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Foreword
This package is produced to record the running of the Certificate Course and provide
reference for future course organizers. I am grateful to all the speakers of the lectures
who not only participated but agreed to let us list out the lecture materials. ~Apart from
the contents of the lectures, the publicity pamphlet, a sample of the Certificate, the list
of participants who got the certificates, as well as information on the requirements of
the course are listed. It is hoped that there are other agencies which will run similar
courses in the future as there is a high demand on such training.

I would like to express my heartfelt gratitude to the following parties and friends:

Beat Drugs Fund Association which provided sponsorship,

Prof Daniel Shek of Department of Applied Social Sciences, The Hong Kong
Polytechnic University who co-organised the course with Lok Heep Club and delivered
a lecture, Dr Rosanna Cowan who flew back from England to deliver 4 lectures, Dr Lo
Chun Wai, Mr Kong Chung Yau, Dr Tse Man Li, Mr Water Lai, Miss May Ngai, Mr
Eric Siu, Dr Leung Shung Pun, and representative from the Government Laboratory
who delivered lectures.

David Cheung
Supervisor
27 January 2012
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The Trends of Drug Abuse
&
Drug Policy
David Cheung
8 September 2011

Certificate Course in Drug Treatment Work
Caritas Lok Heep Club
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Trends of Drug Abuse in HK

How to trace the trends:
Please think and suggest methods

Trends in HK: please refer to our newsletter
The Horn 40t Anniversary Issue*, centre
page

Other possible means

» Census

» Multiplier: Police, treatment
« Capture —~ Recapture

* Others

Trends

» According to CRDA which was set up in
1972 - the overall trend

www.nd.gov.hk

 According to School Surveys, figures on
students only

6 surveys from1987/88 to 2004/05, last one
carried out in 2008/09

World drug trends
According to World Drug Report 2011*, UNODC
(free download from the UN page)
Terms: illicit users, problem drug users
Facts:
4 types of drugs:
Cannabis; ATS; Opioids; Cocaine
Trends in 2009:

Decrease in heroin and cocaine use offset by
increase in synthetic and prescription drug use
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2009

HIV 17.9% among IDU (injecting drug users)
HCV 50% among IDU

Deaths: 104 ~ 263K

Production:

Poppy: Afghanistan stable; Myanmar 1 20%
Coca cultivation | 18%

Colombia | offset Peru & Bolivia }

ATS & Cannabis production difficult to estimate

Drug Policy in Hong Kong

Law Enforcement

Treatment and Rehabilitation
Preventive Education and Publicity
Research

International Cooperation

ISPl

(Harm-Reductiony—

Heroin Prices

Afghanistan 1g = US$4
West & Central Europe US$40-100
United States US$170-200
Australia Us$230-370

Afghanistan farmers got US$0.44 bn
While the global amount was US$68bn

Other reference

< Swiss Four Pillars Policy

1. Prevention

2. Therapy

3. Harm Reduction

4. Enforcement

(Paper available)*

+ UK Drug Policy

(Dr Cowan will cover the topic)
Analysis available®

A Century of International Drug
Control

« A chapter of World Drug Report 2008*
Separate ppt file

Policy trend:

From Supply control in own country

to international cooperation in supply control
to demand control — treatment needs

To harm minimization and

Against money laundering and organized
crime ,

o LN

Debate: Drug War vs
Decriminalization
Reference: War on Drugs not Working*;
according to Guardian
Paper available




« The Golden Triangle is one of Asia's two main
illicit opium-producing areas. Itis an area of around
367,000 square miles (950,000 km2) that overlaps

Burma, Vietnam, Laos, and Thailand. Along with
Afghanistan in the Golden Crescent and Pakistan, it
has been one of the most extensive opium-
producing areas of Asia and of the world since the
1920s. Most of the world's heroin came from the
Golden Triangle until the early 21st century when

Afghanistan became the world's largest producer.1
Source: http:/fen.wikipedia.orgiwiki/Golden_Triangle_(Southeast_Asia)




according to
2008 World Drug Report

United Nations
Office on Drugs and Cri
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1. Trends in the World
Markets

s Overview

+ Opium/heroin market
+ Coca/cocaine market
+ Cannabis market

« Amphetamine-type stimulants (ATS)
Market

Y
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1961 Single Convention on
Narcotic Drugs

+ A major achievement in the history of
intern’l efforts to control narcotics

* Today, one of 3 treaties that define the
intern’l drug control system.

+ The other two are the 1971 Convention on
Psychotropic Substances and the 1988 UN
Convention vs Illicit Traffic in Narcotic

Drugs and Psychotropic Substances.

D March 2008, 183 parties, 95% of
e 192 UN States Members

1961 Single Convention on
Narcotic Drugs

Consists of 51 articles, covering:

+ Definitions of the substances under control;

+ The framework for the operations of the intern'|
drug control bodies;

* reporting obligations of States Members

« Obligations regarding the production,
manufacture, frade and consumption of controlled
substances

» Actions to be taken against illicit traffic and
penal provisions

2. A Century of
International Drug Control

+ 1909 Shanghai Opium Commission

+ 1961 Single Convention on Narcotic Drugs
(196 LEERRBEG I —22K7)

+ 1971 Convention on Psychotropic substances
(A97HEHTIEEYIAH)

+ 1988 Convention against Illicit Traffic in

Narcotic Drugs and Psychotropic
==T) sSubstances
(98BI R L SRR ORI B A7)

1961 Single Convention on
Narcotic Drugs

+ Key Provision found in Article 4:

+ The parties shall take such legislative and
administrative measures ... to limit
exclusively to medical and scientific
purposes the production, manufacture,
export, import distribution of, trade in,
use and possession of drugs.
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1961 Single Convention on
Narcotic Drugs

3 objectives:

1. Codification of existing multilateral
treaty laws into one single document;

2. Streamlining of the intern’l drug
control machinery;

3. Extension of the existing controls
into new areas.

1971 Convention on
Psychotropic Substances

* Parties mast also take, according to
Article 20,1 “measures for the -
prevention of abuse of psychotropic
substances and for the early
identification, treatment, education,
after-care, rehabilitation and social
reintegration of the persons involved.

1971 Convention on
Psychotropic Substances

» For the first time a no. of amphetamine
type stimulants, Hallucinogens (such as
L.SD), sedative hypnotics and anxiolytics
(benzodiazepines and barbiturates),
analgesics and antidepressants are placed
under control.

A significant no. of additional substances
were added in subsequent decades

-was a major step ahead for intern’l drug
rol

-

1971 Convention on
Psychotropic Substances

« Introduce a system of licensing for
manufacture, trade and distribution.

» Maintain a system of inspection of
manufacturers, exporters, importers,
wholesalers, distributors and medical
and scientific institution.

1971 Convention on
Psychotropic Substances

* Again, as of March 2008, 183
countries were party.

+ The parties agreed that all listed
substances only be supplied with a
medical prescription, no
advertisement to the general public.

+ Appropriate cautions and warnings
added on labels and leaflets.

1971 Convention on
Psychotropic Substances

Schedule I: MDA, MDMA

Schedule II: amphetamine-type stimulants,
including methamphetamine, amphetamine,
methylphenidate and fenerylline,
Phencyclidine, methaqualone and
secobarbital.

Schedule IIT: barbiturates, flunitrazepam,
buprenorphine, pentazocine

Schedule IV: diazepeam, phenobarbital




1988 Convention against Illicit
Traffic in Narcotic Drugs and
Psychotropic Substances

+ A powerful instrument in the international
struggle against drug trafficking. As of
March 1008, 183 parties.

« Obliges parties to make ?raffickin?
activities a “criminal of fences.” instead of
“punishable of fences” in the 1961

onvention.

Unique in its focus on the prevention of
morey laundering.

1988 Convention against Illicit
Traffic in Narcotic Drugs and
Psychotropic Substances

+ A major achievement: establishin
precursor control at the intern’l level

+ Tends to promote the concept of
extradition

+ Endorsement of “controlled deliveries”

+ Addresses the concept of alternative
development

+ Requires Parties to adqry appropriate
measures to eliminate illicit demand for

narcotic drugs and psychotropic

gt tances

4. Methodology

+ SOURCES OF INFORMATION

+ Sources and limitations of data on
the supply side

- Sources and limitations of data on
consumption

Indirect methods to
measure problem drug use

« Treatment multiplier
« Police data multiplier
« Capture-recapture models

« use of multivariate
indicators

3. Statistical Annex

« 3.1 Production
« 3.1.1 Afghanistan
« 3.1.2 Bolivia

« 3.1.3 Colombia

+ 3.14 Lao PDR

« 3.1.5 Myanmar

. 3.1.6 Peru

« 3.2 Seizures

« 3.3 Seizures of illicit laboratories
> 3.4 Prices

+ 3.5 Consumption

2008 World Drug Report

Please spend time to read this report
in full and you would find your effort
well paid off!

You may read this report on line or get
a soft copy of it in PDF format
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Caritas Lok Heep Club & Hong Kong Polytechnic Unlversity
Certificate Course in Treatment of Drug Abuse

The UK Models of care for treatment
of adult drug misusers;
The Hong Kong Tiered approach; &
Matching clients to treatment

David Cheung
15 September 2011

The UK Models of Care

Provides the framework required to achieve
equity, parity and consistency in the
commissioning and provision of substance
misuse freatment and care in England.

Advocates a systems approach to meeting the
multiple needs of drug and alcohol misusers.
Reflects professional consensus of ‘what works
best' for drug misusers, resulting from an
extensive consultative process.

Based upon current evidence, guidance, quality
standards and good practice in drug treatment in
England.

The Four-tiered framework
for commissioning drug treatment

* To provide a conceptual framework and be

applied to local areas with flexibility.

* has enabled a better articulation of

provision of treatment
It is not a rigid blueprint for provision

» The tiers refer to the level of the

interventions provided and do not refer to
the provider organisations

Definition of Treatment

This term describes a range of interventions that
are intended to remedy an identified drug-
related problem or condition relating to a
person's physical, psychological or social
(including legal) well-being.

