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Executive Summary Points from Stage 1 Consultation:
The following are based on the evaluation of responses to the Stage 1 Consultation Questionnaire.
For information on the process and the background please refer to section 1 of the report.
Responses from the consultation questionnaire indicate:
1. It appears to be fairly easy to find out about substance misuse services in Nottingham.
Although there is room for improvement – awareness raising and service information could be
more widely distributed and visible. More information could be available in all GP Practices and
all GPs need to be knowledgeable about the range of services available.

2. It appears to be very/fairly easy to access or refer someone into substance misuse services in
Nottingham.

3. There are many barriers that can prevent people from accessing and engaging in substance
misuse services. Some of the most commonly experienced barriers appear to be issues related
to ‘fear’, ‘stigma’ and ‘mental health’.

4. Improving access to alcohol treatment might be supported by further raising the awareness of
harmful and hazardous drinking among the general public.

5. Improving equality of access might be supported by; providing services within communities of
need through outreach; ensuring services are culturally competent or providing an element of
culturally specific support; providing support and information in appropriate languages; and
reducing stigma.

6. Services should be available in ‘neighbourhoods’ and also the City centre. There should also be
provision for home visits and outreach.

7. Consideration could be given to increasing the age limit of young people’s substance misuse
services.

8. Some substance misuse services should be available within Primary Care. A range of
interventions could be provided within Primary Care. Substance users with complex needs
were felt to be least suited to receiving treatment within Primary Care.

9. The majority of respondents felt family support should be provided by a separate standalone
service.

10. Model 5 had the highest level of approval (61%) of all the models presented for consultation.
There was a positive response to the integration of aftercare within core services. However,
the co-location of abstinent and non-abstinent service users would need to be carefully
managed.
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Executive Summary Points from Stage 1 Consultation (continued):
11. Model 2 had the second highest level of approval (55%). There was a positive response to the
alignment of drug and alcohol services. However, there may be a risk to disengagement of alcohol
users in particular and this might present an additional barrier to engagement. Any alignment
would need to carefully manage access to address such a risk.

12. Model 4 had the highest level of disapproval (65%) indicating a strong level of disagreement with
the alignment of adults and young people’s services. There was a very high level of disagreement
with the alignment of adults criminal justice and young people’s services.

13. Model 3 had the second highest level of disapproval (47%) demonstrating disagreement for the
alignment of criminal justice and non-criminal justice treatment services.

14. While 39% of responders agree with having a separate ‘single point of contact service’ this might
benefit from being considered alongside the responses that indicate a current ease of access.

1.0

BACKGROUND

Nottingham City Council and Nottingham Crime and Drugs Partnership (CDP) are
recommissioning the substance misuse treatment services that serve local people who are
affected directly or indirectly by substance misuse. In consultation with partners; service
providers and service users the CDP is designing a new service model. The purpose of this
document is to provide an outline of what the first stage of consultation revealed and the
model preference of those surveyed.
The design of the new model will be informed by two stages of consultation via
questionnaire, both aiming to reach as wide an audience as possible:
• Stage one consultation was planned to take around four weeks and ran from 1st June
to 26th June;
• Stage two is anticipated to run for three weeks in September 2015; and
• Focus groups with specific groups of service users and on specific issues will be
running over August and early September
Please note a glossary of terms used within this evaluation report is included in Appendix C.
1.1

Local need

Comprehensive needs assessments and also a commissioning review have been undertaken
in addition to the design and consultation stage. The findings of these assessments will be
considered alongside consultation and market development and engagement findings to
shape the final treatment system model.
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The relevant Joint Strategic Needs Assessments (JSNA) are currently being finalised ready for
sign off in September and will be published on the JSNA and CDP websites:
http://jsna.nottinghamcity.gov.uk/insight/Strategic-Framework/Nottingham-JSNA.aspx
http://www.nottinghamcdp.com/
The Substance Misuse Commissioning Review completed in 2014 will shortly be available on
the CDP Website:
http://www.nottinghamcdp.com/

1.2

Vision and objectives

1.2.1 Vision:
The vision for the new model is a treatment system that delivers the best possible quality
and standards of care, maximising numbers achieving a substance free lifestyle and recovery
from substance misuse.
1.2.2
•
•

•
•

•

1.3

Objectives:
Maximise the number of service users who enter treatment and achieve recovery
Reduce the harm to individuals and families (including vulnerable groups) as a direct
or indirect result of substance misuse; including supporting those for who recovery
is not yet an option
Ensure service users are at the heart of the treatment system and their own
recovery journey
Provide treatment and support that is:
o Able to intervene early through identification, training and screening
o Easily accessible and easy to navigate
o Joined up – for those with poly-substance problems
o Evidence based but with freedom for expert clinically-led innovation
o Cost effective and delivering value for money
High quality treatment will need to be delivered within the available budget in a
challenging economic climate.

