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Foreword
Alcohol Misuse in Hull and East Riding is a major area of concern for public health and whilst being a source of enjoyment and pleasure for many it is proving to be a burden across local services and affecting the health and social well-being of our local population in significant proportions.
As a member and recent chair (February 07-Aug 07) of the Hull and East Riding Clinical Policy Forum the issue of tackling alcohol misuse became of such increasing importance that I was asked on behalf of the Clinical Policy Forum to ensure that a local strategy is developed that tackles alcohol misuse within the health service and it’s wider partners.
There are four strands to the strategy:

· Health and Treatment

· Families and Social Networks

· Crime and Disorder

· The Workplace

Within the health and treatment strand of the strategy there is a need to better understand the treatment needs of our population and the impact this group has on specialist dedicated alcohol services and the health service as a whole.
This report identifies local need for alcohol services and makes a number of conclusions and recommendations which it is hoped will inform future service developments and commissioning and secure improved health outcomes for the future.
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Dr Wendy Richardson
Director of Public Health - Hull
Introduction and Acknowledgements:

As we complete the second year of delivery of the Hull and East Riding Alcohol Strategy there has been an increase in the amount of intelligence gathering conducted across the four areas of the strategy.

The health and treatment agenda has been further investigated in partnership with service providers, public health and substance misuse commissioners, the results of which are produced in this report.

As chair of the alcohol strategy group I would like acknowledge the ongoing work of the group members and in particular the health and treatment sub-group for production of this report which will provide a future steer for the planning and commissioning of local alcohol services. 
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Summary of Key Themes
Aims:

· To understand local need for specialist alcohol services.
· To understand the utilisation of and the subsequent burden of alcohol on the local acute sector.
· To consider the implications for service planning and commissioning through the further development of alcohol care pathways.
Objectives:

· To present the local estimated prevalence of Alcohol Use Disorders (AUD’s) based on national research findings.

· To identify locally the Prevalence Service Utilisation Ratio or PSUR (i.e. the numbers in need of treatment as a ratio to every one person currently in treatment).
· To identify locally the level of specialist alcohol provision and patient flow through services.

· To identify locally the demand on local acute services for hazardous/harmful and dependent drinkers.

· To make recommendations which will assist in the further development of a local alcohol care pathway as part of the overall PCT pathway development group for substance misuse.

Chapter 1:  Prevalence & Gap Analysis of Alcohol Use Disorders in Hull & East Riding
· The ANARP Study (Drummond, Oyefeso, Phillips, et al, 2005) and Local Alcohol Indicators (Published by NWPHO) data and tools have been utilised to help:

· Estimate the local prevalence of Alcohol Use Disorders (AUD) in Hull & East Riding.
· Survey of the Provision of Alcohol Treatment in Hull & East Riding.
· Compare the gap between local service utilisation and local prevalence.
· This study has used the following definitions to identify different AUDs:

· Hazardous drinking: people drinking above recognised ‘sensible’ levels but not yet experiencing harm.
· Harmful drinking: people drinking above ‘sensible’ levels and experiencing harm.
· Alcohol dependence: people drinking above ‘sensible’ levels and experiencing harm and symptoms of dependence (see Glossary).
· ‘Need’ is defined as, the number of individuals in the general population with alcohol dependence that, if an alcohol intervention was available, could potentially benefit from this.
· There is considerable regional variation in the prevalence rate for AUDs across the country. Local Alcohol Indicators reveal that there are significant differences between Hull & East Riding. 
· Our analysis reveals that overall Hull experiences well over the national average of alcohol problems, and is amongst 15% of local authorities in England receiving the largest impact from alcohol.
· East Riding Local Authority experiences below the national average of alcohol problems, and is amongst 40% of local authorities in England receiving the least impact from alcohol.
· When estimating prevalence rates for Hull & East Riding adjustments need to take account of alcohol indicators. This suggests that across Hull & East Riding there are 85,000 hazardous/harmful drinkers and 15,250 alcohol dependent drinkers in need.
· We identified there are 12 community specialist agencies providing interventions to those in need. Service providers found it hard to report complete data and the lack of reliable data did not allow us to:
· Identify the capacity of treatment services.
· Funding of alcohol treatment provision.
· Determine provision for alcohol use disorders.
· Map treatment provision according to Tiers as defined in the Models of Care document.
· Adjustments to summary data allowed us to estimate that just over n=500 clients accessed specialist interventions with alcohol dependence in the 12 month reporting period. The Prevalence Service Utilisation Ratio (PSUR) estimate for Hull & East Riding is 30 (3.3% of the in need alcohol dependent population accessing alcohol treatment per annum or 1 in 30).
· It is recommended that commissioners and key stakeholders consider these findings and identify local targets and strategies to increase the numbers in treatment and reduce the PSUR towards the national figure of 1:18.
· The service data identifies there is potentially a high attrition rate between referral and access to intervention for those in need. The development of evidence-based care pathways to which express how a patient can access all treatment tiers should be considered.
· There is a lack of reliable service data available and we would recommend an agreed template is produced for service providers which allows commissioners and key stakeholders to:
· Identify the capacity of treatment services.
· Funding of alcohol treatment provision.
· Determine provision for different alcohol use disorders.
· Map treatment provision according to Tiers as defined in the Models of Care document.
Chapter 2: Analysis of Hospital Episode Statistics for Hull & East Riding Residents
· The national prevalence of AUDs is 26% of adult populations and it has been estimated that 40% of males in hospital wards misuse alcohol. National A&E survey data identifies that 41% of attendances at the weekend are alcohol related. Using ICD-10 codes; HES data identifies less than 2% of all hospital admissions for Hull & East Riding residents as being related to an AUD. 

· Whilst the prevalence of AUD’s of those presenting in an acute setting is under-represented the data set has identified approximately 2500 individual cases in a 12 month period, which are resident of Hull and East Riding and are experiencing an AUD. 

· Of those admitted to a NHS facility 82% present to Hull Royal Infirmary (HRI) identifying this hospital as a primary area to address.

· The study methodology identified just fewer than 1000 admissions that were identified as Hazardous/Harmful drinkers and just fewer than 1500 dependent drinkers. Based on using primary diagnosis only as a means of categorising AUDs only third of all cases would be identified and therefore the inclusion of all diagnoses ensured maximum capture of patients with an AUD. 

· Although systematic screening of AUD’s would reveal more cases, the analysis of data in this study is consistent with other previous studies of this kind. 

· It can be concluded from the data set that Hazardous/Harmful drinkers in general attend in an A&E setting for a short duration. In terms of dependent drinkers it is concluded that this group exert a greater burden on acute services than hazardous/harmful drinkers and that they remain in-patients for longer periods and experience numerous episodes over a financial year. Of the total number of dependents admitted 17.4% were admitted for their alcohol dependency and not other medical conditions, this suggests that a large proportion of NHS acute facilities are being primarily utilised for detoxification purposes by this group. It is unknown how many patients could have been effectively and safely offered detoxification in specialist addiction beds as an alternative.
· Our analysis allows us to examine the flow of alcohol-related cases going through the acute setting (see fig. 3):

Fig 3. Flow of patients with an identified AUD through an acute setting.
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· The diagram identifies the entry route and subsequent pathway into the acute care system by hazardous/harmful and dependent drinkers. 87.2% of hazardous/harmful drinkers enter via the A&E department for a short duration and are then discharged:
· It is recommended and in line with emerging evidence from government trailblazer pilots that the application of screening and brief intervention of this population in an A&E setting be considered.
· In the case of dependent drinkers 58% of cases enter via the A&E route and 34.9% via other routes but are admitted directly onto a ward in an emergency situation. 7.1% are elective or planned admissions. As earlier data in the findings show the average length of stay for dependent drinkers is 4.24 occupied bed days which suggests the following recommendations:

· Ward based nurse liaison service with the aim of;

· Increasing the application of screening and brief intervention on General Medical Wards as suggested in the effectiveness review.
· Increasing the effectiveness of treatment and facilitating appropriate pathways of care for alcohol dependent drinkers which will increase the numbers in treatment and should help reduce re-admission rates amongst this group (NB: reduction in readmission rates is an action under the national Alcohol Strategy,2007 – Safe Sensible, Social).
· Specialist treatment provision may need to be reviewed if increasing numbers of patients are identified. Although, many may respond to brief interventions those who do not will require access to all treatment tiers.
· Increased specialist inpatient treatment provision particularly for East Riding residents who have very limited access detoxification programmes.
Chapter 3: Integrated Care Pathways

· It has been identified that the treatment for alcohol problems is cost-effective and although alcohol misuse has a high impact on health and social care systems major savings can be made.
· Material published by the National Treatment Agency for Substance Misuse and the Department of Health provide information on the effectiveness and commissioning of alcohol treatment services, which should be considered in arriving at appropriate care pathways.
· Further guidance to support the development of Integrated Care Pathways for alcohol misuse ‘alcohol treatment pathways’ (ATP) is due to be published in 2007.
· Models of Care for Alcohol Misusers identifies that a local system of alcohol misuse screening and brief intervention, assessment and treatment is commissioned to meet the needs of the local population; ensuring there is access to all tiers of intervention.
· Illustrative models suggest that across Hull & East Riding the cost to both PCT health economies of hazardous/harmful and dependent drinkers may reach £21million pounds per year. However, an investment of £1 million pounds may save £2 million pounds.
· To ensure resources are maximised we need to review current provision to ensure the interventions meet the evidence base for screening, brief interventions and treatment. This should include the provision provided throughout the care system (involving the criminal justice system, mental health services, maternity services, general medical services, care management and social housing).
· Commissioners and stakeholders will need to consider the impact of developing screening and brief interventions on the whole treatment system when developing ATPs.
· Discussion should focus on the development of an integrated alcohol treatment system and the means by which expertise, resources and treatment capacity can be maximised across PCTs.
· PCTs may need to consider the benefits and drawbacks of developing local approaches compared to a wider East Yorkshire approach to treatment planning.
· We would recommend that the health sub-group should consider a programme of work which considers the above points and develops a strategic plan based on the delivery of Integrated Care Pathways.
Chapter 1 - Prevalence & Gap Analysis of Alcohol Use Disorders in Hull & East Riding
1.1 Introduction

