age range and a decrease
of 5% in the 25-34 age range. Again, however, there has been an increase in the 35-64
year age range (14%).
Opiate and/or crack users — a 7% decrease within the 15-24 year age range; a further
decrease of 8% within the 25-34 year age group and an increase of 16% in the 35-64 year
age range.

These figures suggest an aging population of service users new to treatment.

Injecting status:

- Opiate users — there has been an increase (5%) of current injectors and a decrease (5%) of
those who have never injected. In addition in 2008/09 there has been an increase of 33
individuals whose status has not been recorded (60 in total).

Crack users — there has been an 11% increase in the number of current injectors and a 5%
increase of previous injectors. Those that have never injected have decreased by 10%. An
additional 9 individuals had no status recorded (32 in total).

Opiate and/or crack — there has been a 7% increase in the number of current injectors in
treatment and an increase of 3% of previous injectors. There was a decrease of 6% for
those that have never injected. 27 additional individuals this year did not have their
injecting status recorded (62 in total).

Although there are still a significant number of service users with no injecting status recorded, this
number has improved since 2007/08.

To summarise, the figures in the bulls-eye suggest that in 2008/09 we have seen an aging
population accessing treatment later and engaging in time-limited treatment. They are also more
likely to have been current or previous injectors.

Known to treatment but not treated last year:
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Opiate users — a decrease of 17%
Crack users — an increase of 7%
Opiate and/or crack users — a decrease of 20%.

DIP/CJS contact but not in treatment:
- There is a higher percentage of males (9%) than in the general treatment population.

There is a lower percentage of white British (4%) than in the general treatment population;
4% of the opiate DIP/CJS population are black British but there are no black British in the
general opiate sector.
There is an increase of 9% in the 15-24 year old age range in comparison with the general
population of opiate users; a 5% increase within the 25-34 year range and a 15% decrease
in the 35-64 year old range.
Within the DIP/CJS male crack using population there is an increase of 12% compared with
the general male crack-using population. This is also 2% higher than the male DIP/CJS
opiate users.
There is a significant difference in the ethnicity of the DIP/CJS crack using population
compared with the general crack using population: there is a 7% decrease in the number of
white individuals and an 8% increase of black/black British individuals (a 5% increase in
comparison to DIP/CJS opiate using population).
Regarding the age of DIP/CJS crack using clients in comparison to the general non
DIP/CJS client profile, there was a 9% increase of those aged 15-24, a decrease of 4% of
those aged 25-34 and a further decrease of 5% of those aged 35-64.

Recommendations:
Ensure that all those completing NDTMS returns comp  lete the section on injecting status.

Profile crack users who have an experience of treat ment between 1 * April 2008 — 31 *
March 2010 to identify trends in use and related be  haviour including any further increase in
injecting. This should also include retention rate s and discharge reason.

Ensure all groups identified by DIP but under repre  sented in treatment are supported
appropriately to access treatment through the DIP. These include:

BME groups

Crack users

Profile Probation DRR clients to identify patterns of drug use, offences committed, previous
experience of treatment , impact of DRR programme o n effectiveness.

4.4 Summary of groups under-represented in treatm  ent

Gender: The male/female ratio access to treatment services in Surrey is consistent to the regional
and national profile. However there is a disproportionate ratio of females in the treatment with
OMNI as opposed to the wider tier 3 provision. This might be expected given OMNI’s remit to work
with hard-to-reach service users with complex needs. We should question why the female
population is more likely to access services such as OMNI as opposed to more structured tier 3
services.

Ethnicity: The percentage of young black British males appearing through the DIP system is
greater than those in the general tier 3 in-treatment population, although numbers are small.
Consideration should be given to developing ways of engaging with this population group prior to
their involvement with the criminal justice system.

22



Age: The age group 15-24 years accessing treatment services has decreased within the last year.
Further development of transition between young people and adult services is required, as is
engaging with potential service users at an earlier age.

Recommendations:

Identify ways of engaging women in treatment at an early stage where possible to prevent
problems becoming more complex.

