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Executive summary  
Numbers in treatment  

The number of opiate users in treatment in Cornwall remains similar to the national 
average and exceeded our target (of 1100) in 2013/14. The number of  n on - opiate 
users in treatment , however, has reduced since 2012/13 and is now lower than 

the  national average and 87 below our target for 2013/14 (600).  
 

National prevalence estimates for adults indicates we have a trea tment penetration 
of 63% (of an estimated 1882 people) for opiate and crack user s (OCU) ï 61% for 

males and 69% for females . This suggests we are more successful in Cornwall at 
getting people into treatment  compared with the national average , which is 
53%.  

 
When we break the OCU group down further we have penetration rates of 67% for 

opiate users  (of an estimated 1781 people) , and  49% for those who inject  (of an 
estimated 920 people) . We are less successful at engaging injectors  into 
treatment, when compared with national averages (5 4% penetration rate), 

however, Cornwallôs rate has increased by 23% since 2012/13.  
 

Successful comp letions  

¶ Current performance indicates that for every 100 people in treatment 8 opiate 

users, 30 non -opiate users and 34 non -opiate and alcohol users complete 
treatment successfully;  

¶ Successful completions are highest amongst non - opiate and alcohol users ;  
¶ This is a drop in performance since 2012/13 (4% reduction for all drug users), 

and Cornwall is now under performing compared to our  most similar local 

authorities . 
 

The main factors associated with successfully completing treatment were time 
spent in treatm ent and complexity.  There was no difference in successful 
completions in structured treatment for those with protected characteristics 

(sexuality, disability and dual diagnosis). In fact, those clients with a disability had a 
slightly higher successful com pletion rate (53%) than th ose without a disability 

(48%), which is an improvement upon previous years.  
 
A greater proportion of Cornwallôs structured treatment population has been in 

treatment for longer than 6 years  (27% of opiate, and 3% of non -opiate us ers), 
compared with our most similar Local Authorities (25% and 1%, respectively) This 

has increased since 2012/13.   
 
We know that this group are ñmore stickyò and less likely to leave treatment 

successfully  ï they are older, more complex and less healthy and may have 
greater problems with social functioning due to having started using at a young age.  

 
Cornwall also has higher than national average rates of those who have been using 

for 21 years or more ; 35% compared to 26%. This rate has increased by 5% 
since 2012/13. People who have very long drug use and treatment careers are 
most likely to remain in treatment . In 2013/14, 61% of opiate users in Cornwall 

first used the main drug of choice between 15 -24 years of age. A further 8% were 
14 years or younger.  Longitudinal  research has also identified that people that 
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start early intensive use of substances exhibit lower remission rates  than 
those with a late onset of initiation.  

 
Cornwallôs drug population in structured treatment is more complex than it was 
in  2012/13 , however, still slightly under the national average. The main factors 

increasing the complexity of the treatment population are;  
¶ Opiate use  (including heroin, methadone and other opiates)  has increased 

since 2012/13  
¶ Benzodiazepine use  ï Cornwall  has higher levels of benzodiazepine use than 

national; 18%, compared with 11% nationally. Benzodiazepines such as 

Diazepam commonly featured in drug related deaths  and the drug 
combinations coupled with alcohol and other depressants  continues to 

cause som e concern . 
 

Re-presentations  

¶ Since 2013/14, p erformance in re - presentations has improved for non -

opiate users  (up by 5%) and alcohol and non -opiate users (up by 6%), but 
reduced for opiate users (down by 3%);  

¶ These rates means Cornwall is performing within  the top quarter of our 
similar Local Authorities  for non -opiate users and just outside the top quarter 
for alcohol and non -opiate users (3% or 2 people) and opiate users (5% or 4 

people) (note that these numbers are very small);  
¶ There was no difference in  representations for those with protected 

characteristics (sexuality, disability and dual diagnosis) compared to those 
without protected characteristics. In 2012/13, clients with a disability were less 
likely to represent to treatment than the whole treatm ent population.  

 

Measuring treatment outcomes  

In 2013/14, Cornwall achieved better housing and employment outcomes  for 
both opiates and non -opiates, compared with national averages. They were also 

successful at achieving h igh proportion s of abstinence in c rack, cocaine and 
amphetamines.  Cornwall achieved lower outcomes however, in reducing the 

number of people who inject whilst in treatment and in cannabis 
abstinence . 
 

Transitions  

Transition from young peopleôs to adult services has historically been problematic 
locally, resulting in a significant proportion of young adults retained in young 
peopleôs services. This has dropped year on year and is now at a minimal level (two 

young adult currently in an open intervention with young peopleôs services, and 12 
yo ung adults discharged from treatment aged 18 or 19).  

 

Tier 4 services  

The capacity gap between estimated and actual need for detoxification services was 
closed for the first time in in 2012/13. Since then we have seen a further increase 

to 157 places in 20 13/14 and 167 in quarter 3 2014/15. This represents a 
significa nt increase over previous years and will require careful management.  
 

The estimated need for residential rehabilitation interventions is 5% of people in 
treatment. 80 adults went to residential  rehab (Bosence and Chy Colom) between 
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January 2014 and December 2014. This represents 6% of the treatment population. 
This is rise of 1% since 2012/13.  

 

Drug related deaths  

¶ Methadone and heroin related deaths have increased since last year, from 13 in 
201 3, to 16 in 2014 ;  

¶ Deaths from illicit heroin alone have decreased  from 3 in 2013 to 2 during 
2014. However, heroin was one of the drugs in a further 10 deaths . 
Therefore, there were more deaths in 2014 in which heroin was a factor than 

methadone. This was  the same in 2013;  
¶ Nearly all cases, with 2 exceptions, involved a combination of illicit drugs, 

prescribed drugs and/or alcohol;  
¶ 13 cases had been involved with drug and alcohol treatment services  prior 

to death, 3 of these were in treatment for alcohol o nly ;  

¶ Methadone deaths have increased slightly this year to 7,  after a 
considerable reduction in 2013 from 11, in 2012, to 6. These deaths were in 

combination with heroin, and alcohol. Of these deaths 5  involved their own 
prescribed methadone and 2 involved  illicit methadone.  

¶ There have been 8 cases in which alcohol was detected . In 6 of these the 
alcohol levels were high enough to be a part of the cause of the death or 
enhance the toxic effects of other drugs taken.  

¶ Pregabalin has been present in 6 of the  deaths in 2014.  In 5 of these cases it 
is believed that the level of pregabalin made  a significant negative difference to 

the death . Nationally, deaths involving Pregabalin and Gabapentin are on the 
rise   

¶ Mental health problems  were known in two of the cases, both schizop hrenia, 

and were a possibility in a further 5.  
¶ On top of these 16 cases, in 2014, there was one case in which Alpha -  

methyltryptamine   (AMT), a new psychoactive substance (NPS), was the 
cause of death . This is the first time we seen a death from a non - ill icit drug 
alone, and is most likely linked to the increase of NPS use across the country.  

 

Blood Borne Viruses  

Preventing the spread of blood borne viruses is a key health prio rity outcome to be 
delivered through drug treatment. People who inject drugs ar e vulnerable to a wide 

range of viral and bacterial infections. These infections can result in high levels of 
illness and in death. Immunisation against Hepatitis B and testing for Hepatitis C 

form part of the treatment plan for drug users with a history o f injecting behaviour 
People who inject drugs are vulnerable to a wide range of viral and bacterial 
infections . These infections can result in high levels of illness and in death.  

 
¶ Rates of accepting vaccination for hepatitis B and testing for hepatitis C have 

improved significantly over the last three years and are well above the 
national average, but still below the localtarget of 90%.  

¶ 63% of adults new to treatment eligible for a Hepatitis B vaccination have 

accepted one , compared with the national aver age of 43%;  
¶ 86%  of previous or current injectors eligible for a Hepatitis C test have 

received one , compared with the national average of 74%.  
 

 

http://www.ons.gov.uk/ons/about-ons/business-transparency/freedom-of-information/what-can-i-request/published-ad-hoc-data/health/december-2014/gabapentin-and-pregabalin-drug-related-deaths--england-and-wales--1999-2013.xls
http://www.ons.gov.uk/ons/about-ons/business-transparency/freedom-of-information/what-can-i-request/published-ad-hoc-data/health/december-2014/gabapentin-and-pregabalin-drug-related-deaths--england-and-wales--1999-2013.xls
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Needle exchange services  

Addaction provides a specialist safer injecting and harm reduction  service at 6 
stati c sites in Cornwall. 3,641 visits to the needle exchange service were made in 
2014. From these visits, just fewer than  234,500 syringes were issued.  

 
There are now 29 pharmacies  across Cornwall participating in the needle exchange 

scheme. In 2013/14, aroun d 20,000 packs  of syringes were issued from 29 
pharmacies returning information.   
 

The number of packs issued  from pharmacies  is slightly higher than the number 
of packs issued in 2011/12 . The busiest sites are the Day Lewis pharmacies in St 

Austell, Cambo rne and Bodmin , accounting for 50% of the total packs issued 
over the year.  
 

An audit of NICE guidance PH52 about Needle and Syringe programmes was carried 
out as part of this yearôs needs assessment, identifying only 4 steps to improve 

provision  and meet the new guidance :  
 

¶ Pharmacy provision to be extended  to the 9 priority gap areas;  
¶ Review homelessness provision  and need for detached pr ovision to areas 

poorly served ;  

¶ Workforce development. Ensure staff providing level 3 services are 
competent to provide advice about the full range of drugs that people may be 

using. In particular, they should be able to advise on how to reduce the harm 
caused by injecting and how to prevent and manage an overdose. Ensure staff 
are competent to provide advice about the full  range of drugs that people may 

be using, how to reduce the harm caused by injecting and how to  prevent and 
manage an overdose . All needle and syringe provision is staffed by the entire 

workforce now, and not just specialists, and specialist training has b een 
provided, a number of staff felt more on the job training and support is need 
before they are fully competent and confident;  

¶ Offer comprehensive harm - reduction services . This includes: advice on 
safer injecting practices, assessment of injection -site i nfections, advice on 

preventing overdoses and help to stop injecting drugs.  
 

Complex needs  ï the óToxic trioô 

National research shows that substance misuse is often a burden not just on the 

user, but also on other family members, including spouses, parents , siblings and 
children. Brandon et al, (2008 1)  looked into 47 serious case reviews and found that 
families shared many characteristics with domestic abuse, mental health 

difficulties and substance misuse issues being most prevalent among 
parents and care rs . This was reinforced in the findings of the Munro Review of 

Child Protection (2011) and óA Deeper Analysis of the Findings into the Serious Case 
Review of Daniel Pelkaô. 

 

                                       

 
1 Brandon, M. et al. (2008) Analysing c hild deaths and serious injury through abuse and neglect: what 
can we learn? A biennial analysis of serious case reviews 2003 ï2005, DCSF RR023.  
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¶ In 2013/4, 9% (211 people) of the drug and alcohol treatment population in 
2014 ha d been involved with domestic abuse services between 2008 and 2014. 

Just under half of these service users were in structured treatment (91 people).  
¶ Of those service users in structured drug and/or alcohol treatment, 32% (29 

people) also had mental health issues  (3% of the total structured drug and 

alcohol treatment population);  
 

There was no difference in successful completions  from drug and alcohol 
treatment between those with the toxic trio, compared with the total structured 
treatment population.  

 
Ther e were a large proportion of families identified in the To gether for Families 

programme who had been identified with drug and alcohol and/or domestic abuse 
issues but were not known to specialist services.  

 

Dual Diagnosis  

Of those with a mental health cond ition in Cornwall, it was estimated that 14% 
(6752 people) also have drug dependency , this equates to just over 1.5% of 

Cornwallôs total adult population. Drug dependency is most evident in those with 
externalising conditions  such as problem gambling and a nti - social personality 
disorder, and those with highly comorbid disorders  (two other mental health 

conditions), such as depressive disorder, panic disorder, borderline personality 
disorder, generalised anxiety disorder, psychosis and anti - social personalit y 

disorder.  
 

In Cornwall in 2013/14, 22% of service users in structured drug treatment 

had a dual diagnosis . This equates to 357 people. This is much lower than the 
estimated number of people in the population with mental health conditions and 
drug depende ncy. Although it is unclear from the analysis what the nature of the 

drug dependency among the population is, the large difference (6,395 people) 
suggests that there may be an  unmet drug treatment need among those with 

mental health conditions.  This requir ed furthe r investigation.  
 

Drug use and reoffending  

¶ The level of referrals into treatment via criminal justice routes 2 had been 

relatively stable for the last three years  at 21 -22%  but rose to 26% this year ; 

¶ Local levels remain lower than regional and nati onal averages  but the gap has 

narrowed considerably over the last five years;  
¶ 35% of offenders were assessed as having a criminogenic drug need  ï 

that means drug use that either presents a risk of serious harm to the offender 
or others and / or drug use th at is linked to offending behaviour;  

¶ More than half of offenders  with a n assessed  criminogenic drug need 

were not in contact with community treatment services  up to and 
including December 2014;  

¶ Engagement rates were significantly lower for non - opiate users  
(structured treatment, 21%) than for opiate/crack users (78%). Including non -
structured interventions raise engagement rates to 44% for non -opiate users 

and 84% for opiate/crack users;  

                                       
 
2 Criminal justice routes include the Drugs Intervention Programme (DIP), CARAT / prisons and 

Probation  
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¶ Offenders not engaged are mostly occasional users of cocaine and 
canna bis .  

 
Offenders with a criminogenic drug problem are considered to be significantly 
more likely to reoffend  ï 57% were assessed as medium/high risk or higher 

compared with 25% for offenders without a drug problem. This indicates a highly 
complex picture o f needs  with the majority (78%) of offenders assessed as 

having criminogenic drugs needs  requiring support in at least 5 other areas 
(compared with 28% for non -drug users). After drug -specific risk factors, financial 
problems present the most increased ri sk  compared with the offender 

population as a whole ï two thirds compared with only 23% for offenders without 
an identified drugs need ï and they are more likely to be unemployed. Prevalence of 

mental health problems , homelessness  and domestic abuse 3  are a lso slightly 
higher for this group;  

 

Commissioning  

For the first time since we started drugs and alcohol needs assessments in 2006, 
national JSNA guidance was issued about including a review of commissioning 

arrangements  in our local needs assessments. i Subsequently, the Advisory Council 
on the Misuse of Drugs has launched its own investigation of commissioning 
arrangements and functionality, having identified risks in the new arrangements.  

 
A structured survey was sent out to DAAT Board members, of whom, 14 (all but 

one) responded.  The findings have been collated below:  
 
Gaps and Priorities  

1.  Commissioning arrangements  

The DAAT needs assessments and commissioning strategy are not reflected in a 
joint health and wellbeing strategy, CCG Strategy or Operating P lan.  

 
2. Commissioning hospital - based alcohol and drug services  
Commissioners have not been able to analyse the local levels of alcohol and drug -

related admissions to hospital in order to target interventions since the DAAT moved 
from the NHS to Local Auth ority, but work is proceeding to develop alcohol teams 

and processes.  
 

3.  Young people, children and families  
Effective referral pathways and joint working arrangements between alcohol / drug 
services and  children/  family services and with local Troubled Fa milies provision 

where alcohol or drug misuse is a factor  are required and the local joint protocol is 
due for review.   

 
Referral rates and early identification require more work though agreed defined 
pathway and workforce development.    

 
4. Women  

The loca l needs assessment does not take specific account of the needs of women  
and young girls vulnerable to exploitation through a lcohol and drug misuse (for 

                                       
 
3 Menta l health problems +9%, No Fixed Abode (NFA) +8% and evidence of domestic abuse +6% 

(+5% as a perpetrator, +3% as a victim, +2% both victim and perpetrator).  
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example, those subject to domestic violence or sexual assault , or involved i n 
prostitution , or with poor  mental health).  No review of those involved in 

prostitution or sexual assault was carried out.  
 
5. Workforce Strategy  

Need to ensure there is a workforce strategy and improvement plan that covers the 
commissioning partnership itself.  

 
6. Criminal Justic e 
New pathways are required for óThrough the Gateô and RAR orders.  
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Commissioning priorities  
1.  Increasing Recovery - numbers and successful completions  

¶ There  remain significant indicators of unmet need  where people 

experiencing severe and dependent drug and  alcohol problems  are not accessing 
or engaging in treatment . Many are in contact with other  services who could 

refer and assist with engagement.  
¶ Deliver ing  drug screening training , prioritising offender managers, D omestic 

Abuse and Sexual Violence (DASV)  and children and families services  may  

facilitate increased and appropriate referral into treatment ;  
¶ Improving access to community detoxification  services , including :  

o Updated pathway fo r community drug detoxification;  
o Making Home and  Dry available in St A ustell ;  
o Improving waiting times for the C ommunity Hospital Alcohol Detoxification 

(CHAD)  bed in Bodmin . 
¶ More information for service users  about what is available  to help :  

o A comprehensive directory of Recovery pathways  published and  regularly 
updated ;  

o A Se rvice User induction pack . 

¶ Examine and develop the treatment offer for the most  complex service 
users , particularly those who are representations to treatment , to reduce these 

service users dropping out of treatment ;  
¶ Review the treatment offer for people w ho have been in treatment for 4 years 

and over  to assess the recovery potential and service design for this group ;  

¶ Review  the contribution that Mindfulness and acu puncture have made to 
treatment;  

¶ Continue to increase the avail ability of the full range of h arm reduction, 
treatment and recovery interventions across all of the service delivery bases ;  

¶ Identify a delivery base for Newquay  and make available the full range of 

harm reduction and recov ery interventions in this area;  
¶ Targeted  outreach  and detached w ork to attract and engage the mo re hard to 

reach into treatment ;  
¶ Review the options for getting treatment to people  who have difficulty with 

transport costs ;  

¶ Include stages  of constructive activity and  volunteering  from the outset  of 
treatment ;  

¶ Clarify the  mental health offer  within treatment services ;  
¶ Develop brief intervention groups for  heroin users ready to exit treatment to 

offset withdrawal fear s and speed up exit of motivated but scared clients ;  

¶ Increase  Capacity to run groups,  especially abstinent a ftercare groups  for 
peop le who have just completed deto x ;  

¶ Increase the  solid network of volunteer drivers  and peer mentors ;  
¶ Implement the n ew guidelines for treating acute N ew Psychoactive Substances 

(NPS)  problems ; . 
¶ Extend th e Prescription Only Medici nes  service across each locality ;  
¶ Continue to deliver the  servi ce improvement  plan for non - opiate users . This 

involves:  
o Identifying groups of non -opiate users who are finding it difficult to access 

treatment and developing services to better fit their needs;  
o Developing a communications strategy  around key non -opiate user 

groups;  

o Offering an out of hours service for NPS , steroid and cannabis users;  
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o Train staff to be better able to work with the needs of non -opiate users.  
¶ Improving Treatment Outcomes  by  focussing  upon reducing injecting 

behaviour and use of alcohol on top  in the first 6 months as the two largest 
issues contributing to successful outcomes.  

 

2.  Protected Characteristics  

¶ Improve pathways  into specialist drug and alcohol services for people with 

disabili ties and provide training in screening  for drug and alcohol problems in 
services providing support, particularly Cornwall Councilôs Adult Care, Health and 
Wellbeing Services;  

¶ Provide training for the treatment system workforce about the needs of 
those with  protected characteristics . There are specialist training resources 

within Cornwall Council, for example, to improve the ways that services engage 
with people with learning disabilities;  

¶ Provide additional support according to need , for example ensuring th at 
service users with disabilities are given the option to be teamed up with another 
service user to support their journey;  

¶ Develop an action plan with community treatment providers to address issues in 
the physical environment that were highlighted by the  audits, such as signage, 

disabled access, colours of fixtures and fittings and LGBT friendly posters;  
¶ Ensure that all information is available in user friendly language  and that 

educational and promotional materials depict people with protected 

characteri stics;  
¶ Develop and implement a targeted harm reduction strategy within the 

LGBT community ;  
¶ Consideration of transport requirements  for those with disabilities could 

increase accessibility as could consideration of the physical environment and 

signage withi n treatment settings to reflect the needs of those with protected 
characteristic . 

 

3.  Reducing Harm: Reducing Drug Related Deaths  (DRDs)  

¶ Focus upon increa sing awareness of the risks of p oly drug use ;   

¶ Significant work needs to be done specifically with regard  to the risks associated 
with the use of pregabalin ;  

¶ Alcohol only treatment clients  account for 3 of the D rug Related Deathôs (DRDs)  
with 3 more pending toxicology. This growing cohort needs to be investigated 
further  to see why they are being treated for alcohol and yet succumb to a 

DRD ;  
¶ With 13 cases involving a person in treatment , it suggests more work needs to 

be done in terms of harm reduction for those in treatment ;  
¶ Having one NPS death  encourages increased publicity about the risks associated 

with t hese substances;  

¶ As all deaths have had an opiate  link , whether heroin, methadone or a 
combination, the initiative to issue naloxone to all service users is to be 

continued and seeks to reach 100% coverage.  
 
4.  Reducing Harm: Needle and Syringe Provision  

¶ Phar macy provision to be extended  to the 9 priority gap areas;  
¶ Review homelessness provision  and need for detached provision to areas 

poorly served ;  
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¶ Workforce development. Ensure staff providing level 3 services are 
competent to provide advice about the full r ange of drugs that people may be 

using. In particular, they should be able to advise on how to reduce the harm 
caused by injecting and how to prevent and manage an overdose. Ensure 
staff are competent to provide advice about the full range of drugs that 

people may be using, how to reduce the harm caused by injecting and how to 
prevent and manage an overdose . All needle and syringe provision is staffed 

by the entire workforce now, and not just specialists, and specialist training 
has been provided, a number of staff felt more on the job training and 
support is need before they are fully competent and confident;  

¶ Offer comprehensive harm - reduction services . This includes: advice on 
safer injecting practices, assessment of injection -site infections, advice on 

pr eventing overdoses and help to stop injecting drugs.  Specifically review the 
provision of  equipment and ad vice to people who inject image  and 

performance - enhancing drugs . 
 

5.  Reducing Harm: Blood Borne Viruses  

¶ Continue the use of Dry Blood Spot testing  as a m eans of increasing 
screening  for HCV among  service users with poor venous access ;  

¶ Increase recorded rates of hepatitis B vaccination  by developing a new 
system to obtain GP vaccination completion rates ;  

¶ Continue to pursue the improving rates of  testing for  hepatitis C   to 90% . 

 
6.  Addressing Complex needs  ï the óToxic Trioô 

¶ To improve recording in drug and alcohol and domestic abuse services to 
identify people with th ese co-occurring complex need s and enable joint working 
to occu r;  

¶ Introduction of drug and alc ohol screening across children and family 
services ;  

¶ Implementation of the new joint DASV/DAAT protocol  and greater joint 
working to identify the nature of the drug and/or alcohol use and whether 
treatment would aid the 50% of those identified  with drug and /or alcohol issues 

in domestic abuse services who were not known to drug  and alcohol treatment 
services ;  

¶ Dual Diagnosis strategy and implementation plan . There is a gap in our 
knowledge around mental health treatment. Our priority is to w ork with mental 
health providers to identify if those with mental health problems in domestic 

abuse and drug and alcohol services are accessing treatment for their mental 
health condition and what joint working could occur for those with complex 

needs.  
 

7.  Offender Pathways  

¶ Continue to increase  numbers of Criminal Justice  clients in effective treatment 
and s uccessful completion rates ;  

¶ Identification and screening training for offender manager s to improve 
identification, referral and engagement  into specialist services  and to 
identify if there are any barriers  (staff or offenders) that  we need to 

address ;  
¶ Good quality local data  offender data is required to inform our local reducing 

reoffending needs assessment and inform the development of the packages 
require d to reduce reoffe nding locally ;  
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¶ More work is needed focussing upon offenders with complex needs  and 
addressing these issues in an integrated  way in the community, including 

family -based interventions to address  the ñtoxic trioò of domestic abuse, mental 
health and problem subs tance use ;  

¶ Moving thinking away from the traditional criminal profile for drug users ;  

¶ New pathways required for óThrough the Gateô and R ehabilitation 
Activity Requirement (RAR)  orders ;  

¶ Prolific Priority Offenders  housing protocol needs to be  review ed to reflect 
Transforming Rehabilitation requirements.  

 

8.  Workforce development  

Developing the inspiring recovery orientated workforce  with :  

¶ Mental Health First Aid  (MHFA ) Training ;  
¶ Safer injecting training , including the full range of injecting and harm 

reduct ion advice ;  
¶ Basic Life Support ;  
¶ ASIST  Suicide prevention ;  

¶ A workforce strategy and improvement plan  that covers the co mmissioning 
partnership itself .  

 
9.  Commissioning arrangements  

¶ The DAAT needs assessment  and commissioning strategy to be reflected in a 

joi nt Health and W ellbeing Strategy , CCG Strategy or Operating Plan ;  
¶ Reporting arrangements to Health and W ellbeing Board (HAWB)  to be 

confirmed ;  
¶ Commissioning hospital - based alcohol and drug services ;  
¶ Analys ing  local levels of alcohol and drug - related admiss ions to hospital  in 

order to target interventions ;  
¶ Establishing  a joint commissioning approach  where there is a shared 

responsibility for commissioning and planning (e.g., local authorities/clinical 
commissioning groups) around ho spital -based services path ways ;  

¶ Developing a strategic understanding at health and wellbeing board level  

of how alcohol and drug services for people in hospital integrate into the overall 
local system of alcohol and d rug interventions and treatment.  

 
10.  Young people, children and fami lies  

¶ Putting effective referral pathways  and joint working arrangements in place 

with children and family services where there are safeguarding issues identified 
and with local Troubled Families provision where alc ohol or drug misuse is a 

factor ;  
¶ Identific ation and r eferral rates  require more work though agreed defined 

path way and workforce development ;  

¶ A joint Drugs and Alcohol and Children and Families Services Protocol was 
developed 3 years ago but is due for review and update with children and family 

services in line with developing early help and social work offers.  
 
11.  Women  

¶ It should be a priority for t he  next  local needs assessment to take account of the 
needs of women and young girls vulnerable to alcohol and drug misuse (for 

example, those subject to domestic violence or sexual assault , or involved 
in prostitution , and with poor mental health). A  review of those involved in 
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prostitution or sexual assault has yet to be carried out and was highlighted by 
stakeholders at the Community Safety Management Gr oup.  

 
12.  Data quality and IT  

¶ Review internet access and local IT infrastructure to improve access to 

the electronic case management sytem (HALO).  
¶ Streamline the number of forms on HALO ;  

¶ Review means of reduc ing  admin demands on recovery coordinator sô time ;  
¶ Review the a bility to be able to add  partner agencies details to HALO . 
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Introduction   
What is needs assessment?  

Needs assessment is the cornerstone of evidence - informed commissioning.  
 
NICE (National Institute of Clinical Effectiveness) defines health nee ds 

assessment as a ósystematic method for reviewing the health issues facing a 
population, leading to agreed priorities and resource allocation that will improve 

health and reduce inequalitiesô4. 
 

It is based on:  
¶ Understanding the  needs of the relevant pop ulation  from reliable data 

sources, local intelligence and stakeholder feedback;  

¶ Systematic and comprehensive analysis of legislation, national policy and 
guidance ;  

¶ Understanding what types of interventions work, based on analysis of impact 
of local servic es, research and best practice . 

 

It is:  
¶ A way of estimating the nature and extent of the needs of a population so 

services can be planned accordingly ;  
¶ A tool for decision making ;  
¶ To help focus effort and resources  where they are needed most.  