In 2004 the Prime Ministers’ Strategy Unit published the Alcohol Harm Reduction Strategy for England which resulted in a number of projects being initiated. These projects included:

· The development of an alcohol service framework document, Models of Care for Alcohol Misusers (NTA, 2006).
· The development of an expert report on treatment effectiveness, Review of the Effectiveness of Treatment for Alcohol Problems (Raistrick, Heather & Godfrey, 2006).
· The commissioning of research into screening and brief interventions in primary care and other settings.
· The Alcohol Needs Assessment Research project; The 2004 national alcohol needs assessment for England (Drummond, Oyefeso, Phillips et al, 2005).
The Alcohol Needs Assessment Research Project (ANARP) was commissioned by the Department of Health, and was jointly conducted by St George’s, University of London, Kable Ltd and MORI Social Research Institute. Its main focus was to measure the gap between the demand for and provision of specialist alcohol treatment services in England.

Following the publication of reports the Department of Health set out guidance to support the delivery of a local programme of improvement for alcohol misuse interventions. This guidance set out a framework of principles for developing local plans and target setting, asking Primary Care Trusts (PCTs) to ensure that they are in line with population needs and address local service gaps. We carried out the following project work:

· Phase 1: Estimate the local prevalence of Alcohol Use Disorders (AUD).
· Phase 2: Survey Of The Provision Of Alcohol Treatment In Hull & East Riding.
· Phase 3: To compare the gap between local service utilisation and local prevalence.
1.2 Methodology

1.2.1 Definitions

For the purpose of this project we used the same definitions as those identified in the ANARP research, which categorised alcohol disorders into three categories according to the World Health Organisation (WHO, 1992):

· Hazardous drinking: people drinking above recognised ‘sensible’ levels but not yet experiencing harm.
· Harmful drinking: people drinking above ‘sensible’ levels and experiencing harm.
· Alcohol dependence: people drinking above ‘sensible’ levels and experiencing harm and symptoms of dependence (see Glossary).
These same categories are utilised in most national and international literature relating to alcohol needs assessment as it has been established that these different categories of drinkers are likely to need different types of service. As with the ANARP project our examination of ‘need’ would defined this as, ‘the number of individuals in the general population with alcohol dependence that, if an alcohol intervention was available, could potentially benefit from this’. As alcohol dependence is the measure of need in this report, data will be presented for hazardous/harmful drinkers and alcohol dependent drinkers using two categories.  

‘Service utilisation’ or ‘access’ is defined as the number of individuals with alcohol dependence that access specialist alcohol treatment in a year. The ‘gap’ between need and service provision is expressed as the Prevalence– Service Use Ratio (PSUR). The PSUR is the number in need of interventions divided by the number of people accessing specialist alcohol interventions. There is no agreed ratio on what this should be although the ANARP study found large regional variations. 

1.2.2 Phase 1: Estimate the local prevalence of Alcohol Use Disorders (AUD)

Estimates for hazardous and harmful drinking and alcohol dependence are derived from the ANARP study which utilised a number of other data sources to determine prevalence. Data from the Psychiatric Morbidity Survey utilised the Alcohol Use Disorders Identification Test (AUDIT) questionnaire (Saunders et al., 1993) using an AUDIT score of 8–15 to identify hazardous and harmful drinkers. Alcohol dependence was defined using an AUDIT cut-off of 16+ to ‘moderately and severely dependent’ drinkers. 

Additionally, ANARP utilised the General Household Survey (GHS: ONS, 2002) for completeness using other definitions of AUDs for comparison, we also have utilised this dataset:

· Hazardous drinking (Drinking between 22 and 50 units per week for men and between 15-35 units per week for women. Data source: GHS 2001).

· Harmful drinking (Drinking more than 50 units per week for men and more than 35 units per week for women. Data source: GHS 2001). 
· Binge drinking (Drinking more than 8 units in one day in the past week for men and 6 units or more for women. Data source: GHS 2001).
The ANARP estimates of prevalence identified large regional variations. As it is unclear what variation may exist in the level of prevalence within regions in arriving at prevalence estimates for both Kingston-upon-Hull and East Riding of Yorkshire further adjustments were required using Local Alcohol Indicators (LAI) published by North West Public Health Observatory (NWPHO). 
AUDIT scores were compared to population figures in the 2001 Census for the unitary authorities of Kingston-upon-Hull and East Riding of Yorkshire.  Data was not available to identify estimates in those aged 65+. 

We intended to:

1. Identify the most appropriate prevalence rates for adults in Hull & East Riding.
2. Determine the potential population rates for the prevalence of hazardous, harmful and dependent AUDs.
3. Utilise these figures in determining the gap between need and service utilisation “access”.
1.2.3 Phase 2: Survey of the Provision of Alcohol Treatment in Hull & East Riding

We aimed to map publicly funded alcohol treatment provision, and to determine utilization of service provision by exploring the nature and number of referrals and the assessments undertaken by each of these services. An adapted ANARP service provider survey questionnaire was circulated to the identified agencies and these were returned for analysis.  

We intended to: 

1. Establish the nature of existing public funded alcohol treatment provision in Hull & East Riding

2. Explore referrals and access to specialist alcohol treatment.

3. Identify the capacity of treatment services 

4. Determine provision for alcohol use disorders as defined above

5. Map treatment provision according to Tiers as defined in the Models of Care document

1.2.4 Phase 3: To compare the gap between local service utilisation and local prevalence 
As with ANARP, we intended to determine access to treatment provision (Service Utilisation) and identify the gaps in provision when compared to need (Prevalence). In doing so we would compare the Prevalence: Service Uptake Ration for Hull & East Riding with both the regional and national ratios. 

1.3 Findings
1.3.1 Phase 1: Estimate the local prevalence of Alcohol Use Disorders (AUD)

The ANARP study found a high level of need across categories of drinkers. 38% of men and 16% of women (age 16–64) have an alcohol use disorder (26% overall), which is equivalent to approximately 8.2 million people in England. Nationally, there are 21% of men and 9% of women who are binge drinkers and considerable overlap between drinking above ‘sensible’ daily benchmarks and ‘sensible’ weekly benchmarks for both men and women. 

The prevalence of alcohol dependence overall was 3.6%, with 6% of men and 2% of women meeting these criteria nationally. This equates to 1.1 million people with alcohol dependence nationally. However, the ANARP study found there is considerable regional variation in the levels of alcohol related need. The prevalence of hazardous/harmful drinking varied across regions from 18% to 29%, whilst alcohol dependence varied between regions ranging from 1.6% to 5.2%. 
It was identified that Yorkshire and Humber region had significantly different levels of need compared to other regions in England. Yorkshire and Humber rates for hazardous/harmful drinking using an AUDIT score of 8-15 revealed a rate of 25.8% compared to that for England which 22.6% (see figure 1). Alcohol dependence was identified using an AUDIT cut-off of 16 or more which identified a rate of 5.2%, the highest in the country along with the North West region. 
Likewise, ANARP identified there were considerable regional variations in AUDs using the General Household Survey definitions with Yorkshire & Humber having 19.5% of adults consuming alcohol hazardously, 7.5% drinking at harmful rates and 23.5% consuming alcohol in a binge pattern (fig 2). 
Fig 1. Percentage of people in England with an alcohol use disorder by region using AUDIT cut-off scores of 8-15 for hazardous/harmful drinking and 16+ for alcohol dependence

[image: image2.emf]0

5

10

15

20

25

30

35

Haz/Harm. Rate Depend.

Percentage of adults

Northwest

Northeast

Yorkshire and  Humber

East Midlands

West Midlands

Southwest

London

Southeast

East of England

England


Fig 2. Percentage of people in England with an alcohol use disorder by region using General Household Survey definitions (See below) [image: image3.emf]0
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· Hazardous drinking (Drinking between 22 and 50 units per week for men and between 15-35 units per week for women)

· Harmful drinking (Drinking more than 50 units per week for men and more than 35 units per week for women)

· Binge drinking (Drinking more than 8 units in one day in the past week for men and 6 units or more for women)

Local Alcohol Indicators
The regional prevalence rates for AUDs identify that Yorkshire and Humber region has higher than national rates for hazardous, harmful, binge and dependent alcohol users and on all measures. Studies have identified that socio-economic status influences drinking patterns of alcohol and although those with lower socio-economic status are less likely to drink compared to other groups they are, on some measures, more likely to get drunk and become dependent on alcohol (Anderson & Baumberg, 2006). 