Identify ways of engaging younger drug users in app ropriate treatment.
Formally review the Diversity Strategy to identify progress.

Needle Exchange data should be reviewed on a quarte rly basis to identify trends in
behaviour amongst those populations not in treatmen t.
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5. Breakdown of Surrey-wide adult clients
5.1 Service provision

The maps below illustrate the diverse treatment provision across the county, ranging from GP
shared care and the community pharmacy needle and syringe exchange scheme to the community
drug and alcohol teams to the in-patient detoxification facility.

The provision of services is widely available across the county. However, future commissioning
will need to take into consideration particular geographical areas and populations.

The maps present treatment services in clusters of Boroughs largely reflecting the geographical
area covered by the CDAT Service.

Map 1 — Runnymede, Spelthorne, Woking and Elmbridge (Windmill)
There is a good spread of supervised consumption and needle exchange facilities
There are satellite clinics in all of the larger towns and conurbations
In terms of geographical spread shared care coverage is good however there is no shared
care in Addlestone and other more rural areas.

Map 2 — Surrey Heath, Guildford, Waverly
There is a good spread of supervised consumption and needle exchange facilities
There are satellite clinics in all of the larger towns and conurbations
In terms of geographical spread shared care coverage is ok however there is no shared
care in Cranliegh and other rural areas

Map 3 — Epsom and Ewell, Mole Valley, Reigate and Banstead, Tandridge
There is a good spread of supervised consumption and needle exchange facilities
There are satellite clinics in all of the larger towns and conurbations
In terms of geographical spread shared care coverage is poor

Recommendation
The coverage of shared care needs to be increased particularly in the East of the County.
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Map 1:

Runnymede, Spelthorne, Woking and Elmbridge
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Map 2:

Surrey Heath, Guildford and Waverley
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Map 3:

Epsom and Ewell, Mole Valley, Reigate and Banstead and Tandridge
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Table 8: Modalities provided by Borough

Service Tier |Location
Windmill House 4 Chertsey
Acorn CDAT 3 Guildford
Acorn CDAT 3 Frimley
Respond CDAT 3 Leatherhead
Windmill CDAT 3 Chertsey
SADAS 3 Guildford
counselling
SADAS Liberty 3 Staines,
Guildford
SADAS Engage 2/3 | Staines
HROT 2 Sheerwater,
Woking
Xchange 2/3 | Woking
Inspire 2 Reigate
SADAS Omni 2 Guildford
Kaleidoscope 2/3 | Kingston
Surrey Drug Care
Access 2/3 Chertsey
Prescribing
DIP SADAS 2 Woking
TCAC office only
DIP Addaction 2 Epsom
arrest referral (office only)
Guildford
Reigate
Woking,
Staines
custody
suites
(Farnham
on occ.
basis)
Surrey Probation 2 Woking,
Staines,
Guildford,
Redhill

Windmill House provides additional modalities including inpatient and outpatient detoxification and stabilisation

The modalities provided by each service have been self-reported by service managers; this may lead to some minor discrepancies regarding what is provided within each service (i.e. complementary therapies.
Overall service modality provision is good across the county. However the table does not outline the care pathways that exist for people accessing treatment.

Recommendation:

Care pathways are developed that show journeys thro ugh treatment system and in what circumstances clie nts would access the range of modalities.
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5.2 Service activity

Figure 8:
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Figure 9:
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The Service Activity chart (3.2) illustrates the referral routes undertaken by service users from the
initial referral into a treatment service and then any onward referral within the drug treatment
system. The data used to populate this chart has been gathered in different formats and not all tier
2 services are currently able to provide data; this issue will change imminently and the data will be
more comparable for all services in future needs assessments.

The data suggests varying numbers of new referrals into treatment for comparable services. For
instance Windmill had 221 referrals in this time period and Respond had 35. Further work is
needed here to identify why this might be the case particularly as Windmill and Respond are now
managed by SaBP Trust.

