
The Models of Care journey
sharing successes and mistakes 

in implementing national drug and 

alcohol frameworks in England

Annette Dale-Perera

Director of Addiction and Offender Care

Issues of Substance Conference

Effective treatment, changing lives



Overview of talk

 Developing and implementing tiered substance misuse 

systems in England

 Tiers to treatment effectiveness: increasing emphasis on 

service users journey and outcomes

 The recession and recovery revolution. Creating cost 

effective systems of treatment and recovery



English Addiction systems

 9 Regions –increasingly autonomous

 149 local area DATs (Drug and alcohol Action Teams). 

Multidisciplinary high level accountable group with 

service users & carers

 DATs accountable and produce annual plans and 

needs assessments

 DAT commissioners –plan and buy local system: NHS 

and voluntary sector compete for contracts

 Some national funding streams and targets: most local

 Free healthcare: pay for prescriptions unless on benefit



Why develop Tiered systems in England

Drugs 2001                Alcohol 2005

 Variable provision in each area post code lottery

 long waits for treatment 

 poor involvement of health especially GPs 

 no clear paths in and out of treatment 

 No `systems’ approach 

 Impact of drug related crime on communities and cost of alcohol misuse 

on health systems 

 Prime Minister led Drug Strategy led to Govt investment and priority

 Govt Ambivalence re alcohol Alcohol Harm Reduction Strategy (AHRS) 

with no central investment, local investment requested 



Two stories of development

Drugs 2001/2

 Health service developing 

National Service Frameworks

 Consortium commissioned to 

develop draft document

 Tiers from mental health

 Component parts based on 

evidence of ówhat worksô

 Consultation: providers, service 

users, commissioners 

 Piloting in 6 areas

 Consensus process

took time to achieve

Alcohol 2005/6

 Based on drugs tiers model

 Strong request from alcohol field

 Faster development process

 Consultation

 Fast consensus

 Stronger involvement of Mutual 

Aid - particularly AA

 Stronger involvement of A&E and 

liver doctors 
Canadian model better 

as drugs and alcohol



English tiered drug and alcohol system 

Models: the similarities

 The `Idealô local treatment systemin every local area

 4 Tiered model of provision

 Evidence-based treatment and interventions within Tiers 

 Agreed local screening & assessment tools

 Improve care planning and co-ordination

 Defined care pathways

Canadian model 

has better focus 

on communities 

natural networks  



English Tiers

Tier Services

1
Non substance misuse specific 

services eg mainstream health

2
Open access 

substance misuse services

3
Community-based 

substance misuse services

4
Residential & in-patient

substance misuse services

Interventions

Screening, referral, 

Information & `shared care’ 

Harm reduction & NEX, 

brief interventions

pre & post treatment support  

Care planned treatment inc 

psycho-social interventions 

and prescribing

Detoxification, stabilisation & 

residential rehabilitation 



Canadian Model



What enabled implementation drugs & alcohol 

High profile launch events

•Local implementation Action Plans

•Creation of a national ñmovementò

•Agreed Vision with multidisciplinary ownership

•Leadership…. eg National Treatment Agency

•GPs trained and paid to prescribe opioids

•Shared language to talk about addition treatment

•Empowering service users + carers stakeholders

•`Creative tensionôbetween providers, 

users/carers and commissioners to get change

•National monitoring system modified



Alcohol treatment system enablers

 National target and limited funding (eventually) for Brief 

Interventions in GPs and Accident & Emergency departments

 Alcohol client monitoring added to drug monitoring system

 Significant work to demonstrate cost effectiveness of 

alcohol on local health spend and helps achieve local target

 Drug treatment investment funded alcohol services …….

Result

 Tiered system in each area….but capacity of systems vary

 Half of local areas have prioritised alcohol through choice



Drug treatment system enablers
National target to ñDouble noôs in structured drug treatment by 2008ò

Government scrutiny by Cabinet using national client dataset with `real-

time public reporting’

Local Area Annual Treatment Plans and Local Needs Assessments and

óDelivery Assurance’ by NTA (national and regional)    

Help for local system change eg  Process Mapping for redesign, pilots in 6 

areas and sharing learning, host of NTA Guidance

Extra central investment

Baseline £200m mainstream health

Plus extra £200m CJ access/prisons

Year New Spend         £ increase in new 

spend

2000/1 Baseline £200million

2001/02 £142 million -

2002/03 £191 million 37%

2003/04 £236 million 23%

2004/05 £253 million 7%

2005/06 £300 million 18%

2006/07 £385 million 28% 

2007/08 £398 million 4% 



Some major initial success re Drug 

systems 

Some MAJOR successes:

 Waiting times reduced from 9 

wks to 2 wks 

 Noôs in treatment increased: 

85,000 April 09  to 181,390 by 

April 2006

 Good implementation of some

aspects

 Changed language

 Real shared vision

Status of MoC Implementation
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BUTé 2005/6 revision of drugs system