Given that there are considerable differences in the demographic profile of Hull & East Riding we considered other alcohol indicators before applying prevalence estimates to census data.  The relationship between alcohol indicators and community prevalence of alcohol use disorders is not fully known. Drummond, Phillips, et al (2005) found that alcohol-related A&E attendances are significantly correlated with the regional prevalence of hazardous alcohol use and binge drinking in both men and women, and that alcohol-related attendances are likely to provide a more direct and immediate measure of harm compared to mortality rates and other more distal measures of harm. Unfortunately, alcohol-related A&E attendance rates for each locality are not captured nor published therefore we reviewed local alcohol indicators published by NWPHO. 

We considered the 14 alcohol indicators published by NWPHO for both Hull & East Riding to help arrive at the most appropriate prevalent measures for each unitary authority. Our assumption was that given the differences in demographics the incidence of alcohol problems would be very different for each area. 
Appendix 1 provides the definitions that are applied to each of the 14 indicators. The tables below identify separately the alcohol indicator profile for Hull and East Riding. Column (a) identifies the actual indicator value as calculated in the definitions in the appendices; column (b) ranks the indicator measure out of all 354 Local Authorities in England - 1 = the authority experiencing the smallest impact of alcohol and 354 =  LA receiving the largest impact of alcohol and, column (c) identifies the relative variation from the average for England; presented as a z-score (or standard normal deviate) and calculated as the absolute difference between the local indicator value and the England average, divided by the standard deviation of all values for that indicator.
Table 1. Alcohol related indicators for Kingston upon Hull as published by NWPHO 
	
	Indicator 
	Measure (a)
	National Rank (b)
	Gap from national average (c)

	1
	Alcohol related months of life lost - males 
	11.98
	306
	0.93

	2
	Alcohol related months of life lost - females 
	5.35
	238
	0.14

	3
	Mortality from chronic liver disease - males 
	155.56
	318
	1.11

	4
	Mortality from chronic liver disease - females 
	75.78
	138
	-0.43

	5
	Alcohol related hospital admission - males 
	1,210.93
	337
	1.82

	6
	Alcohol related hospital admission - females 
	591.51
	314
	1.22

	7
	Alcohol specific hospital admission - males 
	528.23
	333
	1.68

	8
	Alcohol specific hospital admission - females 
	183.94
	283
	0.63

	9
	Alcohol related recorded crimes 
	20.83
	351
	2.32

	10
	Alcohol related violent offences 
	14.00
	350
	1.99

	11
	Alcohol related sexual offences 
	0.29
	345
	1.79

	12
	Synthetic estimate of binge drinking 
	24.35
	334
	1.64

	13
	Alcohol specific hospital admission - Under 18 males 
	106.16
	334
	1.87

	14
	Alcohol specific hospital admission - Under 18 females 
	147.89
	342
	1.62


Our analysis of these alcohol indicators reveals that overall Hull experiences well over the national average of alcohol problems, on these measures, and is amongst 15% of local authorities in England receiving the largest impact of alcohol.

Table 2. Alcohol related indicators for East Riding of Yorkshire as published by NWPHO 
	 
	Indicator 
	Measure (a)
	National Rank (b)
	Gap from national average (c)

	1
	Alcohol related months of life lost - males 
	6.40
	40
	-1.20

	2
	Alcohol related months of life lost - females 
	4.70
	167
	-0.29

	3
	Mortality from chronic liver disease - males 
	19.67
	19
	-1.61

	4
	Mortality from chronic liver disease - females 
	86.30
	173
	-0.24

	5
	Alcohol related hospital admission - males 
	683.62
	125
	-0.67

	6
	Alcohol related hospital admission - females 
	425.75
	173
	-0.34

	7
	Alcohol specific hospital admission - males 
	203.07
	112
	-0.78

	8
	Alcohol specific hospital admission - females 
	120.96
	158
	-0.38

	9
	Alcohol related recorded crimes 
	6.44
	105
	-0.90

	10
	Alcohol related violent offences 
	4.68
	102
	-0.79

	11
	Alcohol related sexual offences 
	0.10
	106
	-0.60

	12
	Synthetic estimate of binge drinking 
	18.93
	257
	0.19

	13
	Alcohol specific hospital admission - Under 18 males 
	64.20
	253
	0.50

	14
	Alcohol specific hospital admission - Under 18 females 
	65.97
	213
	0.14


Overall East Riding of Yorkshire Local Authority experience below the national average of alcohol problems, on these measures, and is amongst 40% of local authorities in England receiving the least impact from alcohol.
Caution needs to be applied when interpreting how these data may influence prevalence rates as the correlations of each different alcohol indicator with community prevalence rates are not known. Although, we are aware of the correlation between A&E rates and community prevalence rates A&E admissions are not included in the hospital data. What is clear is there are considerable differences in the types and rates of problems between the two local authorities and therefore applying the regional prevalence rates to both areas would be inaccurate in estimating need. The impact of alcohol problems in Hull suggests that the regional prevalence rates should be applied to Hull census data in helping to arrive at estimates. The alcohol indicators for East Riding present nearer the national profile, and therefore we have applied the national prevalence rates to East Riding in helping to arrive at estimates. 
Table 3. Estimated prevalence of adults in Hull & East Riding with an alcohol use disorder using regional and national AUDIT cut-off scores of 8-15 for hazardous/harmful drinking and 16+ for alcohol dependence  
	Local Authority Area
	Total population
(16-64)
	Estimated Prevalence of Hazardous/
Harmful

%
	Estimated Prevalence of Hazardous/
Harmful

N=


	Estimated Prevalence of Dependent

%
	Estimated Prevalence of Dependent

N=

	Kingston upon Hull
	156,600
	 25.8
	40,403  
	 5.2
	8,143

	East Riding of Yorkshire
	197,262
	 22.6
	44,581
	 3.6
	7,101


Table 4. Estimated prevalence of adults in Hull & East Riding with an alcohol use disorder using regional and national rates from the General Household Survey
	Local Authority Area
	Total population
(16-64)
	Estimated Prevalence of Hazardous %

	Estimated Prevalence of Hazardous

N=
	Estimated Prevalence of
Harmful

%
	Estimated Prevalence of
Harmful

N=
	Estimated Prevalence of Binge

%
	Estimated Prevalence of Binge

N=

	Kingston upon Hull
	156,600
	 19.5%
	30, 537
	7.5% 
	11, 745
	 23.5%
	36, 801 

	East Riding of Yorkshire
	197,262
	18.6%
	36, 691
	 5.3%
	10, 455
	 20.3%
	40, 044


1.3.2 Phase 2: Survey of the Provision of Alcohol Treatment in Hull & East Riding
The previous sections described how the project estimated the extent of the need for services for alcohol use disorders (AUDs).  To identify the Prevalence-Service Utilisation Ratio (PSUR; Oyefeso et al, 1997) the project needed to determine the nature and extent of demand for and access to service provision for AUDs in Hull & East Riding.  

During 2007 the community survey tool used by the ANARP team and available on the NWPHO website was utilised and sent to agencies identified by commissioners and service providers throughout Hull & East Riding. Service providers were requested to obtain data, or estimate activity for their services for the year 2005/06. Only community provision was approached due to there being no locally commissioned alcohol inpatient service provision during the reporting period. 

The survey form was lengthy with respondents being requested to complete the following information: 

· Nature of service provided:

· Sector; Catchment Area; Primary Role of Service; & Summary Activity Data:
· Staff Matrix:

· Breakdown of Referrals:

· Breakdown of Assessments:

· Modalities of treatment and service activity for each treatment element
All the 12 community agencies/services who were approached (see appendix 2) returned data, however only one agency completed the majority of the information required. All agencies completed the data related to Nature of service provided and, Sector; Catchment Area; Primary Role of Service; & Summary Activity Data. This meant that only the summary activity data was available for interpretation. All services reported summary referral data but only 8 out of 12 reported activity data (see Table 5 below).  
Table 5 Summary activity data for community alcohol treatment/interventions across Hull & East Riding 
	 Agency 
	Alcohol Referrals

(as reported)
	Received Intervention 

(as reported)
	Received Intervention

(adjusted)

	1. 
	707
	184
	184

	2. 
	140
	83
	83

	3. 
	61
	45
	45

	4. 
	39
	24
	24

	5. 
	43
	18
	18

	6. 
	32
	14
	14

	7. 
	17
	12
	12

	8. 
	15
	12
	12

	9. 
	237
	n/a
	88

	10. 
	280
	n/a
	104

	11. 
	156
	n/a
	58

	12. 
	164
	n/a
	61

	Totals
	1891
	392
	703


As only 8 out of 12 agencies reported n=392 patients to have accessed treatment in the 12 month reporting period adjustments were made to identify the probable number accessing treatment across all agencies. Mean rates of access across services was used as multiplier (.372), which identified 703 individuals will have accessed treatment during the reporting period. 
Service providers were clearly anxious to provide accurate data, yet the lack of available data appeared to inhibit the completion of forms. The document was lengthy and given the numerous requests for data the survey may have been to onerous. The lack of reliable data did not allow us to:

· Identify the capacity of treatment services.
· Funding of alcohol treatment provision.
· Determine provision for alcohol use disorders.
· Map treatment provision according to Tiers as defined in the Models of Care document.
1.3.3 Phase 3: To compare the gap between local service utilisation and local prevalence
To arrive at the gap analysis for Hull & East Riding the number of patients accessing care and receiving an intervention should be compared with the number in “need”. This was defined as the number of individuals in the general population with alcohol dependence that, if an alcohol intervention was available, could potentially benefit from this. Accurate and complete survey data would have allowed further adjustments to the number reported to have received an intervention. As the definition requires the identification of only those experiencing alcohol dependence as well as adjusting for overestimates due to double counting calculations are required to base on these assumptions. As these multipliers were not available from the local data, a national multiplier (0.713) has been applied from the agency survey, which estimates n=501 individuals will have accessed treatment. This assumes that the same ratios of alcohol dependent patients accessing services are the same locally as agencies across the country.  
The national gap analysis estimated the number of alcohol dependent individuals accessing treatment each year is approximately 63,000, providing a Prevalence Service Utilisation Ratio (PSUR) of 18 (5.6% of the in need alcohol dependent population accessing alcohol treatment per annum or 1 in 18). Yorkshire & Humber provided a PSUR of 46 (2.2% of the in need alcohol dependent population accessing alcohol treatment per annum or 1 in 46). Our PSUR estimate for Hull & East Riding is 30 (3.3% of the in need alcohol dependent population accessing alcohol treatment per annum or 1 in 30).  