GPs:

GPs refer to all of the CDATSs with the exception of Acorn Frimley. There are significantly more GP
referrals to Windmill CDAT (87) than Respond (35) and Acorn Guildford (12). GPs also referred 6
individuals to Inspire but we are not aware of any other individuals being referred into any other tier
2 service due to data collection issues.

Self referral:

Windmill CDAT has seen the greatest number of self referrals (109); Acorn Guildford (93);
Respond (40); SADAS Counselling (39), Acorn Frimley (34), SADAS Engage (15) and
Kaleidoscope (5).

DIP/CJS referrals:
Windmill Access (99); Respond (5); SADAS Omni (5). Speed of access into Windmill Access in
the east of the county may explain why some referrals have been made directly to Respond.

Other referrals:

Windmill (25); Respond (15); SADAS Omni (19). More information is required to identify what the
‘other’ referrals may be and why Acorn haven't received any ‘other’ referrals — i.e. is this due to a
data completion issue?

Referrals from treatment services:

These referrals (58 individuals) are primarily into Windmill House and are from 5 referral sources.
The majority of referrals into Windmill House are from Windmill CDAT (25); followed by Respond
(16), Probation (7); Acorn Frimley (5). There are no referrals from Acorn Guildford into Windmill
House.

Based on the number of individuals in treatment within each CDAT, the number of referrals into
Windmill House can be compared as follows:

Windmill CDAT Respond Acorn Frimley Acorn Guildford | Probation

1:21 (i.e. 1 referral | 1:27 1:31 N/a 1:41
into Windmill
House for every
21 people at
Windmill CDAT)

Unplanned discharge:

8 services report unplanned discharge rates totalling 140 individuals. The most significant is
Windmill CDAT (64 individuals = 12% of the total number in treatment); Respond (2%); Probation
(5%); Acorn Frimley (6%); Acorn Guildford (3%).

Planned discharge:
10 services report planned discharge rates. Windmill has 20% of the current in treatment
population achieving planned discharge; Respond 11%; Probation 14%; Acorn Frimley 8% and
Acorn Guildford 7%.
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Recommendation:

In future needs assessments the “other” category fo r referral source should be broken
down further

The provision of rapid prescribing in the East shou Id be increased to avoid referrals being
made directly to Respond by the DIP Service and inc  rease the numbers of referrals on from
Access to Respond.

Ensure there is consistency across Windmill, Acorn and Respond (where needed to ensure
there is equitable access and levels of service pro  vision.

Benchmark un planned discharge rates across compara ble CDATSs.