Substance Misuse Treatment System Consultation – Stage One

The stage one consultation questionnaires were open to services users, service managers
and staff, partner stakeholders, voluntary sector services, family and carers and the general
public. The questionnaire had several distinct section headings which are followed in the
analysis report:
• Access to services;
• Young People;
• Primary Care;
• Family Support;
• Draft Treatment System Models; and
• Respondent Demographic
Stage one of the consultation process was primarily focused on obtaining feedback on
potential new models and the alignment of different areas of substance misuse treatment.
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Appendix A provides a full list of where the questionnaire was distributed and also the list of
facilitated sessions that were run to support service users in completing the questionnaires
There were a total of 215 respondents before the closing deadline. The chart following
indicates the self-identified types of respondents.

Fig 1: Respondents to stage one consultation questionnaire by type

Where applicable the analysis has been broken down by these different types of
respondents so that, for example, the views of service users can be considered separately
from those of the workforce, partners, family members and the public.
Not all respondents responded to the demographic profile questions. Of those that did
respond there was a fairly even split between men and women with 13% describing
themselves as female and 18% male. The majority of respondents stated they were in the
35-44 age group (11.6%). The majority (43%) identified themselves as White British. 8%
described themselves as having a long term health problem or disability. The majority of
respondents described themselves as heterosexual or straight. 32% stated they had ‘no
religion or belief’.
A more detailed demographic profile of respondents is included in Appendix B.
1.4

Methodology:

Questionnaires were completed either manually or online. Manual questionnaires were
input by city council employees. All questionnaire responses were sent to the CDP for
analysis as an Excel file with a column of data for each input field generated from the
consultation. Each question was then processed in the same way.
Firstly a bar chart for each question was generated showing the number of respondents and
percentage of all respondents to each question. A table for each question was then
produced to show the response selections from the various types of respondents. A findings

6

brief then followed each question and finally free text sections were selected to represent
the opinions of both positive and negative viewpoints from a selection of different
respondent types.
For the model agreement comparison section of the consultation a brief of the findings was
reported and a column chart generated to show the agreement levels for each model
suggested in the consultation. Briefs and charts were then also produced to illustrate the
agreement level for each model by the individual types of respondents.
Finally briefs and pyramid bar charts where produced to show the demographic construction
of respondents who completed the demographic section of the consultation.
2.0 – 12.0

RESULTS AND ANALYSIS OF STAGE ONE CONSULTATION

Sections 2.0 – 12.0 set out the evaluation of respondent’s answers to the stage 1
consultation questionnaire.
2.0

ACCESS TO SERVICES

This section of the questionnaire focussed on the accessibility of the substance misuse
treatment system, including the cultural barriers to treatment access.
2.1

How easy/difficult is it to find out about the correct substance misuse service in
Nottingham?

51% of those responding felt it was Very Easy or Fairly Easy to find out about the correct
substance misuse service for the first time in Nottingham.

The response from members of the public to this question was split with 53% responding
“Don’t Know”. Of those expressing an opinion, 27% said Fairly/Very easy and 20% said
Fairly/Very difficult.

7

Responses to a request for an explanation were sparse and brief from positive respondents
while the negative responses include:
“As a member of the public I don't think the information is out there, not like
smoking for instance where New Leaf is advertised everywhere including the back of
buses. Substance misuse service information is just not as widely known/advertised.”
Very difficult responder.
“I think there are some services that focus on alcohol related problems; others that
focus on drug related problems; and some both. I think it can be difficult for some
people to decide which is the best service for them. Particularly where they have an
acknowledgement of having a problem in one area, and other people are trying to
help them see that their problems may be broader than that.” Fairly difficult
responder.
Respondents describing themselves as “a person affected by someone else’s substance use”
were more definite in their opinion with no one responding “Don’t Know”. However 77% did
respond with Fairly/Very difficult to this question:
“[I]s not enough awareness on misuse, alcohol, drugs, more advertising, billboards.”
Fairly difficult responder.
“GP would be first point of contact, however he will only refer you to the NHS
Services he or she knows. There may be waiting lists or other obstacles that prevent
you from going.” Very difficult responder.
Although 43% of service user respondents stated it is Fairly/Very Easy to find out about
services, 36% responded Fairly/Very difficult:
“Still not great. GP's don't tend to tell you. Women still discouraged by issues around
childcare, stigma and worry about losing children.” - “My first language is Urdu, so
there is nothing in my language which I can read to help me access a drug or alcohol
service.” Fairly difficult responders.
“Nothing in doctors surgeries. Nothing suggested unless you ask. NHS staff don't
seem to know about services. Need more alcohol treatment (for people in drug
treatment).” Very difficult responder.
“Easy on the internet. Search on the web brings up the right services. Not enough
posters around for the general public.” - “I found it fairly easy but I have access to
internet and a knowledge of some of the agencies in Nottingham I am not certain
others would find it so easy.” Fairly easy responders.
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2.2
How easy/difficult is it to access (or refer into) the correct substance misuse service in
Nottingham?
A very similar proportion (59%) of respondents felt it was either Very Easy or Fairly Easy to
access or refer someone into the correct substance misuse service for the first time in
Nottingham.