1.4 Summary & Recommendations
· The ANARP Study (Drummond, Oyefeso, Phillips, et al, 2005) and Local Alcohol Indicators (Published by NWPHO) data and tools have been utilised to help:

· Estimate the local prevalence of Alcohol Use Disorders (AUD) in Hull & East Riding.
· Survey of the Provision of Alcohol Treatment in Hull & East Riding.
· Compare the gap between local service utilisation and local prevalence.
· This study has used the following definitions to identify different AUDs:

· Hazardous drinking: people drinking above recognised ‘sensible’ levels but not yet experiencing harm.
· Harmful drinking: people drinking above ‘sensible’ levels and experiencing harm.
· Alcohol dependence: people drinking above ‘sensible’ levels and experiencing harm and symptoms of dependence (see Glossary).
· ‘Need’ is defined as, the number of individuals in the general population with alcohol dependence that, if an alcohol intervention was available, could potentially benefit from this.
· There is considerable regional variation in the prevalence rate for AUDs across the country. Local Alcohol Indicators reveal that there are significant differences between Hull & East Riding. 
· Our analysis reveals that overall Hull experiences well over the national average of alcohol problems, and is amongst 15% of local authorities in England receiving the largest impact from alcohol.
· East Riding Local Authority experiences below the national average of alcohol problems, and is amongst 40% of local authorities in England receiving the least impact from alcohol.
· When estimating prevalence rates for Hull & East Riding adjustments need to take account of alcohol indicators. This suggests that across Hull & East Riding there are 85,000 hazardous/harmful drinkers and 15,250 alcohol dependent drinkers in need.
· We identified there are 12 community specialist agencies providing interventions to those in need. Service providers found it hard to report complete data and the lack of reliable data did not allow us to:
· Identify the capacity of treatment services.
· Funding of alcohol treatment provision.
· Determine provision for alcohol use disorders.
· Map treatment provision according to Tiers as defined in the Models of Care document.
· Adjustments to summary data allowed us to estimate that just over n=500 clients accessed specialist interventions with alcohol dependence in the 12 month reporting period. The Prevalence Service Utilisation Ratio (PSUR) estimate for Hull & East Riding is 30 (3.3% of the in need alcohol dependent population accessing alcohol treatment per annum or 1 in 30).
· It is recommended that commissioners and key stakeholders consider these findings and identify local targets and strategies to increase the numbers in treatment and reduce the PSUR towards the national figure of 1:18.
· The service data identifies there is potentially a high attrition rate between referral and access to intervention for those in need. The development of evidence-based care pathways which express how a patient can access all treatment tiers should be considered.
· There is a lack of reliable service data available and we would recommend an agreed template is produced for service providers which allows commissioners and key stakeholders to:
· Identify the capacity of treatment services.
· Funding of alcohol treatment provision.
· Determine provision for different alcohol use disorders.
· Map treatment provision according to Tiers as defined in the Models of Care document.
Chapter 2 – Analysis of Hospital Episode Statistics for Hull & East Riding Residents
2.1 Introduction

The impact of alcohol on acute hospital wards and A&E departments is well documented. As part of the alcohol strategy, acute hospital data was examined to identify the ‘burden’ of alcohol use disorders on the acute health care system. It has been established that excessive alcohol consumption is causally related to 60 other medical conditions and therefore the need for medical treatment attributed to alcohol is well evidenced (Rehm, 2004). The World Health Organisation has published rates of attrition, for example, Mouth and Oropharynx cancer has an alcohol attributable fraction of 19%, meaning that 1:5 cases of this cancer are causally related to excessive alcohol consumption. Those medical problems directly attributed to alcohol such as; alcoholic liver disease and alcoholic hepatitis has an alcohol attributed fraction of 100% meaning that the condition is wholly caused by excessive alcohol consumption.
2.2 Methodology

Information was requested from the Hull and East Riding Informatics Service which included a data set that presented the number of all alcohol-related in-patient admissions of Hull and East Riding residents to any acute service provider during the year 2005/06.
Alcohol-related admissions were defined as any diagnosis that included alcohol based on the International Classification of Diseases Version 10 (or ICD-10) codes as defined by the World Health Organisation. The coding of patient diagnosis allows for up to 5 codes to be used, therefore the primary diagnosis of an inpatient admission maybe head injury but the secondary or tertiary diagnosis may be coded to an alcohol-related illness. Including all diagnosis fields that included an alcohol code ensured maximum capturing of alcohol-related admissions and therefore enhanced the robustness of the data.

As outlined earlier in the report the ANARP study identified that 26% of the population nationally have an AUD and we also know hospital wards contain high numbers of hazardous and harmful drinkers. The Royal College of Physicians report (1987) estimated up to 40% of male patients are alcohol misusers, whereas locally the number of admissions relating to alcohol as a percentage of all admissions to acute providers in this study equates to 1.9% of all admissions. The reasons for this high level of underreporting are due to the lack of systematic screening, coding and recording on the HES system. The HES data does however provide an interesting insight into the use of acute services by those identified as having an AUD. It is likely that due to the lack of screening and systematic recording only the most “obvious” or severe cases are identified through this data.  

The data set (see appendix 3) also included patient D.O.B, gender, ward of residence, length of stay, source and method of admission and speciality codes. These data fields allowed us to identify admissions by gender, locality of residence, length of stay etc.  Tables will be presented in the findings section of the report. 
It should be noted that no patients were identifiable from the data set.
Whilst the data set included alcohol-related admissions of Hull and East Riding residents to any acute provider the major gateway for admissions is Hull Royal Infirmary which will be presented in more detail in the findings.

The data was further analysed to identify the number of admissions by alcohol use disorder. To ensure consistency with the definitions outlined in Chapter 1 expert clinical knowledge was utilised to recode all relevant ICD-10 codes so to classify a case as either hazardous/harmful drinking or alcohol dependency (see appendix 4).
2.3 Findings

Table 6: Total alcohol-related admissions by gender
	Gender
	No. of Admissions
	%

	Male
	1740
	73.6

	Female
	623
	26.4

	Total
	2363
	100.0


Table 6 above shows almost three quarters of alcohol-related admissions are related to males.

Table 7: Total alcohol-related admissions by PCT of residence

	PCT
	No. of Admissions
	%

	EAST RIDING PCT
	671
	28.4

	HULL PCT
	1633
	69.1

	OTHER (transient NFA)
	59
	2.5

	Total
	2363
	100.0


Table 7 above shows 69.1% of admissions are residents of Hull TPCT compared to 28.4% in the East Riding.

Table 8: Total alcohol-related admissions by PCT of residence and local provider

	 
	PCT OF RESIDENCE
	Totals

	
	EAST RIDING PCT
	HULL PCT
	OTHER
	

	HULL ROYAL INFIRMARY
	362
	1524
	57
	1943

	CASTLE HILL HOSPITAL
	34
	86
	1
	121

	SCARBOROUGH & NORTH EAST YORKS HOSPITALS
	57
	1
	0
	58

	BRIDLINGTON & DISTRICT HOSPITAL
	4
	0
	0
	4

	SCUNTHORPE GENERAL HOSPITAL
	42
	0
	0
	42

	OTHER
	172
	22
	1
	195

	Total
	671
	1633
	59
	2363


Table 8 shows that 82% of admissions to the acute sector are via Hull Royal Infirmary. Over half (54%) of admissions of patients who are residents of East Riding PCT are admitted to Hull Royal Infirmary and 93% of admissions of patients who are residents of Hull Teaching PCT are admitted to Hull Royal Infirmary.

Of all admissions to Hull Royal Infirmary 19% were residents of East Riding PCT and 78% Hull Teaching PCT.

Table 9: Number of alcohol-related admissions by PCT of residence and

by ICD 10 code

	ICD-10 CONDITIONS (Chapters)

 
	PCT OF RESIDENCE
	Total

	
	EAST RIDING PCT
	HULL PCT
	OTHER
	

	Mental & Behavioural Diseases
	183
	429
	22
	634

	Injury etc
	171
	414
	18
	603

	Diseases of Digestive
	112
	275
	1
	388

	Abnormal Findings
	76
	291
	11
	378

	Diseases of Circulatory System
	30
	49
	0
	79

	Diseases of Respiratory 
	35
	37
	0
	72

	Diseases of Nervous System
	22
	41
	7
	70

	Diseases of Musculo-skeletal 
	6
	22
	0
	28

	Diseases of Skin
	4
	21
	0
	25

	Factors for health
	9
	11
	0
	20

	Endo., Nut. & Meta Diseases
	7
	10
	0
	17

	Diseases of Blood
	5
	8
	0
	13

	Infect & Para. Diseases
	2
	9
	0
	11

	Disease of Gento-Urinary
	3
	7
	0
	10

	Neoplasms
	2
	7
	0
	9

	Diseases of Eye
	1
	1
	0
	2

	Diseases of Ear
	2
	0
	0
	2

	Pregnancy
	0
	1
	0
	1

	External causes
	1
	0
	0
	1

	Total
	671
	1633
	59
	2363


The data above shows that a significant number of alcohol-related admissions are coded to conditions that are directly related to AUD’s. For example diseases of the digestive system will be largely related to chronic and acute liver or pancreatic disease. The greatest number of admissions is directly related to alcohol misuse and alcohol-related injury.
Table 10: Number of alcohol-related admissions based on primary diagnosis by AUD.