Clarify referral criteria and referral process for Wind mill House amongst referring agencies.
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5.3 Profile of Surrey treatment population
Table 9:
_ . g .
) c < 2 - 2 g
> £ 2 (@) 2 c = 2
e I 5| = = 2 2 L
Drug Only 3 c -§ _g = @ O 2
3 a = 2 & 2 a
< = = 2 %
)
n % n % n % n % n % n % n % n %
Gender
Male 1403  71% | 219  68% | 113  72% | 220 78% | 142 86% | 406 72% | 57 62% | 298 69% | 84 69% | 31 57% | 14 52% | 40 66%
Female 560 29% | 101 32% | 43 28% | 61 22% | 23 14% | 160 28% | 35 38% | 132 31% | 38  31% | 23 43% | 13 48% | 21 34%
Ethnicity
White 1783 94% | 302 96% | 147 96% | 260 94% | 155 95% | 492 93% | 87  98% | 387 96% | 120  98% | 53 98% | 23 85% | 57 95%
Asian 63 3% | 11 3% 5 3% 8 3% 7 4% | 27 5% | 2 2% 6 1% 0 0% 1 2% 3 11% 1 2%
Black 28 1% 0 0% 0 0% 9 3% 2 1% 3 1%| 0 0% 5 1% 1 1% 0 0% 1 4% 2 3%
Other 22 1% 3 1% 1 1% 1 0% 0 0% 8 2% | 0 0% 7 2% 1 1% 0 0% 0 0% 0 0%
Age
18 - 24 Years 381 19% | 42 13% | 24 16% | 86 31% | 36 22% | 103 18% | 14 15% | 48 11% | 29 24% | 15 28% 8 30% | 12 20%
25 - 34 years 735 38% | 123 39% | 63 41% | 121 43% | 83 50% | 218 39% | 35 38% | 148 34% | 53  44% | 16 30% | 11 41% | 23 38%
35 - 64 years 842 | 43% | 152 48% | 67 44% | 74 26% | 46 28% | 244 43% | 43 47% | 234  54% | 39  32% | 23 43% | 8 30% | 26 43%
Main Drug
Opiates 1269  65% | 241  75% | 123  79% | 148 53% | 159 | 96% | 402  71% | 83 90% | 339  79% 19  16% | 11 1 20% | 10 37% | 44 72%
Crack 91 5% | 10 3% 2 1% | 43 15% 3 2% | 11 2% | 2 2% | 13 3% 7 6% 8 15% 5 19% 9 15%
Amphetamines 25 1% 7 2% 1 1% 4 1% 0 0% 3 1%| 0 0% 4 1% 3 2% 3 6% 0 0% 1 2%
Cannabis 230 12% | 17 5% | 11 7% | 17 6% 0 0% | 57 10% | 1 1% | 30 7% | 48 39% | 19 35% 4 15% 3 5%
Benzodiazepines 50 3% | 15 5% 6 4% 0 0% 0 0% | 17 3% | 0 0% | 10 2% 4 3% 6 11% 1 4% 0 0%
Other 289 15% | 30 9% | 13 8% | 69  25% 3 2% | 76 13% | 6 7% | 34| 8% | 41 34% | 7 13% | 7 26% | 4 1%
Injecting Status
Currently 160 20% | 34 29% | 19 44% | 40 34% | 28 20% | 63 21% | 24 27% | 13 13% 3 4% | 2 9% | 3 50% | 12 39%
Previously 164 21% | 32 27% | 11 26% | 26 22% | 56 40% | 70 23% |27 30% | 17 17% | 12 16% | 5 22% | O 0% | 7 23%
Never 462 59% | 53 45% | 13 30% | 51 44% | 56 40% | 166 56% | 38 43% | 72 71% | 59 80% | 16 70% 3 50% | 12 39%
Total nos in
SR 1963 320 156 281 165 566 92 430 122 54 27 61
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Table 9 provides a profile of Surrey treatment population and demonstrates the following
points:
- Gender — the percentage of males accessing CDATSs ranges from 68-72%. Probation
and Windmill Access see a higher percentage of male clients. Windmill House sees a
lower percentage of male clients (62%) than the other services. SADAS Omni, who
work with a client group usually displaying complex needs, has a narrower gap between
the male/female ratio than any other service (57%male / 43% female). This may
suggest that women with complex needs may not be accessing tier 3 services and are
more likely to engage with tier 2 services.