 
The Crime and  Disorder Act  (1998)  

The statutory framework regulating Community Safety Partnerships (CSPs) requires 
partnerships to analyse and assess:  
 

¶ Levels and patterns of crime, disorder and substance misuse ;  
¶ Changes in the levels and patterns of crime, disorder an d substance misuse 

since the last strategic assessment;  
¶ Why these changes have occurred;  
¶ The extent to which l ast yearôs plan was implemented.  

 
In April 2010 this was extended to include reoffending  in both adults and young 

people.  
 
A robust needs analysis  provides commissioners with  the  range of information 

required to feed into and inform planning and prioritisation . 
 

 
 
 

 
 

 
 

 

                                       
 
4 NICE guidance on Health Needs Assessment ï www.nice.org.uk  
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Key themes from research show that effectively configured services:  
 

 
 

Aims and objectives  

The purpose of needs assessment is to e xamine, as systematically as possible, what 
the relative needs and harms are within different groups and settings, and make 

evidence -based and ethical decisions on how needs might be most effectively met 
within available resources.  

 
Through undertaking a rigorous needs assessment, we aim to continue to ensure 

that systems and services are recovery focused , provide value for money  and 
meet the needs of local communities . 
 

An effective needs assessment for drug interventions, treatment, support, recovery 
and  reintegration involves a process of identification of:  

 
¶ What works well , and for whom in the current system, and what the unmet 

needs  are across the system ? 

¶ Where there are gaps for clients  in the wider reintegration and treatment 
system ? 

¶ Where the system  is failing to engage  and / or retain people ? 
¶ Who are the hidden populations  and what are their risk profiles ? 
¶ What are the enablers and blocks to treatment , reintegration and recovery 

pathways ? 
¶ What is the relationship between treatment engagement and har m profiles ? 

 
This will provide a shared understanding by the partnership of the local need for 
services, which then informs treatment planning and resource allocation, enabling 

clients to have needs met more effectively, and ultimately benefiting the 
commu nities in which they live.  

 
Such an assessment will need to  take full account of the gender, ethnicity and other 
diverse needs of the target population  and any unmet needs  from this 

perspective. The assessment also need s to be  undertaken in accordance with  the 
requirements of national guidance on undertaking  equality impact assessment s. 
 

Drug prevention, treatment and recovery for adults :  Good practice prompts 
for planning comprehensive interventions in 2015 - 16 and Adult alcohol 

prevention, treatment and re covery .  

The national Guidance for the 2014 -15  Drugs and Alcohol (and Young Peoples) 

Needs Assessment s was  some of  the most comprehensive and challenging received 

¶ Are accessible  
¶ Are acceptable  

¶ Are as non - stigmatising  as possible  
¶ Focus on early interventions  

¶ Address the whole person  
¶ Are based on evidence  of what work s 

¶ Build upon existing successful networks and are sustainable  
¶ Have effective assessment, planning and care co - ordination  

systems .  
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to date . T he DAAT Needs Assessment Expert Group  has stretched to incorporate 
new areas into its needs assessment each year, including this one, but, as can be 

seen in our rating of ourselves against the national checklist, there remain some 
areas for improvement.  
 

Appendix A  indicates  the areas that have been successfully considered, those  that 
have been partially explor ed and themes wher e we have not yet  begun to gain 

access to the re levant data or found a means of investi gating. These may require 
the assistance of partners in some areas for analysis and will form the priorities for 
the 2015 -16 Needs Assessment.  

 

National context  

Strategy 2010 ñReducing Demand, Restricting Supply, Building Recovery:  
Supporting People to Live a Drug Free Lifeò 

The national drug strategy has two overarching aims:  
¶ Reduce illicit and other harmful drug use , and  

¶ Incr ease the numbers recovering from dependence . 
 

The Government aims to offer óevery supportô for people to choose recovery as an 
achievable way out of dependence and recognises that the causes and drivers of 
drug and alcohol dependence are complex and person al and that their solutions 

need to be holistic and centred around each individual.  
 

Health Lives, Healthy People our strategy for public health in England 
(2010)  

This paper recognises that drugs and alcohol represent a large proportion of the 

Public Hea lth budget. Previous funding made available nationally is brought into the 
Public Health Grant, along with the local NHS contribution s. The local Health and 

Wellbeing Boards and the Director of Public Health have become jointly accountable 
for óstrong leadershipô of alcohol and drug treatment.  
 

Advisory Council on the Misuse of Drugs Report on Recovery from Drug and 
Alcohol Misuse 2012  

The 2012 ACMD Report on Recovery from Drug and Alcohol Misuse highlighted three 
overarching principles ï ñwellbeing, citizenship, and freedom from dependenceô and 
describes recovery as an individual, person -centred journey, as opposed to an end 

state, and one that will mean different things to different peopleò. 
 

One of the best predictors of recovery being sustained is an in dividualôs órecovery 
capital ô ï the resources necessary to start, and sustain recovery from drug and 
alcohol dependence. These are:  

 
¶ Social capital  -  the resource a person has from their relationships (e.g. family, 

partners, children, friends and peers).  This includes both support received, and 
commitment and obligations resulting from relationships;  

¶ Physical capital  -  such as money and a safe place to live;  

¶ Human capital  ï skills, mental and physical health, and a job; and  
¶ Cultural capital  ïvalues, belie fs and attitudes held by the individual .   

 
In order to deliver recovery -oriented services, there is an acknowledgment that 
links with housing, employment and family services  are essential and must be 
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firmly established and integrated into overall treatmen t services  and that 
supportive relationships with families, carers and social networks  must be 

promoted.  
 
The Public Health Outcomes Framework (2012) -  Drug and alcohol 

interventions lead to better public health outcomes  

Vision : To improve and protect the nationôs health and wellbeing, and improve the 

health of the poorest fastest.  
 
The framework focuses on the two high - level outcomes we want to achieve across 

the public health system and beyond. These two outcomes are:  
 

Outcome 1 : Increased healthy life ex pectancy ; t aking account of the health 
quality , as well as the length of life (Note: This measure uses a self - reported health 

assessm ent, applied to life expectancy ) . 
Outcome 2 : Reduced differences in life expectancy and healthy life  
expectancy between com munities. Through greater improvements in more 

disadvantaged communities . 
 

Drugs and alcohol form part of the set of supporting public health indicators that 
help focus our understanding of how well we are doing year by year nationally and 
locally on those  things that matter most to public health, which we know will help 

improve the outcomes stated above.  
 

The 2  overarching indicators that the Drug and Alcohol Action team are responsible 
for delivering against are:  
 

Indicator  Ref.  

Successful completion of drug and alcohol treatment  2.15  

Reducing alcohol - related admissions to hospital  2.16  

 
Drugs and Alcohol provision is also responsible for making a significant and essential 

contribution to the following other key indicators:  
 

¶ Securing employment for thos e with a long term health condition  

¶ Reducing domestic abuse  

¶ Reducing reoffending  

¶ Reducing statutory homelessness  

¶ Improving the emotional wellbeing of looked after children  

¶ Reducing hospital admissions as a result of self -harm  

¶ Self - reported wellbeing  
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¶ Reducing mortality from causes considered preventable  

¶ Reducing mortality from communicable diseases  

¶ Reducing mortality from liver disease  

¶ Preventing suicide  

¶ Reducing emergency re -admissions within 30 days of discharge from 

hospital  

¶ 16 -18 year olds no t in education, employment or training  
 

¶ People in prison who have a mental illness or a significant mental illness  

 

¶ People presenting with HIV at a late stage of infection  
 

¶ Sickness absence rate  

¶ Pupil absence  

 

 
Building Recovery in Communities 2012  

This introduced the national recovery ïoriented service framework , which seeks 
to make recovery more visible to local communities. Essential components of 

effectively configured services include:  
 
¶ Tailoring responses more to individual needs and journeys ;  

¶ Rec overy - oriented  induction / coaching for all service users;  
¶ The employment and housing support  required to make recovery happen;  

¶ Family support  and involvement essential to maximising recovery capital;  
¶ Mutual aid  and recovery pathways;  
¶ Targeting client grou ps;  

¶ An inspirational recovery oriented workforce.  
 

The 2013 review of the National Strategy, óDelivering within a New 
Landscapeô, moves the recovery focus and requirements of partners very much 
towards the housing and employment initiatives that are requir ed to deliver 

sustainable recovery for 2014 -15 and beyond.  
 

Together for Families in Cornwall  

In 2011, the government unveiled plans for a programme to turnaround the lives 

of families with óserious problemsô including parents no t working, mental ill 
healt h,  children not in school, and causing crime and anti - social behaviour.  In 
March 2012 the DCLG formally announced the ñTroubled Familiesò programme: a 

financial framework for the payment -by - results scheme for local authorities. This 
programme is delivered  in Cornwall under the name Together for Families in 

Cornwall.  
 
To be targeted for help under the Troubled Families Programme in Phase 1,  families 

had to meet three of the four following national criteria:  
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¶ Are involved in youth crime or anti - social behav iour ;   

¶ Have children who are regularly truanting or not in school ;   
¶ Have an adult on out of work benefits ;   
¶ Cause high costs  to the taxpayer .  

 
Local criteria were also allowed to be set and in Cornwall these were domestic 

violence, mental health and drugs /alcohol problems.  In Phase 2 of the programme, 
from 2016 onwards, the criteria and numbers to be engaged increase greatly.  
 

Transforming rehabilitation  2014  

Transforming Rehabilitation is the reform  programme  that is changing the way 

offenders are managed  in the community to bring down reoffending rates while 
continuing to protect the public. The key aspects of the reforms are:  

¶ creating a new public sector National Probation Service  to work with the 
most high - risk offenders;  

¶ forming 21 new Community Rehabi litation Companies  (CRCs) to turn round 

the lives of medium and low - risk offenders;  
¶ giving statutory supervision and rehabilitation  in the community to every 

offender released from custody, including 50,000 of the most prolific group of 
offenders (those se ntenced to less than 12 months in custody);  

¶ establishing a nationwide óthrough the prison gateô resettlement service to 

give most offenders continuity of support from custody into the community; a 
network of resettlement prisons  will ensure that offenders continue to be 

managed by the same provider as they move from custody into the community;  
¶ opening up the market to a diverse range of new rehabilitation providers  

to  get the best out of the public, voluntary and private sectors and giving them 

the flexibility to do what works;  
¶ only paying providers in full for real reductions in reoffending . 

 
Offenders have a high ratio of dependence problems. They fall into 3 groups:  
¶ Those who have already received treatment  within the treatment setting and 

require Recovery Support within the community;  
¶ Those who are partway through treatment  who require a óseamlessô transfer 

to treatment within the community;  
¶ Those whose alcohol and drug use has not been previously identified  but 

becomes apparent on discharge.  

 
Immediate access to treatment will be required to support the rehabilitation plans 

for those on release. There are no available national estimates at present as to 
these number s. 
 

Offender Rehabilitation Act 2014  

The new Act means that , for the first time , virtually all offenders will receive at 

least 12 months supervision  in the community on release from custody. The 
provisions in the Act will be implemented as part of the Tran sforming Rehabilitation 
reforms. Providers are expected to be in place and delivering services by 2015.  

 
The Drug Interventions  Programme  (DIP)  

DIP is a key part of the government's strategy for tackling drugs and reducing crime 
which seeks to facilitate access to help at any point in the criminal justice 

http://www.justice.gov.uk/transforming-rehabilitation/resettlement-prisons
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system . This has been extended to allow the inclusion of problem alcohol use and 
drugs other than Class A.  

 
Integrated Offender Management (IOM)  

The national IOM project is delivered under the name TurnA round  in Devon, 

Cornwall and the Isles of Scilly. It is an overarching framework that brings local and 
partner agencies together to ensure that the offenders, whose crimes and behaviour 

cause the most damage and harm locally, are managed in a coordinated w ay.  
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The delivery landscape  
Over recent years, changing national priorities, driven by a new government, 
evolving legislation, and the economic downturn have impacted partnerships and 

their delivery environment. This evolution is set to continue, with th e following 
common factors likely to shape the work of public services in the coming year:  

 
 
¶ Significant changes to and development of  Government policy  in key 

areas , such as anti - social behaviour and  the regulation of New Psychoactive 
Substances ;   

¶ Widesp read restructuring and change across the public sector , c reating a 
fluid service picture :  

o Increased d evolution of accountability to local councils , 

empowerment of communities to influence and change service delivery 
with a strong drive for local solutions to local problems;  

o The potential for m ore integrated working  across agencies and across 
geographic borders and increased reliance on strong and effective 
partnerships  yet to be met ;  

¶ Increasing threat presented by on - line environments  as locations for 
crimi nality and the challenges that this presents for safeguarding people , 

detecting and investigating crime. This includes online availability of new 
psychoactive substances and home delivery ;  

¶ The transition of Devon and Cornwall Probation Trust  into Dorset, D evon 

and Cornwall Community Rehabilitation Comp any and part of the South West 
and  South Central Division of the National Probation Service is requiring 

partners to rethink how we work together  to reduce reoffending;  
¶ The devolution of nationally commissione d victim support services and the 

reallocation of funding to the Police and Crime Commissioners to commission 

effective suppor t services for victims of crime;  
¶ The introduction of Restorative Justice processes  which will bring those 

harmed by crime or conf lict, and those responsible for the harm, into 
communication, enabling everyone affected to play a part in repairing the harm 
and finding a positive way forward;  

¶ The election process for Devon and Cornwall Police and Crime Commissioner will 
be in 2016;  

¶ Significant changes contained in the new Care Bill  will regulate the reforming 
of care and support in order to achieve the aspirations of the White Paper, 
ñCaring For Our Futureò. A key element of the Bill is the introduction of 

personalised budgets ; whilst this allows people to have greater control over 
their care and support there is a potential risk for vulnerable people to be 

financially exploited through direct payment of personalised budgets ;  
¶ As concerns about modern slavery and child sexual exploitatio n  increase, 

so does our awareness of the role that drugs can play in these scenarios.  
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Local context  
Cornwall is the  second largest local authority area in the South West region  and is 
an area of many contrasts; with remote rural, co astal and environme ntally sensitive 

areas, interspersed with villages and historic market towns; where a ffluence sits  
alongside some of the most disadvantaged areas in England.  Issues around crime 

and disorder in Cornwall can be understood by a number of contextual factors:  
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 

 

 

  
  

Housing  

¶ Housing affordability and 
availability is a major issue , 

placing extra pressures on families 
and extended families t o co -habit.  

¶ Providing suitable housing for 
vulnerable people is a constant 

problem  and will be exacerbated by 
changes to the welfare system.  

 

Health and wellbeing  

¶ Higher prevalence of limiting long 
term health problems, including 

mental health .  
¶ Signifi cantly higher proportion of 

working age people claiming health -
related benefits due to alcoholism . 

 
 

Population  

¶ Dispersed and sparsely populated 

settlement pattern combined with 
Cornwallôs coastline present issues of 

accessibility  and challenges for 
equal  provision of services.  

¶ Concentrations of population in the 
larger towns and these exhibit the 
same crime and disorder issues as 

urban areas elsewhere  in the UK.  
¶ Low representation of minority 

ethnic groups ; more acute feelings 
of isolation and vulnerabil ity and may 
lack access  to support networks and a 

strong voice locally.  
¶ 34%  of Cornwallôs population live in 

more isolated rural communities, 
where crime rates are significantly 
lower  but the di stance from support 

networks and services means that 

resident s may feel more vulner able.  

  Geography  

¶ Problems are not evenly spread  and 
tend to be concentrated in 

geographic hotspots , particularly 
the centres of our larger towns.  

¶ Many thousands of people flock to 
Cornwall each year for their holidays. 

This brings ma ny benefits but also 
places increased pressure on local 
services in popular tourist towns  

and provides more opportunities 
for crime  to be committed and more 

potential victims and criminals.  
 

Deprivation  

¶ Pockets of high deprivation  where 

communities expe rience  multiple 
issues: higher unemployment , low er 
incomes, child poverty, ill health, low 

qualifications, poorer housing 
conditions and higher crime rates.   

¶ Hidden rural deprivation , not  
identified by national measures due to 
the dispe rsed nature of rural  

population.  
 

   Labour market and economy  

¶ Low wages, high unemployment  
(relative to previous years), an over -

dependence on low paid jobs with a 
higher proportion of seasonal and 
part time jobs and lower earnings 

across many sectors of the economy.  
Fewer opportunities for young 

people .  
¶ Weak local economy and economic 

decline from the recession has 

been worse than the national 
average .  

¶ Areas of persistent worklessness , 
particularly due to disability and ill -
health.  
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What have we achieved in 2014 -15?  
Increased Accessibility and availability  

¶ We now have a daily programme of treatment interventions  available  in  

local dr ug and alcohol service bases in  Liskeard, Bodmin, St Austell, Truro, 
Redruth, Penzance, with an additional evening and/or weekend s ession available 

in each centre ;  
¶ Regular weekly  groups  and drop in sessions are  now available in Bude, 

Launceston and Newquay ;  

¶ We have trained  over  100  peer mentors and volunteers  that now run 
br eakfast  groups, weekend recovery cafes and Lifeskills hubs across Cornwall ;  

¶ There is now a Single Point of Contact  (SPOC) number for all referrals  and  a 
standard referral form.  

 

Prescription Only Medicines Project  

¶ A new project has piloted in West Cornwall  for people who are dependent upon 

prescribed medication.   
 
New Psychoactive Substances service  

¶ A new treatment offer specifically for people experiencing problems related to 
new psychoactive substances  has been set up . 

 
Employment   

¶ A new form has been de veloped within treatment to capture the employment 

needs  of those  service users  in treatment;  
¶ Pathways between treatment and employmen t services  have been 

developed to increase routes into employment;  
¶ Support is being provided to help mitigate any adverse  sanctioning of clients 

engaged in treatment which impacts upon their recovery or employability.  

 
Housing  

¶ All complex needs providers and clients in treatment for opiate addition have 
been trained and provided with Naloxone  to reduce drug related deaths;  

¶ Pathways and accommodation provision  loca lly ha ve  been developed , and  

information has been  delivered to treatment staff , to increase housing options 
and outcomes for people ;  

¶ Consideration  is currently being given to the provision for those fleeing 
domestic  abuse  who also have a drug and/or alcohol problem;  

¶ A regular forum for complex needs housing providers  has now been set up 

to better meet the needs of the most complex .  
 

Time spent in treatment  

¶ Service provision  was mapped against best practic e  to identi fy areas for 

improvement;  
¶ A quality audit  was undertaken to ensure treatment providers were meeting 

standards with regards to recovery care plan reviews, risk assessments and 

prescribing practises;  
¶ Segmentation of service users  in treatment for four years or longer  was 

undertaken to identify service users who would benefit from more intensive 
interventions.  
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Drug use and offending  

¶ Whilst numbers are still lower than the national average, there has been an 
increase in the number of people referred from crimi nal justice services  
into treatment ;  

¶ The Community Rehabilitation Company (CRC)  has become operational and  
starting to work with services . 
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Stakeholder consultation  ï what our 
people say  
Every year we consult users and  providers of our services for their  views about what 
has been helpful, what has been not so helpful and their priori ties for improvement.  

 
Service Users  

58  service users attended  five  service user foru ms  in locations across the county :  
Bude, St Austell, Truro, Liskeard and Penzance. This i ncluded a mix of both males 
and females and those in structured and lower threshold treatment.  

 
 What has helped or is helping  your recovery most this year?  

 
¶ There are a lot more services available. A  mix of 

both groups and 1:1  sessions is helpful , 

includ ing day groups, breakfast clubs, life skills 
hub, keyworker sessions and brief interventions;   

¶ Having offices across the county  and easier 
access;  

¶ Volunteering, training and extra activities  to give 

constructive things to do with time outside of 
treatment ;  

¶ There was fairly quick access to a prescription.  
 
 What is not helping  or would help more?  

 
¶ The attitudes of some other services , 

specifically pharmacies;  
¶ Mental health  is not being addressed jointly with  drug and alcohol treatment;  

¶ The needle exchange i s ónot confidential enough ô;  
¶ Long delays to access rehab or in -patient;  
¶ Additional services  would be beneficial; mindfulness, acupuncture is missed and 

was useful in the past, evening or Saturday recovery cafes, lunch clubs, day 
trips and additional map gr oups;  

¶ More information for new service users  and potential service users about  
what is on offer;  

¶ Better consistency of  what is available and when;  

¶ Cosgarne is good, but not good for those immediately leaving prison drug & 
alcohol free ï too much heroin & a lcohol consumption leading to over doses;  

 
What are the top priorities  for improvement ?  
 

¶ More services  on more days ;  
¶ óLegal high ô groups ;  

¶ Outreach  ï getting to people who need treatment ;  
¶ More information  for services users about  what  is available ;  
¶ Travel costs  to help get to treatment daily, itôs not possible on benefits to 

access daily intensive programmes ;  
¶ Constructive activity & volunteering from the outset ;  

¶ Support with mental health . 
 

ñDay groups ï great for 
building non us ing 

friendships.ò 
 

ñThe Saturday opening is 

helpful to give a focus for 
the weekendò. 
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As numbers in treatment have started to slow down and before we con sider further 
reductions, we asked existing service users how many drug users they knew 

who might need services but were not utilising them. All respondents cited 
knowing 2,3 or 4 people . When we asked why these people were not accessing 
help , or what we c ould do to attract and engage those not in contact, all cited 

concerns about having children  and what would happen as a result of contacting 
services. Discussions were held about how real these fears were and how they 

might be overcome by existing service users  as well as local services . 
 
If we were to improve our stakeholder consultation  next year, we would try to 

speak with dependent drinkers and drug users who were not engaged in treatment 
as a matter of priority.  

 
Provider Consultation  

We also consult t he providers of our services  to determine what is working well 
and what needs to improve. Overall, 26 staff and 2 clinicians were consulted across 
the Mid, West and North and East of the County and within the criminal justice 

team.   
 

What is working well/b een most helpful  to help reduce harm and promote 
recovery?  
 

¶ Having multiple and increased groups and programmes  for service users to 
choose from, including; brief interventions, open access interventions, breakfast 

club, mutual aid programme, club drug sup per club, life skills hub, and intu itive 
recovery ;  

¶ The  naloxone  programme  to reduce drug related deaths . óNaloxone has been 

excellentô;  
¶ Needle exchange ;  

¶ Prescribing team  are responsive and proactive ;  
¶ Staff training and workforce development , 

particularly DASH and ASSIST ;  

¶ Caseload management  has improved ;  
¶ Simplified care pathways ;  

¶ Halo  case management and the new formset ;  
¶ Halo  Helpline  and the  Cloud team ;  
¶ Using the recovery plan tool  effectively to chart clientôs progress and provide 

structured focus to tre atment ;  
¶ Text prompts for clients  to increase ta ke up and remembering to attend ;  

¶ Assertive outreach  to engag e those at risk of dropping out ;  
¶ Some good examples of joint drugs and alcohol and mental health work  on  the 

ground between individuals ;  

¶ Community Ho spital Alcohol Detox  (CHAD)  at Edward Hain hospital ;   
¶ Partnership working  with those in the Criminal Justice System, which gives a 

bigger picture of the clients individual needs and areas of risk ;  
¶ Staff enthusiasm  ïóStaff mo rale  has improved immeasurablyô;  
¶ Having a prescribing nurse in Falmouth ;  

¶ óIn my honest opinion the groups have been most successful for the alcohol 
clients ô;  

¶ Brief Interventions Group ï good for low level drinkers but also for higher level 
who may need knowledge/awareness prior to decidi ng on next ste ps;  

¶ Stepped approach to alcohol treatment . 

ñThe naloxone programme has 

made an enormous differenceò. 
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What has not been working so well , been helpful or needs to improve?  

 
¶ Access to treatment from rural locations  and travel 

costs for those on fixed low income/benefits ;  

¶ Needle Exchange  is not curren tly available in the centre 
of Bodmin and not all staff are confident to deliver 

regardless of what clients are using . More on the job 
training about needle exchange is required, parti cularly 
about steroid injecting ;  

¶ Naloxone rates have reduced since Chris tmas and issues in 
getting second supply for housing providers in the east of the county ;  

¶ There is a need for more flexibility in Boswyns assessment  location and the 
cost in attending ;  

¶ Services and resources are not equitably  or rationally distributed acro ss 
Cornwall ;  

¶ Nothing in the Redruth area for alcohol  detox and aftercare ;  

¶ Need brief interventions for cannabis ;  
¶ Need a service for steroid users ;  

¶ Need to improve  working relations with Boswyns about helping  homeless 
clients ;  

¶ The Stepped Approach to Alcoho l needs a review  to update it ;  

¶ Acupuncture and Mindfulness  is missed by the service users and the staff ;  
¶ The Intuitive Recovery  service gets clients to subscribe to an unrealistic and 

unsustainable plan in the heat of the moment, then they leave the keywor kers 
to deal with the fallout , as clients feel disheartened that they could not stick to 
IR agenda ;  

¶ IT access, reliability and instability plus old computers ;  
¶ Halo  recording service is also clunky and very time consuming ;  

¶ Work is currently disproportionali ty administrative heavy . óThe paperwork on 
Halo is becoming so heavy that quality of treatment is being affectedô. 
óSometimes as workers the feeling is we are treating  H alo  and not clients ô;   

¶ Not much face to face training ;  
¶ Dual Diagnosis  ï no clarity or agreement about who should do what and how ;  

¶ At times an apparent  lack of communication between C ommunity Mental 
Health Team (CMHT)  and other treatment services  which has created a 
major issues with more complex clients ;  

¶ No a ccess to female only accommodati on . 
 

If we could only improve 5  things  in 2015/ 16, what would make the greatest 
improvement and difference?  
 

1.  Improving access to provision  
¶ The Home and Dry service is not available in St Austell  and there is a need 

identified ;  
¶ Improve waiting times for Det ox bed in Bodmin ;   
¶ A more consistent approach to all areas of the county with regards to services 

and resource ;  
¶ An base for delivery  in Newquay ;  

¶ Refocussing some resource  to target harder to reach clients . e.g. Assertive 
outreach workers ;  

ñWeôre not equally 
resourcedò. 
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¶ When service use rs leave CHAD they have no money to get to post detox 
recovery support. For many, the fare is as much as Ã7 and JSA wonôt 

cover.   Can we offer payment support for a period? ;  
¶ Alcohol services ïmore detox facilities ;  
¶ A solid network of volunteer drivers and peer mentors ;  

¶ Increased Capacity to run groups,  especially abstinent aftercare groups for 
people who have just completed detox ;  

¶ Heroin users still resistant to attending groups. Could groups be made an 
obligation of treatment so clie nts begin engaging in r ecovery ;  

¶ Target short groups for heroin users ready to exit treatment to offset irrational 

clucking fear and speed up exit of motivated but scared clients . 
 

2.  Improve  the consistency of provision  
¶ More  consistency in the discharge procedure and approach for c lients not 

engaging when on a script ;  
¶ Prescribers and rrecovery  workers to agree a consistent policy  towards 

prescribing ;  

¶ Guidelines need developing with regard to more problematic clients and their 
challenging behaviour . 

 
3.  Workforce development  

¶ GPs to rece ive training  on alcohol misuse issues ;  

¶ ASSIST for all staff ;  
¶ Safer Injecting ;  

¶ Mental health First Aid ;  
¶ Basic Life Support training for all staff to be updated annually ;  
¶ Needle Exchange ;  all staff to be confident to deliver needle exchange 

regardless of dru gs being used . 
 