Structured drug treatment follows assessment
and is delivered according to a care plan, with
clear goals, which is regularly reviewed with the
client. It may comprise a number of concurrent
or sequential treatment interventions.

Good quality treatment is highly
effective in reducing:

lllegal drug misuse
Improving the health of drug misusers,
Reducing drug related offending,

Reducing the risk of death due to
overdose,

Reducing the risk of death due to
infections, and

Improving social functioning

Tier 1 Interventions:
Drug-related information and advice,
screening and referral by generic services

Include provision of drug-related information and
advice, screening and referral to specialised
drug treatment

in the context of general healthcare settings, or
social care, education or criminal justice settings
(e.g. probation, courts, prison reception) where
the main focus in not drug treatment

Staff require competence to screen and identify
drug misuse and refer to local specialized drug
treatment systems




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

+ Provision of drug-related information and advice,
triage assessment, referral to structured drug
treatment, brief psychosocial interventions, harm
reduction interventions(including needle
exchange) and aftercare

« May be delivered separately from Tier 3 but will
often also be delivered with Tier 3 interventions,
through outreach, in pharmacy settings, criminal
justice settings, or in prison

» Require competent drug and alcohol speicalist
workers

Tier 3 interventions:
Structured, care-planned drug treatment

* Provision of community-based speclalised drug
assessment and co-ordinated care-planned
treatment and drug specialist liaison

Interventions include:
+ Comprehensive drug misuse assessment

« Care-planning, coordination and review for all in
structured treatment

» Community care assessment

« Harm reduction activities integral to care-
planned treatment

Tier 3 interventions(continued):
Structured, care-planned drug treatment

« Arange of prescribing interventions
» A range of structured evidence-based
psychosocial interventions

« Structured day programmes and care-planned
day care

« Liaison services fro acute medical and
psychiatric health services
+ Lialson services for care services

- A range of the above interventions for drug
misusing offenders

Tier 3 interventions:
Structured, care-planned drug treatment

Settings: normally delivered in specialised
drug treatment services with their own
premises in the community or hospital
sites

* May based in primary setting or in prison
* Require competent drug and alcohol

specialised practitioners and medical staff
will require different levels of competence

Tier 4 interventions:
Drug specialist inpatient treatment and residential rehabilitation

Provision of residential specialised drug treatment, which is
care planned and care coordinated to ensure continuity
of care and aftercare.

Tier 4 interventions include:

* Inpatient specialist drug and alcohol assessment,

stabilisation, and detoxification/assisted withdrawal
services

» A range of drug and alcohol residential rehabilitation
units '

* Arange of half way houses
* Residential drug and alcohol crisis intervention units
+ Inpatient detoxification/assisted withdrawal provision

Tier 4 interventions (continued):
Drug specialist inpatient treatment and residential rehabilitation

» Provision for special groups for which a need is identified
(e.g. drug-using pregnant women)

* Arange of the above interventions for drug-misusing
offenders

Ideal settings: specialised dedicated inpatient or residential
substance misuse units or wards

Continuity of care is essential for preserving gains achieved
in residential treatments. :

Can be found within prisons, specialist detoxification units,
therapeutic communities and some 12-Step programmes

Require normally medical staff with specialised substance
misuse competency

All staff working in all residential setting sare advised to
demonstrate specific competencs level

O
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Points to note:

Providers spanning tiers — Many community based
specialised providers provide a range of inferventions
spanning Tier 2 and Tier 3.

» Tier 1 service may not be generic, Tier 4b in 2002
redesignated as Tier 1.

* Tler 2 interventions should include :

» Interventions to engage people to drug treatment

» Interventions to support people prior to structured
treatment

» Interventions to help retain people in the treatment
system

» A range of drug misuse harm reduction interventions

» Interventions to suprort active drug users who may not
want or need Intensive structured drug treatment at that
point in their live.

Points to note:

* Tier 2 interventions do not focus only on those
who are still actively using illegal drugs, but also
to those who are drug—free

Tier 2 interventions can be a component of
aftercare

"« Tier 2 vs Tier 3 interventions may be very similar

and difficult to decide. The main difference
between the two is that Tier 3 refers to the
provision of care-planned interventions that
meet the threshold for structured drug treatment,
determined foliowing comprehensive
assessment.

« All substitute prescribing interventions are Tier 3

The Client’s journey
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Various emphases

+ Assessment — screening, triage, initial
care plan, comprehensive, risk

» Various competence level required for
workers

» Care planning

» Keyworking

* Integrated care pathways

* Quality criteria and improvement reviews
+ Performance monitoring and management

Drug treatment interventions are part of a
local treatment system which include:

+ Advice and information

* Harm reduction interventions
Community prescribing interventions
Structured day programmes
Structured psychosocial interventions
Other structured treatment

Inpatient drug treatment

Residential rehabilitation

+ Aftercare




Source:

National Treatment Agency for Substance
Misuse(2006), Models of care of treatment
of adult drug misusers, update 2006

A Tlered, Multl-modn“t'y Agpronch of Traatment and
Rehabllitation Services for Drug Abusaers in Hong Kong
{Pirat Bdition, Dec

bar 2010}
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* Abbreviations
— A&E: Accident and Emergency Unit
CCPSA: Counselling Centre for Psy

€S8S: Community Support Service Schema
CYC: Children and Youth Centre
DATC: Drug Addiction Treatment Centre
DTRC: Drug Treatment & Rehabllitation Centre
GOPC: General Outpatlent Clinic
ICYSC: Integrated Children and Youth Services Centres
IFSC: Integrated Famlly Service Centres
T

- MTP: Methad

PE&P: Preventive Educallun and Publlcl!y
PSDS: Police Sup h
SAC: Substance Abuse Clinic

SHS: Student Health Service

SSD: School of Social Development

'YND: Qvernight Outreaching Service for Youth Night Drifter
YOT: District Youth Outreaching Soclal Work Service

Comments on the proposed Tiered Approach

+  Good initiative

* Unclear objectives

* Unclear definitions which lead to inclusion of
unclassified services, failing to include existing
interventions, falling to note the difference
between compulsory and voluntary services,
putting rehabilitation service into the highest
tier, and focusing on the youth sometimes

» Failing to consult the key players

UK Drug Demand Reduction Task
Force Review Report 1992

“Many of the Drug Abuse Treatment and
Rehabilitation Services in Hong Kong have
been pioneers in the field, and are
internationally known and highly regarded.
There are many experts and that Hong
Kong is a leader in the field in Asia, and a
source of information and advice for many
countries in the area ..."

50 years ago, there were

* Only one primitive gospel treatment centre

* Another experimental compulsory
treatment centre run by the Prisons
Department

in Hong Kong

)
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Four main modalities of Treatment
and Rehabilitation Services

A.Compulsory Treatment

B.Voluntary Residential Drug
Treatment

C.Outpatient Clinics
D.Counseling Centres
Level of care D<C<A~B

FRHSTTAREAR & RERS

A. &%[vAH (CSD)
B. EEMEERKE
1. H8HEEYY (RDHREE)
2. BEWE (BRNSWDED)
C. Mg
1. ZWEHZAT (DH)
2. YERARFT (HA)
D. sch.],
1. %@ (SWD)
2. CCPSAs (SWD)

Compulsory Treatment
(Drug Addiction Treatment Centre, DATC)

Operated by Correctional Services Department (Government),
called Prisons Dept. before 1982

Started since 1958

Targets: drug dependents who had committed offences and
are considered suitable for compulsory treatment

Duration: 2 to 12 months

Pius 12 months aftercare and half way houses for selected
persons

Contents: medical services, work therapy, physical education,
recreational activities, spiritual service and counseling
services

Compulsory Treatment(DATC)
At present: 3 centres on Heiling Chau Istand
» Heiling Chau DATC: 688 beds for male adult
* Lai Sun DATC: 182 beds for young male
* Nei Kwu DATC: 236 beds for female
* A total of 1,106 beds

* In 2009, total number of admissions was 1,572 and
number of dischargees 1,461. At the end of 2009,
there were 691 under treatment and 1,304 receiving
aftercare service

Voluntary Residential Drug Treatment
Centres

1. Subvented by Department of Health with
medical service

2. Gospel Treatment run by Christian
agencies

As at November 2010, there were a total of
1,378 beds at the 27 centres operated by
15 NGOs

Voluntary Residential Drug Treatment

Centres with medical unit

1. Subvented by the Government through the Department of
Health and have medical support

a. The Society for the Aid and Rehabilitation of Drug
Abusers(SARDA, since 1963) runs four centres,
316+20+24+42 beds, plus 5 half way houses

admitted 1,908 males and 171 females in 2009
clients need not pay fees

b. Caritas Wong Yiu Nam Centre (since 1999) for young male, 28
beds, admitted 92 in 2009 :

A client pays $3,200 monthly treatment fee
c. Christian Service Lodge of Rising Sun (since 2003) for young
‘male, 30 beds, admitted 60 in 2009, daily treatment fee : $100




Voluntary Residential Drug Treatment Centres with
medical unit

+  Contents: medically assisted detoxification, counseling, group
work services plus other supportive services, including half
way houses and aftercare support

+ Treatment duration: from 3 weeks to one year, majority within
six months

« The six centres are operated by three NGOs. SARDA serve
mainly opioid abusers and 3 of her 4 centres adopt the
Therapeutic Community model.

+  Wong Yiu Nam Centre uses buprenorphine for opioid
detoxification but nowadays very few clients are opioid
abusers.

+ Lodge of Rising Sun runs an outpatient unit

Gospel Treatment

. Since 1956, operated by Christian agencies with self

finance, many charge clients fees at welfare
assistance level. Since 1997, Government buys
beds from 4 agencies

. At present, 12 agencies run 21 such centres with a

total of 918 beds, 823 for male and 95 for female

. Contents: Bible study, devotional time, regular and

simple daily routine life with discipline. Emphasis on
conversion of clients to Christians

. Duration: usually long, may exceed 3 years

Gospel Treatment

+ Some agencies still stress no drugs are used
+ Many were set up between 1984 to 2002.