Ethnicity — the ethnicity of service users is comparable across all CDATs. Windmill
House is the least diverse, with 98% of clients being white (2% Asian),
Age — 18-24 years; Windmill CDAT has the highest percentage of this age group (18%)
whilst Respond has the lowest (11%). The reason why double the number of 18-24
year olds are attending Windmill CDAT rather than Respond needs to be explored. As
to be expected, Probation and Windmill Access have a much larger proportion of 18-24
year olds (31% and 22% respectively) than any of the other tier 3 services. 28% of
SADAS Omni’s clients are aged 18-24 which is significantly higher than other services.
Again this may suggest that people aged 18-24 with complex needs are more likely to
engage with SADAS Omni than with other treatment services.
25-34 years; 39% -41% of those seen by Acorn Guildford and Acorn Frimley are aged
between 25-34 years. 44% of Respond’s client group are aged 25-36 years. This age
range is the greatest seen by the criminal justice services — between 43% - 50% of their
total population fall within this age bracket.
35-64 years; representation of this age band is between 44-54% across CDATS.
Clearly this is a larger age band than the previous two and it contains 26-28% of the
criminal justice clients which indicates the majority of those in treatment with the
criminal justice system are between the ages of 18-34 years. Acorn Guildford and
Respond differ slightly to other CDATS in that they both have a lower proportion of 18-
24 year olds but a greater proportion of 35-64 year olds than the other CDATs. Further
breakdown of the 35-64 year old band is needed in order to understand individual
treatment journeys.
Main drug of use - opiates; 71-79% of those seen by CDATS report opiates as being
their primary drug whereas only 1-3% report crack use.
Cannabis; 5-10% of those in treatment with tier 3 services stated cannabis as being
their primary drug. SADAS Omni’s predominant drug is cannabis (35%) which is the
same as the combined figure of crack and opiate presentations together.
‘Other drug’; this category ranges from between 8-13% within CDATs. Whereas
Windmill Access is predominantly an opiate prescribing service (with 98% of people
stating opiates as being their primary drug), Probation has 25% ‘other drug’ and only
53% opiate presenters.
Injecting status — there is a huge variation in the numbers of current injectors within
CDATs. Acorn Frimley reports 44% of their clients being current injectors whereas
Respond reports only 13%. This variation is further complicated when comparing the
numbers of opiate users per treatment service to their injecting status. For example,
respond has a shortfall of 237 people who have an unknown / unrecorded injecting
status. This pattern is similarly repeated across all CDATSs, but not in the case of the
criminal justice serves or Windmill House where the recording of injecting status is more
comparable to the number of opiate-using clients being treated.