4.  Dual Diagnosis  provision  
¶ The ability to joint work successfully between drugs and alcohol services  and 

mental health to improve outcomes  for pe ople affected by dual condition s;  

¶ Better mental health connections  and the ability to work with D ual Diagnosis 
clients . 

 
5.  I T stability and infrastructure  

¶ The internet connection  in areas of Cornwall still makes IT stability a thing of 

the future (e.g. when working in some GP surgeries) ;  
¶ The SPUR form and C omprehensive Assessment  could become more  

strea mlined , as a lot of the questions are vague, invasi ve and confusing for the 
client ;  

¶ Additional admin support or ways to reduce admin demands on R ecovery 

Coordinatorôs time ;  
¶ Ability to be able to add partner agencies  details in  Halo . 
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Why invest  in  drug t reatment?  
¶ Drug misuse damages health , h arms families  and communities ;  
¶ Drug use is widespread but addiction is concentrated ;   

¶ 2.7 million adults used an illegal drug in the past year, an estimated 294,000 
are dependent  upon heroin and crack ;  

¶ 40 % of prisoner s  have used heroin ;  
¶ Nationally, 1 ,200,000 people are affected by drug dependence  in their 

families, mostly in poor communities ;  

¶ A heroin or crack user not in treatment  is estimated to commit  crime  costing 
an average £26,074 a yea r;  

¶ The annual cost of looki ng after the children  of drug using parents who have 
been taken i nto care, nationally, is £42.5m ;  

¶ In total,  a problem drug user  is estimated to cost around £44,300 annually 5.  

 
I t is estimated in 2013/14 , there were approximately 2,382 opiate and/or 

crack users  (OCUs) in Cornwall 6, creating a potential cost to society and the 
economy of £106million .  
 

86% of the social and economic  costs of OCUs relate to crime . A typical drug 
addict spends around £1,400 per month on drugs and many drug users 

commit crime t o pay for their addiction 7  
 
In 2013/14, 135 OCU s successfully completed treatment  in CIOS 8  indicating 

they are in recovery and are no longer drug dependent, achieving potential cost 
savings of just under £6million.  

 

 
When engaged 

in treatment, 
people  tend  to  
use fewer 

illegal drugs, 
commit less 

crime, 
improve their 
health, and 

manage their 
lives better , 

which also 
benefits the 
community. 

Treatment also 
saves lives.   

 

                                       

 
5 Public Health England  
6 Public Healt h England  
7 Treat addiction, cut crime (National Treatment Agency, 2012)  
8 This means being discharged from treatment free of drug dependency and not representing to 

treatment within 6 months  

 

Prevention  of drug - related crime, 

equating to a benefit of  £ 5143230  

£5980500  
Increase in health and well -being of the local 

area of £837270  

In crease community confidence  and enable 
access to services for marginalised  and 

socially disadvantaged  groups.  
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Drug users have problems with maintaining employment in the legitimate economy, 

and are significantly more likely to be unemployed than the general population 9. 
Research has found that OCUs account for almost seven per cent of the working  
age population on benefits in England,  while they make up only one per cent of 

the working age population  overall 10 .  
 

  

                                       
 
9 Bauld, L. et al. (2010). Problem Dug Users Experience of Emplo yment and the Benefit System. 
Department for Work and Pensions  
10  Hay, G. and Bauld, L. (2008). Population estimates of problematic drug users who access DWP benefits: 
a feasibility study . Department for Work and Pensions, Sheffield. http://research.dwp.gov.uk/asd/asd5/WP46.pdf 
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Trends in drug use  
An estimated 300,000 people in England are dependent on heroin and/or crack. 11  
There are also reports of more people having problems with other drugs, including 

new psychoactive substances ( NPS, or so-called ólegal highsô), image and 
performance -enhancing drugs, and growing concern about dependence on 

prescribed and over - the -counter medicines  (POMS). Added to this, an individualôs 
drug use or dependency can significantly impact the people around them, including 
their familie s, friends, communities and society.  

 
According to the Crime Survey for England and Wales, heroin and crack cocaine 

use in England is falling ,12  particularly amongst young people.  However, there 
was an increase in 2013/14, compared to 2012/13.  The chart be low shows trends in 
illicit drug use (excluding mephedrone) by people aged 16 to 59 years  between 

1996 and 2013/14 .  

 
In 2013/14 , an estimated 8.8 % (1 in 11) of adults aged 16 to 59 had used a drug 

during the previous 12 months compared with  8.2% in 2012 / 13 , down from the 
peak of around 12% at the end of the 1990s . The decline amongst young people 
aged 16 to 24 is even greater : drug use amongst this age group was as high as 

32% at the end of the 1990s but had fallen to around 1 9% this year , however, this 
is a 3% increase from 2012/13 . 

 
The drugs shown to be most likely to cause difficulties are heroin and crack cocaine, 
which are also linked to economic deprivation, crime and poor health . Drug 

dependency rarely exists in isolation from other problems.  
 

                                       

 
11  Drug prevention, treatment and recovery for adults: JSNA support pack. (2014) Public Health 
England  
12  Drug misuse: findings from the 2013 to 2014 Crime Survey for England and Wales  (Home Office, 

2014)  



 

Cornwall and Isles of Scilly Adult Drug Treatment Needs Assessment  2014/15  

NOT PROTECTIVELY MARKED  

34  

3.1%  of adults aged 15 -69 years had taken a class A drug in the last year, 
equivalent to 985,000 people. Although this proportion increased f rom 2 % in 

2012/13, the long - term trend in A class drug use for all adults has remained 
broadly stabl e over the last few  years.  
 

The long - term trend in A class drug use in the last year for young adults aged 16 -24 
years has decreased from 9.2% in 1996 to 6.2% in 2013/14. This was in part due 

to a  long - term  decline in the use of ecstasy, LSD and magic mushrooms  in 
the same period. The apparent increase in the class A drug use among 16 -24 year 
olds from 2012/13 (4.8%) was not statistically significant, and it is too early to say 

whether this indicates a change in the long - term downwards trend.  
 

Despite this fall in class A d rug use by young adults aged 16 -24, there was a 
significant increase in the use of powder cocaine  in the same period (1.3% -

4.2%). We have also seen  slight  increase s from 2012/13 in:  
¶ Powder cocaine for adults aged 16 -59  
¶ Ecstasy for both adults aged 16 -59 a nd 16 -24  

¶ LSD for adults aged 16 -59  
¶ Ketamine for both adults aged 16 -59 and 16 -24  

 
As well as this, 2.3% of adults aged 16 -59 and 7.6% of adults aged 16 -24 had 
taken nitrous oxide , and  0.5% of adults aged 16 -59 and 1.8% of adults aged 16 -

24 had taken salvia , in the last year. None of these show a statistically significant 
difference from 2012/13, except for salvia use in 16 -24 year olds, which showed a 

significant increase.  
 
The overall number of people treated by drug serv ices across England fell in 

2014/15  and this continues the trend in falling numbers in treatment  that 
began in 2009/10.  

 
In  April  2014, Public Health England changed the way in which they classified drug 
and alcohol users. Previously any client with a primary alcohol episode and a 

primary drug episode was reported in separate treatment journeys even if the 
episodes occurred at the same time or were concurrent within 21 days. This needed 

to be addressed as it could have been portrayed as double counting . The treatment 
journeys for clients in  drug and alcohol treatment are now combined and reported 
as one pathway, with the outcomes and profile information for the client reported 

only once rather than twice as before.   
 

Clients presenting to structured treatment are now grouped in one of the fo llowing 
four categories:  
¶ Alcohol users  ï a client with alcohol use and no mention of any other 

substances ;  
¶ Opiate users  ï a client with any opiate use in any episode ;   

¶ Non -opiate users  ï a client using non - opiate substances and not using 
alcohol ;  

¶ Non -opia te and alcohol users  ï a client using non - opiate substances and 

alcohol in any drug (1, 2 or 3) in any episode in their treatment 
journeys. 13  

                                       
 
13  For more information see óConsultation 2013/14 ï Note on reporting methodology changesô. Public 

Health England  
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Cornwallôs treatment  population  
 

Dual Diagnosis 

21% of service users in 

structured treatment 

had dual diagnosis;  

Non-opiate users were 

more likely to have dual 

diagnosis. 

Children 

32% of service users in 

structured treatment lived with 

children, a further 22% were 

parents but not living with 

children; 

A lower proportion of non-

structured treatment 

population were parents (??%).  
Employment and housing 

More service users on benefits than the national average 

(7 in 10); 

More service users with a housing problem (3 in 10); 

Better treatment outcomes in getting service users into 

work and reducing housing need than the national 

averages for both opiate and non-opiate users. 

   

Treatment numbers 

Services for non-opiate users that 

reflects need more efficiently has 

meant a reduction in the number in 

structured treatment and an increase 

in brief interventions; 

Opiate users in treatment have 

remained stable. 

Stakeholder priorities 

Mental health 

Outreach 

Wide range of services 

Consistency across the County 

Network of volunteers and mentors 

Wait times 

98% waited under three 

weeks to start treatment  

Referrals  

Referrals from a criminal justice 

route has risen by 26%, bringing 

it more closely in line with 

regional and national averages 

Tier 4  

- 157 detox places (10% of 

treatment population) 

- 80 residential rehab 

places (6% of treatment 

population) 

Representations 

-15% locally for opiate users, 

compared with 10% for our most 

similar Las 

-0% locally for non-opiate users, 

compared with 0% for our most similar 

Las 

-9% locally for non-opiate and alcohol 

users, compared with 5% for our most 

similar LAs. 

 

Successful completions 

-8% locally for opiate users, compared with 9% for 

our most similar LAs; 

-30% locally for non-opiate users, compared with 

47% for our most similar LAs; 

-34% locally for opiate and alcohol users, 

compared with 43% for our most similar LAS 

Engagement 

Cornwall is more successful at 

engaging opiate users in treatment 

(63% of estimated opiate population) 

than national average (53%); 

We are less successful at engaging 

injectors (49%). 
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How successful are we at getting people into treatment ? 

National prevalence estima tes for adults indicates we have a trea tment penetration 
of 63% (of an estimated 1882 people) for opiate and crack user s (OCU)  ï 61% for 
males and 69% for females . This suggests we are more successful in Cornwall at 

getting people into treatment  compared w ith the national average , which is 
53%.  

 
When we break the OCU group down further we have penetration rates of 67% for 
opiate users  (of an estimated 1781 people) , and 49% for those who inject  (of an 

estimated 920 people) . We are less successful at engagin g injectors  into 
treatment, when compared with national averages (5 4% penetration rate), 

however, Cornwall ôs rate has  increased by 23% since 2012/13.  
 

Number s in treatment  

In Cornwall , we have seen a reduction in structured treatment numbers  in all 

three drug groupings 14  since 2012. All together the reduction equates to a drop in 
number of 1 ,570 clients (18% below that seen in 2012).  
 

 
 
¶ Previously o piate users in treatment show ed a similar decline in Cornwall as they 

have nationally . From April 2012, we h ave seen an 8% reduction of opiate users 
in structured treatment.  However, s ince July 2013 , the decline in opiate 

users in treatment seems to have stabilised ;  
¶ Non -opiate users show the most marked decline , having reduced by 45 %, 

compared with a national i ncrease of 1%;  

¶ Non -opiate and alcohol users have also seen a massive decline or 40% , 
compared to 5% decline  nationally. These two groups are  discussed in more 

detail below.  
 
New presentations  

The next graph shows the number of new presentations to treatmen t since 
2013/14:  

                                       
 
14  For alcohol clients see Alcohol Needs Assessment 2014/15  
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¶ In 2013/14, 400 service users  presented to structured treatment with 

primary opiate  use. This has stabilised since 2012/13 , following  a period of 

decline . This represents 65% of the total new drug presentations that year. 
Heroin  was the  most common problem drug  (88%), followed by methadone 
(6%). Other drugs commonly used with opiates were cannabis, Diazepam and 

alcohol;  
¶ New presentations  to structured treatment show similar declining trends for 

non -opiate and non - opiate and alcohol users . This suggests we have less 
non -opiate users entering treatment as opposed to an increase in those leaving. 
In 2013/14, 206 service users presented to structured treatment for primary 

non -opiate or both non -opiate and alcohol use.  Alcohol and cannabis wer e the 
most common drugs of choice (44% and 27%, respectively). Other drugs were 

amphetamines, cocaine and mephedrone.  
  
Focus on non - opiate users  

In April 2013, non -structured  treatment was added to our drug and alcohol 
treatm ent case management system (HA LO). This has allowed us to examine 

numbers of clients in non -structured treatment against those in structured 
treatment.  
 

Non -structured treatment  refers to the provision  of drug - related information 
and advice , triage assessment, referral to structured dr ug treatment, brief 

psychosocial interventions , harm reduction  interventions (including  needle 
exchange) and aftercare.  
 

Structured treatment  include s provision of community -based specialised drug 
assessment and co - ordinated care planned treatment  and dru g specialist 

liaison.  
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The graph above shows a steady increase (28%)  in the number of non -opiate  users  
in non -structured  treatment over the year since 2013/2014 15 . This increase is in 

line with the  dec line in numbers in structured treatment , therefore t he total 
number of non -opiates in treatment has remained  relatively stable  with a slight 
increase of 2%. This has coincided with the transformation of treatment into one 

treatment provider in 2013.  A review of the treatment system has indicated that 
client s are now more appropriately  placed, depending on their need , into 

either structured or non -structured work whilst previously too many clients may 
have been placed in  structured treatment.   
 

The majority of this change is due to placing more cannabis and a lcohol users in 
non -structured treatment . This reflects  the introduction of brief interventions  

that have started running for  alcohol and cannabis  users . We have also seen the 
introduction of new psychoactive substances (NPS) (0 -4 users)  in treatment 16 .  
 

NPS are drugs that are designed to replicate the effects of illegal substances. People 
may refer to these drugs as ñlegal highsò, but many of the substances are now 

under the control of the Misuse of Drugs Act 1971. Some NPS products can also 
contain illega l substances even if advertised as a ñlegal highò. Therefore NPS is a 
more accurate term because the main intention of the manufacturers is to produce 

psychoactive substances that allow them ï and users ï to evade the law.   
 

NPS present a danger because:   
¶ they are easily accessible   
¶ they are constantly being adapted to avoid legislative control   

¶ they may not necessarily hold the same perceived threat to health and well -
being as illegal drugs  

¶ some people are unaware that just because they are advertised as l egal, doesnôt 
mean they are safe or legal  to take  -  by definition, this exposes young 
people to risk and participation in risky behaviours  

 
Some reports suggest that NPS is more prevalent in rural areas  and within 

some subgroups, for example, clubbers and men who have sex with men . Although 
small in comparison with  the number of those referred to treatment services for use 

                                       

 
15  Shows numbers in treatment over the previous year.  
16  It is likely there will be more NPS users but recording for  these type of drugs was only enabled in 

2014  
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of illegal drugs, there are anecdotal reports from experts and specialist 
organisations, such as DrugScope, that the use of NPS among st  groups of 

vulnerable young people  is increasingly becoming a cause for concern , 
particularly in communities with high poverty rates, widespread unempl oyment and 
social deprivation. Some of the most frequently cited reasons for using NPS include: 

their rela tive availability, price, purity and consistency, and the capacity to purchase 
online.   

 
Nationally, treatment data on NPS is currently limited , but what is available 
shows that demand for NPS treatment is low compared to many other traditional 

illicit dru gs, though it has  increas ed  over recent years . It also shows that NPS 
and club drug users respond well to treatment  and that successful completion 

is comparatively high.   
 

Drug services need to ensure staff are competent to treat and provide harm 
reduction  for specific health problems . They also need to make themselves 
accessible to new groups of NPS users , which may include developing new 

pathways into treatment (e.g. by delivering brief intervention and referral 
services in sexual health clinics or young peopleôs centres or offering late night drop 

ins).   
 
Drug treatment services can largely adapt current approaches to working with users 

of traditional drugs rather than inventing new ones. The key is to focus more on 
individuals and their symptoms  than the  specific drugs they are taking. This 

means key -workers can work in a personalised way with the issues people are 
presenting to them.  
 

Drug workers need to know the main NPS groups, their physical and 
psychological effects, how to reduce harm, and what in terventions are 

most effective at treating people using NPS.   
 
In most cases, treatment involves motivational interventions to help people consider 

the health risks and other costs of using NPS, to help them reduce harm, make 
behavioural changes, moderate or stop their drug use, and to prevent relapse. 

Treatment may also need to include health and wellbeing support, psychosocial 
therapy and complementary therapies such as acupuncture.  
 

New guidelines on treating acute NPS problems  have been published in 
20 15 , giving detailed information on NPS and club drugs, their effects, treatment 

approaches, aftercare and harm reduction.  These require a implementation and 
sdissemination plan.  
 

Prescription on ly  medication (POM)  

In 2013/14, just under a quarter  of the st ructured drug treatment population 

cited using illicit prescription only medication , and a further 3% cited non -
illicit use.  This total (26%) is much high er than the national average  (16%) .  
 

The DrugScope Street Drug Trends Survey 2014 17  found that in most  of the 17 
areas covered by the survey there was a significant increase in misuse of two 

prescription drugs; Pregabalin and Gabapentin , chiefly among Britainôs opiate-

                                       
 
17  Drugscope survey  

http://www.drugscope.org.uk/resources/drugsearch/drugsearchpages/Pregabalin+and+gabapentin.htm
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using and prison populations.  These anti - convulsant medications are increasingly 
prescribed to treat epilepsy, neuropathic pain and anxiety. People who misuse the 

drugs do so because of the feelings of euphoria they can create; they a re commonly 
used alongside, and as enhancers to, other drugs, such as alcohol, opiates such as 
heroin or methadone, and diazepam.  

 
Drug workers reported users displaying extreme intoxication and uninhibited, risky 

behaviours while on the drugs. Mixing the se medications with other central nervous 
system depressants such as opiates and alcohol significantly increases the risk of 
overdose . In 2014, Pregab alin was found in 6 of the drug - related death 

cases in Cornwall .  
 

 

The impact of trends on effective trea tment targets  

We have set specific targets to achieve with respect to engaging people in effective 
treatment. Effective treatment means in treatment for a period of 12 weeks or 

longer or having completed treatment successfully in less than 12 weeks.  
 

Alth ough numbers accessing treatment are declining, the proportion in effective 
treatment remains fairly stable at around 94 %; so for every  100 people in 
treatment over 94  stay in treatment for longer than 12 weeks or complete 

successfully within 12 weeks.  
 

¶ Our performance at Quarter 2 2014/15  shows that we are exceedin g targets 
for opiate users  (by 6% or 66  people);  

¶ We set an ambitious target for non -opiate users  (now includes both non -opiates, 

and alcohol and non -opiates)  in treatment and this is significant ly 
underperforming (currently falling short by 266  people).   

 

 
 

The performance above is again based on those in structured treatment  and 
demonstrates what is reported nationally. Examination of the whole treatment 

population (structured and non -structure d brings us closer to our target at 513 non -
opiate users (15% or 87 people below target).  

 

 
 

This is a more robust measure of our performance in this area as it reflects the 
whole treatment population and gives an indication that service users are better  

placed in the correct type of treatment.  

Number in effective 

treatment

Baseline 

2013/14

Latest 

actual

Direction 

of travel

Annual 

target
RAG

Opiate users 1190 1166 Ď 1100

Non-opiate users 127 96 Ď NA

Non-opiate and alohol users 309 237 Ď NA

All Non-opiate users 436 333 Ď 600

All drug users 1626 1499 Ď 1700

Number in effective 

treatment 

Baseline 

2013/14

Latest 

actual

Direction 

of travel

Annual 

target
RAG

Opiate users 1305 1262 Ď 1100

Non-opiate users 201 184 Ď NA

Non-opiate and alcohol users 402 329 Ď NA

All non-opiate users 603 513 Ď 600

All drug users 1908 1775 Ď 1700
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Successful completions  

People completing treatment successfully (and not subsequently returning to 
treatment) is used as an indicator of how effective our treatment system is  and 

is measured in a number of differe nt ways:  
 

¶ The number of people that successfully complete treatment;  
¶ The proportion that successful completions accounts for in the total number of 

people in treatment;  

¶ We also take into account the number of people who come back to treatment 
again after o nly a short period of time (indicating that their recovery has not 

been successful).  
 
The quarterly Diagnostic Outcomes Monitoring Executive Summary 18  (or DOMES ) 

report presents our performance informat ion in the context of other Local 
Authoritie s with simi lar characteristics in terms of the complexi ty of their service 

user cohort and geographical areas . The latest figures are for Quarter 2 2014/15  
(12 month period ending  30 th  September 2014 ).  

 

 
NB higher % means better performance  

 
¶ Current performance indi cates that for every 100 people in treatment 8 opiate 

users, 30 non -opiate users and 34 non -opiate and alcohol users  complete 

treatment successfully ;  
¶ Successful completions are highest amongst non - opiate  and alcohol  users ;  

¶ This is a dr op in performance sin ce 2012/13  (4% reduction for all drug users) , 
and Cornwall is now under performing compared to our  most similar local 
authorities;  

¶ Cornwall has seen one of the most rapid declines in successful completions 
across the cou ntry for the non -opiate cohort;  

¶ The actual numbers of successful completions ha ve  also declined  following 
an increasing trend over the previous year.  This is due to the decline in 
treatment numbers.   

 
The table  below shows performance in successful completions for those in non -

structured  tre atment. For all drug groups rates of successful completions are 
better than structured treatment , particularly for opiate users.  However, like 
structured treatment, we have still seen a decline in both successful completion 

rates and actual numbers for non -structured treatment.  

                                       
 
18  Provided by Public Health England as a monitoring tool for all DAATs  

Successful completions 

as a % of all in 

treatment

Baseline 

2013/14

Latest 

actual

Direction 

of travel

Comparator 

local 

authorities

RAG

Opiate users
8.9%

108/1207

7.8%

96/1227
Ď

8.7-13.5%

107-165

Non-opiate users
25%

29/116

29.6%

29/98
č

47.6-62.8%

47-61

Non-opiate and alcohol 

users

36.1%

100/277

34.3%

84/245
Č

42.8-59.4%

105-145

All drug users
14.8%

237/1600

13.3%

209/1570
Ď NA
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We would expect better successful completion rates for clients in non -structured 
treatment as these tend to be less complex drug users with better recovery capital.   
 

Who  isnôt completing treatment  successfully ?  

The main factor s associated with successfully completion treatment were time 
spent in treatment  and complexity . There was no difference in successful 
completions in structured treatment for those with protected characteristics 

(sexuality, disability and dual diagnosis). In fact, those clients with a disability had a 
slightly higher successful completion rate (53%) than those without a disability 

(48%). This is contrary to 2012/13 where those with a disability were less likely to 
successfully compete than the whole treatme nt population.  
 

Focus on l ength of time in treatment  

A greater proportion of Cornwallôs structured treatment population has been in 

treatment for longer than 6 years  (27% of opiate, and 3% of non -opiate users), 
compared with our most similar Local 
Autho rities (25% and 1%, 

respectively).  
 

This has increased since 2012/13 .  
For those that are treatment naïve  
(first time in treatment) the rate of 

those in treatment for 6 or more 
years increases  to 58% for opiate 

and 9% for non -opiate users.  
 
We know that t his group are ñmore 

stickyò and less likely to leave treatment successfully  ï they are older, more 
complex and less healthy and may have greater problems with social functioning 

due to having  started using at a young age.  
 

¶ Successful completions  were lowe r  for those who had been in treatment 
over 6 years  (5% for opiate and 7% for non -opiate users), compared 
to those who had been in treatment for less than a year (34% and 

10%, respectively).  
 

In 2013/14, we have seen substantially lower successful completi on rates  for 
those in treatment for less than four years , compared with previous years. This 
suggests  that although successful completion rates are lowest for those in treatment 

Successful completions 

as a % of all in non-

structured treatment

Baseline 

2013/14

Latest 

actual

Direction 

of travel

Structured 

treatment

Opiate users
20.2%

22/109

18.7%

23/123
Č

7.8%

96/1227

Non-opiate users
37.5%

39/104

31.6%

43/136
Ď

29.6%

29/98

Non-opiate and alcohol 

users

38.2%

71/186

36.9%

56/208
Č

34.3%

84/245

All drug users
33.4%

132/395

26.1%

122/467
Ď

13.3%

209/1570

Under 1 year

1-2 years

2-3 years

3-4 years

4-5 years

5-6 years

6+ years
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over 4 years,  a reason for the recent decrease in successful completion rates is due 
to a decline in those who have been in treatment for short er  time periods.  

 
This decline was not seen for treatment naïve clients , suggesting clients who 
are representing to treatment are dropping out of treatment early  on in their 

treatment episod e. This may be due to the structured treatment population 
becoming more complex and therefore less likely to complete successfully.  

 
Cornwall  has higher than average rates of those who have been using for 21 years 
or more; 35% compared to 26%. This rate h as increase d by 5% since 2012/13. 

People who have very long drug use and treatment careers are most likely to 
remain in treatment. In 2013/14, 61% of opiate users in Cornwall first used the 

main drug of choice between 15 -24 years of age. A further 8% were 14 years or 
younger. Longitudinal  research has also identified that people that start early 

intensive use of substances exhibit lower remission rates  than those with a 
late onset of initiation.  
 

A task group  has been set up to develop the treatment service  for those who 
have spent a long time in treatment. This group has examined the current 

treatment offer and national best practise and  guidelines to ensure treatment meets 
this groups needs and continually encourages recovery from drug dependence.  
 

Focus on c omplexity  

Cornwallôs drug population in structured treatment is more complex than it was 

in 2012/13 , however, still slightly under the national average. The main factors 
increasing the complexity of the treatment population are:  
 

¶ Opiate use  ï opiate 
use  (including heroin, 

methadone and other 
opiates)  has increased since 
2012/13;  

¶ Benzodiazepine use  ï 
Cornwall has  higher  levels 

of benzodiazepine use  
than national; 18%, 
compared with 11% 

nationally. 
Benz odiazepines such as 

Diazepam  common ly 
featured  in drug related deaths  and the drug combinations coupled with 
alcohol and other depressants  continues to cause some concern;  

 
Successful completion rates  are lowest for our most complex clients  (3%) 

compared to our least complex clients (41%).  
 
This may be d ue to:  

¶ Clients having low levels of recovery capital  when entering treatment;  
¶ Clients and/or staff may have low or no expectations of achieving and sustaining 

long - term recovery;  
¶ The local system is unable to meet the full range of complex needs;  

0%

5%

10%

15%

20%

25%

30%

35%

Very low Low Medium High Very high

2011-12

2012-13

2013-14

2013-14 national
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¶ They may have a history of failure , with repeated cycles of recovery and 
relapse, that demoralises them and leads to low expectations.  

 
It is important to ensure there is clinical expertise  to meet the needs of this 
group, and that specialist doctors are available  to treat the most complex 

clients. Staff can use assessment data and clinical expertise to determine whether 
this client group is receiving sufficiently intensive packages of care to meet their 

presenting needs. Enhanced packages of care  may include more f ormal 
psychosocial interventions whereas more intensive packages include in -patient and 
medically monitored residential detoxification, residential rehabilitation and 

structured community rehabilitation programmes.  
 

I n 2013/14, we have seen a reduction in  successful completion rates across 
all levels of complexity , compa red to 2012/13.  

 

Who dropped out of treatment?  

In 2013/14, 73% of those who did not complete treatment successfully (both 

structured and non -structured treatment) dropped out . This represe nts 19% of the 
total treatment population . Common factors  associated with dropping out of 

treatment in 2013/14 were:  
¶ Being an alcohol and non -opiate user;  
¶ Being in  treatment less than four years . 