» With the implementation of the Drug Dependent
Persons Treatment & Rehabilitation Centre
(Licencing) Ordinance in April 2002, no new
centres have evolved

» Some of these agencies run half way houses to

facilitate the rehabilitation of their recovering
clients

Gospel Treatment

A list the Christian agencies providing gospel

treatment services (year started):

* Operation Dawn(1968)
+ St Stephen’s Society(1974)

Wu Oi Christian Centre(1974)
Barnabas Charitable Service Assoclation(1981)

* Finnish Evangslical Lutheran Mission(1984)

Christian Zheng Sheng Association(1985)

« Drug Addiction Counseling & Rehabilitation Services(1988)
« Christian New Being Fellowship(1988)

« Perfact Fellowship(1990)

« Remar Association(1998)

* Glorious Praise Fellowship(1999)

Christian New Life Association(2001)

Outpatient Clinics

1. Methadone clinics operated by the
Government( Department of Health)
since 1972, there are 20 clinics now. In
2009, total attendance was 2,352,766,
equaling 6,446 daily.

2. Substance Abuse Clinics operated by the
Government (Hospital Authority) since
1994, at present 7 SACs. In 2009, 814
new cases, total attendance was 15,417.

Methadone Clinics
Pioneered by an NGO in late 1960s

Started by Government as a trial in 1972

For opioid dependents

$1 per dose since then .
2 schemes: Maintenance vs Detoxification, majority
joining the Maintenance Scheme.

In 2009, 203 registered for detoxification against an
average of 8,457 cases

Demand shrinking, with peak in 1987 when there
were 25 clinics, a total attendance of 3,411,313,

~ equaling a daily average of 9,349




al

Substance Abuse Clinics(SACs)
« Second generation of outpatient clinic service
» For psychotropic substance abusers mainly

- Contents: assessment, drug treatment,
counseling, in some cases inpatient treatment

- At Kowloon Hospital, Eastern Hospital, Prince
of Wales Hospital, Queen Mary Hospital,
Kwai Chung Hospital, Castle Peak Hospital,
and United Christian Hospital

» $100 fee for first consultation session and
$60 each for subsequent sessions

Counseling Centres
Caritas Lok Heep Club since 1968, the club has two
centres serving more than 800 cases in 2009,
subvented by Government (SWD)

Counseling Centres for Psychotropic Substance
Abusers(CCPSAs) since 1988. They ars
PS33(since 1988), HUGS(1996), Cheer
Centre(1998), Evergreen Centre(2002), CROSS
Centre(2002), Neo-Horizon (2008) and Enlighten

* Centre(2008). They had 509 male and 366 female

admissions in the year 2009. 4 new CCPSAs
started service in October 2010. All CCPSAs are
subvented by SWD.

Caritas Lok Heep Club

* Lok: Happiness; Heep: mutual assistance

« Serving drug/ex-drug abusers of opiolds and
psychotropic substances and their family members

= Casework, group work plus other peripheral services
such as drug tests

+ Playing a bridging role by matching clients to
relevant services

+ Clients receive services for free

* Organized a Certificate Course in Treatment of
Alcohol and Drug Abuse with CUHK in 2009

G

CCPSAs

Second generation of service, for psychotropic
substance abusers

Started in 1988 with PS33

As a focal point for drug abusers to receive relevant
information, timely counseling, and treatment and
rehabilitation.

As information and resource centres
Regionally based with connection with SACs

Serving mainly the youths, clients do not need to pay
for service

4 new CCPSAs added in October 2010, giving a total
of 11 units

Others T&R Services

a. Half Way Houses, 7 agencies running 12
houses with 220 beds
Service for Alcoholics, AA

¢. Mobile Acute Drug Rehabilitation Team of
Haven of Hope Hospital, for drug dependents
with other ilinesses

d. Self help association called Pui Hong Self-help
Association started in 1967

e. Private practitioners including general
practitioners and psychiatrists

Observations and discussions

. Most services rely on Government funding.

Services started in response to high drug abuse
figures. In general there have been two generations
of services.

. NGOs play an important role, especially gospel

treatment services. No new residential centres have
been set up since 2002 except one subvented
centre.

. Lack of overall or Long term policy to coordinate

service to generate concerted effort. Existing 3-year
plan of little reference value for service development.




Observations and discussions

4. Limited choices to users: lack of service information
such as walt time, completion rate, success rate
because of no standard set and loose control.

5. No accurate figures on drug abuse magnitude, no
central Service Information Systems, little matching
of services, and more researches needed,
especially on evidence based practice.

6. Lack of training and exchange activities for drug
workers.

Observations and discussions

7. Reengineering needed in many centres to meet
changing needs. Alcoholic problem deserves
attention and efforts.

8. With the new wave of drug abuse, more resources
are input by the Government in 2010. New services
like very short term{one to two weeks) residential
treatment and drug tests are advocated. Emphasis
are put on the outpatient and counseling services.
Whether the tactics work is to be observed.

Matching Clients to treatment

Caritas Lok Heep Club
David Cheung

The 13 NIDA Treatment Principles

1. No single treatment is appropriate for
all individuals. ‘

2. Treatment needs to be readily available.

3. Effective treatment attends to multiple
needs of the individual, not just his or
her drug use.

The 13 NIDA Treatment Principles

4. At different times during treatment, a patient
may develop a need for medical services,
family therapy, vocational rehabilitation, and
social and legal services.

5. Remalning in treatment for an adequate
period of time Is critical for treatment
effectiveness.

6. Individual and/or group counseling and
other behavioral therapies are critical
components of effective treatment for
addiction.

The 13 NIDA Treatment Principles

7. Medications are an important element of
treatment for many patients, especially when
combined with counseling and other
behavioral therapies.

8. Addicted or drug-abusing individuals with
coexisting mental disorders should have
both disorders treated in an integrated way.

9. Medical detoxification is only the first sta?e
of addiction treatment and by itself does little
to change long-term drug use.




The 13 NIDA Treatment Principles

10. Treatment does not need to be
voluntary to be effective.

11. Possible drug use during treatment
must be monitored continuously.

The 13 NIDA Treatment Principles

12. Treatment programs should provide
assessment for HIV/AIDS, hepatitis B and C,
tuberculosis and other infectious diseases,
and counseling to help patients modify or
change behaviors that place them or others
at risk of infection. '

13. Recovery from drug addiction can be a
long-term process and frequently requires
multiple episodes of treatment.

Standard Regime 1970s &
1980s

In-patient detoxification
followed by
After-care

Treatment matching variables
(American Psychiatric Association)

Identified by epidemiological studies

- Demographic features(age, gender,
ethnicity)

 Addiciton features(topology & severity)
* Intra personal characteristics
+ Interpersonal function

Clinical guidelines

« Patient placement criteria 2, Separate
guidelines for both adults and adolescents.

5 levels of service: (Later changed 4 levels)
Early intervention
Out-patient service

Intensive out-patient/partial hospitalization
service

residential/in-patient services

Medically managed intensive in-patient
services

(American Society of Addiction Medicine, ASAM)

s Lo

Source

+ M N Gourevitch, P A Selwyn and P G
O'connor, Patient assessment, pp 192-
213,

In R Robertson, Management of Drug users
in the Community, a Practical Handbook,
New York, Arnold, 1998.




Top 10 Questions to Ask

Are you state licenced?

+ Are you accredited?

What is your patient-complaint
procedure?

What is the role of confrontation or
‘breaking denial’ in your treatment?

When do you use medications?

Top 10 Questions to Ask

What is the cause of relapse, and how do
you deal with it? .

What is your position on 12-ste
programs? T

What do you provide in terms of aftercare?
How do you deal with (special issues)?

What research is your treatment based
on, and has it been evaluated by outside
researchers?

Source

+ J Volpicelli and M Szalavitz, Recovery
Options, the Complete Guide, New York,
Wiley, 2000, P 98.

v Y

Simplified ASAM Model

Assessment:
Screening, diagnosls,
& rate severlty

l

Patient placement criteria
Readiness end relapse
potential:

I

|
i

Treatment Services
Level of care:
L, &V

Client placement factors

+ Intoxication, Withdrawal

+ Biomedical

» Emotional, Behavioral

+ Treatment Acceptance/resistance
*» Relapse potential

* Recovery Environment

O

10
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L evel of care

Level |Description of Service

I Qutpatient

ll I ntensive outpatient

]! Medically monitored intensive

How to choose treatment?

+ Step 1: Complete Assessment

» Choose what's right for the stage
of change

» Maintenance vs Abstinence
focused

outpa tient * Inpatient vs outpatient
v Medically managed intensive P P
outpatient * Drugs of abuse
Criteria - Special concerns

Check licence
Complaint procedure
Talk to treatment graduate

Find out the Centre's beliefs about relapse
and the nature of addiction

Find out the Centre’s beliefs about research
and outside evaluation

Ask about medication use

* Dual Diagnosis

* Women

» Sexual orientation

» Race

+ Ask about the daily routine

* Find out about family involvement

Source

+ J Volpicelli and M Szalavitz, Recovery
Options, the Complete Guide, New York,
Wiley, 2000, P 98.
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Treatment Outcomes Profile

| L/ | | |
Client ID D.0.B. (dd/mm/yyyy) Name of keyworker

| / / | Gender: M [| F [] Treatment stage: Treatment start [] Review O
TOP interview date (dd/mm/yyyy) Treatment exit [] Post-treatment exit []

Section 1: Substance use (Please use NA only if information is not disclosed or not answered.)