Recommendation
In future needs assessments age profiles should be narrowed particularly amongst the 35-64 year
olds so that trends can be better identified

Care pathways should be developed for people who drop out of treatment

See recommendations relating to young people and women.
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6. Needs of 19-24 year olds

Following the recommendation in the 2008 needs assessment to further understand the needs of
this age range this section seeks to clarify why this group is under represented in treatment. Table
10 provides a profile of this group.

307 young people accessed treatment in 2008/9. This represents 19% of the treatment
population compared to 38% who are aged between 25-35.

38% were female compared to 29% of the total treatment population. This reflects the
national profile which suggests that women are more likely to access treatment earlier than
men.

The numbers in treatment increases proportionately with age with 30 18 year olds through
to 103 24 year olds. This is to be expected as the prevalence of problematic substance
misuse is likely to increase with age amongst this population.

There are slightly lower levels of opiate use and slightly higher levels of cannabis use
amongst the population. This suggests that the same thresholds are applied to younger
people accessing treatment as to older problematic users. Consequently some young
people are likely to have to wait until problems reach a certain threshold before they can
access structured treatment.

There is likely to be a population of young people aged 18-24 who are not in treatment but
who are in need of support. The population not engaging effectively in treatment are more
likely to be younger males that have not reached the threshold of structured treatment
services.
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Table 10: Treatment penetration of 19-24 year olds
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n % n % n % n % n % n % n % n % %
Gender
Male 189 62% | 18 46% | 13 62% | 33 92% | 56 59% | 5 45% | 29 66% | 14 64% 7 47% 3 38% | 11 69%
Female 118 38% | 21 54% | 8 38% | 3 8% | 39 41% | 6 55% | 15 34% 8 36% 8 53% 5 63% | 5 31%
Ethnic group
White 288 95% | 36 92% | 17 81% | 36 | 100% | 86 93% | 11 100% | 43 100% | 22 100% | 15 100% 7 88% | 15 94%
Asian or Asian
British 12 4% 1 3% | 4 19% 0% 5 5% 0% 0% 0% 0% 1 13% | 1 6%
Black or Black
British 1 0% 0 0% 0% 0% 1 1% 0% 0% 0% 0% 0% 0%
Other 2 1% 2 5% 0% 0% 0% 0% 0% 0% 0% 0% 0%
Age
19 30 ™% 1 3%| 1 5% 0% 8 8% 0% 0% 1 5% 1 7% 0% 0%
20 66 16% 7 18% | 3 14% | 9 25% 8 8% | 4 36% 7 16% 2 9% 5 33% 1 13% | 3 19%
21 67  16% 7 18% | 4 19% | 4 11% | 15 16% | 1 9% 7 16% 7 32% 1 7% 3 38%| 1 6%
22 66 16% 2 5% | 1 5%| 7 19% | 13 14% | 1 9% | 10 & 23% 6 27% 2  13% 1 13% | 2 13%
23 83 | 20% 7 18% | 4 19% | 6 17% | 24 25% 0% 9 20% 3 14% 4 27% 2 25% | 5 31%
24 103  25% | 15 38% | 8 38% | 10 28% | 27 28% | 5 45% | 11 & 25% 3 14% 2 13% 1 13% | 5 31%
Main drug
Opiates 161 58% | 18 46% | 11 1 52% | 31 86% | 50 78% | 11 | 100% | 23 @ 52% 1 5% 4 27% 4 50% | 8 50%
Crack 18 7% 3 8| 2 10% | 2 6% 2 3% 0% 3 7% 1 5% 1 7% 0% | 4 25%
Amphetamines 5 2% 0 0% 0% 0% 2 3% 0% 1 2% 0% 2 13% 0% 0%
Cannabis 46  17% 6 15% | 4 19% 0% | 10 16% 0% 9 20% | 10 45% 6 40% 1 13% 0%
Benzodiazepines 2 1% 1 3% 0% 0% 0% 0% 0% 0% 1 7% 0% 0%
Other 44 1 16% | 11 28% | 4  19% | 3 8% 0% 0% 8 18% | 10  45% 1 7% 3 38%| 4 25%
Closure
Planned 114  44% | 10 34% | 1 7% | 2 6% | 43 52% | 9 82% | 13 50% | 12 55% | 13 93% 4 50% | 7 44%
Un-Planned 145 56% | 19 66% | 14 1 93% | 34 94% | 39 48% | 2 18% | 13 50% | 10 | 45% 1 7% 4 50% | 9 56%
Total in
Treatment 307 39 21 36 95 11 44 22 15 8 16
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7. Treatment needs of parents of children under th e age of 16

This section reviews the treatment needs of this client group. It is unclear from previous needs
assessments whether parents were under represented in treatment as the data field for this group
was not a mandatory field to complete. The table 11 provides a profile for this group.

The data suggests that the majority of those who are parents of under 16 year olds are aged 25 or
older. Although the ages of conception have not reviewed for Surrey or for substance misuses the
data suggests that there may be a significant time gap between the birth of a child and the point
where a parent accesses treatment. It can be assumed in many cases that the longer the time gap
the more significant the impact on the child.

It is difficult to draw conclusions about gender ratios across services due to the low numbers in
some services. However it is currently unclear whether the parents have a partners who is also in
treatment.

There appears to be a slightly lower proportion of stimulant users who are parents in treatment
than the overall treatment population. The reasons for this are unclear.

Recommendation:

Further work is needed to profile this client group and the impact on the safeguarding
agenda. Future work should focus on:

Age that the child first accessed treatment

Whether parents have a partners in treatment or not

Whether their child is subject to a child protectio n plan
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7.1 Table 11:

Treatment

penetration of

parents of ¢

hildren under the age of 16
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Gender
Male 218 50% | 39 52% | 20 = 53% | 14 70% | 66 52% | 5 29% | 51 45% | 17 57% | 1 25% | 2 29% | 3 43%
Female 219 50% | 36 48% | 18 47% | 6 30% | 60 48% |12 71% | 62 55% | 13 43% | 3 7% | 5 71%| 4 57%
Ethnic group
White 416 96% | 71 95% | 38 100% | 19 95% | 117 1 95% | 16 94% | 108 97% | 29 97% | 4 100% | 7 100% | 7 100%
gfi't?snhor Asian 9 2%| 3 4% 0% 0% | 4 3%| 1 6%| 1 1% 0% 0% 0% 0%
Slack or Black 1. 0% 0% 0% | 1 5% 0% 0% 0% 0% 0% 0% 0%
Other 6 1% | 1 1% 0% 0% | 2 2% 0%| 2 2%| 1 3% 0% 0% 0%
Age
19-24 28 6%| 5 7%| 2 5% | 2 10%| 9 7%| 1 6% | 4 4% | 2 7%| 1 25%| 1 14% | 1 14%
25- 34 165 38% | 27 36% | 17 45% | 11 = 55% | 46 37% | 7 41% | 31 27% |18 60% | 1 25% | 3 43%| 4 57%
35- 44 177 41% | 37 49% | 17 45% | 6 30% | 47 37% | 8 47%| 49 43% | 6 20% | 2 50%| 3 43% | 2 29%
45 -54 60 14% | 5 7%| 2 5% | 1 5% | 23 18% | 1 6% | 24 21% | 4 13% 0% 0% 0%
55 - 64 7 2% | 1 1% 0% 0% | 1 1% 0% | 5 4% 0% 0% 0% 0%
Main drug
Opiates 274 63% | 50 67% | 21 = 55% | 20 100% | 80 63% |14 82% | 76 67% | 4 13% | 1 25% | 3 43%| 5 71%
Crack 12 3% | 3 4% 0% 0% | 1 1%| 1 6% | 3 3%| 2 7% 0% 0% | 2 29%
Amphetamines 3 1% | 1 1% 0% 0% | 1 1% 0% | 1 1% 0% 0% 0% 0%
Cannabis 63 14%| 5 7%| 3 8% 0% | 21 17% | 1 6% | 13 12% | 16 53% | 2 50% | 2 29% 0%
Benzodiazepines 9 2% 1 1% | 2 5% 0% 1 1% | 1 6% 4 4% 0% 0% 0% 0%
Other 76 17% | 15 20% | 12 32% 0% | 22 17% 0% | 16 14% | 8 27% | 1 25% | 2 29% 0%
Closure
Planned 136 50% | 19 41% | 4 20% | 1 5% | 41 56% |16 94% | 27 53% |19 68% | 3 75% | 3 75% | 3 43%
Un-Planned 134 50% | 27 59% | 16 80% | 19 = 95% | 32 44% | 1 6% | 24 47% | 9 32% | 1 25% | 1 25%| 4 57%
Total in Treatment 437 75 38 20 126 17 113 30 4 7 7
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8. BBV provision
Hep B Vaccinations

The HPA'’s surveillance data for the Unlinked Anonymous Prevalence Monitoring Programme indicates that in the South East region there is a
prevalence rate of 0.16 of Hepatitis B amongst current IDUs. This would suggest the following for Surrey:

Number of current 2544
IDUs x prevalence x 0.16
Total infected 407

current IDUs
Number of ex IDUs 8752

X prevalence x 0.16
Total infected ex 1400
IDUs
Total infected 1807
current / ex IDUs
in Surrey

HPA (2009)
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Table 12 below, shows the performance by treatment service of delivering Hepatitis B vaccinations, and the number of those who have been
vaccinated through another source.

Table 12:
Hep B interventions: offer of vaccination course (n ew treatment journey,
Offered | % Offered + | % (of all Not No Immunised
accepted appropriate | offered intervention | already / acquired
clients) recorded immunity

Acorn Frimley 33 51.6% |14 21.9% 9 22 1
Acorn 90 68.2% | 35 26.5% 11 31 18
Guildford
Respond 31 29.2% |12 11.3% 49 26 15
Windmill 66 94.3% | 39 55.7% 4 0 70
Access
Windmill 174 69.6% | 111 44.4% 50 26 73
CDAT
Windmill 55 74.3% | 43 58.1% 19 0 15
House
Surrey-wide 449 64.5% | 254 36.5% 142 105 192

The difference between the number of individuals offered Hepatitis B vaccinations and those who accept is significant in all services and questions
need to be raised to identify why individuals are not taking up the opportunity to be vaccinated.