 
There was no difference in gender, age, employment status, dual diagnosis, 

housing, injecting and disability at assessment for those that dropped out and the 
total treatment population.  
 

Public Health Outcome Framework (PHOF)  

The Public Health Outcomes Framework (PHOF) indicator for successful completions 
also loo ks at people who successfully complete treatment as a proportion of the 
total number in treatment, but only counts those who do not represent to 

treatment within the following six months . Benchmarking for this indicator is 
against the national average.  

 
¶ In  2013/14 , Cornwall  performed well in this indicator . For every 100 people 

in treatment 12 (12%) opiate and 43 (43%) non -opiate users completed 

successfully and did not represent to treatment. This was above the national 
average;  

¶ In quarter 2 2014/15, perfo rmance had reduced to 8.7% for opiate users, 
and 33.4% for non -opiate users . T hese are both below the top quartile for 
our most similar local authorities. However, we are stil l similar to national 

averages ( 7.7% for opiate and 38.4% for non -opiate users ) . 
 

This indicator relies in part on performance in successful completions (known 6 
months ahead) and in part o n re -presentations. Therefore, due to the decline in 
successful completions , Cornwall has begun  to see a decline in PHOF 

performance , and we expect to see this decline continue in line with the reduction 
in successful completions .  

 
When the focus for treatment became much more recovery driven, we initially 
performed well in increasing the numbers of people leaving treatment successfully.  
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This initia l wave of successful completions will have contained those who were more 
likely to respond well to the recovery orientated approach.  

 

Re-presentations  

DOMES presents this measure as a proportion of total exits. The latest figures are 
for Quarter 2 2014/15  (12 month period ending 30 th  September 2014 ).  

 

 
NB lower % means better performance  

 

¶ The rates effectively mean that for every 100 people exit ing treatment 15 opiate 
users, 0 non -opiate users and 9  non -opiate and alcohol users re -present to 
treatment in the following 6 months;  

¶ Since 2013/14 , p erformance in re - presentations has improved for non -
opiate users  (up by 5 %) and alcohol and non -opiate users (up by 6%), but  

reduced for opiate users  (down by 3%) ;  
¶ These rates means Cornwall is performing within the top quarter of our 

similar Local A uthorities  for non -opiate users and just outside the top quarter 

for alcohol and non -opiate users (3 % or 2 people) and opiate users (5% or 4 
people)  (note that  these numbers are very small);  

¶ There was no difference in repr esentations for those with protected 
characteristics ( sexuality, disability and dual diagnosis) compared to those 
without protected characteristics . In 2012/13, clients with a disability were less 

likely to represent to treatment than the whole treatment p opulation.  
 

Measuring treatment outcomes  

In 2007/08, the National Treatment Agency (now within Public Health England) 

rolled out a treatment outcomes monitoring instrument ï the Treatment 
Outcomes Profile or TOP  ï to be used at the start of treatment , in c are plan 

reviews at approximately three month intervals and on leaving treatment. This 
information is reported through the National Drug Treatment Monitoring System 

(NDTMS). By the summer of 2010 it was sufficiently embedded and recorded in 
NDTMS to justif y the dissemination of quarterly outcomes reports at both a 
Partnership and individual provider level.  This data is recorded for clients in 

structured treatment only.  
 

The tool looks at four key domains for drug treatment:  
1.  Drug and alcohol use  
2.  Physical and  psychological health  

3.  Social functioning  
4.  Offending and criminal involvement  

% who complete 

successfully but 

represent within 6 

months

Baseline 

2013/14

Latest 

actual

Direction 

of travel

Comparator 

local 

authorities

RAG

Opiate users
12.1%

7/58

15.2%

10/66
č

10-0%

6-0

Non-opiate users
4.8%

1/21

0%

0/11
Ď

0-0%

0-0

Non-opiate and alcohol 

users

14.7%

10/68

8.9%

4/45
Ď

5.4-0%

2-0

All drug users
12.2%

18/147

11.5%

14/122
Ď NA
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Valid and robust data to evaluate progress across the treatment population in these 

four domains is dependent on services completing a minimum of 80% of TOPs  
within the time perio ds required ; this is described as TOP compliance .  
 

TOP compliance in  Cornwall has a patchy history  and this means that this rich 
source of data has not previously been routinely available to us.  However, in 

2014/15, Cornwall achieved  80% TOP compliance  th erefore information was 
able to be gained regarding the outcomes of client s in the treatment system.  
 

Opiate outcomes  

NDTMS calculates  óabstinenceô as 0 days use  in the previous 30 days and óreliably 

improvedô as a reduction of equal to or more than;  13 u sing days  for opiates, 12  
using days for crack, and 15 using days for injecting, in the previous 30 days. The 

diagram  below shows the numbers and rates of service users that achieved 
abstinence or reliably improved from opiate, crack , and injecting  at 6 mo nth review, 
in the 12 month period ending on 30 September 2014 . 

 
Service userôs self- rated  health and quality of life  is collected  at 6 month review  

(2013/14) . Physical health, psychological health and quality of life  rating 
scores all improved most for th ose who stopped using opiates , we also saw 
an increase for those who improved in their opiate use. This is similar to the picture 

nationally. However, Cornwall also saw an increase in all three rating scores for 
clients who deteriorated in their opiate use . This may be down to the small numbers 

in this cohort.  
 
The next diagram  shows  opi ate outcomes in terms of Cornwallôs success compared 

with the national averages.  
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Focus on injecting  

Of the opiate c lients in an open episode of treatment on 31  December 2014, there 

were 854 with a completed TOP within the previous 6 months. Of these 24% had 
injected in the month prior  to their latest TOP.  
 

A range of complexity factors  were examined for these service users . The table 
below shows the factors that were most likely to be feature for those injecting whilst 

in treatment . 
¶  

Strongly associated factors  Moderately associated factors  

¶ Less likely to be employed at 

presentation to treatment  

¶ More likely to have b een injecting on 

presentation to treatment  

¶ Less likely to score in 16 -20 (highest) 

band for quality of life  at TOP  

¶ Less likely to score in 16 -20 (highest) 

band for psychological health at TOP  

¶ Less likely to have been in treatment 

for over 4 years  

¶ Less lik ely to be drug free at last TOP, 

mostly opiate use but also other 

drugs  

¶ More likely to start using opiates 

under the age of 24 years  

¶ Less likely to be living with children  

¶ More likely to have a housing problem 

on presentation to treatment  

¶ More likely to be  referred from a 

criminal justice route  

¶ More likely to be single  

¶ Less likely to be in paid work at last 

TOP review  

¶ More likely to have a housing problem 

at last TOP review  

¶ Less likely to score in 16 -20 (highest ) 

band for physical health at TOP  

¶ More likely to be using amphetamines 

at last TOP review  

 
Service users who continue to inject in treatment show less social capital  than 

other services users; they are less likely to be in work  and more likely to be 
single and have a housing problem . These are factor s that are known to reduce 
the likelihood of successfully completing treatment.  

 
Non - opiate users  

NDTMS calculates óabstinenceô as 0 days use in the previous 30 days and óreliably 
improvedô as a reduction of equal to or more than; 8 using days  for cocaine , 13 for 
amphetamine, 12 for cannabis and 10  for alcohol . The next diagram  shows  non -

opi ate outcomes in terms of Cornwallôs success compared with the national 
averages.  

 
Service users  health and quality of life  is collected  at 6 month review  (2013/14) . 
Due to the small numbers it is difficult to draw any significant conclusions from this 

data. However, nearly all non - opiate users  who stopped their drug use  
showed increased rating scores for physical health, psychological health and 

quality of life . The exc eption to this is cocaine users who showed a decrease in 
physical health and quality of life once they had become abstinent. Like opiate 
users, alcohol users who deteriorated in their use showed an increase in all three 

health and well -being areas. Again t his may be due to small numbers.  
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  Prioritie s  

¶ There remain significant indicators of unmet need  where people 

experiencing severe and dependent drug and alcohol problems are 
not accessing or engaging  in treatment. Many are in contact with 

other services who could refer and assist with engagement.  
¶ Delivering  drug screening training , prioritising offender 

managers, Domestic Abuse and Sexual Violence (DASV) and 

children and families services may facilit ate increased and 
appropriate referral into treatment ;  

¶ Improving access to community detoxification  services, 
including :  

o Updated pathway for community drug detoxification;  

o Making Home and Dry available in St Austell;  
o Improving waiting times for the Communi ty Hospital Alcohol 

Detoxification (CHAD) bed in Bodmin.  
¶ More information for service users  about what is available to 

help;  

¶ Examine and develop  the treatment offer for the most 
complex service users , particularly those who are representations 

to treatment , to reduce these service users dropping out of 
treatment ;  

¶ Review the treatment offer for people who have been in 
treatment for  4 years and over  to assess the recovery potential 
and service design for this group;  

¶ Review  the contribution that Mindfulness an d acupuncture 
have made to treatment;  

¶ Continue to increase the availability of the full range of harm 
reduction, treatment and recovery interventions  across all of 
the service delivery bases;  

¶ Identify a delivery base for Newquay  and make available the full 
range of harm reduction and recovery interventions in this area;  

¶ Targeted outreach  and detached work to attract and engage the 
more hard to reach into treatment ;  

¶ Review the options for getting treatment to people  who have 

diffi culty with transport costs ;  
¶ Include stages of constructive activity and  volunteering  from 

the outset of treatment ;  
¶ Clarify the mental health offer  within treatment services ;  
¶ Develop brief intervention groups  for  heroin users ready to exit 

treatment to offs et withdrawal fears and speed up exit of motivated 
but scared clients ;  

¶ Increase Capacity to run groups,  especially abstinent aftercare 
groups  for people who have just completed deto x ;  

¶ Increase the  solid network of volunteer drivers  and peer 

mentors ;  
¶ Implem ent the n ew guidelines for treating acute N ew Psychoactive 

Substances (NPS)  problems ;  
¶ Extend the Prescription Only Medicines  service across each 

locality ;  

¶ Continue to deliver the service improvement plan for non - opiate 
users .  

¶ Improving Treatment Outcomes  by  focussing upon reducing 
injecting behaviour and use of alcohol on top . 

¶  
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Transitions  

Transition from young peopleôs to adult services has historically been 
problematic locally , resulting in a significant proportion of young adults retain ed 
in young peopleôs services. This has dropped year on year and is now at a minimal 

level (two young adult currently in an open intervention  with young peopleôs 
services,  and  12 young adults discharged from treatment aged 18 or 19).  

 
The chart to the rig ht shows the 
age of first use for adults who 

have been in treatment during 
2013/14. This is based on age 

of first use of their current 
primary drug.  
  

A significant proportion of adult 
service users start using their 

pr imary drug under the age 
of 18.  This is certainly the case 

with problematic alcohol and 
non -opiate users, whereas 
opiate users are more likely to 

start using their primary dru g between the ages of 16 and 21.  
 

¶ By looking at the cohort for the previous 3 years we can see that 36 young 
people ha ve transitioned from young people ôs services  into adult treatment 
services;  

¶ 50% of these young people had problematic alcohol use identified whereas 5 
young people (14%) were identified as an opiate user ;  

¶ When looking at referral routes for these young pe ople it appears that there is 
no option to select a young personôs substance misuse treatment service. The 
most common referral sources are self - referrals (36% )  and G P (14% ) . 

 

Tier 4 services  

Tier 4 treatment covers in -patient assessment, stabilisation and  detoxification and 

residential rehabilitation interventions.  
 

Boswyns opened in May 2010 and this was the first time that residents of Cornwall 
and Isles of Scilly had access to a local dedicated specialist unit for assessment and 
detoxification. Prior t o the opening of Boswyns in 2010, Cornwall had previously 

relied heavily on out -of -county provision for residential detoxification.  
 

Boswyns is registered with the Care Quality Commission to provide residential 
detoxification, stabilisation and assessment  services. The service is available for 
adults who require a drug or alcohol detoxification, or whose drug use is out of 

control and need a period of stabilisation or a full assessment of their needs.  
 

Bosence and Chy Colum are r esidential rehab providers  in Cornwall. In line with 
NICE recommendations, a stay in residential rehab is appropriate for the most 
serious cases, and local areas are encouraged to provide this option as part of an 

integrated recovery -orientated system.  
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In 2014/15, 191 service users  were referred from community to treatment to 
residential tier 4 treatment. 92 were for alcohol users, 51 were for drug users  

and there  were also 47 referrals for both drug and alcohol users.  
 

In -patient interventions  

The estimated need 19  for in -patient in terventions (assessment, stabilisation, and 

detoxification) is 10% of those in treatment  so approximately  15 0 places (drugs) 
per annum. At least 93% of these will be for detoxification.  
 

The capacity gap between estimated and actual need was closed for th e first time in 
in 2012/13 . Since then we have seen a further increase to 157 places in 2013/14 

and 167 in quarter 3 2014/15.  This represents a significant increase  over 
previous years.  
 

The majority of drug clients receiving in -patient drug interventions are opi ate users 
(138 in December 20 14). However, we have seen a slight rise in non -opiate users; 

from 1 in 2013/14 to 5 in December 2014 .  
 

 
 
 

Success ful completions  

In quarter 3 2014/15:  

¶ 59 % of people complete d  drug treatment successfully  through reside ntial 
detoxification interventions ;   

¶ 18  people have undertaken more than one  episode  of  residential assessment, 

stabilisation and/or detoxification  to achieve this, which matches national and 
international research which finds  that the effects of resident ial treatment are 

cumulative and for those whose needs cannot be met in community  settings, 
more than one residential stay may be required . 

 

 

 

                                       
 
19  National Tier 4 Needs Assessment estimates (2003 -2004), NTA, 2005  
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Residential Rehabilitation  

The e stimated need for residential rehabilitation interventions is 5% of opiate users 
in treatment.  
 

80  adults went to residential rehab  (Bosence and Chy Colom)  between January 
2014 and December 2014 . This represents 6 % of the treatment population . This 

is rise of 1% since 2012/13 , however, this proportion equates to a reduction in 
actual numbers of 7 clients . 
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Protected characteristics  
Prevalence and engagement with treatment  

Research indicates that prevalence rates of substance use problems are higher 
amongst those with disabil ities and those who identify as LGBT:  
¶ Substance use problem s are 2 to 4 times higher amongst people with disabilities 

than that of the general population;  
¶ A fifth of those who identify as LGBT have a problem with substance 

dependency, equating to between 2,100 and 4,400 people in Cornwall;  
 

In 2014 -15, 12% of clie nts in  structured treatment had a physical, learning or 
sensory disability.  3%  were recorded as gay or bi -sexual. Both of these figures are  
similar to previous years . 

 
Based on these prevalence estimates, engagement with treatment rates are lower 

than expe cted across all the protected characteristics examined, but part icularly for 
the LGBT community.  
 

Outcomes  

In 2013/14, t here was no difference in successful completions in structured 
treatment for those with prote cted characteristics (sexuality and  disabil ity). In fact, 
those clients with a disability had a slightly higher successful completion rate (53%) 

than those without a disability (48%). This is an improvement over the last two 
years,  where those with a disability were less likely to successfully comp ete than the 

whole treatment population.  
 
There was  also  no difference in representations for those with prote cted 

characteristics (sexuality and  disability) compared to those without protected 
characteristics. In 2012/13, clients with a disability were le ss likely to represent to 

tre atment than the whole treatment population.  
 
Recording  around protected characteristics has shown huge improvement within 

treatment episodes. We can now more accurately identify the needs  of this 
cohortô; 

¶ In 2013/14, 8% of serv ice users had missing data for disability for those in 
structured treatment and 4% had missing data for sexual orientation.  

 

Emerging Needs  

¶ Emerging needs have been identified for older people, requiring the 
development of training and pathways in new area s such as the Aids and 
Adaptations Service and prevention  work in accommodation services.  

¶ Anecdotal evidence indicates that more targeted outreach is required for Gypsies 
and Travellers to gather more detailed information about the needs of this 

group;  
¶ Mor e detailed audits are still required around the needs of migrant workers and 

how well we are currently meeting those needs.  
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Prioritie s  

¶ Improve pathways  into specialist drug and alcohol services for 
people with disabilities and provide training in screening  for drug 

and alcohol problems in services providing support, particularly 
Cornwall Councilôs Adult Care, Health and Wellbeing Services; 

¶ Provide training for the treatment system workforce about the  
needs of those with protected characteristics . There are 

specialist training resources within Cornwall Council, for example, to 
improve the ways that services engage with people with learning 
disabilities;  

¶ Provide additional support according to need , for  example 
ensuring that service users with disabilities are given the option to 

be teamed up with another service user to support their journey;  
¶ Develop an action plan with community treatment providers to 

address issues in the physical environment that wer e highlighted by 

the audits, such as signage, disabled access, colours of fixtures and 
fittings and LGBT friendly posters;  

¶ Ensure that all information is available in user friendly 
language  and that educational and promotional materials depict 
people with protected characteristics;  

¶ Develop and implement a targeted harm reduction strategy 
within the LGBT community ;  

¶ Consideration of transport requirements  for those with disabilities 
could increase accessibility as could consideration of the physical 
environme nt and signage within treatment settings to reflect the 

needs of those with protected characteristic . 
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Harm reduction  
Drug related deaths  
¶ Deaths among heroin users are 10 times the death rate  in the general 

population ;  
¶ Deaths inv olving new drugs and some prescription medicines are rising . 
 

Trends and key themes in 2014  

¶ The number of recorded drug related deaths has remained stable since 

2013  at 16 deaths (We are still awaiting toxicology reports for 3 deaths so this 
figure may inc rease to 19) ;  

¶ Methadone and heroin related deaths have increased  since last year, from 

13 in 2013, to 16 in 2014 ;  
¶ Deaths from illicit heroin alone have decreased  from 3 in 2013 to 2 during 

2014. However, heroin was one of the drugs in a further 10 deaths . Therefore, 
there were more deaths in 2014 in which heroin was a factor than methadone. 
This was the same in 2013 ;  

¶ Nearly all  cases, with 2 exceptions , involved a combination of illicit drugs, 
prescribed drugs and/or alcohol ;  

¶ 13 cases had been involved wit h drug and alcohol treatment services prior 
to death , 3 of these were in treatment for alcohol only ;  

¶ The average age  of those who died a drug - related death was  40 years ;  

¶ St Austell and Bodmin  were the most common repeat locations ;  
¶ All but two cases were ma le .  

 
The table below shows drug - related deaths reported in 2014, compared with 

previous years.  
 

 
 

Deaths involving  illicit heroin have increased slightly from 7 in 2013 to 9 in 
2014 . There were a further 3 deaths in which heroin was found in combination 

2014 2013 2012 2011 2010

16 16 21 12 18

9 7 8 8 9

4 2 11 2 7

3 4

 3

MDMA

Heavy duty 

analgesic 

and 

prescription

Benzodiazep

ines

0
 2 sus. 

suicide

1 x RTA, 

5 x sus. 

suicide

2 

Phenobarbitone
1 Heroin

Increased 

by 22%

 Reduced by 

24%

Increased 

by 75%

Reduced by 

38%

Increased 

by 38%

RTA/suicide (+ CD as 

included above)

Annual increase or 

reduction %

Heroin and methadone

Other controlled drug

2 

Mephedrone

, Cocaine

2 MDMA + 

other
2 x Cocaine

Drug related deaths

Breakdown by drug type

Heroin/morphine (primary)

Methadone (primary)
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w ith methadone . Of these 12 cases, 7 also had high levels of alcohol  detected 
and all but 2 cases had other drugs detected.   

 
Methadone deaths have increased slightly this year to 7,  after a considerable 
reduction in 2013 from 11, in 2012, to 6. These deat hs were in combination with 

heroin, and alcohol. Of these deaths 5  involved their own prescribed 
methadone and 2 involved illicit methadone.  

 
There have been 8 cases in which alcohol was detected . In 6 of these the 
alcohol levels were high enough to be a part of the cause of the death or enhance 

the toxic effects of other drugs taken.  
 

There were 9 deaths in which Diazepam was detected . This is similar to the 8 
deaths in 2013. All of these cases had other drugs in their system and have been 

looked at abov e. In 7 cases the level of Diazepam was suspected to have enhanced 
the toxic effects of other drugs taken.  
 

Tramadol was detected in 3 cases, compared to 8 in 2013 . It was found to be 
related to the cause of death in 2 of these cases.  

 
Where toxicologica l results have been received, Pregabalin has been present in 
6 of the deaths in 2014.  In 5 of the se cases it is  believe d that t he level of 

pregabalin made  a significant negative difference to the death . Nationally, 
deaths involving Pregabalin and Gabapentin are on the rise ;  the Office for National 

Statistics found that Pregabalin and G abapentin were mentioned on 41 death 
certificates in 2013 ( Pregaba lin on 33 and Gabapentin on 9).  
 

13 cases had been in drug and alcohol treatment  prior to death, with one 
further case having been in treatment within 6 months of the death. 

Interestingly , 3 cases had been in treatment for alcohol use only .   
 
Mental health problems  were known in two of the cases, both schizophrenia, and 

were a possibility in a further 5.  
 

In 9 cases the person who died was between 30 - 39 years of age  and 5 were 
between 40 -49 years, with the average age of  death being 40 years .  
 

On top of these 16 cases, in 2014, there was one case in which Alpha -  
methyltryptamine   ( AMT ) , a new psychoactive substance (NPS), was t he 

cause of death . This is the first time we seen a death from a non - illicit drug alone, 
and is most likely linked to the increase of NPS use across the country.  
 

All of the deaths reported to the DAAT and suspected to be drug -related are subject 
of immed iate investigation to determine the circumstances and to ensure effective 

measures are introduced to prevent similar fatalities.  
 
Toxicology reports provided by HM Coroner for Cornwall indicate cases where 

controlled drugs confirm such deaths to be ódrug relatedô in accordance with 
Department of Heath directives.  Toxicology results have been received for all but 3 

of the 19 suspected drug related deaths during 2014.   
 

Many of the 2014 suspected drug related deaths are still sub - judice and await 
inquisitio n by H.M. Coroner for Cornwall.  Requests have however been made 

http://www.ons.gov.uk/ons/about-ons/business-transparency/freedom-of-information/what-can-i-request/published-ad-hoc-data/health/december-2014/gabapentin-and-pregabalin-drug-related-deaths--england-and-wales--1999-2013.xls
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following previous DAAT annual reports to include here brief details of individual 
circumstances with particular reference to place of death, care and treatment of the 

deceased and the combin ations of drugs and other substances or other material 
considered to have caused death.  
 

Ambulance attendance data  

In previous years, The South West Ambulance Service has provided the DAAT and 
partners, with data, that showed the numbers of incidents by Co unty where 
naloxone had been administered  to accidental and deliberate overdose patients. 

This included incidents of accidental overdose of lawfully held opioid medication, 
however, in most cases it detailed incidents of opiate overdose administered as a 

street sourced drug. As such the figures are important evidence in any debate trying 
to gauge the size of a particular drug problem. Our latest data relates is from May 
to October 2013. This shows an average of 16 monthly naloxone 

administration s with a low  of 12 in May and a high of 21 in July. It is difficult to 
assess this apparent drop in administrations with any accuracy but it does fit in with 

the drop in deaths overall for the 2013  period as compared to 2012.  
 

From May 2014 the South West Ambulance S ervice is piloting an electronic 
records syste m for patients in the Taunton area. If successful this system will also 
be rolled out across Devon and Cornwall. This will lead to better data capture and 

hopefully an even better information exchange, to illus trate where the naloxone 
administrations are being made, why they are being administered, for what drugs 

they are administered for and be a generally more accurate system . 
 

Changes in working practic e with HM Coroner and staff  

The working relationship betw een HM Coroner for Cornwall and the Cornw all DAAT 

has  always been good and this has led to a very robust and reliable investigation/ 
review process.  
 

Changes made to The Coroners Rules from July 2013 and other changes listed 
below, has built upon this  rev iew process:  

 
¶ Weekly HM Coroner review meetings now dynamically assess the investigation 

and information requirement for each death. This leads to less wastage of time 

and a more focussed investigation with a view to finalising the inquest within 6 
months.  The Drug Related Death Prevention Coordinator assists with these 

weekly meetings. Early receipt of the weekly review list allows early research 
and reports back to HM Coroner prior to these meetings;  

¶ The Drug Related Death Prevention Coordinator now recei ves weekly 

notification of the register of Deaths for Cornwall . This allows early 
research with for example; the Police and treatment teams in order to facilitate 

any early requests for reports and information that may be required by HM 
Coroner for the inq uest process;  

¶ The central role of the Drug Related Death Prevention Coordinator has now been 

improved by HM Coroners kind permission to use more electronic means of 
information transfer . Treatment reports, for example, are now exchanged 

prior to hard copy with improved efficiency. The ability to ócopy inô various 
agencies via email with updates on specific cases further improves efficiency. 
HM Coroner is now accepting some electronically signed do cuments and reports 

to this end;  
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¶ The continued accessibility to toxicological reports  and the relatively new 
easier access to pathological reports  via the weekly meetings put Cornwall 

in a very strong position to review and report on drug related deaths. 
Furthermore the yearly reporting and comparison data can be re lied upon 
to be accurate.  Early toxicology and pathology awareness means that deaths 

can be more easily attributed to being drug related or otherwise. This is a key 
objective from the peninsular perspective, in helping other areas obtain the 

same sort of i nvestigative assistance.  
 

Priorities  

¶ Poly drug use  has been further highlighted  this year as being 
problematic and raises the point that assumptions should not be made 

surrounding  any clientôs knowledge, or lack of knowledge, of the risks 
of mixing drugs and their potent iating effects upon each other . 
Increased awareness raising  and education needs to go into this 

important area;  
¶ Similarly, significant work needs to be done to rais e awareness of the 

risks in the use of pregabalin  which has increased in use and  
contributed  to more DRDs;  

¶ Alcohol only treatment clients  account for 3 of the DRDôs with 3 

more pending toxicology. This growing cohort need to be investigated 
further  to see why they were  being treated for alcohol and then  

succumbed to a DRD;  
¶ With 13 cases involved a  client currently engaged in treatment ;  this 

suggests  more work needs to be done in terms of harm reduction 

for those in treatment  (overdose prevention, basic lif e support, 
naloxone being issued) ;  

¶ Subject to inquest conclusion there is one NPS death  which point s 
towards a need to do more work raising awareness of the risks 
related to NPS drugs. Press, anecdotal and statistical information is 

now informing us that N PS are an increasing problem in the prison 
population so we will see how this impacts on Cornwall;  

¶ All deaths have had an opiate link  whether heroin, methadone or a 
combination. Most of these cases, however, also involve other 
substances. Cornwallôs naloxone supply  needs to be made more 

proactively available with all 13 of these deaths having had the 

potential to have been averted through this initiative.  
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Blood Borne Viruses  

Preventing the spread of blood borne viruses is a key health priority outcome to be 
delivered in drug treatment. People who inject drugs are vulnerable to a wide range 
of viral and bacterial infections. These  infections can result in high levels of illness 

and in death. Immunisation against Hepatitis B and testing for Hepatitis C form part 
of the treatment plan for drug users with a history of injecting behaviour.  

 
Information about blood borne virus interven tions with drug users in treatment is 
recorded in NDTMS. Immunisation against Hepatitis B and testing for Hepatitis C 

form part of the treatment plan for all drug users, particularly those with a history 
of injecting. People who inject drugs are vulnerable to a wide range of viral and 

bacterial infections . These infections can result in high levels of illness and in 
death.  
 