Tiers to Treatment Effectiveness 

But

 Rigid interpretation of Tiers

 Increased capacity `managed’ by high early drop-out

 High focus on local systems loss of focus on the client 

 Not enough focus on client journeys and poor pathway 

implementation

 Not enough focus on Quality and treatment content

 We had not included criminal justice schemes 

adequately 



Models of Care 2006 :  emphasis on treatment 

effectiveness and client journeys

We kept the Tiers but

•Tiers = interventions not services

•New emphasis on client journeys

•Harm reduction a `must doôby all

•Staff competence requirements

•National standards incorporated 

•More on monitoring

•More on integration of community 

and  criminal justice drug treatment



Engage Deliver
Completion or

maintenance

Reintegrate

Reintegrate

The clientôs journey
Focus on client treatment journeys

Engage, Deliver and Complete



Engage Deliver
Completion or

maintenance

Reintegrate

Reintegrate

The clientôs journey: targets

•Maximum 3 wks wait for 

Tier 3& 4  treatment

95% of service 

users have care 

plans

Improve exits

and build 

rehab capacity

Reconfigure 

systems to 

inc training & 

employment •Increase 3mth 

retention  from 52%  

to 75%

•monitor client outcomes

BLUE =  Achieved

AMBER = Partially achieved

RED = Not achieved 



Enablers: guidelines, inspection, monitoring 

and performance management 



AND NOW drug treatment system impact

 Increased noôs in treatmentin 10 yrs from 85,000 to 207,000

 Increased 3 month retention: increased from 52% to 78%

 Treatment `penetration’ heroin and crack users 65% of need

 Low waiting times: 95% of people wait less than 3 weeks

 Our treatment systems cover communities and prisons



Drug treatment system impacté.BUT

 We didnôt get treatment exits right: systems 

`managed’ on unplanned discharge rate of 50%

 Highly performance managed systems huge 

level scrutiny

 Methadone backlash accusations of `parking 

people’ on methadone and not enough 

abstinence



Our data system: NDTMS

HUGE positive influence

 Public accountability 

 `Real-timeô system

 demonstrate key 

indicators met 

 profile those in treatment 

 inform needs assessments 

 New focus on outcomes: 

TOP. We can show real 

impact

BUT: 

 Structured treatment focus 

= downgrade of Tier 2 work 

 Massive investment time 

and money

 Data Burden is tough 

 Commissioners micro-

manage

 Data tied to funding so 

requires checks to keep it 

honest 
But we can show `Treatment 

Worksô



Treatment Outcome Profile TOP findings

Heroin use after 6 mths

37% were abstinent from Heroin

 Overall heroin use reduced 14.5 

days

 Of those who had used only 

heroin 42% were abstinent

 Of heroin + crack users 33% were 

abstinent

Crack use after 6 mths

52% were abstinent from Crack

 Overall crack use reduced 7.7 days

 Of those who had used only crack 

57% were abstinent 

 Of those who had use crack and 

heroin 51% were abstinent

From NDTMS TOP data. National cohort study 14,656 heroin and/or crack misusers 

clients. In community drug treatment :opioid prescribing or psychosocial to May 09

Compared drug use at treatment start and 6 month review or exit if completed

Published The Lancet “Effectiveness of community treatments for heron and crack cocaine addiction in England: a 
prospective, in-treatment cohort study” J Marsden, B Eastwood, C Bradbury, A Dale-Perera, M Farrell, P Hammond, J Knight, K 

Randhawa, C Wright. 2 Oct 2009 



The final chapter: recession and recovery revolution

Two key forces at work effecting systems change

Recession

 Cuts in public spending & rising unemployment

Recovery revolution

 Political push for abstinence (methadone/buprenorphine backlash) 

 Empowering people to take responsibility for themselves

 Get people off state benefit and health support faster 

Challenge now is to implement local Treatment & Recovery

Systems: more focus on helping rebuild lives, training & jobs,

family support & mutual aid



My Addictions Directorate

 9 local drug and alcohol treatment systems, injectable opioid 

clinic, 2 in-patient units, 3 London prisons. 10,000 clients yr 

 Facing cuts of 20-30% within one next year

How can I implement new treatment and recovery 

systems ?

New configuration of multiple Partnership systems and 

services including peer-led services

More cost effective

More user responsibility



Culture and system change (again)

 “Drug and alcohol treatment works”

But…

 Treatment initiates Recovery: 

 Services users, mutual aid, families and 

communities CONSOLIDATE Recovery: we need 

emphasis on both

May be easier for 

Canada because you 

have built in natural 

systems and 

communities



SO What helped us achieve systems change 

•targets 

•sharp accountability

•good real-time data

•best  practice transfer

•transparency

•management against 

trajectory

•capacity to intervene 

where necessary

•incentives to reward 

success

 Political Will and National Strategies

 An evidence-base that Treatment Works and is cost-effective  

 An agreed Vision: the framework  

 Resources and/or Priority Status 

 Leadership 

 Clear local plans`owned’ by multi-disciplinary partnerships  

 Targets really help

 A national monitoring system

 Accountability: performance management or inspection system

 National “Clinical Guidelines” and Standards 
Adapted from M Barber Prime Ministers Delivery Unit 2006 



Conclusions implementing new local systems

Tiered systems are a really good way to start

 We found our TIERS ARE NOT ENOUGH

 We needed more focus on treatment journeys

 We needed more on service user outcomes and quality

 Its tough in recession

 But in England rapid expansion & fast implementation had 

consequences: we had to revise the vision (twice) and faced 

major staff skills and quality issues 

 CANADIAN MODEL already has advantages: integrated 

drugs and alcohol and natural communities focus



It will take time, 

It is worth it, 

You will save lives 

and 

Improve the lives of countless 

others 