	Alcohol Use Disorder in Primary Diagnosis ONLY
 
	PCT OF RESIDENCE
	Total

	
	EAST RIDING PCT
	HULL PCT
	OTHER
	

	HAZARDOUS AUD
	76
	242
	15
	333

	HARMFUL AUD
	19
	30
	0
	49

	DEPENDENCE AUD
	104
	202
	6
	312

	Total
	199
	474
	21
	694


Using expert clinical knowledge the primary diagnosis codes were attributed to types of alcohol use disorders which revealed 694 cases in total as shown in table 10 above.
These admissions have occurred as a direct result of alcohol misuse.
Table 11: Number of alcohol-related admissions based on all diagnoses by AUD.

	Alcohol Use Disorder
 
	PCT OF RESIDENCE
	Total

	
	EAST RIDING PCT
	HULL PCT
	OTHER
	ALL

	HAZARDOUS/HARMFUL
	277
	641
	33
	951

	DEPENDENCE
	391
	991
	26
	1408

	Total
	668
	1632
	59
	2359


Table 11 above shows that a total of 2359 cases were attributable to an AUD when analysed by all diagnoses. 60% of all cases were attributed to patients with an alcohol dependency.
Table 12: Number of alcohol-related admissions by PCT locality and AUD.

	PCT/locality
	Hazardous or harmful    admissions (n=)
	% of Hazardous

or harmful admissions
	Dependence admissions (n=)
	% of Dependence admissions
	AUD total admissions (n=)
	% of AUD total admissions

	Unknown PCT Locality
	33
	 
	26
	 
	59
	 

	 
	 
	 
	 
	 
	 
	 

	ER/Beverley & Holderness
	86
	31.0
	130
	33.2
	216
	32.3

	ER/Bridlington & Driffield 
	64
	23.1
	98
	25.1
	162
	24.3

	ER/Goole Howdenshire and West Wolds
	72
	26.0
	66
	16.9
	138
	20.7

	ER/Haltemprice
	55
	19.9
	97
	24.8
	152
	22.8

	East Riding Totals
	277
	100.0
	391
	100.0
	668
	100.0

	Hull/East
	194
	30.3
	258
	26.0
	452
	27.7

	Hull/North
	142
	22.2
	219
	22.1
	361
	22.1

	Hull/West
	305
	47.6
	514
	51.9
	819
	50.2

	HULL Totals
	641
	100.0
	991
	100.0
	1632
	100.0

	Totals
	951
	
	1408
	
	2359
	


58.5% of East Riding residents were identified as dependent drinkers and 33.2% of these were residents of the Beverley and Holderness locality. 60.74% of Hull residents were identified as dependent drinkers and 51.9% of these were residents of the West locality. These trends were mirrored for Hazardous/harmful drinkers in that the Beverley and Holderness and West localities showed the highest number of cases.
It should be noted that the population for West locality in Hull is larger than other localities within the city.
Table 13: Number of alcohol-related admissions by source

	 ADMIT SOURCE

 
	TOTAL AUDs
	Total

	
	HAZARDOUS/HARMFUL
	DEPENDENCE
	

	Usual place of residence
	Count
	917
	1386
	2303

	 
	% within AUD
	96.4%
	98.4%
	97.6%

	Other*
	Count
	34
	22
	56

	
	% within AUD
	3.6%
	1.6%
	2.4%

	 Total
	Count
	951
	1408
	2359

	
	% within AUD
	100.0%
	100.0%
	100.0%


Table 13 shows the number of admissions and from where patients were admitted. 97.6% of all admissions where from the usual place of residence. 2.4% of admissions where admitted from other wards within the hospitals, local authority care and penal establishments.
Table 14: Number of alcohol-related admissions by admission method.

	ADMIT METHOD

 
	TOTAL AUDs
	Total

	
	HAZARDOUS/HARMFUL
	DEPENDENCE
	

	Emergency – via A&E
	Count
	829
	816
	1645

	 
	% within AUD
	87.2%
	58.0%
	69.7%

	Emergency – via GP
	Count
	56
	250
	306

	 
	% within AUD
	5.9%
	17.8%
	13.0%

	Emergency – other
	Count
	44
	241
	285

	 
	% within AUD
	4.6%
	17.1%
	12.1%

	Other* 
(Elective, Bookings, Transfers)
	Count
	22
	101
	123

	
	% within AUD
	2.3%
	7.1%
	5.2%

	Total
	Count
	951
	1408
	2359

	
	% within AUD
	100.0%
	100.0%
	100.0%


The data above shows that in total 69.7% of all admissions present via the A&E department. For hazardous/harmful drinkers this figure is 87.2% and 58.0% for dependent drinkers. For dependent drinkers there are a significant proportion of admissions that are admitted in an emergency situation (34.9%) via the GP or other emergency routes. It should be noted that for dependent drinkers who are admitted via other methods 80 of the 101 admissions are elective (or planned) admissions.
Table 15: Episode duration
	
	Number of admissions
	Minimum
	Maximum
	Mean
	Std. Deviation

	Episode Duration
	2363
	0
	251
	3.31
	9.587

	Valid N (listwise)
	2363
	 
	 
	 
	 


The above table shows that the maximum length of stay for an inpatient admission was 251 occupied bed days with the average length stay being 3.31 occupied bed days.

Table 16: Average length of stay by AUD.

	TOTAL DEPENDENCE
	Mean
	N
	Std. Deviation

	HAZARDOUS/
HARMFUL
	1.88
	951
	5.545

	DEPENDENCE
	4.24
	1408
	11.415

	Total
	3.29
	2359
	9.565


As expected the dependent population stay longer than hazardous/harmful drinkers. Shown in appendix 5 is the number of admissions by the number of occupied bed days: 64% or 1516 admissions stayed less than a day and it is likely that these admissions fall within the hazardous/harmful drinking population.
Table 17: Number of episodes of care and by AUD.

	Number of EPISODES within 2005/06

 
	TOTAL AUDs
	Total

	
	HAZARDOUS/
HARMFUL
	DEPENDENCE
	

	01
	Count
	861
	932
	1793

	 
	% within AUD
	90.5%
	66.2%
	76.0%

	02 - 05
	Count
	90
	465
	555

	 
	% within AUD
	9.5%
	33.0%
	23.5%

	06-09
	Count
	0
	11
	11

	 
	% within AUD
	0%
	0.8%
	0.5%

	Total
	Count
	951
	1408
	2359

	
	% within TOTAL 
	100.0%
	100.0%
	100.0%


Table 17 shows three quarters of admissions were admitted once in a twelve month period and in the dependent population two thirds were admitted once and one third admitted between two and five times within a twelve month period. Just under one percent of dependent drinkers were admitted between six and nine times within a twelve month period. 
Table 18: Number of alcohol-related admissions by Top 10 conditions

	Top Ten Conditions
	TOTAL AUDs
	Total

	
	HAZARDOUS/
HARMFUL
	DEPEND.
	

	Alcohol/drug Dependency
	21
	245
	266

	Alcohol/drug non-dependent use >16yrs
	195
	54
	249

	Sprains, Strains or Minor Open Wounds <70yrs w/o cc
	124
	21
	145

	Poisoning, toxic effects or Overdoses
	30
	73
	103

	Alcohol/drug non-dependent use <17yrs
	87
	0
	87

	Head injury <70yrs w/o cc
	76
	10
	86

	Gastro-intestinal bleed >69yrs Or w cc
	0
	79
	79

	Epilepsy <70yrs w/o cc
	18
	52
	70

	Gastro-intestinal bleed <70yrs w/o cc
	8
	46
	54

	Oesophagus diagnostics
	2
	47
	49

	Total
	561
	627
	1188


Key: w/o cc – without complications; wcc – with complications

Analysis was undertaken to identify the ten most frequently occurring conditions, as the table above shows the hazardous/harmful population present a burden on acute services however the duration of stay is often short and occurs usually once within the twelve month period. The number of admissions (87 cases) relating to young people is quite alarming and suggests the need for intervention. 