Information about blood borne virus interventions with drug users in treatment is 
recorded in NDTMS and historical issues we have seen w ith poor recording have 

been resolved over the last two years.  
 

Rates of accepting vaccination for hepatitis B and testing for hepatitis C have 
improved significantly over the la st three  years and are well above the national 
average, but still below the na tional target of 90% .  

 
¶ 63 % of adults new to treatment eligible for a Hepatitis B vaccination 

have accepted one , compared  with the national average of 43 % ;  
¶ 86 %  of previous or current injectors eligible for a Hepatitis C test 

have received one , compared  wit h the national average of 74 %.  

 
In 2013/14, Public Health England introduced a new measure of the number of 

service users who complete Hepatitis B vaccinations. In quarter 2 2014/15, only 
13% of all service users and 2% of new service users had a record o f 
completing a course of Hepatitis B vaccinations , compared to 35% and 18% 

nationally.  
 

Needle exchange services  

Addaction provides a specialist safer injecting and harm reduction service at 6 static 

sites in Cornwall.   
 

3,641 visits to the needle exchang e service were made in 2014. From these visits, 
just fewer than 234,500 syringes were issued, of which 70% were returned and 
known to be disposed safely.   

 
The most visits and syringes issued were in Penzance. Bodmin and Liskeard had the 

least visits but i ssued more syringes per visit than other areas. Redruth had the 
least proportion of syringes returned (as a proportion of the number issued) at 
15%, compared to St Austell at 93%.   

 
The service also issues the following:  

¶ Vitamin C ï just over 52,500 issued  
¶ Citric acid ï just over 13,000 issued  
¶ Spoons ï just over 46,500 issued  

¶ Foil ï just over 6000 issued  
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¶ Water ï just over 43,500 issued   
 

Pharmacy based services  

There are now 29 pharmacies  across Cornwall participating in the needle exchange 

scheme. In 2013 /14, around 20,000 packs  of syringes were issued from 29 
pharmacies returning information.   

 
The number of packs issued is  slightly higher than the number of packs issues 
in 2011/12 . The busiest sites are the Day Lewis pharmacies in St Austell, 

Camborne an d Bodmin , accounting for 50% of the total packs issued over the 
year.  

 
An audit of NICE guidance PH52 about Needle and Syringe programmes was carried 
out as part of this yearôs needs assessment, identifying a number of steps required 

to improve provision.  
 

The majority of pharmacies offering needle exchange services also offer supervised 
consumption.  

 
Supervised consumption is offered at 59 pharmacies across Cornwall and the service 
was used by 237 clients in 2011/12. There is a wide distribution of cl ients across 

Cornwall but the largest cluster is in St Austell  (42 people, 5 sites), followed by 
Bodmin (25, 4 sites), Penzance (21, 5 sites) and Liskeard (20, 2 sites).   

 
 

Priorities  

¶ Pharmacy provision to be extended  to the 9 priority gap areas;  
¶ Review ho melessness provision  and need for detached provision to 

areas poorly served ;  

¶ Workforce development. Ensure staff providing level 3 services are 

competent to provide advice about the full range of drugs that people 
may be using. In particular, they should b e able to advise on how to 
reduce the harm caused by injecting and how to prevent and manage 

an overdose. Ensure staff are competent to provide advice about the 
full range of drugs that people may be using, how to reduce the harm 

caused by injecting and ho w to prevent and manage an overdose . All 
needle and syringe provision is staffed by the entire workforce now, and 
not just specialists, and specialist training has been provided, a number 

of staff felt more on the job training and support is need before th ey 
are fully competent and confident;  

¶ Offer comprehensive harm - reduction services . This includes: advice on 
safer injecting practices, assessment of injection -site infections, advice 
on preventing overdoses and help to stop injecting drugs . Specifically 

re view the provision of equipment and advice to people who 

inject image and performance - enhancing drugs . 
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Unmet need  
Complex needs  ï the óToxic Trioô 
This analysis was undertaken to assis t with identifying needs relating to treatment 

services for those with complex needs, specifically those with families, and aims to 
uncover any possible service gaps or unidentified treatment need in 
Cornwall.  

 
Information from treatment services (drug an d alcohol, and domestic abuse) has 

been compared to examine links in service need for people with drug and alcohol 
dependency, domestic abuse and mental health issues. The aim is to identify the 
needs of service users with multiple, inter - related issues th at require a multi -

agency approach . 
 

In this document ñcomplex needsò means a service user that experiences mental 
health, domestic abuse and substance use issues, all of which have a negative 
impact on children within families. The NSPCC has researched th e relationship 

between these three factors and babies born into these families. Brandon et al, 
(2008 20 ) looked into 47 serious case reviews and found that families shared many 

characteristics with domestic abuse, mental health difficulties and substance 
mis use issues being most prevalent among parents and carers . 
 

It is important to note that we do not assume that all service users with domestic 
abuse issues will also suffer with substance use issues and mental health difficulties.  

 
Drug and alcohol Use  

To examine service need around substance misuse, adult drug and/or alcohol users 
in treatment (taken from Halo ) was used.  
  

National research shows that substance misuse is often a burden not just on the 
user, but also on other family members, including spou ses, parents, siblings and 

children.  
 
Dependent children are especially affected  ï albeit differently at different ages 

ï by a parentôs substance problem, since parentsô ability to rear, protect and care 
for their children, attend to their health, feed th em and financially support them 

may be greatly diminished by their drug and/or alcohol use . Furthermore, 
being preoccupied about substance supplies can compromise parentsô abilities to be 
consistent with their parenting and emotionally responsive to their childrenôs needs. 

 
¶ In the 12 month period ending December 2014, 17%  (414 people) of adults in 

drug and/or alcohol treatment were recorded as living with a child , 
predominantly in a parental capacity.  

¶ A further 26%  (640 people) of drug and/or alcohol users in treatment were 

parents but not living with their children . 
 

                                       

 
20  Brandon, M. et al. (2008) Analysing child deaths a nd serious injury through abuse and neglect: 
what can we learn? A biennial analysis of serious case reviews 2003 ï2005, DCSF RR023.  
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Overall, service users in treatment for opiate or alcohol use  as their primary 
substance are more likely to be parents than other drug and alcohol users, but there 

were a higher proportion of o piate users that have children not currently living with 
them. Non -opiate users are least likely to be parents overall.  
 

¶ Domestic abuse is not specifically recorded or monitored in drug and alcohol 
treatment services. This has been added to risk assessmen ts to enable this to be 

addressed and acted upon in the future.  
 

Domestic abuse  

To examine service need around domestic abuse, adults in contact with domestic 
abuse services; this includes the Susie project, IDVA service, Clear and the 

Recovery Toolkit, (t aken from MODUS) was used. This data relates to victims of 
domestic abuse, not perpetrators.  

 
¶ In the 12 month period ending December 2014, 32%  (585) of adults in contact 

with domestic abuse services had children . A high proportion of adults did not 

answer  (58%), so it is likely this proportion is an under estimate;   
¶ Of these adults, 27  (5%) were identified as having drug and/or alcohol 

problems.  Again, a high proportion did not answer so the real number is likely 
to be higher than this. This low reporting may be due to data quality issues, in 
which case an improvement plan on increasing reporting may be beneficial, or 

staff not identifying drugs and alcohol as a problem, in which case training may 
be necessary;  

¶ Overall, in 2014, 60 service users (3%) were i dentified as having drug or alcohol 
problems. Of these, 50% had been known to drug and alcohol treatment 
services since April 2013. This suggests greater joint working between domestic 

abuse and drug and alcohol services would be beneficial to meet service  userôs 
needs.  

 
Mental Health  

Both service providers (drug and alcohol treatment and domestic abuse) record 

whether services users have mental health issues. This data was used to examine 
mental health prevalence among service users. Note mental health is  only recorded 

for those in structured drug and alcohol treatment (not brief interventions).  
 
¶ In 2014, 4%  (76 people) of service users in contact with domestic abuse  

services were recorded as having mental health issues . Of these, 57% (40) 
had children . A gain, a high proportion of adults did not answer.   

¶ 28%  (506 people) of service users in structured drug and alcohol treatment  had 
mental health issues . Of these, 55% had children ; 17% with children residing 
with them and 38% had children living elsewhere.    

 
Complex needs  

The following analysis identifies the proportion of services users in treatment 
services for substance misuse and domestic abuse, and those identified as having 
mental health issues.   
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¶ 9%  (211 people) of the drug and al cohol treatment population in 2014 had been 
involved with domestic abuse services  between 2008 and 2014. Just under half 

of these service users were in structured treatment (91 people).  
¶ Of those service users in structured drug and/or alcohol treatment, 3 2% (29 

people) also had mental health 

issues  (3% of the total structured drug 
and alco hol treatment population) ;  

¶ These service users were  more likely 
to be in treatment for problematic 
alcohol use (66%, 19 people) 

(includes both alcohol only or alcohol 
and  non -opia tes), compared with 

opiate use and non -opiate use ;  
¶ Of these service users, 7 were 

parents .  

 
A range of complexity factors  were 

examined for these service users. The table below shows the factors that were most 
likely to be feature for those with complex needs.  
 
Strongly associated factors  Moderately associated factors  

¶ More likely to be unemployed at 

presentation to treatment  

¶ More likely to be female  

¶ More likely to be between the ages of 

19 -34 years  

¶ Less likely to be between the ages of 

35 -54 yea rs  

¶ More likely to be single  

¶ More likely to have a housing problem 

on presentation to treatment  

¶ More likely to have a disability  

¶ Less likely to be injecting in the 4 

weeks prior to starting treatment  

¶ Less likely to have been in treatment 

over 4 years  

¶ Less l ikely to have been in treatment 

in the previous 12 months  

 

 

There was no difference in successful completions  from drug and alcohol 
treatment between those with the toxic trio, compared with the total structured 

treatment population.  
 
 

211 

people  

76 

people  

29 

people  

506 

people  

Drugs and alcohol 
treatment  

Mental health  Domestic 
abuse services  
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Focus on families  

Together for Families is a multi -agency programme that aims to engage and support 

families that experience multiple and complex challenges. Taking a Whole Family 
approach, the programme brings together a range of new and existing services that 
can help fa milies overcome challenges and work towards their own positive 

outcomes.  
 

The programme collects information from a number of data sources on a number of 
complex issues to identify which families may benefit from an intensive package of 
care. This includes  the identification of when drug and alcohol, domestic abuse and 

mental health are an issue for the family. In this analysis we have used this data to 
identify those families with complex needs and which services are known to be 

currently working with them , therefore examining service gaps. Caution should be 
taken when examining this data as it is unclear how, when and where the 

identification of these complex needs has occurred.  
 
In December 2014, there had been 1404 families 1 identified on the Together f or 

Families register. Of these:  
 

¶ 615 (44%) families  had drugs and alcohol identified as a complexity factor . 18% 
(112 families) were known to drug and alcohol treatment services;  

¶ 638 (45%) families had domestic abuse identified as a complexity 

factor . 24% (197 families) had engaged with specialist domestic abuse 
services;  

¶ 688 (49%) families had mental health identified as a complexity factor.  
 
Overall, 218 (16%) families had all three complexity factors identified as an issue. 

Of these 29 families (13%) wer e known to drug and alcohol treatment services, 42 
families (19%) were known to domestic abuse services, and a further 20 families 

(9%) were known to both services. Over half of the families identified with complex 
needs were not known to either service.  
 

Priorities  

¶ To improve screening and recording in drug and alcohol and 
domestic abuse services  to identify complex needs and enable 

joint working to occur;  
¶ Introduction of drug and alcohol screening across children and 

family services , utilising AUDIT and DUDIT screening tools  

¶ 50% of those identified with drug and/or alcohol issues in domestic 
abuse services we re known to drug and alcohol treatment services. 

Implementation if the new joint DASV/DAAT protocol  and 
greater joint working would be beneficial to identify the nature of 
the drug and/or alcohol use and whether treatment would aid the 

remaining  50% ;  
¶ Ther e is a gap in our knowledge around mental health need and 

treatment. Work with mental health providers would help to identify 
if those with mental health issues in domestic abuse and drug and 
alcohol services are accessing treatment for their mental health  

condition and what joint working could occur for those with 
complex needs .  
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Dual Diagnosis  
The term ódual diagnosisô covers a broad spectrum of mental health and substance 

misuse problems that an individual might experience concurrently. The nature of the 
relationship between these two conditions is complex and includes:  
 

¶ A prim ary psychiatric illness precipitating or leading to substance misuse  
¶ Substance misuse worsening or altering the course of a psychiatric illness  

¶ Intoxication and/or substance dependence leading to psychological symptoms  
¶ Substance misuse and/or withdrawal le ading to psychiatric symptoms or 

illnesses. (DH, 2002, p 7)  

 
The Community Mental Health Profiles (published in 2014) highlight that the 

proportion of adults in Cornwall in 2012/13 suffering with depression (5.9%) is 
higher than  the England average. Howeve r, this is a 7% reduction from 2011/12. 
It also indicates we are significantly lower than the England average for new 

incidence of depression and mental health problems for all ages.   
 

Cornwall has significantly l ower proportion of the population accessin g mental 
health services than the England average. Patients with mental health services are 
significantly less likely to be in settled accommodation or be in employment . 

Cornwall also has higher emergency admissions for self - harm, higher suicide 
rates  and higher hospital admissions for unintentional and deliberate injuries.   

 
Despite pledges to improve mental health care, and in particular move towards 
more community services, the last four years have seen a drop of more than 

3300 posts in mental health nur sing across the UK , with more experienced 
nurses disproportionately lost and the expectation of more to come as older nurses 

retire.  
 
Since 2010, around 1500 available beds were lost from the system in England 

alone. T his represents a reduction of 6% at a  time when demand rose by 30 per 
cent.   Admissions to inpatient units have risen over the same period, with the RCNôs 

evidence suggesting that this is linked to the loss of early intervention and crisis 
resolution services.  

 
The loss of these vital servic es means many people experiencing symptoms of 
psychosis and serious mental illness have to wait until they are ill enough to be 

detained under the Mental Health Act before they can access treatment as an 
inpatient.   There has been a rise in detentions unde r the Mental Health Act  of 

13%  between 2009/10 and 2012/13.  
 
Poor mental health is commonplace  in people who are dependent on or have 

problems with drugs and alcohol. And, for many people, mental ill health and 
substance misuse combine with a range of othe r needs including poor physical 

health, insecure housing and offending.   
 
Poor mental health also underlies risk behaviours, including smoking, 

alcohol and drug misuse. Problem drinking is heavily associated with mental 
illness (from anxiety and depression  through to schizophrenia) and personality 

difficulties. Heavy drinkers are more than twice as likely to die from suicide as non -
drinkers. Between 16% and 45% of suicides are thought to be linked to 
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alcohol and 50% of those 'presenting with self -harm' are regular excessive 
drinkers.   

 
While the need for integrated support for people with concurrent mental health and 
drug or alcohol problems is widely understood, the reality is often very different. 

Stakeholder feedback has indicated that this is a priority for improvement  
and that current joint working between drug and alcohol treatment and mental 

health services are weak.  
 
In 2014, analysis was undertaken by Public Health to examine the prevalence and 

comorbidity of mental health illness in Cornwall . The me thod used to do this 
was to estimate  levels of mental health illness from a national survey to Cornwallôs 

population . The analysis estimated that:  
 

¶ 89% (397029) of Cornwallôs population has no mental health condition;   
¶ 11%  (49071) of Cornwallôs population  has a mental health condition ;  
¶ Of those with a mental health condition, 14% (6752 people) were estimated 

to also have drug dependency , this equates to just over 1.5% of Cornwallôs 
total adult population. Drug dependency is most evident in those with 

exter nalising conditions  such as problem gambling and anti - social personality 
disorder, and those with highly comorbid disorders  (two other mental health 
conditions), such as depressive disorder, panic disorder, borderline personality 

disorder, generalised anxi ety disorder, psychosis and anti - social personality 
disorder.  

 

In Cornwall in 2013/14, 22% of service users in structured drug treatment 
had a dual diagnosis . This equates to 357 people. This is much lower than the 

estimated number of people in the populat ion with mental health conditions and 
drug dependency. Although it is unclear from th analysis what the nature of the 
drug dependency among the population is, the large difference (6 ,395 people) 

suggests that there may be  an unmet drug treatment need among  those with 
mental health conditions.  

 
The national Adult Psychiatric Morbidity survey  found that  14% of those 
dependent on cannabis  and 36% of those dependent on other drugs  were 

accessing treatment for mental or emotional problems .  
 

Risk factors for poo r mental health  in adulthood include unemployment, lower 
income, debt, violence, stressful life events, inadequate housing, fuel poverty and 

other adversity . Risk factors disproportionately affect the mental health of people 
from disadvantaged and marginal ised groups.  
 

Those at higher risk include individuals who have experienced violence or abuse , 
people from Black, Asian or other Minority Ethnic groups , those with 

intellectual disability  and homeless people. Prisoners have a twenty - fold 
higher risk of ps ychosis ,32  with 63% of male remand prisoners having anti - social 
personality disorder, 33  compared with 0.3% of the general population. 8 Such groups 

are also at a higher risk of stigma and discrimination .  
 

Mental health problems can also lead to homelessnes s  and is often given as a 
reason for loss of tenancy . Conversely housing problems are often given as 
reasons for people being admitted or re -admitted to inpatient care.   
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Priorities:  

¶ Development of a Dual Diagnosis strategy  and implementation plan 

to formalise expectations locally and support best practice in joint 

working with people affected by two or more conditions.  
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Drug use and reoffending  
Offenders in the treatment system  
 

Referral and engag ement  

¶ The level of referrals into 
treatment via criminal justice 

routes 21  has been relatively 
stable  for the last three years  at 

21 -22%;  
¶ Local levels remain lower than 

regional and national 

averages but the gap has 
narrowed considerably over the 

last five years;  
¶ An early look at referrals by source in Halo indicates that the level of referrals 

via criminal justice routes in the current year to date has risen to 26% , which 

would bring it more closely in line with regional and national ;  
¶ Criminogenic needs r elating to 

drugs and alcohol amongst 
offenders under supervision by 
Probation have remained fairly 

static over the last 5 years at  
averages of 37% and 58% 

respectively, suggesting that any 
apparent changes are more 

likely to be influenced by 
better identi fication and 
recording, rather than 

increased demand  from the 
offender population;  

 
Since the beginning of 2014/15 and the identification of the criminal justice drug 
and alcohol team as a separate entity  from Addaction adult services, the number of 

people  showing as in treatment with the team has seen steady month on month 
growth . Offenders in treatment were previously recorded within community 

treatment episodes rather than as a separate criminal justice function.  
 
There are also been anecdotal reports t hat service users are staying in 

treatment longer , therefore less are exiting treatment. Unfortunately, due to the 
change in recording we cannot examine this reliably.  

 
The drug treatment population in the criminal justice team is predominately made 
up of opiate users  (82% of structured and 45% of non -structured), followed by 

users of alcohol and non -opiates (17% of structured and 35% of non -structured).  
 

                                       
 
21  Criminal justice routes include the Drugs Intervention  Programme (DIP) , CARAT / prisons and 

Probation  
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The next graph shows numbers in treatment for structured, non -structured and all 
service users.  

 

 
 
Alt hough numbers have increased, in September 2014, Cornwall had a lower 

proportion  of the total structured opiate and non -opiate population in contact 
with the criminal justice team , compared with the national average:  

 
¶ 17% of opiate users, compared with 24%  nationally;  
¶ 6% of non -opiate users, compared with 25% nationally;  

 
For the alcohol and non -opiate  structured treatment population the proportion   in 

contact with the criminal justice system is similar at 17% (compared with 15% 
nationally).  

 
As criminal j ustice referrals have increased to a level closer to the national average, 
we would not expect this to be the case and it may simply be an artefact of the 

change in practice that has seen more people placed into non -structured treatment, 
because this is mo re appropriate for their needs (see Numbers in Treatment, page 

25). This has caused a decline particularly in the number of non -opiate users in 
structured treatment, although the overall number in the treatment system has 
remained fairly stable.  

 
Identific ation  

It is a persistent trend that a significant number of offenders assessed as having 
criminogenic drug and/or alcohol needs and being managed in the community are  
not engaged in community services . The group of offenders that are not engaged 

are predom inantly non -opiate users and problem users of alcohol  but there are also 
a small number of opiate users.  

 
In last yearôs needs assessment we undertook a case-by -case review of offenders 
with criminogenic drug need (based on 2013 data):  

¶ Few referrals to com munity drug treatment services  appear to have been 
made  and the review did not yield any useful information about what 

alternative interventions, if any, may have been offered.;  
¶ Just over a third were reported to have ceased using drugs , conflicting with the 

information provided in OASys. Where additional information was provided 

about the reasons for stopping, finding employment , changes in family 
situation  and ñself-managementò to reduce use were cited as contributory 

factors;  
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¶ The majority were still usi ng , although around half of these have been assessed 
as ñnon-problematicò (again conflicting with information provided from OASys). 

Those offenders whose drug use was not currently being managed or believed 
that they were able to self -manage (if they wante d to) were described as 
lacking in motivation , difficult to engage  or have other issues, such as 

mental health problems . 
 

Note that the criminogenic needs of offenders in the community can only be 
assessed where OASYs assessments have been conducted, aroun d half the 
caseload. 22  

 
¶ 35% of offenders were assessed as having a criminogenic drug need  ï that 

means drug use that either presents a risk of serious harm to the offender or 
others and / or drug use that is linked to offending behaviour;  

¶ More than half of offenders  with a criminogenic drug need were not in 
contact with community treatment services  up to and including December 
2014;  

¶ Engagement rates were significantly lower for non -opiate users  (structured 
treatment, 21%) than  for opiate/crack users (78%). I ncluding non -structured 

interventions raise engagement rates to 44% for non -opiate users and 84% for 
opiate/crack users;  

¶ Whilst we know that this potentially identifies a cohort of offenders with 

unmet needs , we do not know the degree to which this is a fe ature of the 
interactions between other criminal justice and treatment systems elsewhere in 

the country.  
  

Drug use recorded in OASys  
Drug need 

identified  

Structured 

treatment  

Non -

structured 

intervention  

No contact  

Opiate/crack  32  25  2 5 

Non -opiate  52  11  11  30  

Non -opiate and alcohol  33  7 8 18  

Previous drug use only  13    1 12  

No recorded drug use  3     3 

Grand Total  133  43  22  68  

% of offenders  
 

32%  17%  51%  

 
More detailed examination of the OASys data shows more recording of current use 

of drugs acros s the offender cohort, but more occasional and poly drug use  and 
less problem use .23  There is significantly less recorded non - opiate problem drug 

use  and in particular daily cannabis use (which has disappeared altogether).  
 
Offenders not engaged are mostly  occasional users of cocaine and cannabis  

which prompts the question as to what specific needs in relation to their drug use 
their offender manager identified at the point of assessment. Conversely, there are 

offenders identified as current users of opiate s and/or crack, who are not assessed 
as having a criminogenic drug need, which seems counter - intuitive.  
 

                                       

 
22  Total offenders in  the community n=802, OASys assessment available n=384  
23  For the purposes of this analysis, problem use is defined as any current use of opiates/crack, daily or 

weekly use of stimulants, hallucinogens or prescription drugs, daily cannabis use.  
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¶ Consistent with previous years, these issues raise some questions about the 
skills of offender managers in assessing need and risk around drug use  

and lack of liaison with community services about specialist assessment .  
 
Over the past two years, there have been fundamental changes in policy, legislation 

and service delivery structure relating to the management of offenders under the  
Transforming Rehabilitation  agenda. Maintaining or improving business continuity 

during this period of immense change was highlighted in the last assessment as 
posing a potential risk to making any progress in this area during the course of 
2014/15. We a lso hoped, however, that it would present opportunities to 

improve  and move towards a more integrated working model  with the new 
service providers, as well as improving information recorded, information sharing 

and the evaluation of delivery.  
 

The new Dor set, Devon and Cornwall Community Rehabilitation Company (CRC) has 
been operational since June 2014 and is now working alongside existing services but 
within a changing environment. The expansion of supervision arrangements to 

include short term custody pr isoners  from 1  February 2015 (under the new 
Offender Rehabiliation Bill ) , coupled with a new sentencing framework , means  

significant changes in  how offenders  are managed in the community, with the key 
implication being more o ffenders to manage with fewer dedicated resources.  
 

There is a lack of clarity  around processes for managing offenders, particularly 
risk management and reduction  (especially in relation to domestic abuse and 

drugs and alcohol)  and this has been added to t he risk register of the community 
safety partnership, Safer Cornwall, to monitor and respond appropriately.   
 

Of particular concern in the context of this assessment is that Safer Cornwall have 
been advised that addressing the drug and alcohol needs of off enders are not 

included in the local priority areas of focus  for the CRC, which are:  
 
¶ Employment  

¶ Accommodation  
¶ Family and relationships  

¶ Finance and debt  
 
The majority of offenders with drug - related needs will be managed by the CRC, 

rather than the National  Probation Service.  
 

High - risk offenders, identified as MAPPA 24  offenders, are less likely to have 
criminogenic drug needs, as shown in the next table. The group of offenders 
managed under MAPPA and identified as having a drug - related need are much 

smaller in number and are predominantly occasional non -opiate users so are least 
likely to engage with community treatment services.  

  

                                       

 
24  Multi Age ncy Public Protection Arrangements (MAPPA) is the name given to arrangements in England 
and Wales for the "responsible authorities" tasked with the management of registered sex offenders, 
violent and other types of sexual offenders, and offenders who pose a serious risk of harm to the 

public  
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Offender type 
(under 

supervision in 
community)  

Drug need 

identified  

No drug 

need 

identified  

Unknown  
Total 

offenders  

% drug 

need 

identified  

MAPPA 28  94  35  157  23%  

Non -MAPPA 105  157  383  645  40%  

Total offenders  133  251  418  802  35%  

 

Intervention and outcomes  

Effective treatment  

Due to  the rise in treatment numbers for criminal justice clients, we have also seen 
a rise in numbers in effective treatment . Over the same period, however, there has 

been a decline in the proportion of those in treatment who are in effective treatment  
ï this means in treatment for 12 weeks or more or having successfully completed 

treatment in less than 12 we eks.  
 

 
¶ In 2013/14, 97% of people receiving structured interventions and 78% of 

people receiving non -structured interventions were in effective treatment ï this 

had dropped to 81% in structured and 39% in non -structured treatment  by 
December 2014.  

 
Succes sful completions and representations  

The table below shows successful completions and representations for those in 

treatment with the criminal justice team:  
 

 
 
¶ Opiate and alcohol and non -opiate successful completion rates  are lower than 

the wider treatmen t population ; 4% and 25%, compared with 8% and 34%, 
respectively;  
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¶ Completion rates for the non -opiate population are too small to draw any 
meaningful comparisons  (33% compared with 30%);  

¶ Representation rates are higher for opiate users and lower for alcoho l and non -
opiate users , compared with the wider treatment population. Again, these are 
very small numbers and only amount to a total of 12 service users.  

 

Complex needs linked to offending  

Probation services utilise an assessment tool, called OASys, to un dertake a 
comprehensive assessment of offenders under their supervision to identify their 

criminogenic needs and put a plan in place to deal with those needs and divert them 
from future offending behaviour. Historically full assessments were undertaken wit h 

around two thirds of offenders but this dropped to about half in 2013/14.  
 
We have been advised by the Community Rehabilitation Company that the majority 

of offenders will not receive a full OASys assessment , which presents a risk to our 
future ability to understand offender needs and make evidence -based decisions with 

regard to services in place to meet those needs.  
 