Record the average amount on a using day and number of days substances used in each of past four weeks
Average Week 4 Week 3 Week 2 Week 1 Total

a Alcohol C} units/day ( Vo7 ( 0-7 { ) 0-7 ( ) 0-7 C} 0-28
b Opiates (" Daday (o1 ( 0-7 ( ) 0-7 o7 () o028
¢ Crack ( Daday (o7 (Yo7 (_ yozr(__ yor(_ )o2s
d Cocaine (" Daday ( Dor ( 07 { ) 0-7 ( o7 () o2
e Amphetamines (" Daday  Dor ( 0-7 ( ) 0-7 ( ) o7 () o028
f Cannabis D splifisay (Vo7 ( 07 ) 0-7 o7 () 028
g Other problem substance? C} giday  ( Yoz ( 0-7 ( ) 0-7 ( ) 0-7 C} 0-28

Section 2: Injecting risk behaviour (Please use NA only if information is not disclosed or not answered.)

Record number of days client injected non-prescribed drugs in past four weeks (if no, enter zero and ‘N’, and go to section 3)

Week 4 Week 3 Week 2 Week 1 Total
a Injected C o7 (. Do ( ) 0-7 ( o7 () o2s
b Inject with needle or syringe used by someone else? Yes [1 No [ } gz;e;e: b
¢ Inject using a spoon, water or filter used by someone else? Yes [1 No [ otherwise ‘N’

Section 3: Crime (Please use NA only if information is not disclosed or not answered.)

Record days of shoplifting, drug selling and other categories committed in past four weeks
Week 4 Week 3 Week 2 Week 1 Total

a Shoplifting ( ) 0-7 ) 0-7 ( ) 0-7 ) o7 () o2

b Drug selling C o (C Doer (. yoer (Do ) 0-28

¢ Theft from or of a vehicle Yes [1 No [I B

d Other property theft or burglary Yes [ No O C anyyes
e Fraud, forgery and handling stolen goods Yes [ No L[J otherwise

f Committing assault or violence Yes [ No [ ( ) Enter Y’ or ‘N’

a Client’s rating of psychological health status (anxiety, depression and problem emotions and feelings)

0 1 2 3 4 5 6 7 8 9 10 N1 12 13 14 15 16 17 18 19 20
Poor 1 1 1 1 4 o000 ] ] ] ] ] ] ] ] ] 1 Good C) 0-20

Record days worked and at college or school for the past four weeks
Week 4 Week 3 Week 2 Week 1 Total

b Days paid work C e C o1 (o1 (Do ) 0-28
¢ Days attended college or school C o7 (o7 (Do ) o7 () o028

d Client’s rating of physical health status (extent of physical symptoms and bothered by illness)

0 1 2 3 4 5 6 7 8 9 10 1 12 13 14 15 16 17 18 19 20
Poor 1 1+ 1+ v v v oo 1 1 1 1 1 1 1 1 1 Good C) 0-20

Record accommodation items for the past four weeks

e Acute housing problem Yes [ No [J @ Enter 'Y’ or ‘N’
f Atrisk of eviction Yes [ No [ @ Enter 'Y’ or ‘N’

g Client’s rating of overall quality of life (e.g. able to enjoy life, gets on well with family and partner)
2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19

0 1 20
Poor 1+ 1+ 1 v v v o0y 4y 44 v 41 Good { ) 0-20
© National Treatment Agency for Substance Misuse, 2007 TOP v1.1 August 2008




Treatment Outcomes
PrOfile (TOP) National Treatment Agency

for Substance Misuse

About the TOP

The Treatment Outcomes Profile (TOP) is a new drug treatment outcome monitoring tool that has been developed by the NTA
in partnership with drug treatment providers in over 70 sites across England. It is applicable for use in all of the structured
treatment modalities as defined by Models of Care for Treatment of Adult Drug Misusers: Update 2006. For the first time,
service users, clinicians, service managers and commissioners will be able to obtain objective and comparable data about
real improvements in service users’ lives that will be able to inform and improve practice on both an individual and strategic
level.

The TOP is a simple set of questions that will improve clinical practice by enhancing assessment and care plan reviews for
clients. The data it provides will improve performance monitoring. Data will be reported into the National Drug Treatment
Monitoring System (NDTMS) from October 2007 and results fed back to providers and commissioners from March 2008.
There will also be monthly exception reports from NDTMS on non-returns and multiple submissions.

The TOP should be completed at the start of each client’s treatment journey to record a baseline of behaviour in the month
leading up to starting a new treatment journey. Follow up scores should be recorded every three months during treatment
(usually at the same time as a care plan review) to capture changes in behaviour. It should also be completed at discharge
and may be used by some services to measure post-discharge outcomes. Note: when services are introducing TOP, existing
clients (as well as new presentations) should also have TOP forms completed with them as part of the care plan review
process.

How to complete the TOP

Start by entering:

e Name and identifiers of your client (date of birth and gender)

e Your name

e Date of assessment

e The stage at which the TOP is being completed — modality start, care plan review, discharge or post-discharge.

Types of responses:

e Timeline — invite the client to recall the number of days in each of the past four weeks on which they did something — for
example, the number of days they used heroin. You then add these to create a total for the past four weeks in the blue
NDTMS box

* Yes and no — a simple tick for yes or no, then a “Y” or “N” in the blue NDTMS box

e Rating scale — a 20-point scale from poor to good. Together with the client, mark the scale in an appropriate place and
then write the equivalent score in the blue NDTMS box.

You should aim to ask and complete every question. Do not leave any of the blue boxes blank. Enter “NA" if the
client refuses to answer a question or, after prompting, cannot recall.

(See TOP keyworker guidance for more detailed information: www.nta.nhs.uk/TOP)

Alcohol units converter

Drink %ABV | Units Drink %ABV | Units
Pint ordinary strength lager, beer or cider 3.5 2 Glass of wine (175ml) 12 2
Pint strong lager, beer or cider 5 3 Large glass of wine (250ml) 12 3
440ml can ordinary strength lager 3.5 1.5 Bottle of wine (750ml) 12 9
440ml can strong lager, beer or cider 5 2 Single measure of spirits (25ml) 40 1
440ml can super strength lager or cider 9 4 Bottle of spirits (750ml) 40 30

1 litre bottle ordinary strength cider 5 5 275ml bottle alcopops 5 1.5

1 litre bottle strong cider 9 9

Thank you for your contribution to the TOP
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Harm of Psychotrophic
Substance

Dr Tse Man Li
Consultant and Deputy Director
Hong Kong Poison Information centre
Hospital Authority

Use of Psychoactive
Substance: The Background

Ethanol Use

» Beer was consumed
since >3500BC

» 1500 BC Egypt

* Harm of being drunk

* Peyotism

* Peyote
Lophophora

+ Ritual by some
Native American
tribes

+ >3000 BC ago

» No evidence of
harm

Context

Religious
* Therapeutic

* Performance
enhancement

* Social

* Recreational

* Drugs = Poisons
» Side-effect is expected




Plants

Chemicals or drugs
~ Rallabilty

~ Easylo uge

~ Cheap

Designer drugs

- Naw exparience

= Beat the Law

~ llagalized typically in 1 yaar aftor popularized
— New chermicals with similar affect created

.
Gotaine Crask cornine.

Midazolam

Cunrifbly

wit
Heroln

FE o FE TR v
Psychotropic Substance
Classification

Harm of Psychotrophic
Substance
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Toxicities of Stimulant Bz




Autonomic Nervous System
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AUTONOMIC NERVES

Sympathetic Systam + Parasympathetic System
“Wake up calls” + “At oase”

“Fire Alarms” + "All clear”

Pupils dilate + Pupiis constrict

Blood pressure + Blood pressure

Pulsa * Pulse '

Activate sweat glands

Daactivate swaat glands

“Gas Pedal"

]

“Brake Pedal®

=

NEUROTRANSMITTERS

+ Chemical secreted at the ends of nerves

- Acetylcholing (Ach)

« Glutamate (Glu} .
« Gamma Amino Butyric Acid (GABA)
+ Dopamine (DA)

+ Serotonin (5 HT)}

+ Norepinephrine (NE)

» Enderphins

s+ ele

Cocaine - blocks dopamine (DA} re-uptake

+ Most addictive
+ Also TNE and 5-HT

« RUSH
+ CRAVE

The cousins

Serctonin JNH'J

O I,\\I {
P
H




MDMA

* blocks (reverse)
serotonin transporter

o T5SHT

« Empathogen
Enactogens

Methamphetamine

* Release NE

+ Excitation
* Energy
* Anxious

Stimulant Toxicity

Bk — Acute Delirium§EHisER

* Paranoid delusion
* Violence

Bhe — Acute deliriumfEfiigEg],

© BEE EEROR
* BA BRIER

Heat Stroke &
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Stroked [&\-Acute Brain Injury
SHESIRE

Leakage- haemorrhage

Acute Cardiac Damage& . igis

Rhébdomyollysis TER s R

EELF- MDMA

U ©DrJohnson-Chong, YCHASE - . . - 1

Meth Face




Meth Bug 7KH

Injuries and Trauma

SleepSRIIE]

s (BEVRF
— Zopiclone
~ Triazolam
- 5(F
— Nimetazapine
+ Often mixed use with
other drugs

Main Harm

* Dependence

» Severe withdrawal symptoms
- Insomia, somatic symptoms
- Anxiety, panic attacks
- Confusion
— Seizure

Zopiclone B/I\F
Methaemoglobinasmia

IESALIEREEAE
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Long Term Use

Tolerance
Withdrawal
Deprassion

Anxiety

All Arounders

Ketamine

233 confirmed ketamine abuse A&E cases

oag Kaing $1ad | 30005 16:5.1 1

MR LO0/asin) ) SRR

ooy Kot el ] 200007081

Drowsiness J&




Nystamus in acute Intoxication

Ketamine associated Upper
Abdominal Pain

« ~30% of CCPSA dlients

+ Onset a few hours after
ketamine use

+ Last x hrs to a few days
+ Liver enzymes raised

+ Resolved in a few weeks
after cessation

‘Ketamine Abuse - Biliary
Obstructinn

wy o3 ¢ o Hatedomsnbie fuctniidbg et
PO e bethees

Ketamine Abuse Associated L.ower

'Y

Urinary Tract Destruction

Chemical cystitis

Use >3 times / week
Dysuria

Frequency
Haematuria

Lower abdominal pain
Renal failure

Kidney& i

Ketamine Induced Urinary
Tract Damage
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CystoscopyfsiL
K abuse 4 years K abuse 7 years
Normal % RKME RKEE

Nose damage

» Blocked nose

aE
» AnosmiaskE
R

* Nose
Bleeding#it &
i}

» Sinusitis £&45
+ Septal
perforation

Urinary Bladder Re-construction

ERSE R T

Drug Driving

* 10% tested +ve

PSS LSS

ey harg Maal | 2000:16 24651

The Overlooked All-arounders

Inhalants
Cough Mixtures




Inhalant Abuse — Cheap high

+ Sniffing

« Huffing

+ Bagging

Solvent Abuse

+ Young adolescents

+ Organic solvents, fuel,
glus, dusfier,
rothball ......