*excluding those immunised already or acquired immunity
Table 13 highlights the number of individuals who begin a course of Hepatitis B vaccination. Ongoing engagement with individuals may make it

difficult for courses to be completed, despite the fact that services are typically using the rapid rate of vaccinating, but it is hoped that improved
communication between criminal justice establishments and drug treatment services may improve completion rates in the long term.
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One interesting factor is that in Acorn Guildford, Respond and Windmill Access, a greater number of individuals completed the vaccination course
than started in these services. This may be the consequence of individuals either starting in one year and completing in the following year (therefore
affecting the year-on-year rates) or they may have begun the course elsewhere (i.e. in prison / with a GP...).

Table 13:
Number of % of individuals | % of total Number of % of those starting | % of those offered % of total
individuals who offered population J individuals HBV course who (accepted/ refused) | population
started HBV (accepted new to who completed HBV course who new to
vaccination and/or refused) | treatment |} completed vaccination course | completed treatment who
course who started who HBV vaccination course completed
HBV course started vaccination HBYV course*
HBV course
course*
Acorn Frimley 6 18.2% 9.4% 1 16.6% 3.0% 1.2%
Acorn Guildford 18 20% 68.2% 19 105.6 21.1% 14.4%
Respond 4 12.9% 3.8% 9 225% 29.0% 8.5%
Windmill Access 28 42.4% 40.0% 63 225% 95.5% 90%
Windmill CDAT 77 44.3% 30.8% 58 75.3% 33.3% 23.2%
Windmill House 33 60.0% 44.6% 20 60.6% 36.4% 27.0%
Surrey-wide 166 37.0% 23.9% 170 102.4% 37.9% 24.4%

Hepatitis C Screening

The HPA and NTA have estimated local hepatitis C prevalence that places each DAT into a prevalence band: low (less than 25% of IDUs),
medium (between 25% and 50%), or high (above 50%). The estimates are based on prevalence data from the Unlinked Anonymised survey
which monitors hepatitis C antibodies among injecting drug users who are in contact with specialist drug services. This measures overall lifetime
exposure to hepatitis C. Prevalence of hepatitis C among injecting drug users between 2005 and 2007 in England was 44% among those who
had injected within the last year. In South East Region, the estimate was 43%. All DATs in the South East Coast SHA region were placed within
the medium band.
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Taking this into account and using figures provided by NDTMS, the estimated current figures for Surrey are:

Number of current 2544
IDUs x prevalence x 0.43
Total infected 1094

current IDUs
Number of ex IDUs 8752

X prevalence x 0.16
Total infected ex 1400
IDUs

Total infected 2494
current / ex IDUs

in Surrey

Table 14 indicates the performance of treatment services in screening current and previous IDUs for hepatitis C. The overall percentage of 38.3% of
clients with a HCV test is poor and there needs to be improved screening amongst the CDATS, patrticularly Acorn.

Table 14:
Number of individuals in Number of individuals with a Number of individuals with a
treatment previously or Hepatitis C test Hepatitis C test (%)
currently injecting

Acorn Frimley 87 8 9%

Acorn Guildford 170 33 19%

Respond 185 84 45%

Windmill Access 101 61 60%

Windmill CDAT 277 126 45%

Windmill House 52 22 42%

Surrey-wide 872 334 38.3%

42



Recommendations:
Improve the collection of data regarding the record ing of reasons for

refusing/inappropriateness of screening and/or vacc inating
Developing better links with referring agencies (i. e. prisons) and identify whether or
not individuals have started vaccination process as part of their referral pathway /

case management

Using the computer system to flag up clients who ar e due a HBV vaccination or
those requiring repeat HCV screening

Ensure all tier 2 and tier 3 face-to-face workers a  re able to undertake HCV screening
in clinics, satellite services or outreach venues ( using a combination of dried blood
spot and oral swabbing methods)

Ensure all tier 3 services are using the rapid rout e of administering the HBV
vaccination (0,7 and 21 days)

Improve the turnaround of results from the laborato ry (HCV screening)

Improve links with the HPA to develop joint trainin g for staff and consider taking part
in the HPA’s Unlinked Anonymised survey to identify the current situation within
Surrey
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