Analysis of these assessments 25  reveals some key themes for Cornwall:  
 
¶ Locally, the most prevalent issue linked to risk of reoffending  or serious 

harm is alcohol  at 56% and this has consistently been the case for many years;  
¶ Drug use is a risk factor for just over a third of offenders. Examination of the 

type of drug use shows that two thirds of offenders with a criminogenic drugs 
need are r ecorded as only occasional drug users with cannabis the most 
commonly cited drug  and as such would not be considered to be problem drug 

users. This is in contrast to last yearôs caseload where there was a significant 
number of daily cannabis users whose us e would be categorised as problematic;  

¶ The risk related to financial difficulties  has also seen a significant fall from 
41% in 2012/13 to 34% this year and is back the same level as in 2012;  

¶ Accommodation issues have remained stable  at around a third and t he 

proportion of homeless offenders in the community (11%) is also unchanged 
further to a drop last year;  

¶ From a wider risk perspective, domestic abuse and responsibility for 
children  also affect a high proportion of offenders (51% and 34% respectively). 
With regard to domestic abuse, offenders could be both perpetrators and victims 

with 30% of the cohort identified as a victim and 84% identified as a perpetrator 
(14% identify as both);  

¶ 2 in every 5 offenders living in the community require support in five or more 
areas. This rises to 4 out of 5 for offenders with a drug problem linked to their 
offending, with a particularly high prevalence of financial issues . The risk of 

reconviction increases as complexity increases;  
¶ Female offenders account for 13%  of th is sector of the offender population 

and are generally at lower risk of reoffending. D omestic abuse and parental 
responsibilities  are more commonly risk factors for female offenders. OASys 
suggests that two thirds of these females are victims of domestic a buse  (a small 

number also identify as offenders);  

                                       
 
25  Safer Cornwall Community Safety Partnership Strategic Assessment 2014/15  
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¶ There is very little information  captured in offender assessments about their 
wider health needs , including mental health, however this can be captured in 

other probation assessments;  
¶ Adult reoffending pres ents the greatest risk in in Camborne and Redruth (156 

offenders) as well as St Austell, Newquay and the China Clay area , which 

may be influenced by relevant services located in the area.  
 

 

ñToxic trioò 

¶ The ñtoxic trioò of domestic abuse, mental health and  drug/alcohol problems 
are experienced by 17% of the offender cohort  being supervised in the 

community. In this caseload snapshot snapshot, our analysis identified 66 
offenders, providing an estimate of 116 - 160  for the whole cohort of offenders 
in the comm unity;  

¶ The majority have an identified drug problem  (41% drugs only with a 
further 38% in combination with alcohol problems).  

 
Offenders with criminogenic drug needs were examined in more detail for this 

assessment.  
 

These findings are taken from the revie w of two years of data (snapshots from 

March 2013 and March 2014). Where an offender appeared in both, information was 
taken from the most recent and the duplicate excluded.  

 
¶ Offenders with a criminogenic drug problem are considered to be significantly 

mor e likely to reoffend  ï 57% were assessed as medium/high risk or higher 

compared with 25% for offenders without a drug problem;  
¶ This indicates a highly complex picture of needs  with the majority (78%)  of 

offenders assessed as having criminogenic drugs needs   requiring support in at 
least 5 other areas  (compared with 28% for non -drug users);  

¶ After drug -specific risk factors, financial problems present the most 

increased risk  compared with the offender population as a whole ï two thirds 
compared with only 23% for offenders without an identified drugs need ï and 

they are more likely to be unemployed ;  
¶ Prevalence of mental health problems , homelessness  and domestic 

abuse 26  are also slightly higher  for this group;  

¶ Risk factors that show little or no difference  are p revalence of disability  and 
parental responsibility . 

 

                                       
 
26  Mental health problems +9%, No Fixed Abode (NFA) +8% and evidence of domestic abuse +6% 

(+5% as a perpetrator, +3% as a victim, +2% both victi m and perpetrator).  
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Drugs and  alcohol  

38% of the offenders in this cohort are 

current or previous opiate/crack users . 
A third have a history of injecting .  

 
55% are currently using non -opiate 

drugs, with cannabis by far the most 
common  (used by 78% of  non -opiate 
users), followed by cocaine (34%) and 

ecstasy (29%).  
 

15% are recorded as poly drug users . 
 
63% have a concurrent alcohol 

problem , with 15% assessed as having 
ñsignificant problemsò with alcohol. 
 

Mental  and physical health  

A third have a his tory of self - harm and 

/or suicide attempts  and 21% have 
been assessed as having some or 

significant psychiatric problems.  
 

Local data on physical health is scant.  
 
National research indicates higher 

prevalence of long standing illness or 
disability, smok ing and blood borne 

viruses . Blood borne virus has clear links 

to drug use and injecting behaviour.  

 Family and relationships  

National research indicates that offenders are 

significantly less likely to reoffend if they 

maintain family contact. A third hav e 

parental responsibility,  no difference 

between male and female (unlike for cohort 

overall).  

 

Support also needs to be given, however, to 

address any safeguarding and parenting 

issues and break the intergenerational 

cycle of criminality.  

 

Evidence of dom estic abuse for 56%,  

(mostly as perpetrators , 85% ).  
 

 Housing, employment & finances  

Two thirds have problems with their 

finances  that are linked to their offending 

behaviour.  

 

16% homeless  or will be on release. Risk of 

reoffending linked to housing for  44%. Lack 

of suitable housing is a severe risk  to an 

offenderôs ability to engage with any other 

kind of  programme or service.  

 

Education, training and employability 

issues are  linked to risk of reoffending for a 

third. 4 out of 5 are unemployed.   

 

 

Off enders with  criminogenic drug needs ï key risk factors  

35% of offenders being managed in the community are assessed as having a 

drugs problem linked to risks of serious harm and/or linked to reoffending.  
  

Offenders in this cohort are significantly more li kely to  reoffend  and  more 
complex. 78% were identified as requiring support in five or more areas. The risk  

of reconviction increases in line with complexity . Nearly all PPOs are in this 
cohort.  
 

Other than drugs, the  most prevalent risk factors are unempl oyment (80%, 
although this is a direct risk to reoffending for only 34%), financial problems  

(66%) and alcohol problems  (63 %)  and domestic abuse  (56%).  
 
Criminal behaviour is much more likely to be acquisitive  in nature or relating to 

the possession and/or  trafficking of drugs . 
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Transforming Rehabilitation ï where are we now?  
Devon and Cornwall Probation Trust ceased to exist on 31 May 2014. The Probation 

Trust was replaced by the new Dorset, Devon and Cornwall Community 
Rehabilitation Company (CRC) and the National Probation Service (with Cornwall 
forming part of the South West and  South Central Division ).  

 
The CRC provides services aimed at rehabilitating people given community 

sentences by the Courts and new legislation und er the Offender Rehabilitation Bill 
has expanded supervision arrangements to include short sentence prisoners. The 
new National Probation Service are tasked with protecting the public from the most 

high - risk offenders.  
  

Effective  on 1 February 2015, the O ffender Rehabilitation Bill introduced  a number 
of further measures intended to support the drive to reduce reoffending, including:  
 

¶ A new drug appointment requirement  for offenders who are supervised in 
the community after release;  

¶ An expansion of the exi sting drug testing requirement  after release to 
include Class B as well as Class A drugs;  

¶ A more flexible Rehabilitation Activity Requirement  for adult sentences 

served in the community which will give providers greater freedom to develop 
innovative ways t o turn an offenderôs life around.  

 
The new legislation goes hand in hand with the Governmentôs wider reforms to 
probation services under the Transforming Rehabilitation agenda, which aims to 

bring together the public, private and voluntary sector to addre ss reoffending in the 
community.  

 
A nationwide network of resettlement prisons  is also being created with the aim 
that the majority of offenders will be managed by the same provider in custody and 

the community, with a through - the -gate approach to rehabili tation.  
 

The resettlement prisons for Cornwall are Exeter and Channings Wood  
(located in Newton Abbot) with female prisoners continuing to come through 

Eastwood Park (Gloucestershire).  
 

Estimating future demand  

¶ The historic Probation caseload accounted fo r an estimated third of the total 

adult offender population in Cornwall in 2013/14;  
¶ 800 non -MAAPA offenders were under supervision by Probation in the 

community on 31 March 2014.  

 
With drug - related problems affecting 40% of the non -MAPPA offender populatio n, 

an important inference for providers of wraparound services via the CRC is that 
drug users will make up a significant proportion of the offenders requiring 
support  and this presents particular challenges.  
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The chart (right) shows the 
proportion of offen ders with 

a drug problem linked to 
risks of serious harm and/or 
offending as a proportion of 

those identified with other 
types of need.  

 
 
 

 
 

Particularly relevant to the 
priority areas for the CRC:  

 

Priority area  Proportion with an identified drug problem  

Employment  

¶ 49% of unemployed offenders  

¶ 45% of offenders with ETE issues linked to 

risks of harm and /or reoffending  

Accommodation  

¶ 54% of homeless offenders  

¶ 47% of offenders with accommodation 

issues linked to risks of harm and /or 

reoffending  

Family an d relationships  

¶ 44% of offenders with parental 

responsibility  

¶ 42% of offenders in abusive relationships  

Finance and debt  
¶ 63% of offenders with financial issues 

linked to risks of harm and /or reoffending  

 
¶ Based on national figures for the use of custodia l sentences of less than 12 

months, we can estimate that the change in legislation will result in 200 to 250 
additional offenders coming onto the CRC caseload  for supervision (an 
increase of around 25 -30%).  

 
Although we could assume that the needs of short -sentence prisoners will mirror the 

existing cohort, instinct tells us that this cohort is actually likely to have its own 
particular characteristics.  

 
Described as the archetypal ñrevolving doorò group, we know that short sentence 
prisoners have multiple  needs  and an exceptionally high rate of reoffending . 

The local needs of this new cohort of offenders are currently unquantifiable, 
however, due to an absence of information collected during their contacts with the 

criminal justice system.  
 
A national stud y  into the social care needs of short - term prisoners, prompted by 

the concerns of central government over high reoffending rates, was published in 
May 2011. 27  The research included an extensive literature review, interviews with 

                                       
 
27  The Social Care Needs of Short -Sentence Prisoners  (Anderson S. with Cairns C., Revolving Doors 

Agency, 2011), commissioned by the North East Public Health Observatory.  
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key stakeholders and a focus  group with former short -sentence prisoners. The 
findings of this research are summarised below.  

 

Factor  Needs  
How they differ from the 12+ 

months cohort of prisoners  

Accommodation  

Homelessness and unstable 

accommodation were clear issues. 

Pre-prison home lessness 10 -21% 

and accommodation often lost 

following prison. Many have 

complex co -existing problems that 

lead to exclusion from housing, ASB 

and difficulties sustaining tenancies.  

Less likely to be in stable 

accommodation and more likely to 

have been hom eless pre -prison;  

Accommodation problems the most 

frequently anticipated problem on 

release.  

Employment, 

training and 

education  

Unemployment was the norm. One 

survey suggested almost half had 

no qualifications and 13% had 

never worked. Lifeskills poor.  

Accommodation problems, drugs 

and alcohol, lack of qualifications/ 

skills and health problems, as well 

as criminal record, cited as reasons 

for unemployment.  

Significantly less likely to have 

worked in the year prior to custody.  

Finance, benefit 

and debt  

The majority had been on benefits 

prior to prison; many were 

concerned about their financial 

situation on release and struggled 

with financial management.  

None specifically identified  

Drugs and 

alcohol  

Estimates of alcohol problems 

ranged from 20 -45%. Drug s were a 

particular problem with estimates 

ranging from 40 -50%. High levels 

of heroin and cocaine use.  

Daily and heavy drinking pre -prison 

were more common although only a 

small proportion wanted help for an 

alcohol problem.  

Greater use of heroin, non -

pres cribed methadone, tranquilisers 

and crack cocaine in the year prior 

to custody.  

Drug use particularly problematic 

amongst female offenders.  

Greater levels of risk - taking 

behaviour in terms of drug use, 

including more injecting.  

Family, 

relationships 

and s ocial 

networks  

Family problems preceded and were 

exacerbated by imprisonment. 

Negative peers, unstable family 

relationships and isolation were all 

issues.  

Less stable family relationships and 

increased social isolation [than 

other prisoners].  

More likely t o be single/living alone.  

Emotional well -

being  

Emotional needs around 

bereavement, loss of children, 

childhood trauma/abuse and 

victimisation were evident, 

particularly in women, but provision 

of support (in prisons) was poor.  

None specifically identifie d 

Mental health  

Short -sentence prisoners exhibited 

high levels of mental disorder, 

notably anxiety and depression ï 

particularly amongst female 

offenders. Almost two thirds 

suffered from a personality 

disorder.  

Little difference in prevalence rates 

of men tal health problems or 

personality disorders amongst short 

or longer term prisoners.  

Noted that prevalence of mental 

health issues is higher in women 

prisoners than men.  
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Factor  Needs  
How they differ from the 12+ 

months cohort of prisoners  

Disabilities 

requiring social 

care  

Evidence of health problems and 

disability. Altho ugh these may 

inhibit prisonersô mobility and ability 

to care for themselves, engagement 

of local authority adult social care 

departments was poor.  

None specifically identified  

Learning 

disabilities and 

difficulties  

Information specific to this cohort 

was  scarce. Levels in the prison 

population are estimated at 0.5 -

1.5% with many more prisoners on 

the borderline.  

None specifically identified  

Thinking, 

attitudes and 

behaviour  

Short -sentence prisoners wanted 

help to address their offending 

behaviour. Offenc e patterns suggest 

problems with impulsivity and anger 

management. Recividist short -

sentence prisoners demonstrated 

instituitionalisation and fatalism 

about their ability to change.  

Thought they needed help with 

offending behaviour but may not 

have partici pated in programmes to 

address thinking, attitudes and 

behaviour due to their length  

 

 

Crime and reoffending  
Ministry of Justice: Indicators of reoffending (overview)  

The latest figures from the Ministry of Justice 28  show that nationally just over a 
quarte r of offenders reoffend within 12 months  of caution, conviction or 

release from custody.  
 

¶ Nationally, proven re -offending rates for adult offenders have remained 
fairly flat since 2000  fluctuating between around 25% and 28%, and since 
2004 have remained s teady at around 25%;  

¶ Around 1 in 5 offenders are female. Female offenders are less likely to 
reoffend than men;  

¶ The offender cohorts with the highest rates of reoffending are:  
¶ Offenders with larger numbers of previous offences ;  
¶ Offenders that commit acquis itive crimes  (all types of thefts);  

¶ Offenders serving custodial sentences , particularly sentences less than 12 
months . Historically offenders serving sentences of less than 12 months were 

not subject to supervision by Probation. This has changed with the i ntroduction 
of the new provisions for offender management under Community Rehabilitation 

Companies;  
¶ Prolific and other priority offenders  (PPOs), most of whom will also 

appear in one or more of the groups above.  

 
The next table of figures relate to the coh ort of offenders who were cautioned , 

con victed or released from custody  in Cornwall between April 2012 and March 2013 
and their reoffending behaviour over the next 12 months . 
 

¶ Both the percentage of offenders that reoffend and the rate of reoffences that 
they commit are consistently lower than the England and Wales average ;  

                                       
 
28  Proven re -offending statistics ï July 2011 to June 2012 , Ministry of Justice  April 2014  

https://www.gov.uk/government/publications/proven-reoffending-statistics-quarterly-statistics-july-2011-to-june-2012


 

Cornwall and Isles of Scilly Adult Drug Treatment Needs Assessment  2014/15  

NOT PROTECTIVELY MARKED  

81  

 
 

Measure  Adults  Change last 12 months  

Total offenders  3,540  Ď -433  -11%  

Reoffenders  748  Ď -68  -8%  

% who reoffend  21%  Č -0.6 pp  3%  

Reoffences  1,934  Ď -194  -9%  

Reoffences per 
reoffender  

2.6  Č 0.0  -1%  

 

¶ Proven re -offending rates for adult offenders in Cornwall have increased by 
1.9 percentage points since 2005, ri sing from 19.2% to 21.1% over this 

seven year period, with two notable peaks for the March 2009 and September 
2010 cohorts (23% and 22.7% respectively) . It has been fairly stable for the 

last two years at around 21%;  
 

Drug - related crime  

The traditional pr ofile of drug -  related crime features  offenders with heroin or other 

class A drug  problems committing  acquisitive crimes to provide funds for their 
addiction  and these drivers continue to mean a particularly high risk of 
reoffending .  In Cornwall, almost a ll of our prolific offenders 29  have a drug problem 

that is a key risk factor in their reoffending.  
 

Nationally three quarters of prolific offenders reoffend within 12 months of caution, 
con viction or release from custody and rates have shown an improving tr end over 
the last two years.   

 
Reoffending rates 30  for prolific offenders in Cornwall are lower than the national 

average . Over the long term, we have seen little change in levels of reoffending in 
PPOs (a reduction of 0.2 percentage points since 2005) but  there have been some 
periods of fluctation in the intervening years.  

 
In the last reporting period, PPO reoffending was at its lowest rate since 2009  

and was showing a notable improvement compared with the previous year.  
 

Measure  PPOs  Change last 12 mont hs  

Total offenders  52  č 8 18%  

Reoffenders  35  Č 2 6%  

% who reoffend  67%  Ď -7.7 pp  -10%  

Reoffences  139  Č 5 4%  

Reoffences per 

reoffender  
4.0  Č -0.1  -2%  

 

¶ The risk to communities of acquisitive crime in Cornwall is low  and this is 
across the range of offence types from Shoplift ing to Dwelling Burglary and 
Vehicle Crime;  

                                       

 
29  Offenders that meet the criteria in the Prolific and Other Priority Offender matrix to come under 
intensive supervision by TurnAround IOM  
30  Proven re -offending statistics : January to December 2012 , Ministry of Justice October 2014  

https://www.gov.uk/government/statistics/proven-reoffending-statistics-january-2012-to-december-2012
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¶ On the whole acquisitive crime is reducing consistently year on year , but 
we have seen some significant rises in Shopli fting  over the last two years;  

¶ Intelligence from TurnAround suggest that reductions in Burgla ry (and the rise 
in Shopliftin g) are due to prolific offenders turning to shoplifting  as there is 
a heightened demand for essential items due to the current economic climate 

and penalties are less severe;  
¶ The rising trend in Shoplifting offences has platea ued  in the last 12 months.  

 
Offences relating to the possession of drugs  is a further area of criminality that 
is an inherent risk for drug users. Involvement in trafficking of drugs, also included 

within the category of drug offences, is also a risk but d rug supply is usually 
controlled through serious organised crime networks, where the drug user is at the 

lower reaches of this hierachy.  
 

Drug offences are classified as crimes with no specific victim and as such, trends i n  
drug offences are determined by levels of police activity , rather than because 
less or more crimes have happened.  

 
¶ We have seen levels of drug crime rise and fall accordingly . Drug offences, 

particularly trafficking, saw a substantial rise in 2013/14, signifying an upturn in 
proactive p olicing in this area. Heroin and cannabis offences saw the greatest 
growth;  

¶ To date in 2014/15, drug offences have fallen again with recorded offences of 
possession of drugs at its lowest level for more than 5 years ;  

¶ The majority of offences (around two th irds of all drug offences) relate to 
possession of cannabis.  

 

Significant changes in the delivery landscape  have created a complex picture  
in terms of understanding the underlying factors  of crime . The principal overarching 

environmental threats are relate d to the current economic climate . This includes 
pressures on services  due to continued budget cuts and extensive restructuring 
across the public sector. Against this backdrop of cuts, we are seeing more 

pressures on families and communities  due to increas ing poverty, unemployment 
and the impacts of Welfare Reform.  

 
This combination of factors creates particular challenges for services working with 
people with drug problems who may resort to crime to fund their addiction or have 

a history of doing so.   
 

A c hanging picture  

With the profile of drug use changing, we are starting to see changes in the 
way in which drug use impacts on crime . Anecdotal reports linking New 

Psychoactive Substances to violent behaviour have been on the radar for the last 
couple of ye ars but there has been little in the way of evidence or research.   

 
New research was commissioned in 2013 by the Welsh Government and South 
Wales Police 31  in response to growing concerns by police, other criminal justice 

professionals and a range of practit ioners who work with drug users, about the 
negative impacts of mephedrone use upon users, their families and communities.  

                                       
 
31  The Links between Mephedrone Use, Violence and other Harms in South Wa les (Brookman F., 

University of South Wales, 2014)  

http://gov.wales/docs/dhss/publications/140708Mephedroneen.pdf
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Although this research focuses specifically on mephedrone, much of this may well 

apply to other cathinone - type NPS.  
 
Just over 40% of  the sample surveyed reported acting violently  whilst under 

the influence of mephedrone (including half of the women surveyed). Interestingly, 
the óviolent sub-setô reported combining amphetamine with mephedrone as 

often as alcohol  (in contrast to the samp le as a whole) and it is perhaps these 
combinations that are partly important in understanding why some users become 
violent when under the influence.  

 
The  evidence presented indicates that regular use of mephedrone  (especially 

daily, but also weekly) is most associated with violence . These findings suggest 
that there may be two distinct types of user involved in violence: the heavy end 

(daily) user and the regular weekend recreational user.  
 
Over half of those interviewed had become involved in acquisitiv e crime (including 

shoplifting, burglary, vehicle theft and street robbery) and three - quarters of 
those interviewed had committed acts of violence connected in some way 

to their use of mephedrone . 
 
Four distinctive links to violence were identified:  

¶ Violen ce when high  
¶ Violence associated with comedown  

¶ Economic compulsion and violence  
¶ Violence associated with purchasing and dealing mephedrone  
 

Importantly, regarding the first two categories, interviewees were  very clear in their 
own minds that mephedrone had  a direct and significant influence on them  

becoming involved in acts of violence. This, they reasoned, must be the case as 
they were either not usually violent or, would not normally have been violent in 
relation to such trivial triggers.  

 
Key findings fr om interviews with expert practitioners who work with users in many 

regards mirrored and confirmed the findings from the users. Many practitioners 
had been on the receiving - end of aggressive and violent behaviour  by 
mephedrone -using clients, most of whom h ad not exhibited such tendencies in the 

past. Many had been verbally threatened and several had been physically assaulted.  
 

In addition, concern has been growing amongst prison authorities for some time 
over the use of NPS 32  ï in particular synthetic cannab inoids like óBlack Mambaô ï 
and links to increasing rates of drug - related violence and ill health in prisons.  

 
An inspection by HM Inspectorate of Prisons of HMP Dartmoor found that ñsafety 

was compromised by the too ready availability of prohibited drugs  (which included 
synthetic cannabinoids such as óSpiceô, which were not detectable with current 
testing methods)ò33  

 

                                       

 
32  Drink and Drug News , February 2015  
33  Report on an unannounced inspection of HMP Dartmoor  (HM Inspectorate of Prisons, December 

2013)  

http://drinkanddrugsnews.com/wp-content/uploads/2015/02/DDN-0215.pdf
http://www.justiceinspectorates.gov.uk/prisons/wp-content/uploads/sites/4/2014/04/dartmoor-2013.pdf
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Priorities:  

¶ Identification and screening training for offender manager to improve 
identification, referral and engagement  into specialist services  and 

to  identify if there are any barriers  (staff or offe nders) that we need 
to address ;  

¶ Good quality local data to inform our local reducing reoffending needs 
assessment and inform the development of the packages required to 
reduce reoffending locally. Managemen t information to monitor and 

share information about performance and outcomes;  
¶ More work is needed around offenders with complex needs  and 

addressing these issues in an integrated  way in the community, 
including family -based interventions to addess the ñtoxic trioò of 
domestic abuse, mental h ealth and problem substance use ;  

¶ Moving thinking away from the traditional criminal profile for drug 
users ;  

¶ Increasing numbers in effective treatment and successful completion 

rates for CJ clients . 
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Appendix A  
Review of Commissioning Arrangements  
 I ntroduction  

For the first time since we started drugs and alcohol needs assessments in 2006, 
nat ional guidance has been issued about including a review of commissioning 
arrangements  in our local needs assessments. ii Subsequently, the Advisory Council 

on the Misuse of Drugs has launched its own investigation of commissioning 
arrangements and functional ity, having identified risks in the new arrangements.  

 
Commissioning Standard  

Local authority public health commissioners work closely with all relevant partners 

to commission high -quality, evidence - led alcohol and drug services based on 
outcomes.  

 

What wi ll you see locally if you are meeting the principle?  

Effective health and public -health commissioning of services that achieve positive 

outcomes for individuals, families and communities by:  
¶ effective partnership working between local authority - led public health, the NHS 

(clinical commissioning groups and NHS England local area teams), mental 
health services, Jobcentre Plus, Work Programme providers, adult social care, 
children's services and criminal justice agencies  

¶ operating transparently according to as sessed need  
¶ bringing providers and mutual aid together into cost -efficient delivery systems  

¶ fully involving service users and local communities, including through 
Healthwatch  

o Alcohol and drug users have the best possible access to warm, safe and 
affordable  homes, suitable for their needs in the community, that local 
conditions will allow.  

o More alcohol and drug users in treatment are supported into work by an 
effective partnership between the treatment and employability sectors.  

o An integrated support offer i nvolving greater support around training, 
education, voluntary work and general improvement of skills and work 
experience.  

 

Methodology  

The criteria contained within the JSNA toolkit were circulated to DAAT Board 
members along with a self -assessment conduc ted by the DAAT team. The 
comments and findings and a list of respondents is collated in Appendix B and are 

summarised into priorities below.  
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Gaps and Priorities  

2.  Commissioning arrangements  

The DAAT needs assessments and commissioning strategy are not reflected in a 

joint health and wellbeing strategy, CCG Strategy or Operating Plan.  
 
2. Commissioning hospital - based alcohol and drug services  

Commissioners have not been able to analyse the local levels of alcohol and drug -
related admissions to hospital i n order to target interventions since the DAAT moved 

from the NHS to Local Authority, but work is proceeding to develop alcohol teams 
and processes.  
 

3.  Young people, children and families  
Effective referral pathways and joint working arrangements between  alcohol/drug 

services and children/ family services and with local Troubled Families provision 
where alcohol or drug misuse is a factor are required and the local joint protocol is 
due for review.  

 
Referral rates and early identification require more wor k though agreed defined 

pathway and workforce development.    
 
4. Women  

The local needs assessment does not take specific account of the needs of women 
and young girls vulnerable to exploitation through alcohol and drug misuse (for 

example, those subject to  domestic violence or sexual assault , or involved i n 
prostitution , or with poor mental health).  No review of those involved in 
prostitution or sexual assault was carried out.  

 
5. Workforce Strategy  

Need to ensure there is a workforce strategy and improve ment plan that covers the 
commissioning partnership itself.  

 
6. Criminal Justice  
New pathways are required for óThrough the Gateô and RAR orders.  
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JSNA Support Pack Sections  Page no/s. where  
included in Needs 

Assessment , or ref. 
from other source 

docum ent?  

1. Commissioning principles for adult alcohol and drugs 

prevention, treatment and recovery  

 

1.1. Embedding in local systems   

1.1.1. Do alcohol and drugs needs assessments, the local 
commissioning strategy, clinical commissioning group strategy, and  

joint health and wellbeing strategy demonstrate an explicit link 
between evidence of need and service planning?  

The alcohol and drugs 
needs assessments so, 

but it has not been 
established how to 
reflect any links with 

the HAWB Strategy or 
CCG 

strategy/op erational 
plan. The Dual 
Diagnosis strategy is 

reflected within the 
Crisis Care concordat 

and Hospital 
admissions plan is 
under consideration.  