+ Sudden sniffing death
syndrome 56% all deaths

» Suffocalion, Aspiration
15%

+ Injury

+ Chronic damaga to brain,
nerve, Kidney, lung, liver

« Computer cleaning
duster
- Not simple gas

~ Fluoroathanes, Freon
etc

» Cold damage to the
throat, suffocation
from laryngeal spasm

Nitrous Oxide

+ Nitrous Oxide
+ Brain damage
+ injury

Poppers

Alkyl nitrites

+ Since 60s

+ Once a party drug
Facilitate sex
Relax sphinters

* Homosexual at risk

10
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Known harm

Low Blood Pressure
Higher risk with Viagra
» Fatal
Methaemoglobinaemia
« Hemolysis

» GBPD deficiency at risk
(1in 20 male in HK)

Brain damage in long
term?

Cough Mixture
gxB

Cough Mixture

* Cough mixture
~ Proprietary
- Pharmacy store mixed
— Typically 3 ingredients:
+ Codeine
* Sympathomimetic
« Antl-cholinergic
— Mixed effect of the three:
euphoria + stimulatory +
confusional

* A EEF /RF OfF
- Dextromethorphan

- thetic opioid with mixed
effect

e s e a

T w

Toxicities

. A mixture of effects + Insomia 4R

Constipation{ 5

Wt gain kB0

Dental caries

Vit B6 and B12 vdeficiencies:
Numbness,weakness,
unsteadiness (nuropathies +
cerebellar degeneration), anaemia

LA of with
{oplold predominates)

Insomia 408

Bone painfd"{#"

Runny nosei#kzk

Abdominal painfif#%,diarrhoeafit &}
Poor concentration

Psychlatric
Personality damage
Psychiatric symptoms

Emerging DOA

200 4 -

[T SR

11




In Search of
the next
KETAMINE

New Uppers

Piperazines:
BZP / TFMPP

Mtonehiy Drug Tullein
Aarerstar 100}
A s kwg: Lo
Weps for Mouphinl Autbec}
Fareathe Selesca Divisien
Tavrason Lakitutny

ki W

Piperazine Designer Drugs

» 1-aryl-
piperazines vs
serotonin

e # Can be made

more specific

with appropriate

HO\O,- substituents

D Jr Bevr en ek Hlonenit Scicrse Infersatunst 121 (20010 40-32

¥ ). The o 1A}
A i

N
100 11ttty b peision,

Sergtonin JNH'

A Long List

Racraatl enal Orags

4-Bistnn-2 S-dimathoxy- L baneyipipaezine (2C-8-BIP)
1-Benzylpiperazine (BZF)

2 A-Dichlorophenylpiporazing (QCPPY

} A-Bibenzylpiperazing (DBIP)
4-Kelhyl-1-baazylnperazios (MBIP)
A-Chloropheaylmparazine (CPP}

3 4-Methylenodwry-1-benrylpporazine (MDEZP)
4-Migliony phanylpipeazing {(MeOPP)

A Chlarophenylpipacazion {pCRRY
4-Flyaraphenylpigerazing (pFPRY

3 Triluoramethlphenyipiperazing (TFMPP)

HEr ST YA S ST N A

)
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Most Famous

Fig. 2 Molscuiar structure of TEMPP. Fig.3 Molaculur Structure of 8P

Molaculsr formuia C11.H13.73.N2. Motgcuter fomnuds Cu-rhe-Ny

MolCulat weignt 230 23 Dallons (Bnhydrous ). 266 68 (HL)- Molacuar weight 176 26 Cieltons. (base) 249 10 Ustong \2HOI).

CAS number 15532-75-9 (anhydrous) 160.15-69-3 (Gl - CAS numbers 2759-26-6 (oese), 5321.63-1 (2HCI)-

Pharmacodynamics

« TFMPP « BZP
- 5HT1 5HT2 agonist - TDA, 5HT, NE
- LSD like effect -~ d-Amphetamine like
— Often mixed with BZP -~ 10 x potency
outside HK

Collapse, reported seizure—and an unexpected pitl

o af Y Pyt ahtifer ezt an TeaidWienl rrwavorns fotm s Aticn joans
wpeen e W 70

F8

s

& tablats in a nightclub (thought to be
Ecstasy or amphetamines)

.

Collgpsed and seizure x 10 mins

v Agltated, dilated puplis (8mm), HR 166
bpm, BP 160/61 mmHg, afebrile

»

8 other with similar presantations that night

-

Serum and drug ssmple by GCMS: BZP

Death Reported

(Fatal braln edema sfter ingestion of ecstasy and bentylpiperatine). (German)
Balmatii €. M, Rertsch K.

Deutsche Medialnlsche Wochenaclylft, 126(20-29):809-17, 2001 Jof 13.

[Case Reports. Engiish Abstract. Kyrmal Artkcte]

Uiz 11409262

. 1wnmnn.nmmmﬁmﬂmmumnm-ﬂ
Coma Score 61 SHVESTGATIONS: Sarum 3001 am wa fria 125-148)) with.
mmmuﬂ‘mﬁw 0-300)). Wmﬂlﬁﬂlllﬂymlmm within haral limits.

died 57 nours after sdmiston, 13 coms of " ™ rapurted.

Tntake of fusics aher [ mpowonie witr
bout 8 het ” O

0 fuids may 193 th & serious outcome. The only uk factor 15 femate gander. Nassiraowt of serom adim

mmd st palions vith after NDMA CONRTDLION.

Clinical Effects

» Average 3.89 pilis

0 Focconiuge taken
Anxtwry
et Many symptoms
Vot persisted > 24 hrs
T 2 patients with
B severe
trner sympathomimetic

toxicity reversible
multiple organ failure

Covapss

Swesung
Chevtpain
Urtacy eymptoms.

2 seizures with
profound metabolic
acidosis

Clintoal Turtoulugy 300146, w-40%

Bath Salts
“Not for human consumption”

+ Mephedrone
MDPV
Methylone

13




- Methylone (3l4--mathylenadioxy-N-melhyIcathindne)

+ MDMA |ike
+ Less "magical”

+ Not getling very
popular

Mephedrone
R

Sy AL & SiH}

(E A B P RN RN
Supatiane (6R fol ) TR, - kF LR
SRPHERARKEN T ORARR, DL RS
Fax. OeRudTug XRFE, dNENE
A, PEREARRGs I, BN, FRORR
AEEARMARIL WX AXABRIGAY
¥ MNCAKCARENEARN, WA LRI L
m,

R liwad R P Tt ]
o Yheag JEAEN N LR HEYRERE
TR folay I Lt g M L2 1

{apreai
} o, AR,

Mephedroneliih

H
N
[ Araphetaming Metamphetaming |

Cathinone, methcathinone, mephedrone

H 2 i
M.
/Nt(;, | S Ny /@u\( Gty
s S M o
Melhealhinone
o (Ephedrone, Cat, Jeff S hivthyh-meTheathinone
|Mutks) ] [ MMC)

» Other cathinone derivatives:
-- Methedrone {4-methoxymethcathinons)
- Methylone (cathinone analogue of MDMA)

-

Synonyms

KHaMiiMeow (Meow),

plant food, ptant feeder

Bath salt

Miaow (Miaow), meph, m-cat,, plant
growth inhibitor, bubbleluv, bubbles,
drone, MD3, MMCat, Maonshine, Neo
drones, roxy, rush, S.C. spirit, sub coca |,
top cat, white magic

Not For Human Use

14




Route of use Mephedrone pharmacology

v+ Oraf (powder wrappad in + Effects similar to MDMA

cigarette paper and bombed, - 2

capsula f pill form, dilutad in

watar - whizzy waler, Juice o 1

k) ¥ potency
* Nasal « Duration of effects {oral, from Erowid)
- Rectally (uncommon, diluted - Onset 15-45 rm_ns

in water by using a syringe) - Coma up 15-30 mins

- Plateau 15-30 mins

v infection — Comadown  30-90 mins

« After effects 2-4 hrs

R Data from 215 reports for mephedrone,
'XMag Drug survey 2010 (UK) methdrone and methcathinong

41, 7% had tried mephedrone

{cannabis Y3%, ixstasy 1%, Salvia 29.2%, 2CB 18X, Spice 1075, methylone 10.55)

"fachycardia. palpitations
Hypertension
Anxiety, agitation, headache

Excessive sweating (sometimes with a chemical
smofl)

Nausea

Convulsions,

hallucinations, raised CK, chest pain, skin rash and
peripharal vasoconstriction

Nasal irritation and epistaxis may occur after nasal
insufflation

-

www.rnixmmag.net/mephedrone
snini

MDPV (Bath salt / Super coke /
Magic)

MDPV

+ NE and Dopamine
reuptake inhibitor

+ Cocalne Substitute




B Peyote

Peyote Button

Qg o Ay

U’EY']

All Arounders

BB Salvia (Magic Mint)

The "Youtube Drug' 13000
records

{2] Plewure from Wikipediaala Sabia divinorur plant.