As earlier data shows; the hazardous/harmful population exert a burden on acute services the length of stay is relatively short to that of dependent drinkers and usually there is only one episode of care within twelve months for this group, therefore the largest burden on acute services is the dependent drinkers. In light of this the top ten conditions were identified for this group only as shown in table 19 below:

Table 19: Number of admissions by Top 10 conditions – Dependent Drinkers

	Top Ten Conditions
	Frequency
	Percent

	Alcohol/drug Dependency
	245
	17.4

	Gastro-intestinal bleed >69yrs or w cc
	79
	5.6

	Poisoning, toxic effects or overdoses
	73
	5.2

	Alcohol Drug Non- Dependent Use >16yrs
	54
	3.8

	Epilepsy <70yrs w/o cc
	52
	3.7

	Oesophagus diagnostic procedures
	47
	3.3

	Gastro-intestinal bleed >69yrs Or w cc
	46
	3.3

	Admissions for Unexplained Symptoms
	33
	2.3

	Stomach or Duodenum >69yrs or w cc
	32
	2.3

	Chest Pain <70ys w/o cc
	31
	2.2

	Total for 10 Conditions
	692
	49.1

	Remaining 145 Conditions
	716
	50.9

	Total for 155 Conditions
	1408
	100.0


Key: w/o cc – without complications; wcc – with complications
The table shows that approximately 50% of dependent cases fall into the most frequently identified conditions based on the ICD 10 codes. 17.4% or 245 cases were directly related to alcohol dependency.
2.4 Summary and Recommendations

· The national prevalence of AUDs is 26% of the adult population and it has been estimated that 40% of males in hospital wards misuse alcohol. National A&E survey data identifies that 41% of attendances at the weekend are alcohol related. Using ICD-10 codes; HES data identifies less than 2% of all hospital admissions for Hull & East Riding residents as being related to an AUD. 

· Whilst the prevalence of AUD’s of those presenting in an acute setting is under-represented the data set has identified approximately 2500 individual cases in a 12 month period, who are resident of Hull and East Riding and are experiencing an AUD. 
· Of those admitted to a NHS facility 82% present to Hull Royal Infirmary (HRI) identifying this hospital as a primary area to address.

· The study methodology identified just under 1000 admissions who were identified as hazardous/harmful drinkers and just under 1500 dependent drinkers. Based on using primary diagnosis only as a means of categorising AUDs only a third of all cases would be identified and therefore the inclusion of all diagnoses ensured maximum capture of patients with an AUD. 
· Although systematic screening of AUD’s would reveal more cases, the analysis of data in this study is consistent with other previous studies of this kind. 

· It can be concluded from the data set that hazardous/harmful drinkers in general attend in an A&E setting for a short duration. In terms of dependent drinkers it is concluded that this group exert a greater burden on acute services than hazardous/harmful drinkers and that they remain in-patients for longer periods and experience numerous episodes over a financial year. Of the total number of dependents admitted 17.4% were admitted for their alcohol dependency and not other medical conditions, this suggests that a large proportion of NHS acute facilities are being primarily utilised for detoxification purposes by this group. It is unknown how many patients could have been effectively and safely offered detoxification in specialist addiction beds as an alternative.
· Our analysis allows us to examine the flow of alcohol-related cases going through the acute setting (see fig. 3):
Fig 3. Flow of patients with an identified AUD through an acute setting.

· The diagram identifies the entry route and subsequent pathway into the acute care system by hazardous/harmful and dependent drinkers. 87.2% of hazardous/harmful drinkers enter via the A&E department for a short duration and are then discharged:
· It is recommended and in line with emerging evidence from government trailblazer pilots that the application of screening and brief intervention of this population in an A&E setting be considered.
· In the case of dependent drinkers 58% of cases enter via the A&E route and 34.9% via other routes but are admitted directly onto a ward in an emergency situation. 7.1% are elective or planned admissions. As earlier data in the findings show the average length of stay for dependent drinkers is 4.24 occupied bed days which suggests the following recommendations:
· Ward based nurse liaison service with the aim of;

· Increasing the application of screening and brief intervention on General Medical Wards as suggested in the effectiveness review.
· Increasing the effectiveness of treatment and facilitating appropriate pathways of care for alcohol dependent drinkers which will increase the numbers in treatment and should help reduce re-admission rates amongst this group (NB: reduction in readmission rates is an action under the national Alcohol Strategy, 2007).
· Specialist treatment provision may need to be reviewed if increasing numbers of patients are identified. Although, many may respond to brief interventions; those who do not will require access to all treatment tiers. 

· An increase in specialist inpatient treatment provision particularly for East Riding residents who have very limited access to detoxification programmes.
Chapter 3 – Integrated Care Pathways 
3.1 Introduction

It has been identified that the treatment for alcohol problems is cost-effective and although alcohol misuse has a high impact on health and social care systems major savings can be made. In 2007 the government published the updated National Alcohol Strategy (Safe, Sensible, Social) which identified the need for commissioners to develop a treatment system based on treatment effectiveness for hazardous/harmful drinkers and alcohol dependent drinkers. Supporting documents were previously published by the National Treatment Agency for Substance Misuse and the Department of Health which provide information on the effectiveness and commissioning of alcohol treatment services; 
· Models of Care for Alcohol Misusers (MoCAM; DH & NTA, 2006) which provides best practice guidance for local health organisations and their partners in delivering a planned and integrated local treatment system for adult alcohol users.
· Review of the Effectiveness of Treatment for Alcohol Problems (NTA, 2006) which is a key reference tool for commissioners and managers of alcohol treatment services. The review provides a contemporary overview and guide to the published international evidence on the effectiveness and cost-effectiveness of alcohol interventions and treatment.
Further guidance to support MoCAM on the development of Integrated Care Pathways for alcohol misuse ‘alcohol treatment pathways’ (ATP) was due to be published in 2006, however, this in now reportedly due to be published in 2007. 

This chapter aims to identify the key principles and issues to be considered in development of ATP and we aim to:

· summarise the key principles that should be considered in developing ATP.
· identify key interventions which need to available in intervening with those experiencing AUDs.
· offer illustrative models for the investment in screening, intervention and treatment of AUDs.
For more detailed information we advise readers to consult the above literature.
3.2 Methodology

Review of key findings from significant policy and research literature is presented along with a local example of an Alcohol Treatment Pathway being piloted.
3.3 Findings

Models of Care for Alcohol Misusers identifies that a local system of alcohol misuse screening and brief intervention, assessment and treatment is commissioned to meet the needs of the local population. The document highlights that specifically each local PCT should:
· Commission local alcohol treatment systems in accordance with the four tiers of interventions in MoCAM and ensure that local treatment systems provide a range of community-based and inpatient structured alcohol treatment intervention, to meet local needs.
· Develop local systems of screening, triage and comprehensive assessment for alcohol misusers.
· Develop alcohol screening and brief intervention protocols, either by adopting or integrating validated screening tools, standard materials and manuals for brief intervention which exist for Tier 1 and 2 interventions into existing screening, triage or relevant associated intervention documents.
· Provide access to a range of evidence-based alcohol treatment interventions, covering motivational enhancement and a range of other psychosocial therapies and pharmacological treatment, for example medically assisted withdrawal from alcohol–detoxification – will be required as part of the available Tier 3 and 4 interventions.
· Developing local pathways for integrated care (‘alcohol treatment pathways’) should also be required, to describe treatment pathways for types of alcohol treatment and for groups with specific needs, such as people with co-existing mental health problems, people affected by domestic abuse and pregnant alcohol-dependent women.
· Developing with local providers, employers and other strategic partners – a local workforce strategy to ensure local specialist alcohol services, general health professionals and other professionals are appropriately competent.
Key principles to be considered 

This report has consistently applied the definitions for AUDs from the literature. This is important as numerous studies have identified that different AUDs have different response rates to interventions. The effectiveness review identified the importance  of accurately identifying the type of AUD being experienced by an individual and recommends the application of the AUDIT questionnaire as the gold standard screening tool. This tool identifies the AUD in line with the definitions used in this report and can be helpful in targeting treatment responses. As there is a finite level of resource available the treatment system needs to operate effectively and efficiently as possible. The literature clearly identifies that large treatment effects can be achieved from brief interventions and the appropriate application of this model need to be applied. Those with more resistive and/or more complex AUDs often require increasing levels of intervention until a positive treatment effect is found. 
The diagram below (fig 4.) is taken from the effectiveness review report and identifies how the application of interventions can be applied once the nature of the AUD has been identified using the AUDIT tool. The type of AUD is identified above the pyramid with the interventions presented at the base of the pyramid. The dotted lines represent the notion that although any intervention may be “matched” to a particular type of AUD, the treatment effect of that intervention may extend into other types of AUD.
Fig 4. A spectrum of responses to alcohol problems taken from review of the effectiveness of treatment for alcohol problems (NTA, 2006)
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Both the effectiveness review and MoCAM recommends adopting the above model of responses to identified alcohol problems. It is identified that this model should be provided within a conceptual framework known as ‘stepped care’ (Sobell and Sobell, 2000).  The effectiveness review states that ‘the basic principle of stepped care is that alcohol misusers are initially offered the least intrusive and least expensive intervention that is likely to be effective. Only if this first line of treatment fails is a more intensive intervention offered. If that fails, an even more intensive intervention is offered, and so on, along a scale of increasing intensity of treatment until service users show improvement’.
This means that care is pragmatically matched to the patients needs and is likely to be more cost effective. Conceptually this framework can be applied to a treatment system or to an individual service, where there is more than one intervention available. 
As the stepped care conceptual framework relies on the level of intervention increasing in intensity and structure in response to a negative outcome, a distinctly different range of interventions need to be commissioned and available. For example, an alcohol dependent patient may continually obtain limited benefit from community programmes/intervention and therefore should be consider for Tier 4 interventions. Figure 5 represents how this may be applied. 
Fig 5. The stepped care model of treatment taken from review of the effectiveness of treatment for alcohol problems (NTA, 2006)

[image: image5.emf]
The treatments (A, B, C, D) may represent interventions within a service, or services themselves; the important constructs are that treatments/interventions need to be:

· Evidence based

· Delivered by competent staff and services

· Patients should attempt the next level of treatment/intervention if they obtain a negative outcome