1.1.2. Does the local public health structure have mechanisms in 
place for reporting on alcohol and drugs to the  health and wellbeing 

board and police and crime commissioner?  

Reports to Community 
Safety Partnership, 

DPH and OPCC.  

1.1.3. Has the local authority public health team responsible for 

commissioning alcohol and drug services, established partnership 
arran gements with clinical commissioning groups, local clinical 

networks, NHS England local area teams and criminal justice 
agencies?  

Yes 

1.1.4. Is a joint commissioning approach adopted where there is a 
shared responsibility for commissioning and planning (e g, local 
authorities/clinical commissioning groups) around hospital -based 

services pathways?  

In development  

1.1.5. Is there a formal strategic partnership in place for alcohol 

and drugs involving key stakeholders and agencies (health, public 
health, hous ing, employment, social care, families and 

safeguarding, and criminal justice), the aim of which is to develop a 
fully integrated system of health improvement, treatment and 
recovery for alcohol and drug misusers?  

DAAT Board 

transferring into CSP  

1.1.6. Do the general public, service users and staff in other 
mainstream services have ready access to information that enables 

them to understand the alcohol and drug services available, the 
pathways between them and points of entry?  

SPOC publicised.  
Pathways require 

updating.  

1.1.7. Are there clinical governance mechanisms for assuring the 
quality and safety of alcohol and drug treatment services? Are 

these clearly embedded in public health systems?  

Yes. 

  

1.2. Needs assessment   

1.2.1. Does the local nee ds assessment, conducted as part of the 

JSNA, include a comprehensive section on alcohol and drug - related 

Yes ï pg 25 ï health 

section  
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harm that reflects need across the whole spectrum of harm and 
readily acknowledges the impact of alcohol and drug work across 

the public health outcom es framework and the NHS outcomes 
framework, resulting in partnership collaboration and support?  

1.2.2. Is there a shared understanding of the local level of demand 
and need, based on a range of local and national data across  a 

range of public services?  

Yes ï level of demand 
in D&A services ï not 

hospitals.  

1.2.3. Are health and public health commissioners using a range of 

hard and soft intelligence to understand local need in relation to 
misuse of or dependence on prescript ion and over - the -counter 
medicines, including dependence arising inadvertently from the 

prescribed use of a medicine?  

Yes -  throughout  

1.2.4. Do you use existing local networks for finding and sharing 

information with partners about new psychoactive subs tances?  

Safer Cornwall 

website; training 
programme. Keeping 

under review,  

1.2.5. Is local data on alcohol and drug interventions provided in 

hospitals, primary health care and other settings collected to inform 
needs assessment?  

Gap -  highlighted in 

hea lth section  

1.2.6. Do commissioners analyse the local levels of alcohol and 
drug - related admissions to hospital in order to target interventions?  

Gap ï highlighted in 
health section  

1.2.7. Do commissioners analyse and monitor local specialist 
alcohol an d drugs treatment data, including specific breakdown by 
gender, age, postcode, condition, route of admission, repeat 

admission, etc, in order to compare current treatment provision 
with need?  

Yes ï treatment 
section  

1.2.8. Has a mutual aid self -assessmen t tool1 been completed as 
part of the local needs assessment?  

Yes 

1.2.9. Does the needs assessment take into account the availability 
and potential development of existing community support networks 
and other local assets, using a methodology such as ass et -based 

community development?  

No 

1.2.10. Are the following identified:   

Å gaps in delivery of primary, secondary and tertiary prevention for 
alcohol and drugs  

Yes treatment section  

Å the extent of drug treatment penetration and access to alcohol 
tr eatment by the estimated dependent population  

Yes treatment section  

Å the impact of services on health and wellbeing, public health and 
offending?  

Yes value for money 
section  

1.2.11. Does the local needs assessment take account of the needs 
of women an d young girls vulnerable to alcohol and drug misuse 

(for example, those subject to domestic violence or sexual assault, 
or involved in prostitution, or with poor mental health)?  

Yes ï covers mental 
health and DA in 

complex needs section  

1.2.12. Does the local needs assessment take account of other 
groups who may have specific needs in relation to their alcohol and 

drug use, eg, lesbian, gay, bisexual and transgender (LGBT) 
including men who have sex with men (MSM), black and minority 
ethnic groups (BAME)?   

Still acting on the 
findings of the 2013 -14 

needs assessment.  
To be reviewed.  

  

1.3. Finance   

1.3.1. Is investment sufficient for a range of prevention, harm 

reduction and treatment services commensurate with the level of 

Yes 
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identified need?  

1.3.2 . Can commissioners identify the total level of local investment 
by all partners who contribute to delivery?  

Yes 

  

1.4. Effective commissioning   

1.4.1. Is commissioning based on the evidence base, such as NICE 
guidance, for effective interventions in tackling alcohol and drug -

related harm?2,3,4,5  

Yes 

1.4.2. Is there an alcohol and drugs planning document that 
describes how best to meet local need, which clearly identifies:  

Yes 

Å the level of local demand  Yes 

Å existing strengths and ways in which services can be 
commissioned  

Yes 

Å finance and resources made available?  Yes 

1.4.3. Is investment in alcohol and drug prevention, treatment and 

recovery based on an understanding of expenditure, performance 
and cost -effectiveness?  

Yes 

1.4.4. Are the re contracts in place for commissioned services that 
specify the outcomes to be achieved and that are regularly 
monitored and reviewed?  

Yes 

1.4.5. Are care pathways and services geographically and socio -
culturally appropriate to those for whom they are d esigned?  

Partially ï under 
review  

1.4.6. Are pathways for both alcohol dependent and 
increasing/higher risk drinkers jointly agreed and regularly 

monitored and reviewed by all relevant local partners?  

Yes 

1.4.7. Are service users, carers and people in recovery involved at 

the heart of planning and commissioning? Is this evident 
throughout needs assessment and key priority -setting processes 

both for community and prison based services?  

Stakeholder 

consultation section  

1.4.8. Are commissioning functions  fit for purpose? Is there 
sufficient alcohol and drug misuse commissioning capacity and 

expertise, including information management?  

Yes 

1.4.9. Is there a workforce strategy and improvement plan that 

covers the commissioning partnership itself? Does thi s ensure that 
all staff are competent to commission safe and effective services?  

No 

1.4.10. Do service specifications clearly indicate the level of 
professional competence required to deliver safe and effective 

services?  

Yes 

1.4.11. Do commissioners in clude formal evaluation of the range of 

alcohol and drug interventions within the commissioning strategy?  

Yes 

1.4.12. Do all agencies have agreed policies for monitoring the 

delivery of services in full compliance with the Human Rights Act 
and the protec ted characteristics within the Equality Act 2010?  

Yes ï Contract Review 

meetings  

  

1.5. Commissioning services for individuals in contact with 

the criminal justice system  

 

1.5.1. Are there clear pathways for alcohol and drug misusing 

offenders to acce ss alcohol and drug treatment at every point in the 
criminal justice process (ie, police custody suites, courts, youth 
offending teams, community rehabilitation companies/National 

Probation Service, prisons, and the children and young peoplesô 
estate)? Are  these pathways part of the local integrated offender 

Yes ï CJ section  
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management model?  

1.5.2. Have discussions with police and crime commissioners taken 
place on investment in police custody -based alcohol and drug 
misuse interventions or other appropri ate criminal justice 

pathways?  

Yes ï CJ section  

1.5.3. Has the local authority engaged with the NHS England local 

area team responsible for health and justice to agree a jointly 
owned and collaborative approach to commissioning fully integrated 

services that effectively support and engage individuals as they 
transition between custodial and community settings?  

No 

1.5.4. Have commissioners engaged with their local National 
Probation Service and community rehabilitation company to agree 
capacity and treat ment interventions required for offenders subject 

to statutory supervision in the community and on release from 
prison.  

In process  

  

1.6. Involvement with mutual aid significantly improves 

recovery from alcohol and drug dependency  

 

1.6.1. Is there a s hared, locally developed vision of recovery where 

mutual aid is appropriately integrated with alcohol and drug 
services (including in -patient and residential treatment)?  

Yes 

1.6.2. Do people in treatment have access to a range of peer -based 
recovery supp ort options, including 12 -step, SMART Recovery and 
other community recovery organisations?  

yes  

1.6.3. Are local services encouraged to support service users to 
engage with mutual aid groups by including specific requirements in 

their service specificatio ns?  

yes  

  

1.7. The home environment enables people to sustain their 
recovery  

 

1.7.1. Have the housing needs of alcohol and drug users in the 
community, prison and residential treatment been identified and 

used to inform local commissioning plans for h ousing, 
homelessness and housing related services?  

Yes 

1.7.2. Are the housing needs of alcohol and drug users and their 
families (where appropriate) assessed in a timely manner to 

prevent homelessness and/or to enable move -on to a suitable 
home? (This in cludes those in prison, in residential services and 
those living in their own home but at risk of homelessness)  

Yes ï covered in 
outcomes  

1.7.3. Is good quality housing information and advice readily 
available?  

Yes covered in 
outcomes  

1.7.4. Is there a  range of suitable housing options to meet different 
needs including: emergency bed spaces; direct access 

accommodation; refuges for those fleeing domestic abuse; 
supported housing; floating support available to those in their own 

home; accommodation speci fically for women or young people, 
housing for people with complex needs (eg, Housing First6)?  

Yes 

1.7.5. Are alcohol and drug users who are rough sleeping able to 
access emergency accommodation and appropriate support?  

Yes 

1.7.6. Do housing services s upport homeless alcohol and drug users 
to access primary care?  

Yes 

1.7.7. Have commissioners, service users and providers agreed a Yes 
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definition for a ósuitableô home? Is the definition based on the 
description of ósuitableô found in the Homelessness (Suitability of 

Accommodation) (England) Order 2012, 7 as a minimum? Is the 
local definition consistently applied in practice by staff working with 

alcohol and drug users when supporting them along the pathway? 
Are frontline housing staff (working in local autho rity services, for 
social landlords and housing support providers) trained in working 

with alcohol and drug users to meet their housing and related 
needs?  

1.7.8. Is there a hospital discharge policy and procedure in place 
for homeless alcohol and dru g users (and others) to enable access 

to a pathway to suitable housing?  

Yes 

  

1.8. Getting a job enables people to sustain their recovery   

1.8.1. Are treatment commissioners and providers jointly planning 

with local Jobcentre Plus (JCP) and Work Progr amme (WP) leads 
how to meet the employment, training and education (ETE) needs 

of the alcohol and drug misusing population?  

Yes ï what we have 

achieved section  

1.8.2. Are the ETE needs of alcohol and drug misusers reflected in 

local worklessness and empl oyability strategies?  

 

1.8.3. Are commissioners incorporating ETE in performance 

monitoring arrangements with treatment providers and providers as 
part of supervision for key workers?  

Yes  -outcome section  

1.8.4. Have JCP, WP and treatment providers ag reed a process of 

joint working between agencies, including arrangements for three 
way meetings?  

Yes  -  what we have 

achieved section  

1.8.5. Are there jointly delivered training sessions between JCP, WP 
and treatment providers in each area focusing on st ructures, 

service offers and the mutually beneficial relationship between 
treatment and employment outcomes?  

Yes ï but could be 
repeated  

1.8.6. Are key ETE service directories shared across JCP, WP and 
treatment providers, including the sharing of promot ional 
materials?  

Yes ï what we have 
achieved section  

1.8.7. Are there local single points of contact in JCP, WP and all 
treatment teams and have their details been circulated?  

yes  

1.8.8. Has the partnership considered establishing employment 
champions in treatment teams, whose role it is to liaise with JCP 

and WP, and to champion ETE?  

yes  

1.8.9. Is data sharing taking place effectively, using the TPR 

referral forms (TPR1 and TPR2)?  

Yes ï what have we 

achieved section  

1.8.10. Has some form of co - loca tion been considered, even if this 

is part time (eg, treatment workers spending two days a week in 
WP or JCP premises and/or vice versa)? Employability sessions 

could also be jointly delivered.  

It has been considered, 

but not agreed as ï
practical.  

1.8.11 . Are treatment providers, JCP and WP engaging with local 

employers to make the case and address negative preconceptions 
and stigma about employing people with a history of alcohol and 
drug misuse?  

Yes 

1.8.12. Are there case studies of successful employm ent outcomes 
shared across treatment provider, JCP and WP staff?  

Yes 

1.8.13. Are discussions about employability introduced early on in 
treatment journeys, and are commissioners and treatment 

yes ï outcomes section  
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providers assessing the prioritisation of the ETE agenda in lo cal 
recovery provision?  

1.8.14. Are treatment staff encouraging clients to consider 
appropriate disclosure of their alcohol and drug misuse within JCP 

and WP?  

Yes 

1.8.15. Are providers actively working with JCP and WP to address 

low levels of skills, training, education and work experience?  

Yes ï what have we 

achieved section  

  

1.9. Commissioning hospital - based alcohol and drug services   

1.9.1. Are there services in place to meet the needs of alcohol and 

drug misusing hospita l patients?  

Yes ï health section  

1.9.2. Is there a strategic understanding at health and wellbeing 

board level of how alcohol and drug services for people in hospital 
integrate into the overall local system of alcohol and drug 

interventions and treatment ?  

No 

1.9.3. Are linkages to community alcohol and drug services offered 

to support patients requiring further treatment and recovery 
support?  

Yes ï health section  

  

1.10. Young people, children and families   

1.10.1. Are effective referral pathways a nd joint working 
arrangements in place with children and family services where 

there are safeguarding issues and with local Troubled Families 
provision where alcohol or drug misuse is a factor?  

No 

1.10.2. Have local protocols between alcohol and drug sys tems, 
and children and family services been developed in line with 
'Supporting information for the development of joint local protocols 

between alcohol and drug partnerships, children and family 
service'?  

Yes, but have not been 
reviewed for two years.  

  

2. Drug misuse and dependence are prevented by early 

identification and interventions  

 

2.1.Are local health improvement campaigns planned and are they 

based on and targeted at identified needs in the local population?  

Yes 

2.2.Where local alcohol social marketing campaigns are employed, 

do they reflect and amplify, national campaign messages11 when 
appropriate?  

Yes 

2.3. Is public health active in the licensing process?  Yes 

2.4. Is local crime and health and social care data used to map the 

extent of alc ohol related problems as part of licensing policy?  

Yes 

2.5. Is hospital and ambulance data shared routinely to inform 

improvements in community safety activity?  

Hospital yes, 

ambulance no.  

2.6. Has a 'cumulative impact' policy been adopted where an area 

is saturated with licensed premises informing the consideration and 
implementation of the range of measures and conditions available 
to the local licensing board?  

Yes 

2.7. Is optimal use made of existing legislation to target the 
prevention of under -age s ales, sales to people who are intoxicated, 

proxy sales to minors, non -compliance with any other alcohol 
licence condition and illegal imports of alcohol?  

Yes 

2.8. Are local arrangements brokered with industry partners to 
promote responsible marketing, pro motion and selling of alcohol?  

Jez to answer  
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2.9. Are you working collaboratively with local statutory and third -
sector organisations to improve pathways to interventions for 

specific hard - to -engage groups, eg, working with sexual health 
services, mental health services, LGBT charities?  

Not sufficiently  

2.10. Do prevention activities for drug misuse (including new 
psychoactive substances) include building resilience and social 

capital, as well as information and campaigns?  

Yes 

  

3. There is prompt acces s to effective treatment   

3.1. Does the partnership have an integrated plan which sets out 

the partnersô agreed roles and responsibilities, including for 
workforce development, in rolling out IBA in a range of settings and 

is there a system in place to mo nitor activity?  

IBA section  

3.2. Are local hospitals part of the health -promoting hospitals 

network12 and, if so, do commitments include alcohol harm 
reduction?  

Covered in health 

section  

3.3. Do the services that deliver IBA collect, analyse and report 

data to demonstrate the level of delivery?  

Jez 

3.4.Does local ómaking every contact countô (MECC) activity include 

evidence -based alcohol IBA?13  

No 

3.5. Are there any specific interventions to raise awareness of the 

harms of drinking for specific at - risk  groups, such as pregnant 
women, older people and those with existing long - term conditions?  

? 

3.6. Do the NHS Health Check14 programme and enhanced service 
for alcohol misuse include evidence -based alcohol IBA in line with 

regulations and guidance?  

Yes 

3.7. Is there IBA delivery across a range of adult local authority 

services, criminal justice and health settings?  
IBA section Jez 

3.8. Are there clear pathways to specialist assessment for those 

who may be dependent?  

Covered in health section 

3.9. Is acc ess to residential treatment and inpatient detoxification 

supported by clear assessment processes and funding 
arrangements? Is access available at any point of the recovery 
journey and is it based on need?  

Yes 

3.10. Is there effective continuity of care b etween community -
based and residential drug treatment services? Does this include a) 

preparation prior to entry to residential services, and b) continued 
post - residential support to ensure recovery outcomes are 

sustained?  

Yes 

3.11. Are there relevant info rmation -exchange arrangements, using 

appropriate protocols, to ensure effective inter -agency working and 
to support continuity of care (eg, between community and custody -
based services, and for specific groups such as those identified 

under local integrate d offender management and multi -agency risk 
assessment conference arrangements)?  

Yes 

  

4. There are interventions to address the health harms of 

drug use  
 

4.1 Are alcohol (and drug) services contracted and employed in all 

acute hospitals where they coul d have an impact?  

Yes- but question the 
efficiency and efficacy 

4.2 Is senior medical/nursing support and leadership provided to 

the alcohol (and drug) service to ensure that their role and function 

Yes health section  
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is understood and utilised by partners in the system?  

4.3 Has planning ensured that community services are accessible 
and available to ensure continuation of detoxification with 
psychosocial interventions outside of the hospital?  

Yes but not covered in 
NA 

4.4 Is there a range of services to  support and reduce frequent 
hospital attendances?  

Yes  -health section  

4.5 Are commissioning and services coordinated or integrated to 
improve access to support for mental health problems (crisis, 

severe and common), wound care, sexual health and dental health? 
Are service users offered general healthcare assessments that 

cover these issues and, where appropriate, are they referred to 
specialist services?  

Healthcare 
assessments are 

provided, but 
responses are not 

comprehensive  

4.6 There is a substantial body of evidence demonstrating that 
LGBT people experience significant health inequalities, which impact 
both their health outcomes and their experiences of the healthcare 

system. Has substance misuse been considered as part of a wider 
investigation into t he health inequalities affecting LGBT 

people?15,16  

In last years and what 
have we achieved 
section  

4.7 Is there a good understanding of and effective responses to the 

health impacts of emerging drug -use trends, such as óchem sexô 
among some men who have s ex with men?17  

Not covered  

4.8 Are there any specific interventions to raise awareness of the 
harms of drug use, including new psychoactive substances, for 
specific at - risk groups, such as pregnant women, older people and 

those with existing long - term con ditions?  

Not covered  

4.9 Are drug services addressing the very high rates of tobacco 

smoking among their service users and staff, using integrated, 
whole -service strategies and offering (or working with stop smoking 

services to offer) interventions that include stop smoking support 
(NRT and psychosocial)18 and harm reduction for people unable or 
unwilling to stop smoking?19  

Yes 

4.10 Are all relevant services (especially primary care and 
emergency departments) able to identify and refer to specialist care  

for the acute health harms caused by some NPS, such as ketamine 
and GHB?  

Yes 

4.11 Do local agencies have a good understanding of new 
psychoactive substance use in their area, and use this knowledge to 

develop local responses to these substances?  

Covered in Non -opiate 
section  

4.12 Do treatment services have links with A&E and primary care 
services to pick up people with acute NPS problems who may need 

to receive treatment or harm reduction interventions?  

yes  

4.13 Are effective overdose -awareness training  and information, 

and naloxone provided for service users and their family/carers?  

Yes DRD section  

4.14 Is there ready access to an appropriate range of opioid 

substitution medications and to supervised consumption for all 
those starting opioid substituti on treatment or needing continued 

(or a return to) supervision to ensure medication -compliance and to 
reduce overdose risk?  

Yes ï stakeholder 

consultation section  

4.15 Is excessive or increasing alcohol use among drug users in 
treatment addressed?  

Covered  in outcomes ï 
drinking on top  

4.16 Are there appropriate local reviews of drug - related deaths and 
action in response to their findings?20  

Yes DRD section  
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4.8 Are there any specific interventions to raise awareness of the 
harms of drug use, including new  psychoactive substances, for 

specific at - risk groups, such as pregnant women, older people and 
those with existing long - term conditions?  

Targetted publicity and 
specific service  

  

5. Treatment is recovery - orientated, effective, high - quality 

and protecti ve  

 

5.1 Is the alcohol prevention and treatment system integrated and 

configured to meet the needs of the local population across 
community and prison settings?  

Yes - throughout 

5.2 Is a joint commissioning approach adopted where there is a 
shared respon sibility for commissioning and planning, eg, local 

authorities/NHS England around prison/community services 
pathways?  

Not covered 

5.3 Is there sufficient capacity in the treatment system to address 
the needs of the estimated local dependent population and  are 
alcohol services being commissioned to target highest risk groups, 

wherever they are located in the community?  

Yes ï throughout 

5.4 Is there an explicit information governance agreement across 

all services to ensure that information is shared routine ly to support 
effective care delivery and risk management?  

Yes ï not covered in NA 

5.5 Are service users, carers and people in recovery involved at the 
heart of planning and commissioning? Is this evident throughout 
needs assessment and key priority setti ng processes both for 

community and prison based services?  

Yes ï stakeholder 
consultation and 
involvement 

5.6 Do alcohol treatment services in all settings offer evidence -

based, effective recovery -orientated interventions in line with NICE 
guidance CG1151 6, CG10017 and quality standards QS1118 

(including, where appropriate, quality statements 4, 5, 7, 8, 9, 10, 
11, 13,), and, for example, service improvement tools such as 
clustering and packages of care tools?  

Jez and Angela? 

5.7 Is there a range of recov ery support interventions and services 
accessible to facilitate the recovery journey, eg, peer support, 

mutual aid, family/parenting support, employment, training and 
housing?  

Yes  

5.8 Do all alcohol treatment providers report data to the National 
Drug Tr eatment Monitoring System (NDTMS) and is this data 

analysed locally to inform improvements?  

yes 

5.9 Do information systems for alcohol treatment comply with the 

NDTMS community minimum data set? Are there plans for 
investment in IT systems that meet the c linical and NDTMS needs 
of providers?  

yes 

5.10 Do treatment providers have workforce plans that describe 
how specialist staff are trained and supported to ensure appropriate 

competence and supervision to deliver specialist interventions?  

Yes ïnew one required for 
15/16 

5.11 Are services tailored towards women with, for example, 

women service users offered the option of a female keyworker and 
women only groupwork provision where practicable? Do services 

provide women -only sessions? Are there links with wom enôs 
services which can provide treatment and recovery support?  

Yes ï to be described 

5.12 Are there specialist referral pathways in place for pregnant 
women?  

Yes ï to be reviewed now 
no longer a specialist 
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midwife 

5.13 Are the links between domestic vio lence and drug misuse 
considered in care planning and reviews? Is there joint working with 
and effective pathways to services for victims and perpetrators of 

domestic violence?27  

Covered in complex needs 
section ï needs some 
more info around guidance 
and pathways between 
services 

5.14 Are there protocols and pathways to support service users 
who have both alcohol and drug misuse and mental health 

problems, including those in crisis?  

Covered in mental health 

5.15 Is treatment and care, and the information people are given 

about it, culturally appropriate? Is it accessible to people with 
additional needs such as physical, sensory or learning disabilities, 
and to people who do not speak or read English?  

Covered in what we 
achieved last year 

5.16 Are service users who care for or have contact with children 
assessed and given information about the risks to children from 

drugs and medications, and about the need for safe storage? Are 
home environments visited and assessed for risks and for suitable 

storage?  

Yes ï check for evidence 

5.17 Is care planning sufficiently recovery -orientated (ie, 

coordinated across services, covering all domains, including 
recovery support and reintegration)  

Yes  

5.18 Do recovery care plans empower service users to take 
responsibilit y for their own health and recovery?  

Yes 

5.19 Is a service userôs treatment regularly reviewed using 
appropriate measures of recovery?21 Is treatment then optimised 
or adapted to ensure continued benefit and the best chance of 

recovery?  

Covered in what we 
achieved last year 

5.20 Are service users encouraged to take opportunities to recover, 

and given the option to come off medication with appropriate 
support when appropriate?  

Covered in what we 
achieved last year 

5.21 Do commissioners and providers use t he recovery diagnostic 
tool to understand local system blocks to recovery and to help 
service users move through treatment and overcome dependence?  

Yes ï used for NA 

5.22 Is recovery visible within the local system via recovery 
champions, mutual aid and p eer support, and contact between 

people in treatment and others further in their recovery journeys?  

yes 

5.23 Do local services facilitate access to mutual aid and peer 
support groups by advocating for it, accompanying service users, 

providing meeting spac e, attending  open meetings, providing or 
arranging transport, using peer supporters, supporting single -sex 

groups, etc?  

Yes 

5.24 Are partnerships using NDTMS/TOP data to measure the 

achievement of drug strategy outcomes and progress against public 
health outcomes framework measures? Are they using this 
information to improve local services and pathways?  

Yes ï treatment section 

Adult drug prevention, treatment and recovery   

6. Treatment supports people to sustain their recovery   

6.1 Does the partnership have a written strategic plan to increase 

service usersô access to education, training and employment? 

Yes  

6.2 Do people who have successfully completed treatment receive 

regular recovery check -ups? Are they given additional support or 
rapid re -entry to treatment if needed?  

Rapid re -entry, yes. 

Recovery check ups?  
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6.3 Is ongoing support available to help people sustain their 
recovery? Does this include relapse prevention? Is there other 

support from mainstream and specialist services, and/or peer 
suppor t and mutual aid?  

Yes  

6.4 Are there opportunities for those in recovery to support their 
own and others' recovery as peer supporters or recovery 

champions?  

Yes  

6.5 Does the partnership regularly monitor and review levels of 

successful treatment compl etion and sustained recovery using 
NDTMS, TOP, and other specific measures (where appropriate)?  

Yes in treatment 

section  
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Appendix B 
Drug and Alcohol prevention, treatment and 
recovery for adults and young people: Review of 
Commissioning Arrangements  
 

JSNA planning comprehensive interventions in 2015 -16  

 

Introduction  

For the first time since we started drugs and alcohol needs assessments in 2006, 

national guidance has been issued about including a review of commissioning 
arrangements  in our local needs assessments. iii   
 

Commissioning Standard  

Local authority public health commissioners work closely with all relevant partners 

to commission high -quality, evidence - led alcohol and drug services based on 
outcomes.  
 

What will you see locally if you are meeting t he principle?  

Effective health and public -health commissioning of services that achieve positive 

outcomes for individuals, families and communities by:  
¶ effective partnership working between local authority - led public health, the NHS 

(clinical commissioning  groups and NHS England local area teams), mental 

health services, Jobcentre Plus, Work Programme providers, adult social care, 
children's services and criminal justice agencies  

¶ operating transparently according to assessed need  
¶ bringing providers and mutu al aid together into cost -efficient delivery systems  
¶ fully involving service users and local communities, including through 

Healthwatch  
o Alcohol and drug users have the best possible access to warm, safe and 

affordable homes, suitable for their needs in the  community, that local 
conditions will allow.  

o More alcohol and drug users in treatment are supported into work by an 
effective partnership between the treatment and employability sectors.  

o An integrated support offer involving greater support around trainin g, 

education, voluntary work and general improvement of skills and work 
experience.  