é, &
g {.f_L : iﬁu
e Kappa opioli recaplor agonisl

(Sabinerinar_ ]

Salvia

Use
Smoke with'pipe

Quid {chawing)
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Synthetic
Cannibinoid Receptor Agonist:
Spice / K2

Wit B

i

¥ ot

+ Gt
[
et
trph iy
e
tamns
el

et

Grdaa et Qalomie

+ Plant (usually Salvia)
{aced with synthetic
cannabinoid receptor
agonist

-

Acute psychosis

+ Newer ones are
coming K3, K47

PN

A Legal Drug

Caffeinated energy drinks

+ USA -

- fastest growing
beverage markef,

~ 50% market consists
of age < 25 years old

- 30-50% adotescents
and young adults
reported consumion

INGREDIERYS [AEOMEY
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USA httpiffwww.energyliend comfthe-caffeine-database

5150 Semi Sweet Energy Mix
LY

tRavh Rpd iy Fadmdat o gadegy dTel RN A B UM
AR TN RS M, Wa ek AR 1100 Repdad

.'_i,:\t 1w 8730 uEa i B 40 g

SEAG T (o K by S bR 20 R iristiens v
M) Rtk BN po? Sy srnge, e e ps
gt sgs T gk A B ki o, G bRl 335 10 87

Wiet o Sh7 8oy Ee il i DROURSG o e |
i Aea by

Fixx Extreme - Caffeine Content  ALRI Hypershot - Cuffeine

Content
N

iy v owe
bR M AT T
i

;..wmnqwh.u..‘,..p..l
w exirainy

ot S e L R

o s
At T T S e
AR AT e

Bk b B,
i
v 1EMT orhiied Lods R

Energy Mix, Energy Shots

Caffeine +
Alcohol

+ Alcoholic energy -

drinks
* Alcohot 6%-9.9% +
caffelna 80 to 400 mg
«| drowsy fesling but
not functional
impairment

+ T alcohol consumption

Serious toxicities from energy

drinks
+Poison Centre Data from Germany, Ireland
and New Zealand

*Selzures

+Psychotic conditions
*Rhalbdomyolysis
Ml

«Dysrhythmias
+Deaths

httpfiwww beversgedally com/MarketsfEnergydrinks-safety-
questioned-by-German-agéancy

Regulations?

+ Only a few countries have bans / expicit restriction
~Dienmark -~ probiblts energy drinks entirely
-~ France - bans Red Bull until 2608
. Ausiralia ~ bans some energy drinks with caffelna > 320 mg/L
~Canada - raquires warning labats, max dally consumption
~Norway - only sold in pharmacies
—~Sweden - Seles < 15 yr old banned

~Mast ather counlries considaring warning labeis / special labels (avold
confused with alcohalic drinks)

+ Stalas of Kentucky, Louisiana, Malne, Michigan intraduced legislation on
ban byt defeated
+ Germany issued a ban bul tifted by EC

DOA intelligence site
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Erowid.com

Gougle insigrs e Semen

Psychonaut Projects +

Thank You
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Review of Treatment Effectiveness and the

Implication on service commissioning and

development in England ~ A Case Study in
Harrow

Certificate Course on Drug Treatment
and Rehabilitation in Hong Kong

22rd Sept 2011
Rosanna Cowan

Objectives

 Understand the Process of Needs Assessment
in Harrow ,

¢ Understand the client/treatment match via
screening, assessment, brief interventions
and specialist treatment

« Highlight best treatment approaches and
interventions for people with problems of
alcohol misuse and dependence

-

© o 6 o o o

Outlines of the Presentation

About Harrow

Needs Assessment ~ Prevalence and Treatment
Population

Alcohol related harms and their cost

Broaden the base of treatment & intervention
Recent Evidence on Treatment Effectiveness
A&E Project ~ Screening & Brief Interventions

Detoxification & pharmacological enhancements to
Treatment

Family Interventions
Prevention -~ Community Engagement

NTA Treatment Business Plan
5 Major Strands

* Improving outcomes, using the TOP and data
warehouse project

* Better value for money, providing comparative unit
cost data and allocating funding to incentivise
achievement

* Championing abstinence-focused treatment, with
new clinical protocols on substitute prescribing to
prevent unplanned drift into long-term maintenance

+ Commissioning a rebalanced treatment system,
developing patient placement criteria to ensure a
transparent aﬁproach to commissioning community and
residential rehabilitation, and new services for new
problems such as legal highs

* Rehabilitating offenders, working with MoJ and
Offender Health to promote abstinence-focused
treatment in CJ settings

London Borough of Harrow
First Part of Postcode Areas
to Wards

e B e
Crincree, B msagn

About Harrow

Population: 214,800 (2007), forecasting 6% increase by 2016

High proportion for those over 655 and 5-15 vears old

An increase in all ather nge groups. except the age group of 15-24 years old
Ninth mast ethnically diverse local authority

41 ethnic groups, people from 137 countries. 41% BMEG

White British 50%, White Irish & other 9%,

Asian Indian 22%. Asian Pakistani 2%, Asian Bangladeshi 0.5%, Asian other 5%
Black Caribhean 3%, Black African 2 7%. and Black Other 0.5%

Transient papulation for sehool children and over 50% from difierem countries

Inequalities Depnvation in Harrow

Deprived areas: Roxbourne, Stanmore Park, Wealdstane. Rayners Lane (coincide with
Council Estates)

High % ol home-owners, and lower housing stocks comparison to London as a wholy
The "atrisk” group are older people. people fron lower SES and or an Asian
hackground. AR nationals

Arecord of 9,300 refugees and asylumeseekers in 2004, from Semalia, Alghanistan,
Yugoslvia Kosovo, lran. lrag and $n Lanka These vulnerable groups pose challenpeg
1o the sunwtory and voluntary organizations.




A Comparison between Asian and Black Population
(Harrow JSNA 2008)

Social indicators

Asian or Asian British

Black or Black British

Suci-economic Stutus

Those with Iodisn Origin wih

of Londan

gher SES thyn those to othey purts

Black Casibbenn & Black Oibers oy
an upwardly mobile groups

Fanly Structwe

Highest marvied couple buuscholds

Highiest wn looe parent huusebubds

Education/ Employment

High sebiever/ high employmeot
e

Mure likely thas White & some
other ehe groups 1o conline
education & trsming

More unemployed status for yonny
people

Chaldnen 1o Need

Usder-represented

Over-presented wheo comphsed 10
White

Aseas of concem

Involvement in unsafe sex, self
harm. & increasing wse of drugs

Unemployed, children ip needs,
mentw] health

Crimsinal Activity

Under-represented

Over-represented (Yonop Black
wen)

Harrow Bullseye 2009/10

Peinnwcnts B
verrmact

D o ansman
B dor venneia ya

P

S—
teanesnsymur

o iRt B

Chententanis

Problematic Drug Users Comparison

%
I Treotment 64
tn Treatment during fast finoncil year ab 47 [ 124 155
Known 16 the ireatnient bot nos trested last 103 4 0 "o 125
yar
Cliens in contact with DIP but nol with the > 3 » 209 208
Uealment 3ystem Community and
Prison combinsd
Not knows 15 the treatment a0 00 02 B 540
Provalenee Estimote {Glasgow University)
939 kit B89 L [

Link between Drugs and Crime

« Possession — personal use and supply

* Violence and Intimidation

» Acquisitive Crime

» Estimates suggest that drug misusers
commit acquisitive crime

Harrow Criminal Justice Pathway Data 2009-2010

Court
Ballod

Detalned for court 743

1o Coun 1327

Gommunities

Drug Troatment Syatem Map
Roforral Routes ~ Gllsnts In Troatment - Treatment Exits 2009/2010

Returied on
50

R i i i S/ iy S R A
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Harrew: trends in alcohol-specific and alcohol attributable hospital
admissions 2004/5 - 2008/09
soovor | worss | woenr | wrs | oo
et Ules alcohol specibc et F el slcohcl spacifc Maes ot el "5 o N4y 166" s
<o« Males sloohet stintuteble Famales aloohal alrbuasble
e Feisles akcebiat apecltic 6. K ok s ot
1400 0
12000 Jor i s e Mt —— sl e e e ] e
0000 dom n e e -
800.0 SN Femnies wicobl siriltable i) Sewy om”
R . . o . Aleehia! reisted DAR rater v D Nes 1ty
" N I 4 ehange - abeohet prled (OSR) 20 e iy toe, 1
- - " - Sumiber ahr-selsted vanshastons rom et Y o nel
00 = " -, o ., " 9
200405 2005106 2006107 2007108 2008108 % change Jn sle-seleted numben T b 15% doty 16
Alcohol-related ambulance call-outs in Harrow, rate per 1,000 Frequency of 2009/10 (tax year) alcohol related crimes in
Harrow — by offence
<+ oveee - people,2004/5.and 2008/09. - - oooeeare v,
& Rate G405 w Fate GTNG W
Ed
P
IS
e e e e s
£ 0
Caawadwnddwi ki ﬂ&ﬂﬂ i
SEESiERIIIEBERETRLET
LY EEES Y gg § 85y
P AL A I S O B A
PEEE rCiiirrreitii
2 g R £ z £ g & %5 3 Pubilc Order  GBH ABH Common Criminal  Domastls
é z 5 £ 3 Asssut * Darmage Violence
3 4

No of crimes where ‘ajcohol’ or ‘intoxicant’ or ‘drunk’ was tagged to SEI‘VICC GapS/ Unmet NeedS

the offence, and the venue was a licensed premise (1.4.2010 to
1.10.2010)

3

Referrals from DIP to Structured Treatment
Programme

» Group programme (i.e., stimulant)

« Abstinence-focused treatment

« Assertive Qutreach

» Housing/ Education/ Training/ Employment
« Tier 4 funding

Nurrber of Offences
A NwW D OGO




Service Improvement

« Integrated Care Management
+ Community Alcohol Recovery Programme
« Rehabilitation, Recovery and Reintegration

» Volunteer/Education/Training/Employment
Assessment and Pathways

» Single Data Collection System

» Personalized Care and Enablement

» Service Users and Carers Engagement

¢ Prevention and Community Engagement
» Value for Money

The Problem-England

Alcohol Needs Assessment Research Project (2005)

0% x

sdouze hann
it e

B neahgase [ wonh wen [ vonahire ) gae widinds [ Worst Maudlands
and Hinwber
B evien 3 orvion south st 7] sourt it

Drummond 2005

Categories of alcohol misuse

« International Classification of Mental &
Behavioural Disorders (ICD-10)

« Dependence is defined as “a cluster of
physiological, behavioural and cognitive
phenomena in which the use of a substance
or a class of substances takes on a much
higher priority for a given individual than
other behaviours”.