Four tier of intervention

Models of Care for Alcohol Misusers suggests that local systems should allow for some flexibility in how interventions are provided, with the crucial factors being the pattern of local need and whether a service provider is competent to provide a particular treatment intervention. The following tables have been taken and adapted form the MoCAM document and suggest what elements should be commissioned to form part of the Alcohol Treatment Pathways.
	Tier 1 interventions: alcohol-related information and advice; screening; simple brief

interventions; and referral

	Interventions Commissioners need to ensure that a range of generic services provide as a minimum the following Tier 1 alcohol interventions:

· alcohol advice and information

· targeted screening and assessment for those drinking in excess of DH guidelines on sensible drinking and for those who may need alcohol treatment

· provision of simple brief interventions for hazardous and harmful drinkers

· referral of those requiring more than simple brief interventions for specialised alcohol treatment

· partnership or ‘shared care’ with specialised alcohol treatment services, e.g. to provide specific alcohol treatment interventions within the context of their generic services


	Tier 2 interventions: open access, non-care-planned, alcohol-specific interventions

	Interventions Tier 2 interventions include open access facilities and outreach targeting alcohol misusers, which provide:

· alcohol-specific information, advice and support

· extended brief interventions and brief treatment to reduce alcohol-related harm

· alcohol-specific assessment and referral of those requiring more structured alcohol treatment

· partnership or ‘shared care’ with staff from Tier 3 and Tier 4 provision, or joint care of individuals attending other services providing Tier 1 interventions

· mutual aid groups, e.g. Alcoholics Anonymous

· triage assessment, which may be provided as part of locally agreed arrangements




	Tier 3 interventions: community-based, structured, care-planned alcohol treatment

	Interventions Tier 3 interventions include:

· comprehensive substance misuse assessment

· care planning and review for all those in structured treatment, often with regular keyworking sessions as standard practice

· community care assessment and case management of alcohol misusers

· a range of evidence-based prescribing interventions, in the context of a package of care, including community-based medically assisted alcohol withdrawal (detoxification) and prescribing interventions to reduce risk of relapse

· a range of structured evidence-based psychosocial therapies and support within a care plan to address alcohol misuse and to address co-existing conditions, such as depression and anxiety, when appropriate

· structured day programmes and care-planned day care (e.g. interventions targeting specific groups)

· liaison services, e.g. for acute medical and psychiatric health services (such as pregnancy, mental health or hepatitis services) and social care services (such as child care and housing services and other generic services as appropriate)


	Tier 4 interventions: alcohol specialist inpatient treatment and residential rehabilitation

	Interventions Tier 4 interventions include:

· comprehensive substance misuse assessment, including complex cases when appropriate

· care planning and review for all inpatient and residential structured treatment

· a range of evidence-based prescribing interventions, in the context of a package of care, including medically assisted alcohol withdrawal (detoxification) in inpatient or residential care and prescribing interventions to reduce risk of relapse

· a range of structured evidence-based psychosocial therapies and support to address alcohol misuse

· provision of information, advice and training and ‘shared care’ to others delivering Tier 1 and Tier 2 and support for Tier 3 services as appropriate


Operationalising an Alcohol Treatment Pathway (ATP)
Hull Teaching PCT together with Humber Mental Health Teaching NHS Trust and Alcohol & Drug Services have been piloting an ATP since the beginning of the year. The model as been developed in line the MoCAM, the effectiveness review and work by Room et al (2005). Essentially, the ATP is applied with ADS providing systematic screening of AUDs utilising the AUDIT. The AUDIT score identifies the appropriate intervention that should be applied. Once a brief intervention has been provided the case is reviewed to observe the outcome, at which point a further brief intervention or referral for assessment of dependence and offer of treatment is facilitated (see fig 6).
Fig 6. Algorithm for identification and management of harmful drinking and alcohol  dependence adapted from (Room et al, 2005)

Definitions: 
Brief Intervention or Simple brief interventions: Provided by a trained and competent practitioner in about five minutes, immediately following a screening/triage  assessment involving AUDIT. Simple advice will utilise How much is too much? Simple Structured Advice (Developed at the University of Sydney as part of a W.H.O. collaborative study):
· Information about the nature and effects of alcohol and its potential for harm.
· Personalised feedback on risk and harm.
· Emphasis on the individual’s personal responsibility for change.
· Attempts to increase the patient’s confidence in being able to reduce their alcohol consumption (‘self-efficacy’).
· Written self-help material for the individual to take away, containing more detailed information on consequences of excessive drinking and tips for cutting down (this can be in a variety of media, including electronic, such as the internet).
· Signposting individuals to having a wider general health check, where indicated.
· Arrangements for follow-up monitoring.

Extended Brief Intervention or Brief Lifestyle Counselling: Provided by a trained and competent practitioner in about 20-30 minutes, following a screening/triage  assessment involving AUDIT. Extended intervention will utilise will utilise How much is too much? Extended Brief Intervention (Developed at the University of Sydney as part of a W.H.O. collaborative study). 
· In addition to the simple brief intervention the patient will be provided with:
· Interventions to help the patient consider the rationale for changing drinking behaviour; facilitating a decisional balance.
· Therapy to help the patient identify and prepare an action plan that may assist them.
· In providing Brief Lifestyle Counselling you should demonstrate empathy and avoid ‘labelling’ participants; the facilitation of the intervention must be delivered in a non-judgemental and warm manner.
Diagnostic Assessment: Provided by a trained and competent and involves:

· Comprehensive assessment.
· Patient and care views relating to treatment.
· Blood investigations.
· Breath Alcohol Meter Reading.
· Questionnaires.
· Physical examination often required.
· Previous treatment and aftercare plans considered in keeping with stepped care model.
Information collated to identify the most appropriate and safest care plan.
Illustrative models for the investment in screening, intervention and treatment of AUDs
As stated in the introduction the updated National Alcohol Strategy (2007) offered illustrative health economic models based on the fact that effective treatment produces savings to the healthcare system. In the models illustrated it suggests the costs, investments and savings that can be incurred at a PCT level for different AUDs, which are presented in the tables below:
Table 20. Health Economy and Hazardous/harmful drinkers in a PCT area:

	Estimated Prevalence
	Cost to PCT Health Economy
	Invest: Screening & Intervention
	Save: Return on investment

	47,000
	£8,500,000
	£186,200
	£307,250


Table 21 Health Economy and Dependent drinkers in a PCT area:

	Estimated Prevalence
	Cost to PCT Health Economy
	Invest: Treatment
	Save: Return on investment

	7,000
	£2,650,000
	£434,636
	£717,100


We utilised these models and applied the multipliers to the prevalence figures identified in Chapter 1, which interestingly almost matched the illustrated model in the strategy document.   
Table 22 Health Economy and Hazardous/harmful drinkers for Hull & East Riding PCTs
	
	Estimated Prevalence
	Cost to PCT Health Economy
	Invest: Screening & Intervention
	Save: Return on investment

	Hull
	40,403
	£7,306,925
	£160,064
	£264,123

	East Riding
	44,581
	£8,062,521
	£176,616
	£291,436

	Total
	84,984
	£15,369,446
	£336,681
	£555,560


Table 23. Health Economy and Dependent drinkers for Hull & East Riding PCTs
	
	Estimated Prevalence
	Cost to PCT Health Economy
	Invest: Treatment
	Save: Return on investment

	Hull
	8,143
	£3,082,707
	£505,605
	£834,192

	East Riding
	7,101
	£2,688,235
	£440,907
	£727,446

	Total
	15,244
	£5,770,942
	£946,513
	£1,561,638


These figures illustrate that across Hull & East Riding the cost to both PCT health economies of hazardous/harmful and dependent drinkers may reach £21million pounds per year. However, an investment of £1 million pounds may potentially save £2 million pounds. 
3.4 Summary & Recommendations

· It has been identified that the treatment for alcohol problems is cost-effective and although alcohol misuse has a high impact on health and social care systems major savings can be made.
· Material published by the National Treatment Agency for Substance Misuse and the Department of Health provide information on the effectiveness and commissioning of alcohol treatment services, which should be considered in arriving at appropriate care pathways.
· Further guidance to support the development of Integrated Care Pathways for alcohol misuse ‘alcohol treatment pathways’ (ATP) is due to be published in 2007.
· Models of Care for Alcohol Misusers identifies that a local system of alcohol misuse screening and brief intervention, assessment and treatment is commissioned to meet the needs of the local population; ensuring there is access to all tiers of intervention. 
· Illustrative models suggest that across Hull & East Riding the cost to both PCT health economies of hazardous/harmful and dependent drinkers may reach £21million pounds per year. However, an investment of £1 million pounds may potential save £2 million pounds.
· To ensure resources are maximised we need to review current provision to ensure the interventions meet the evidence base for screening, brief interventions and treatment. This should include the provision provided throughout the care system (involving the criminal justice system, mental health services, maternity services, general medical services, care management and social housing).
· Commissioners and stakeholders will need to consider the impact of developing screening and brief interventions on the whole treatment system when developing ATPs.
· Discussion should focus on the development of an integrated alcohol treatment system and the means by which expertise, resources and treatment capacity can be maximised across PCTs.
· PCTs may need to consider the benefits and drawbacks of developing local approaches compared to a wider East Yorkshire approach to treatment planning.
· We would recommend that the health sub-group should consider a programme of work which considers the above points and develops a strategic plan based on the delivery of Integrated Care Pathways.
Glossary
ANARP
Alcohol Needs Assessment Research Project: The 2004 national alcohol needs assessment for England
AUD
Alcohol Use Disorder(s): Broad term which includes; Hazardous, Harmful, Dependent and Binge Drinking
AUDIT
Alcohol Use Disorders Identification Test 