 

Methodology  

The criteria contained within the JSNA toolkit were circulated to DAAT Board 

members along with a self -assessment  conducted by the DAAT team. The 
comments and findings and a list of respondents is collated below.  

 
 

Criterion/Questions  Response and assessment  
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1.1. Embedding in local systems  
1.1.1. Do alcohol and drugs needs 

assessments, the local commissioning 
strategy, clinical commissioning group 

strategy, and  joint health and wellbeing 
strategy demonstrate an explicit link 
between evidence of need and service 

planning?  

The DAAT needs assessments 
and commissioning strategy 

but these are not reflected in a 
joint health and wellbeing 

strategy or a CCG Strategy.  
CCG rep on DAAT.  
Alcohol JSNA cross referenced 

in MH JSNA and Crisis 
Concordat Work plan  

There is no link at the moment 
to the Local Operating Plan for 
the CCG ï is this something 

that needs to be addressed?  
 

1.1.2. Does the local public health structure 
have mechanisms in place for reporting on 

alcohol and drugs to the health and 
wellbeing board and police and crime 
commissioner?  

Reporting is now through the 
Community Safety Partnership 

Board at present (and to the 
PCC). No reporting to HAWB as 
such. óAre there any plans to 

report into HAWB?ô. 

1.1.3. Has the local authority public health 

team responsible for commissioning alcohol 
and drug services, established partnership 

arrangements with clinical commissioning 
groups, local clinical networks, NHS England  
local area teams and criminal justice 

agencies?  

CCG and criminal justice 

agencies represented on DAAT 
Board/Community Safety 

Partnership Board.  
Joint Dual Diagnosis strategy 
being drafted. DAAT team 

report to CDLIN.  
Lost the Pharmacy Leadership 

and medic ines management 
functions and the efficiencies 
from joint contracts, such as 

for incineration of waste.  

1.1.4. Is a joint commissioning approach 

adopted where there is a shared 
responsibility for commissioning and 

planning (e.g., local authorities/clinica l 
commissioning groups) around hospital -

based services pathways?  

Currently being jointly 

reviewed. Some partners 
assessed this as yellow, some 

as red. Agreed it is  a priority 
to sort.  

 
 
 

 

1.1.5. Is there a formal strategic partnership 

in place for alcohol  and drugs involving key 
stakeholders and agencies (health, public 

health, housing, employment, social care, 
families and safeguarding, and criminal 
justice), the aim of which is to develop a 

fully integrated system of health 
improvement, treatment and rec overy for 

alcohol and drug misusers?  

This is in transition. The DAAT 

Board is now being subsumed 
into the Community Safety 

Board.  

1.1.6. Do the general public, service users 

and staff in other mainstream services have 
ready access to information that enab les 

Service Posters and leaflets. ã 

Safer Cornwall website.  ã 
Service pathways.  ã 



 

Cornwall and Isles of Scilly Adult Drug Treatment Needs Assessment  2014/15  

NOT PROTECTIVELY MARKED  

100  

them to understand the alcohol and drug 
services available, the pathways between 

them and points of entry?  

Increased points of entryã 
SPOC. ã 

Detoxification pathway to 
be made clearer.  

 

1.1.7. Are there clinical governance 

mechanisms for assuring the quality and 
safety of alcohol and drug treatment 
services?  

Are these clearly embedded in public health 
systems?  

Yes. They are becoming so.  

DAAT Governance Group and 
Framework.  
Incident reporting and Drug 

Related Death Review Panel.  
 

1.2. Needs assessment  1.2.1. Does the 
local needs assessment, conducted as part 

of th e JSNA, include a comprehensive 
section on alcohol and drug - related harm 
that reflects need across the whole spectrum 

of harm and readily acknowledges the 
impact of alcohol and drug work across the 

public health outcomes framework and the 
NHS outcomes fram ework, resulting in 
partnership collaboration and support?  

Yes. 
 

1.2.2. Is there a shared understanding of 
the local level of demand and need, based 

on a range of local and national data across 
a range of public services?  

Yes 
 

1.2.3. Are health and publi c health 
commissioners using a range of hard and 

soft intelligence to understand local need in 
relation to misuse of or dependence on 
prescription and over - the -counter 

medicines, including dependence arising 
inadvertently from the prescribed use of a 

medic ine?  

Yes 
 

1.2.4. Do you use existing local networks for 

finding and sharing information with 
partners about new psychoactive 
substances?  

Yes 

 

1.2.5. Is local data on alcohol and drug 
interventions provided in hospitals, primary 

health care and other set tings collected to 
inform needs assessment?  

Yes, in primary healthcare 
settings. More challenging 

to get hospital data now.  
 

 

1.2.6. Do commissioners analyse the local 

levels of alcohol and drug - related 
admissions to hospital in order to target 
interventi ons?  

Yes. Have not done this year 

yet.  
Last done 2013 -14. Due 2014 -
15.  

 

1.2.7. Do commissioners analyse and 

monitor local specialist alcohol and drugs 
treatment data, including specific breakdown 

by gender, age, postcode, condition, route 
of admission, re peat admission, etc., in 
order to compare current treatment 

Yes 
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provision with need?  

1.2.8. Has a mutual aid self -assessment 
tool1 been completed as part of the local 
needs assessment?  

Yes. 
 

1.2.9. Does the needs assessment take into 
account the availab ility and potential 

development of existing community support 
networks and other local assets, using a 

methodology such as asset -based 
community development?  

No 

1.2.10. Are the following identified:  
Å gaps in delivery of primary, secondary and 
tertiary pr evention for alcohol and drugs  

Å the extent of drug treatment penetration 
and access to alcohol treatment by the 

estimated dependent population  
Å the impact of services on health and 
wellbeing, public health and offending?  

Yes 
 

1.2.11. Does the local need s assessment 
take account of the needs of women and 

young girls vulnerable to alcohol and drug 
misuse (for example, those subject to 

domestic violence or sexual assault, or 
involved i n prostitution , or with poor 
mental health)?  

DASV ï yes.  
Prostitution ï no 

Mental health -  to a limited 
degree.  

 
 

1.2.12. Does the local needs assessment 
take account of other groups who may have 

specific needs in relation to their alcohol and 
drug use, e.g., lesbian, gay, bisexual and 

transgender (LGBT) including men who have 
sex with men (MSM), black and minority 
ethnic groups (BAME)?  

Yes, to a degree.  
LGBTã 

Sensory impaired.  ã 
Older usersã 

Gypsies and travellersã 
 
MSM x  

 

1.3. Finance   

1.3.1. Is investment sufficient for a range of 
prevention, harm reduction and treatment 

ser vices commensurate with the level of 
identified need?  

Yes. 

 

1.3.2. Can commissioners identify the total 
level of local investment by all partners who 
contribute to delivery?  

Yes. 
 

1.4. Effective commissioning   
1.4.1. Is commissioning based on the 

evidenc e base, such as NICE guidance, for 
effective interventions in tackling alcohol 

and drug - related harm?2,3,4,5  

Yes 
 

1.4.2. Is there an alcohol and drugs 

planning document that describes how best 
to meet local need, which clearly identifies:  
Å the level of local demand  

Å existing strengths and ways in which 
services can be commissioned  

Å finance and resources made available? 

Yes 
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1.4.3. Is investment in alcohol and drug 
prevention, treatment and recovery based 

on an understanding of expenditure, 
performance and cost -effectiveness?  

Yes 
 

1.4.4. Are there contracts in place for 
commissioned services that specify the 

outcomes to be achieved and that are 
regularly monitored and reviewed?  

Yes 
 

 

1.4.5. Are care pathways and services 
geographically and socio -cultur ally 
appropriate to those for whom they are 

designed?  

Geographically much 
improved.  
Gaps identified ( e.g. , 

Newquay).  
Socio -culturally 

appropriateness should be 
reviewed.  

1.4.6. Are pathways for both alcohol 
dependent and increasing/higher risk 
drinkers jo intly agreed and regularly 

monitored and reviewed by all relevant local 
partners?  

Yes 
 

1.4.7. Are service users, carers and people 
in recovery involved at the heart of planning 

and commissioning? Is this evident 
throughout needs assessment and key 
priorit y-setting processes both for 

community and prison based services?  

SU Involvement Strategy and 
consultation.  

Carer and affected other 
involvement, weaker.  
 

 

1.4.8. Are commissioning functions fit for 

purpose? Is there sufficient alcohol and drug 
misuse co mmissioning capacity and 

expertise, including information 
management?  

Yes 

 

1.4.9. Is there a workforce strategy and 
improvement plan that covers the 
commissioning partnership itself? Does this 

ensure that all staff are competent to 
commission safe and eff ective services?  

No workforce Strategy or 
improvement plan for the 
partnership.  

All staff hold Commissioning 
Certificates in relevant 

qualifications and experience.  

1.4.10. Do service specifications clearly 

indicate the level of professional competence 
required to deliver safe and effective 
services?  

Yes. 

Contract monitoring meetings 
evidence review of this.  
Role profiles evidence 

competence required.  

1.4.11. Do commissioners include formal 

evaluation of the range of alcohol and drug 
interventions within the commissioning 

strategy?  

Yes. 

1.4.12. Do all agencies have agreed policies 

for monitoring the delivery of services in full 
compliance with the Human Rights Act and 
the protected characteristics within the 

Equality Act 2010?  

Yes 

Contract monitoring meet ings 
evidence review of this.  
 

1.5. Commissioning services for  
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individuals in contact with the criminal 
justice system  

 1.5.1. Are there clear pathways for alcohol 
and drug misusing offenders to access 

alcohol and drug treatment at every point in 
the crim inal justice process ( i.e. , police 
custody suites, courts, youth offending 

teams, community rehabilitation 
companies/National Probation Service, 

prisons, and the children and young peoplesô 
estate)? Are these pathways part of the local 
integrated offender management model?  

Yes. There is direct referral at 
court pre -sentence , DRR and 

ATR sentencing options, 
commissioned services direct 

with CRC and NPS with 
provider (ASAR);  
  

New pathways required for 
óThrough the Gateô and RAR. 

PPO housing protocol under 
review to reflect Transforming 
Rehabilitation requirements.  

 
Currently no assessment of 

need re prostitution. 
Trafficking is part of Modern 
slavery which will be done.  

 
 

1.5.2. Have discussions with police and 
crime commissioners taken place on 

investment  in police custody -based alcohol 
and drug misuse interventions or other 
appropriate criminal justice pathways?  

Yes 
Yes ï OPCC invests in local 

plan and provision  
 

3. Has the local authority engaged with the 
NHS England local area team responsible for 

heal th and justice to agree a jointly owned 
and collaborative approach to 

commissioning fully integrated services that 
effectively support and engage individuals as 
they transition between custodial and 

community settings?  

No 
 

1.5.4. Have commissioners engage d with 

their local National Probation Service and 
community rehabilitation company to agree 

capacity and treatment interventions 
required for offenders subject to statutory 

supervision in the community and on release 
from prison.  

There is provision for DRR s 

and ATRs. No capacity 
estimated for RAR and 

óThrough the Gateô as yet. 

1.6. Involvement with mutual aid 

significantly improves recovery from 
alcohol and drug dependency  1.6.1. Is 

there a shared, locally developed vision of 
recovery where mutual aid is a ppropriately 

integrated with alcohol and drug services 
(including in -patient and residential 
treatment)?  

Yes 

Yes 
 

1.6.2. Do people in treatment have access 
to a range of peer -based recovery support 

options, including 12 -step, SMART Recovery 
and other comm unity recovery 

organisations?  

Yes 
 

1.6.3. Are local services encouraged to Yes 
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support service users to engage with mutual 
aid groups by including specific 

requirements in their service specifications?  

 

1.7. The home environment enables 

people to sustain  their recovery  1.7.1. 
Have the housing needs of alcohol and drug 

users in the community, prison and 
residential treatment been identified and 
used to inform local commissioning plans for 

housing, homelessness and housing related 
services?  

Yes. 

Housing inc orporated in needs 
assessment since 2006.  Re -

commissioned supported 
housing services in response 
to needs assessment findings.  

 
There are still challenges to 

meet the housing support 
needs of people with very 
complex needs (e.g. 

comorbidity) in housing ne ed. 
 

There are still issues for very 
complex clients in housing 
need . 

 
 

1.7.2. Are the housing needs of alcohol and 
drug users and their families (where 

appropriate) assessed in a timely manner to 
prevent homelessness and/or to enable 
move -on to a suitabl e home? (This includes 

those in prison, in residential services and 
those living in their own home but at risk of 

homelessness)  

Yes 
Core assessment identifies 

housing need and a more 
detailed accommodation 
assessment will be triggered if 

necessary.  
 

1.7.3 . Is good quality housing information 

and advice readily available?  

Yes 

Cornwall Housing developed 
an online tool (Your Housing 
Options).  

Housing information, contact 
details and pathways available 

to treatment workers.  
Addaction members of 

National Housin g Federation 
(NHF).  
 

1.7.4. Is there a range of suitable housing 
options to meet different needs including: 

emergency bed spaces; direct access 
accommodation; refuges for those fleeing 

domestic abuse; supported housing; floating 
support available to those  in their own 
home; accommodation specifically for 

women or young people, housing for people 
with complex needs ( e.g. , Housing First6)?  

Yes, including  complex needs 
provision for PPO/IOM with 

substance misuse.  
Although a more limited range 

due to budget cu ts:  
Lack of accommodation 
based support services in 

the west.  
No night shelter provision 

in the East.  
No provision for those 
fleeing Domestic Abuse 

with a substance misuse 
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issue  
Can this be expanded to cover 

the Toxic Trio please?   
Could Addaction and the 

refuge in the West co - locate?  
 

1.7.5. Are alcohol and drug users who are 
rough sleeping able to access emergency 
accommodation and appropriate support?  

Yes 
If space available.  
No provision in East Cornwall 

for Emergency access  

1.7.6. Do housing services support homeless 

alcohol and drug users to access primary 
care?  

Yes 

Yes. Health 4 Homeless based 
within 2 homelessness 

agencies  
 

1.7.7. Have commissioners, service users 
and providers agreed a definition for a 
ósuitableô home? Is the definition based on 

the description of ósuitableô found in the 
Homelessness (Suitability of 

Accommodation) (England) Order 2012 , 7  as 
a minimum? Is the local definition 
consistently applied in practice by staff 

working with alcohol and drug users when 
supporting them along the  pathway? Are 

frontline housing staff (working in local 
authority services, for social landlords and 
housing support providers) trained in 

working with alcohol and drug users to meet 
their housing and related needs?  

Cornwall Housing operates 
within the def inition for a 
ósuitableô home as found in the 

Homelessness (Suitability of 
Accommodation) (England) 

Order 2012.   
 
Frontline housing staff offered 

a range of training to increase 
their awareness of drugs and 

alcohol and the needs of this 
client group.    
 

 

1.7.8. Is there a hospital discharge policy 
and procedure in place for homeless alcohol 

and drug users (and others) to enable 
access to a pathway to suitable housing?  

Yes 
Funding extended for 6 

months but long term funding 
insecure.  
An increase in homele ssness 

anticipated when this and 
other homeless services end 

later this year (Youth move 
on, reconnection, sit up 
service)  

 

1.8. Getting a job enables people to 

sustain their recovery  
 1.8.1. Are treatment commissioners and 

providers jointly planning with  local 
Jobcentre Plus (JCP) and Work Programme 
(WP) leads how to meet the employment, 

training and education (ETE) needs of the 
alcohol and drug misusing population?  

Yes In progress  

 
Meetings being set up between 

JCP, treatment, Work 
Programme and Re:Sourc e.  
 

Recent survey carried out by 
Addaction/Re:Source on 

employment related needs. 
The ETE needs of alcohol and 

drug misusers are reflected in 
the DWP standards and 
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strategies.  New ESF funding 
due to be announced in 

October 2015.  Need to ensure 
in the Inc lusion strategy for 

Cornwall.  
 
Recent survey carried out by 

Addaction /Re:Source on 
employment related needs.  

 

1.8.2. Are the ETE needs of alcohol and drug 

misusers reflected in local worklessness and 
employability strategies?  

Yes 

The ETE needs of alcohol and 
drug misusers are reflected in 
the DWP standards and 

strategies.  New ESF funding 
due to be announced in 

October 2015.  Need to ensure 
in the Inclusion strategy for 
Cornwall.  

1.8.3. Are commissioners incorporating ETE 
in performance monitoring arrange ments 

with treatment providers and providers as 
part of supervision for key workers?  

Treatment contracts service 
specifications include the 

requirement to address 
employment needs.  

Successful completion of 
treatment requires ETE to 
sustain.  

TOP covers emp loyment 
status.  

1.8.4. Have JCP, WP and treatment 
providers agreed a process of joint working 

between agencies, including arrangements 
for three way meetings?  

There is an agreed process of 
joint working between 

treatment providers, JCP and 
WP providers.  However 
capacity for 3 -way meetings 

and joint working is limited.  
 

óThis can definitely be 
improved upon with the work 

being done on Together for 
Families and the Cornwall 
Partnership manager.ô 

 

1.8.5. Are there jointly delivered training 

sessions between  JCP, WP and treatment 
providers in each area focusing on 

structures, service offers and the mutually 
beneficial relationship between treatment 
and employment outcomes?  

Yes, these have taken place, 

but have not been repeated 
and might benefit from 

doing so . 
 
With the much improved 

management links all TFEAS 
have been nominated for 

Motivational Interviewing this 
could be rolled out to all Work 
Coaches in JCP  
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1.8.6. Are key ETE service directories shared 
across JCP, WP and treatment providers, 

including the sharing of promotional 
materials?  

The inspiring Works website, 
http://www.inspiringwork.org/  

has an online tool called 
óSidekickô that supports people 

to access appropriate services.  
Treatment info shared with  
JCP and Work programme  

 

1.8.7. Are there local single points of contact 

in JCP, WP and all treatment teams and 
have their details been circulated?  

Yes 

A SPOC system has been set 
up and shared between JCP, 

WP and Addaction.  
 

1.8.8. Has the partnership c onsidered 
establishing employment champions in 
treatment teams, whose role it is to liaise 

with JCP and WP, and to champion ETE?  

Yes 
Re:source is the treatment link  
 

1.8.9. Is data sharing taking place 

effectively, using the TPR referral forms 
(TPR1 and T PR2)? 

TPR 1 and 2 have been set up 

but have yet to establish 
whether this facilitates 

effective information sharing.  

1.8.10. Has some form of co - location been 

considered, even if this is part time ( e.g. , 
treatment workers spending two days a 
week in WP or  JCP premises and/or vice 

versa)? Employability sessions could also be 
jointly delivered.  

Addaction and Re:Source are 

co- located.  
Have not collocated with JCP 
or delivered joint sessions.  

With the expansion of 
Together for Families, JCP 

TFEAs will be worki ng closer 
with all key workers and would 
look at working out of 

Addaction premises.  

1.8.11. Are treatment providers, JCP and 

WP engaging with local employers to make 
the case and address negative 

preconceptions and stigma about employing 
people with a his tory of alcohol and drug 
misuse?  

Re:Source as part of Addaction 

are starting to engage with 
local employers to make a 

case to support service users 
in the workplace  
 

1.8.12. Are there case studies of successful 
employment outcomes shared across 

treatment provider, JCP and WP staff?  

Specific case studies 
demonstrating employment 

outcomes are gathered from 
contract reviews  

 

1.8.13. Are discussions about employability 

introduced early on in treatment journeys, 
and are commissioners and treatment 
providers as sessing the prioritisation of the 

ETE agenda in local recovery provision?  

Yes 

Discussions from the beginning 
of treatment (see assessment 
documentation and care 

plans).  Re:Source and other 
activities within life skills hubs 

in treatment teams in addition 
to accessing wider resources  

1.8.14. Are treatment staff encouraging 
clients to consider appropriate disclosure of 
their alcohol and drug misuse within JCP and 

Yes 
Pathways that have been 
developed as part of the TPR 2 

http://www.inspiringwork.org/
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WP? process encourages clients to 
disclose to employment 

providers that they are in 
treatment  

 

1.8.15. Are providers actively working with 

JCP and WP to address low levels of skills, 
training, education and work experience?  

Yes 

Re:Source working closely to 
upskill those who need 
support.  

The Re:Source survey 
indicated that many clients 

had high levels of skills and 
qualifications  

1.9. Commissioning hospital - based 
alcohol and drug services  
1.9.1. Are there services in place to meet 

the needs of alcohol and drug misusing 
hospital patients?  

DAAT is working with CCG and 
RCHT to improve pathways 
under existing service 

provision, and putting the case 
for QIPP investment into an 

increased Alcohol Care Team 
to generate future savings.  
Integrated Personal 

Commissioning programme 
has cohort with alco hol related 

needs identified for RCHT.  
To be kept under review.  

1.9.2. Is there a strategic understanding at 
health and wellbeing board level of how 
alcohol and drug services for people in 

hospital integrate into the overall local 
system of alcohol and dr ug interventions 

and treatment?  

HWB have been presented the 
Alcohol Strategy, and have 
historically signed up to 

commit to its promotion and 
delivery in partnership.  

Not for drugs.  
 
 

1.9.3. Are linkages to community alcohol 
and drug services offered to su pport 

patients requiring further treatment and 
recovery support?  

As Hospital services and 
pathways are developed, 

Inreach/Outreach will need to 
develop to provide ongoing 

support.  
 
Addaction, the local service 

provider, are aware of this and 
meet with RCHT  to discuss 

complex cases.  

1.10. Young people, children and 

families  
1.10.1. Are effective referral pathways and 
joint working arrangements in place with 

children and family services where there are 
safeguarding issues and with local Troubled 

Families pro vision where alcohol or drug 
misuse is a factor?  

Established joint working with 

childrenôs social work but 
referral rates and early 
identification require more 

work though agreed defined 
pathway and workforce 

development.    
 

Troubled families do not have 
referral pathways but ongoing 
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work to establish these and 
enable drug and alcohol 

services to identify and engage 
with those in troubled families.  

1.10.2. Have local protocols between alcohol 
and drug systems, and children and family 

services been develope d in line with 
'Supporting information for the development 
of joint local protocols between alcohol and 

drug partnerships, children and family 
service'?  

Protocol was developed some 
time ago but requires 

revision  with children and 
family services in line wi th 
developing early help and 

social work offers.  
 

 

 

Gaps and Priorities -  Commissioning  

1.  Commissioning arrangements  

The DAAT needs assessments and commissioning strategy are not reflected in a 
joint health and wellbeing strategy, CCG Strategy or Operating Plan.  
No reporting to HAWB as such.  

 
2.  Commissioning hospital -based alcohol and drug services  

Do commissioners analyse the local levels of alcohol and drug - related admissions to 
hospital in order to target interventions? This used to be done, when DAAT was 
based within NHS, but has not been possible to secure yet since the reorganisation 

in 2013.  
(1.1.4.) Is a joint commissioning approach adopted where there is a shared 

responsibility for commissioning and planning (e.g., local authorities/clinical 
commissio ning groups) around hospital -based services pathways?  
(1.9.2) Is there a strategic understanding at health and wellbeing board level of 

how alcohol and drug services for people in hospital integrate into the overall local 
system of alcohol and drug interv entions and treatment?  

 
3.  Young people, children and families  

Effective referral pathways and joint working arrangements in place with children 

and family services where there are safeguarding issues and with local Troubled 
Families provision where alcohol o r drug misuse is a factor.  

Referral rates and early identification require more work though agreed defined 
pathway and workforce development.    
Protocol was developed some time ago but requires revision  with children and 

family services in line with develo ping early help and social work offers.  
 

4.  Women  
1.2.11. Does the local needs assessment take account of the needs of women and 
young girls vulnerable to alcohol and drug misuse (for example, those subject to 

domestic violence or sexual assault , or involved in prostitution , or with poor 
mental health)? No review of those involved in prostitution or sexual assault has 

been carried out.  
 

5.  Workforce Strategy  

1.4.9. Is there a workforce strategy and improvement plan that covers the 
commissioning partnership itsel f? Does this ensure that all staff are competent to 

commission safe and effective services?  
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6.  Criminal Justice  

New pathways required for óThrough the Gateô and RAR.  
PPO housing protocol under review to reflect Transforming Rehabilitation 
requirements.  

 
Resp ondents  

Jude Bowler, Programme Lead -  Maternity and Children's Programme, NHS Kernow  
Lynn Gooding, Partnerships Inspector, Devon and Cornwall Police  
Stuart Bourne, Acting Director of Public Health, Cornwall Council  

Kerri Nasen, Community Rehabilitation Com pany  
Michelle Davies, Domestic Abuse and Sexual Violence Strategy Co -ordinator  

Tamsin Lees, Community Safety Manager, Cornwall Council  
Mark Vinsen, Cornwall Housing Limited  

Sandra Miles, Programme lead, Mental Health and Learning Disability, NHS Kernow  
Richard Chidwick, Public Health England  
Penni Pollard, Strategic Lead, 11+ Commissioning, Cornwall Council  

Cheryl Ward, Mike Dann a nd Janet Tresidder, JobCentre P
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Further reading  
Key assessments, strategies and information sources are shown below with links t o 

their current locations.  
 

Community safety  

The Safer Cornwall website holds a library of publications  relevant to community 

safety and our priorities, including the lat est versions of:  
 
¶ Alcohol Needs Assessment  

¶ Adult Drugs Needs Assessment  
¶ Young Personôs Substance Use Needs Assessment 

¶ Young Personôs Strategic Assessment 
¶ Peninsula Strategic Assessment  
¶ Focus papers describing the issues for each of the Safer Towns  

 
You wil l also find the Safer Cornwall Partnership Plan 2013 -16 (2014/15 Refresh) 

and the underpinning delivery plan and performance framework.  
 

There are two further key strategies for Cornwall:  
 
¶ Cornwall and Isles of Scilly Domestic Abuse and Sexual Violence Str ategy  

 ñThe Right Responseò 
 http://safercornwall.co.uk/what -we -do/domestic -abuse -sexual -violence/   

¶ Cornwall Alcohol Strateg y ñTaking responsibility for alcoholò 
http://safercornwall.co.uk/what -we -do/alcohol/   

 

The Risk Based Evidence Profile  is the equivalent product to the strategic 
assessment for the Fire and Rescue Service and informs the statutory Integrat ed 

Risk Management Plan. It is published internally only; a copy is available on request 
from the Business and Intelligence Unit, Community Safety and Protection (contact 
Vicky Wallens -Hancock).  

 

Overarching assessments for Cornwall  

¶ Joint Strategic Needs A ssessment  ï information and online resource 
library of assessments and focus papers 

http://www.cornwall.gov.uk/default.aspx?page=29567   
 

The research pages  on Cornwall Councilôs website holds a wide range of information 
on Cornwall, including demographics from the Census, economy, deprivation and 
environment.  

 
 

 
 

 
 
 

                                       
 
 

 

http://safercornwall.co.uk/crime-in-your-area/documents-publications/
http://safercornwall.co.uk/what-we-do/domestic-abuse-sexual-violence/
http://safercornwall.co.uk/what-we-do/alcohol/
http://www.cornwall.gov.uk/default.aspx?page=29567
http://www.cornwall.gov.uk/council-and-democracy/data-and-research/
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ii  Drug prevention, treatment and recovery for adults: JSNA support pack, Public Health England 2014  
iii  Drug prevention, treatment and recovery for adults: JSNA support pack, Public Health England 2014  