Categories of Alcohol Misuse

Strong desire or sense of compulsion to use

Difficulties in controlling substance use

A physiological withdrawal state

3

Evidence of tolerance

3

Progressive neglect of social activities

Continued substance use in the face of
overtly harmful consequences

Definitions

* Hazardous drinker
— Heavy or binge drinkers with drinking patterns that

pose a considerable risk to their own and others” health.

¢ Harmful drinker

- Clear evidence that alcohol use is responsible for (or
substantially contributes to) physical or psychological
harm, which may lead to disability or have adverse
consequences for interpersonal relationships.

Definitions
* Moderately Dependent Drinking

- Individuals recognize that they have a problem with
drinking, may experience a raised level of tolerance,
symptoms of alcohol withdrawal and impaired control
over drinking.

* Severely Dependent Drinking
~ Chronic alcoholics
— Have serious and longstanding problems, have
experienced withdrawal fits or delirium tremens
- Formed the habit of drinking to counter or avoid
incipient withdrawal symptoms.
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%
#

A Spectrum of Responses to
Alcohol Problems

None Hazardous |Harmful |Moderately |Severely
Drinking |Drinking |dependent |dependent
drinking drinking

Primary Brief Extended Less-intensive Structured
Prevention Intervention Brief treatment Treatment
Intervention
Public Health | Generalist Generalist Generalist Specialist

Programmes | seiting setting Specialist Setting

setting

Broaden the base of treatment

®

Aware of Different Categories

Individual Treatment Goal and Plan

* Including family and friends in treatment
* Service User Choice or self matching

+ Equitable access to treatment

+ Stepped Care

- Allow many episodes/ lapses/ relapse

— Level of interventions/ Intensity of care/
Aspirations

e

Recent Evidence on Treatment
Effectiveness

A. Measurements of Effectiveness
« Pre-treatment Motivation (Change Model)
Therapist Effect — 9 to 40% variance

Shared Ingredients — social behaviour &
support network

« Matching- “weak” with exception for those
with high emotional state (passion)

Post Treatment Events — positive/ negative

Recent Evidence

The Mesa Grande Project (William R Miller et al.)
+ Systematic reviews of outcome research studies

» Measure the relative quantities of research
evidence rather than the degree of effectiveness

¢ Ranks of Treatment Modalities:
1. Brief Intervention
2. Motivational Enhancement
3. Acamprosate

4. Community Reinforcement/ Self-change
Manual

Recent Evidence . . .

B. Project MATCH (Matching Alcoholism
Treatment to Client Heterogeneity, U.S.),
9 sites, Findings:

= Psychiatric Severity (low better in TSF , outset)

= Network Support for drinking (AA setting)

= Client anger (outpatient, matching MET, persist
in days of abstinence, 1 to 3-yr follow-up)

« Alcohol Dependence (low with CBT, high with
TSF)

Recent Evidence. ..

C. UKATT (United Kingdom Alcohol
Treatment Trial, in Leeds, Birmingham &
Cardiff, 5 Tx sites).

= Motivational Enhancement Therapy (MET) -
three 50-minute session over 8 weeks

= Social behaviour & network therapy (SBNT) ~
eight weekly 50-minute sessions

= Cost effectiveness — £1 investment, £5 saving




A&E project: Definition of Alcohol-Related
Attendances

m Under the influence of alcohol (n=1734;
88.8%)

® A "medical” complication related to
excess alcohol (n=427; 21.9%)

® Trauma as a result of alcohol ingestion
(n=651; 33.4%)

® Trauma to a third party as a result of
excess alcohol (n=533; 27.3%)

Alcohol-Related Attendanc_es

A snapshot in Liverpool Hospital
Total number of patients = 1952

« A & E Department, n=1915,98.1%

» Total number of A & E attendances

- n=15,931

« Average daily attendance which was
alcohol-related

Reasons for Detecting Heavy
Drinking
* Failure to detect may lead
—Unnecessary investigations
— Alcohol withdrawal syndrome
~Recurrent harm (end-organ damage)
—Recurrent hospital attendance

Alcohol Specialist Role

* Increase Detection & Screening
» Provide treatment and intervention choice
» Provide alternative pathways for GP referral

« Reduce inappropriate attendance /
admission

 Provide timely discharge
» Optimise medical management

Investigation: The Ideal Test

* High sensitivity

* High specificity

» Discriminate between safe drinking and
hazardous drinking

Should distinguish between non-alcoholic
liver disease and alcohol-related damage

* Non-invasive

» Cost-effective

Screening Questionnaires

+ Paddington Alcohol Test (PAT)

» The Michigan Alcohol Screening Test
(MAST)

« The CAGE Questionnaire (CAGE)

» The Alcohol Use Disorders Identification
Test (AUDIT) :

=
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Screening Questionnaires

The Michigan Alcohol Screening Test
(MAST)

Exists in 3 versions

Original has sensitivity of 98%

Used in a wide variety of settings

More sensitive than routine history taking

Screening Questionnaires

» The CAGE Questionnaire (CAGE)
4 questions
More sensitive than routine taboratory markers
(93% vs 16% for GGT)

- insensitive to milder hazardous drinking

- high false positive rate

[ |

Screening Questionnaires

The Alcohol Use Disorders Identification Test
(AUDIT) :

10 item questionnaire
10 minutes to complete
A score >8 highest sensitivity
Identifies hazardous drinking earlier and with greater
sensitivity than
- MAST/CAGE questionnaires
- Routine history taking

Detoxification & Pharmacological
enhancements

« Medications for detoxification

(Natrexone, 13%, Disulfiram-Antabuse%,
antidepressants 46%, Benzodiazepine 11%)
e Relapse prevention medications
(e.g.,sensitising agents- Antabuse, anti-
craving agents- Naltrexone, acamprosate)
o Nutritional supplements- adequate thiamine

Non-alcohol-focused Specialist

Treatment
Social Skills Training (interpersonal &
intrapersonal skills)
Counselling (person-centre, psycho-dynamic)
Self-esteem and complementary therapies

Self-help manuals (based on CBT is more
effective)

Computer & internet-based self-help
Collective Mutual Aid (AA, 12-step, peer-led
support)

Education/ Training/ Employment

Family Interventions

= Identify the barriers for family support and treatment
= Service to be sensitive to the _socio-cu!tural context

= Reduction in stigma and shame (women & elderly)

Establish more open and trusting relationship

Create a child-friendly environment

Clear guidelines for confidentiality




Stepwise approach to counsel relatives of
problem drinkers in generic services

Listen, reassure, explore concerns
Provide relevant information

e Counsel about coping

» Counsel about social support

¢ Discuss needs for other sources of
specialist.-help

®

Alcohol

Developing social marketing inlerventions on behalf of Lancashire LAA

to reduce levels of risky drinking among those who are underage and
among 16 ~ 24 vear old binae dri%ﬁ.rf in town centres
o

H
i

Education ., Healih

Chilldrens” .
services

B . DATo

. Sexusl
health

Yots -

" Third sector -
Communily groups

s
Lacal councils

i
Parents
and carers
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Introduction

® Reforms to the National Health Service, Criminal
Justice and Benefits System

® A commitment to £81bn of public spending cuts

® Market Approach — competition & choice,
procurement, contracting, accountability, value
for money and payments by result

@ Public Service Ethos — based on needs rather
than finance

e Delay in progress during transition (i.e., 2 years)

® Preservation of standards, governance,
expertise and corporate memories

Map of London Boroughs

[E325 - LONDON BORDUGHS

HERTFORDEHIRE

BURREY

Health inequalitie

Policy Changes: National Health Services

@ Abolishing Primary Care Trustin 2013
® Set up Public Health England
® Set up NHS Commissioning Board

@ |ocally, set up Clinical Commissioning
Group, led by General Practitioners and
Politicians

@ Need to pass Social and Health Care Bill
6120 billion savings on NHS

@ Focusing on Quality, Innovation,
Prevention, Productivity




Policy Changes: Public Health
Strategy '

@ Preventative Care in England

@ Addressing issues of health inequality
® Health Promotion

@ Health Improvement

® Commissioning Support - population
study and evidence

@ Ring-fenced public health budget
@ Relocating to Local Authorities

Policy Changes: New Drug Strategy 2010

@ Focus on preventing drug and alcohol misuse in
communities

@ Put responsibility on individuals

@ A holistic approach: taking account factors of
offending, debts, benefits, employment and
housing

@ Building recovery in communities

@ Director of Public Health to oversee the
commissioning of drug and alcohol treatment

® Stakeholder Engagement and Partnership
Working

Policy Changes: Rehabilitation Revolution

@ Rehabilitate offenders by getting them off
drugs and benefits and into work

@ Integrated Offender Management

@ Awarding prison treatment contract to
independent providers by the method of
Payment by Results

@ Reduce reconvictions and provide broader
collaboration at the community level.