Clinical
Committee of local made up of senior NHS staff from across Hull and

Policy 
East Riding. The membership considers strategic clinical 
Forum
developments and partnership responses to health topics
Episodic
A drinking occasion that includes consumption of at least 60g of 

Heavy 
alcohol (World Health Organization 2004)
drinking
GHS
General Household Survey

HES
Hospital Episode Statistics

ICD-10
International Classification of Diseases – Version 10: Manual published by the World Health Organisation (WHO) which outlines diagnostic characteristics
Intoxication
A condition that follows the use of alcohol resulting in disturbances in level of consciousness, cognition, perception, affect or behaviour, or other psycho-physiological functions and responses (World Health Organization 1992)

NWPHO
North West Public Health Observatory

ONS
Office of National Statistics

PSUR
Prevalence Service Utilisation Ratio: The ratio of those in need accessing treatment 

PCT

Primary Care (NHS) Trust
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APPENDICES
Appendix 1 – Definitions of indicators for alcohol as published by the North West Public health Observatory
1
Alcohol related months of life lost - males 

2
Alcohol related months of life lost – females
Months of life lost from alcohol related conditions 2002-2004, persons aged under 75. Based on expectation of life tables (Government Actuary’s Department) and death statistics (Office for National Statistics).
3
Mortality from chronic liver disease - males 

4
Mortality from chronic liver disease - females 

Mortality from chronic liver disease including cirrhosis (ICD10 K70, K73-K74). Indirectly age-standardised ratios (SMR), 2004, all ages. Measured against an England average of 100 in 2004. (Compendium of Clinical Indicators, NCHOD)

5
Alcohol related hospital admission - males 

6
Alcohol related hospital admission - females 

Admission to hospital due to alcohol related conditions, age-specific rate per 100,000 population, 2004-05, all ages (NWPHO, Hospital Episode Statistics Safehaven; does not include attendance at A&E).
7
Alcohol specific hospital admission - males 

8
Alcohol specific hospital admission - females 

Admission to hospital due to alcohol specific conditions, age-specific rate per 100,000 population, 2004-05, all ages (NWPHO, Hospital Episode Statistics Safehaven; does not include attendance at A&E).
9
Alcohol related recorded crimes 

10
Alcohol related violent offences 

11
Alcohol related sexual offences 

Crimes attributable to alcohol calculated from recorded crime statistics (Home Office). Alcohol-attributable fractions for each crime were developed from survey data on arrestees who tested positive for alcohol (Government Strategy Unit).
12
Synthetic estimate of binge drinking 

Binge drinking synthetic estimates defined as adults who consume double the daily recommended maximum levels or more in a single drinking session (that is, 8 or more units of alcohol for men and 6 or more units for women). Estimates originally produced for the Department of Health (2005).
13
Alcohol specific hospital admission - Under 18 males 

14
Alcohol specific hospital admission - Under 18 females

Admission to hospital due to alcohol specific conditions, for persons aged under 18, crude rate per 100,000 under 18 population, 2002-05. In some areas the number of admissions would normally require suppression. To avoid this, where the number of admissions was less than 5 the rate was calculated assuming 5 admissions. (NWPHO, Hospital Episode Statistics Safehaven; does not include attendance at A&E).

Appendix 2 – List of alcohol agencies who provided survey data.
	         

	Alcohol & Drug Services – Tier 2 & 3 service                     

	Alcohol Assisted Withdrawal Programme, Humber Mental Health Teaching NHS Trust               

	Alcohol Withdrawal Therapeutic Programme, Humber Mental Health Teaching NHS Trust

	Community Drug & Alcohol Team – East, East Riding Partnership               

	Community Drug & Alcohol Team – West, East Riding Partnership               

	Addiction Services(Shared Care), Hull Primary Care Teaching Trust 

	Addiction Team, Hull Primary Care Teaching Trust        

	Shared Care - East, East Riding Partnership                     

	Shared Care - West, East Riding Partnership                   

	Tier 2 – East, East Riding Partnership                       

	Tier 2 – West, East Riding Partnership                     


Appendix 3 – Sample from acute raw data set
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Appendix 4 – ICD10 Codes coded to alcohol use disorders
	ICD-10 Code
	Predicted AUD
	ICD-10 Diagnosis

	F10.0
	Hazardous
	Acute intoxication 

	F10.1
	Harmful
	Harmful use 

	F10.2
	Dependence
	Dependence syndrome 

	F10.3
	Dependence
	Withdrawal state 

	F10.4
	Dependence
	Withdrawal state with delirium 

	F10.5
	Dependence
	Psychotic disorder 

	F10.6
	Dependence
	Amnesic syndrome 

	F10.7
	Dependence
	Residual and late-onset psychotic disorder

	F10.8
	Harmful
	Other mental and behavioural disorders 

	F10.9
	Harmful
	Unspecified mental and behavioural disorder 

	G31.2 
	Dependence
	Degeneration of nervous system due to alcohol 

	G40.5 
	Dependence
	Special epileptic syndromes (Alcohol)

	G62.1 
	Dependence
	Alcoholic polyneuropathy 

	G72.1 
	Dependence
	Alcoholic myopathy

	I42.6 
	Dependence
	Alcoholic cardiomyopathy

	K29.2 
	Harmful
	Alcoholic gastritis

	K70 
	Dependence
	Alcoholic liver disease 

	K70.0 
	Harmful
	Alcoholic fatty liver 

	K70.1 
	Harmful
	Alcoholic hepatitis 

	K70.2 
	Dependence
	Alcoholic fibrosis and sclerosis of liver 

	K70.3 
	Dependence
	Alcoholic cirrhosis of liver 

	K70.4 
	Dependence
	Alcoholic hepatic failure 

	K70.9 
	Dependence
	Alcoholic liver disease, unspecified 

	K85.2 
	Harmful
	Alcohol-induced acute pancreatitis 

	K86.0 
	Dependence
	Alcohol-induced chronic pancreatitis

	O35.4 
	Harmful
	Maternal care for (suspected) damage to fetus from alcohol 

	P04.3 
	Not Used
	Fetus and newborn affected by maternal use of alcohol

	Q86.0 
	Not Used
	Fetal alcohol syndrome (dysmorphic)

	R78.0 
	Not Used
	Finding of alcohol in blood

	Y90
	Not Used
	Evidence of alcohol involvement determined by blood alcohol level

	Y90.0 
	Not Used
	Blood alcohol level of less than 20 mg/100 ml 

	Y90.1 
	Not Used
	Blood alcohol level of 20-39 mg/100 ml 

	Y90.2 
	Not Used
	Blood alcohol level of 40-59 mg/100 ml 

	Y90.3 
	Not Used
	Blood alcohol level of 60-79 mg/100 ml 

	Y90.4 
	Hazardous
	Blood alcohol level of 80-99 mg/100 ml 

	Y90.5 
	Hazardous
	Blood alcohol level of 100-119 mg/100 ml 

	Y90.6 
	Harmful
	Blood alcohol level of 120-199 mg/100 ml 

	Y90.7 
	Harmful
	Blood alcohol level of 200-239 mg/100 ml 

	Y90.8 
	Harmful
	Blood alcohol level of 240 mg/100 ml or more 

	Y90.9 
	Not Used
	Presence of alcohol in blood, level not specified 

	Y91 
	Not Used
	Evidence of alcohol involvement determined by level of intoxication 

	Y91.0 
	Hazardous
	Mild alcohol intoxication 

	Y91.1 
	Harmful
	Moderate alcohol intoxication 

	Y91.2 
	Harmful
	Severe alcohol intoxication 

	Y91.3 
	Harmful
	Very severe alcohol intoxication 

	Y91.9 
	Hazardous
	Alcohol involvement, not otherwise specified 

	Z50.2 
	Dependence
	Alcohol rehabilitation

	Z71.4 
	Harmful
	Alcohol abuse counselling and surveillance


Appendix 5 – Episode Duration 
	Duration in Days
	(n=)
	%

	0
	859
	36.4

	1
	657
	27.8

	2
	199
	8.4

	3
	117
	5.0

	4
	79
	3.3

	5
	77
	3.3

	6
	59
	2.5

	7
	45
	1.9

	8
	33
	1.4

	9
	27
	1.1

	10
	21
	.9

	11
	25
	1.1

	12
	23
	1.0

	13
	19
	.8

	14
	16
	.7

	15
	12
	.5

	16
	7
	.3

	17
	12
	.5

	18
	6
	.3

	19
	2
	.1

	20
	9
	.4

	21
	5
	.2

	22
	2
	.1

	23
	3
	.1

	24
	4
	.2

	25
	6
	.3

	26
	4
	.2

	27
	3
	.1

	28
	2
	.1

	29
	1
	.0

	30
	1
	.0

	31
	4
	.2

	32
	3
	.1

	33
	1
	.0

	36
	2
	.1

	37
	1
	.0

	40
	1
	.0

	41
	1
	.0

	42
	1
	.0

	44
	1
	.0

	46
	1
	.0

	50
	1
	.0

	51
	1
	.0

	55
	1
	.0

	57
	1
	.0

	60
	1
	.0

	61
	1
	.0

	73
	1
	.0

	74
	1
	.0

	78
	1
	.0

	110
	1
	.0

	221
	1
	.0

	251
	1
	.0

	Total
	2363
	100.0
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