Policy Changes: Benefit Reform

@ Develop a single system and motivate
people to return to work

® Scrapped educational maintenance,
pregnancy and lone parents allowances

® Universal Credit System to assess
people’s capability for work

@ Work Programme to provide advice,
training and support for re-employment

Pros and Cons of the Reform

@ Making a broken
model bigger does
not make it less
broken

@ Dictated by
Performance
Indicators

@ Lack of resources

@ Cost more for
innovative projects

@ Big Society

@ |_ocalism

® Community Building

® Innovation, Quality,
Productivity and
Prevention

Balance of Powe

i



Drug Policy: fundamental concepts

® War on Drugs Vs Health-oriented
approach

® Harm Reduction Vs Recovery/ Abstinence
® Confrol Vs Care
® Needs Vs Market Approach

Commissioning Drug Treatment Services

® In 1997, Tony Blair declared that drug Use
would be a policy priority for his government.

® Government’s First 10 Year Drug Strategy 1998

® In 2001, the National Treatment Agency (NTA)
has been set up to oversee the investment in
drug treatment

® Over the past three years, the annual cost of
drug treatment investment is around £400m in
England. :

® 149 Drug Action Teams in England
® Change of Government in 2010 — NHS Reform

Commissioning Cycle

Models of Care 2004

@ Provides the framework required to achieve equity, parity
and consistency in the commissioning and provision of
substance misuse treatment and care in England.

@ Advocates a systems approach to meeting the multiple
needs of drug and alcohol misusers.

® Reflects professional consensus of 'what works best’ for
drug misusers, resulting from an extensive consultative
process.

® Based upon current evidence, guidance, quality
standards and good practice in drug treatment in
England.

Definition of Treatment

® This term describes a range of interventions that
are intended to remedy an identified drug-
related
problem or condition relating fo a person's
physical, psychological or social (including legal)
well-being.

® Structured drug treatment follows assessment
and is delivered according to a care plan, with
clear

goals, which is regularly reviewed with the client.

It may comprise a number of concurrent or
sequential treatment interventions.

Four-Tier Treatment Services

@ Tier 1: Non-substance misuse specific services interface
with drug & alcohol Treatment

@ Tier 2: Open access drug and alcohol treatment services

e Tier 3: Structured community-based drug treatment
services

® Tier 4a: Residential services for drug and alcohol
misusers

@ Tier 4b: Highly specialist non-substance misuse specific
services




What constitutes Effective Trealment System?

@ Integrated care pathways
@ Clinical Governance and Monitoring Structure

@ Safeguarding Vulnerable Adults, Children and
Families

@ Information Sharing Protocols and Consents

@ Stakeholder Engagement and Effective
Communication

@ Empowering Service Users, Families and Carers
@ Open Transparency and Accountability

Components of Effective Treatment
Service

@ Provide a package of care from access, intensive
interventions to planned discharge

@ Be sensitive to the person and his/her cultural, social and
economic background

® Focus on the aspiration and user-led support
@ Treatment is the beginning and recovery is the end

® Deal with complex issues, such as physical and mental
health, criminal offence, poly substance misuse, social and
emotional aspect, housing, education and work ability.

@ Invest in front-line capacity and staff competency
@ Forward looking, social inclusive, efficient and cost effective

Estimaces of numbser of Hliclt drug users, §6-59 year olds

Evar eatan Lase your Lase month
Claze s
Comaime (Pov/er Sosas, Cracy cotner | 2,838,060 ©13,000 365,060
Eevuany 2,692,000 $17.000 203,000
Hafueinegens (LSO, Magic mushroams) 2,969,000 161,000 43,008
Opintes (Hurow, Methadone) 283,000 56,000 38,000
Crass A/B
T

s 3,777.000 313,000 110,000
Class B
Canrabis 5,912,000 3,152,000 1,250,600

Tans BIC

548,000 45,000 33,009

inks ©

mabonc 3teroids 336,000 £6,000 15600

Cerannne 456,000 159,000 79,000
Nos ctasified
Ayt Mot 3,691,000 351,000 T7%.500
G 739,000 57,000 17,000

Source: ¢ Grug Mizusw Declored: Briush Crime Survey 2009/10

Table 3: Drug Treatment budgels, activiy and outcome dats 2004/05 to 2008/09

Number of Total trestment
Adult adults funding
pooled Local
Total In effective
treatme | Fundin funding trestment? per adult
nt 1]
in effective
Budget treatment
_Q‘é:“' £225m | £226m | £481m 134,000 £3,600
> E300m | £226m | £526m 145,000 £3,600
,9“‘“"“’ £380m | £224m | £604m 164,000 £3,700
ﬁ" £383m | £207m | £590m 183,000 £3,200
Fo0o 1 €373m | £208m | £581m 195,000 £3,000
Source: Tackling problem drug wse - National Audit Office 2010

Principles of New Drug Strategy 2010

® Demand reduction — to create an
environment where young people are
resilient to pressure on drug misuse

® Supply restriction — the estimated £15.4
billion annual cost of drug use on
economic, criminal justice system and
employment

@ Building recovery in community-
fundamental to the drug and alcohol
treatment mode! is to get people fully
recovered from their dependence.

Future Trend of Substance Misuse

@ A high preference of alcohol, cannabis, ecstasy,
" Ketamine, crack cocaine, powder cocaine by the
Young Adults (i.e. 18-25 years).

@ Emerging evidence of poly-substance misuse
and multiple addictions

® Over-representation of Black young drug users
in the criminal justice system

@ Migration and culture-specific drug and alcohol
use

@ Internet purchase of Legal Highs




Recovery in the Community

® Preparing Recovery — Prevention, Education,
Access

@ Developing Recovery — Engagement and
Stabilization, Psychosocial Intervention and
Aftercare and intervention

@ Family, housing, peer support, a network of
recovery champions and community
interventions

® Education/ Training/ Employment — linked with
Job Centre Plus, College, Volunteering,
Apprenticeship Scheme and Employment
Training

Measures of Payment by Results

initial and Final Outcomes applicable to:
® Free of drug(s) dependence

@ Employment Ready

® Offending

® Health & Well Being — initial outcome

( Injection, No Fixed Abode, Hep B Vac.,
Health and Social Functioning)

New Challenges

® Public Health England — linking to sexual
health, smoke cessation, mental health
promotion, immunization, alcohol
prevention

@ Recovery in the Community

@ Quality Innovation Prevention and
Productivity

@ Budget cuts

® Payment by Results/ Value for Money

Health Inequalities

® Alcohol misuse costs UK £18-25 billion a
year including loss of productivity in work
place, violent crime, drink driving,
domestic violence and health and social
problems

® Alcohol Concern (2010) estimated 1.6
million dependent drinkers in England

@ Ratio of drug to alcohol: 1 to 4

® Issues — no dedicated alcohol treatment
funding

Critical Success Factors

To deliver drug and alcohol treatment
service that is better, safer and more

Swiss: the Four-pillar* Drug Policy




Swiss Model: The addiction cube

Key question: who

should do what, how,
when and under what
circumstances?

Useful Website links

@ www.alcoholacademy.net
@ www.alcoholpolicy.net

® www.dh.gov.uk

® www.homeoffice.gov.uk
& www.nta.nhs.uk

® www.hsj.co.uk
@ www.alcoholconcern.co.uk
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Treatment Qutcomes VHS
Profile (TOP) O emmranee Mo

About the TOP
The Treatment Outcomes Profile (TOP) is a néw drug treatment outcome monitoring tool that has been developed by the NTA

in partnership with drug treatment providers in over 70 sites across England. It is applicable for use in all of the structured
treatrment modalities as defined by Models of Care for Treatment of Adult Drug Misusers: Update 2006. For the first time,
service users, clinicians, service managers and commissioners will be able to obtain objective and comparable data about
real improvements in service users' lives that will be able to inform and improve practice on both an individual and strategic

level.

The TOP is a simple set of questions that will improve clinical practice by enhancing assessment and care plan reviews for
clients. The data it provides will improve performance monitoring. Data will be reported into the National Drug Treatment
Monitoring System (NDTMS) from October 2007 and results fed back to providers and commissioners from March 2008.
There will also be monthly exception reports from NDTMS on non-returns and multiple submissions.

The TOP should be completed at the start of each client’s treatment journey to record a baseline of behaviour in the month
leading up to starting a new treatment journey. Follow up scores should be recorded every three months during treatment
(usually at the same time as a care plan review) to capture changes in behaviour. It should also be completed at discharge
s=dand may be used by some services to measure post-discharge outcomes. Note: when services are introducing TOP, existing
clients (as well as new presentations) should also have TOP forms completed with them as part of the care plan review

process.

How to complete the TOP

Start by entering:
* Name and identifiers of your client (date of birth and gender)

¢ Your name

¢ Date of assessment
+ The stage at which the TOP is being completed — modaiity start, care plan review, discharge or post-discharge.

Types of responses:
« Timeline - invite the client to recall the number of days in each of the past four weeks on which they did something - for

example, the number of days they used héroin. You then add these to create a total for the past four weeks in the blue

NDTMS box
+ Yes and no - a simple tick for yes or no, then a “Y” or "N" in the blue NDTMS box

« Rating scale - a 20-point scale from poor to good. Together with the client, mark the scale in an appropriate place and
then write the equivalent score in the blue NDTMS box.

%‘;}a’ou should aim to ask and complete every question. Do not leave any of the blue boxes blank. Enter "NA” if the
client refuses to answer a question or, after prompting, cannot recalil.

(See TOP keyworker guidance for more detailed information: www.nta.nhs.uk/TOP)

Alcohol units converter

i9

Drink %ABY | Units Drink %ABY | Units
;LPint ordinary strength lager, beer or cider 3.5 2 Glass of wine (175ml) 12 i2 |
- Pint strong lager, beer or cider 5 i3 Large glass of wine (250ml) 112 i 3
>440ml can ordinary strength lager 3.5 1.5 ,‘ Bottle of wine (750mi) : 12 !

440ml can strong lager, beer or cider ! 5 , 2 ; Single measure of spirits (25ml) ' 40 ' 1

440m| can super strength lager or cider ‘9 14 ‘ Bottle of spirits (750mi) 140 {30
*1 litre bottle ordinary strength cider ' T5 ' 5 275ml bottle alcopops . .5 ‘1.5

‘9

E litre bottle strong cider

Thank you for your contributio‘n to the TOP