Although 64% of service user respondents stated it is Fairly/Very Easy to access treatment
for the first time, more than a quarter (27%) responded Fairly/Very difficult:
“Compared to the [rest of the] UK, Nottingham has easy access to referral and selfreferral.” Fairly easy respondent.
“Existing Service Users know the system, only one front door.” Very easy respondent.
“I had no idea where to turn - the services need to be more proactive, making the
whole community aware that they exist before people reach crisis level, rather than
reactive in taking […] referrals!” Fairly difficult respondent.
“Where people don’t have a true understanding of where you are they can't really
understand what you need.” Very difficult respondent.
A higher proportion (84%) of treatment workers and managers responding said that access
and referral into treatment for the first time is Fairly/Very Easy:
“The referral process is simple and straightforward, to attend a triage and to be seen
the same day is positive, I think [there is a] need to continue to offer late opening
and Saturdays to reach a wider range of people as possible, several people […] would
not be able to access treatment at all without the extended hours.” Very easy
respondent.
“For someone that isn't aware of the pathway I think this is difficult: The correct
referral is dependent on whether the client lives in the city/county, whether they
have a mental health diagnosis and whether they are open to probation. For
someone outside of the service this is complicated.” Fairly difficult respondent.
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2.3

Barriers to accessing substance misuse treatment services

Some substance users experience barriers that prevent them accessing and engaging in
treatment. In order to support substance users to access treatment it is important to identify
and address those barriers. Respondents were asked what they thought might prevent
people from accessing substance misuse treatment services. There were a wide range of
responses:
Fear (187)

92.6%

Stigma (177)

87.6%

Mental health (156)

77.2%

Physical health (129)

63.9%

Children or childcare (125)

61.9%

Work (120)

59.4%

Lack of anonymity…

58.9%

Location of services (115)

56.9%

Lack of information (109)

54.0%

Don’t know where to go…

53.0%

Mobility (97)
I don’t know / not sure (2)

48.0%
1.0%

Fear is clearly perceived by the majority of respondent groups to be the main reason
preventing people from accessing substance misuse treatment services. Stigma and
Mental Health are also perceived by all groups to be high barrier factors.
These barriers were also mirrored in the responses to the barriers experienced specifically
by alcohol users. When asked about what might increase engagement of alcohol users in
treatment, some respondents talked about the need to raise awareness of harmful and
hazardous drinking among the general public.

Responses to a request for other possible barriers to treatment access and engagement
included:
“Cultural barriers and barriers for BME communities there seems to be less
representation from these groups, women also seem to be significantly under
represented.” A service user.
“All may be a barrier to accessing treatment. Common concerns relate to
fear/stigma about other people knowing about someone's substance misuse issues,
including family members or GP. Also concerns about children’s services becoming
involved.” A substance misuse treatment worker or manager.
“Unable to deal with the issues they are using substances to cope with. Lack of
integration between different substance misuse services e.g. drug and alcohol
services, deciding which one to access when both problems are inter-dependant. Fear
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of treatment being too prescriptive or demanding too much too soon. Not in a
stable place, whether that is mental health or practical issues such as housing, so
therefore unable to tackle their substance misuse.” A worker in another type of
service.
“I think the most significant issues are listed above, but I also think that fear of not
being understood/assumptions (quite often through "folklore") can be a major
inhibitor to some people accessing services.” A member of the public.
“People with multiple complex needs face barriers to accessing services that
prevent them engaging or being accepted into treatment.” A partner
agency/stakeholder.

2.4

Equality of Access

Needs assessments indicate that although recognised as having a need for treatment, some
groups of individuals appear to be under represented in treatment services. Respondents
were asked how they thought equal access to treatment across all communities can be
supported.
Responses were varied, however some common suggestions emerged including:
•

Providing services within communities of need through an outreach or satellite
model:
“More community outreach or satellite working, attending community events to demystify substance misuse treatment services.”
“Vulnerable people like rough sleepers need outreach or services delivered where
they are comfortable, like day centres and hostels.”
“Lots of women don't want to go out. They are afraid or prevented.
work.”

•

Do outreach

Ensuring that services are culturally competent or in some cases providing an
element of culturally specific support or standalone service
“In addition to all service workers needing to be culturally competent, all services
need to robustly engage with local communities and under-represented
demographics.”
“Like have a culturally specific section within each recovery service”
“Ensure staff are representative of BME communities”
“Better access to culturally specific support”
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•

Ensuring support and information is available in appropriate languages
“Get the info out to all communities, making sure you have it available in the
languages.”
“Translation in services.”

•

Reducing stigma
“[…]refer to minorities in a compassionate way, bearing in mind there may be great
stigma i.e. Muslims”
“Stop always associating drugs & crime, it causes more stigma as people assume you
are involved in stuff a lot worse than the taking of the drugs.”
“To have a look at cocaine and other recreational users around having a separate
services, or dedicated/restricted access within services focusing only on them- After
hours sessions (6-7pm), weekends.”

•

Provide childcare
“Provide childcare in the week and weekend (not necessarily all the time).”
“Make it easier for women – childcare”

2.5

Location of services

Respondents were asked whether they felt people might prefer to access substance misuse
services in local neighbourhoods, the city centre, or both (e.g. to have a choice of location).
Of the 170 respondents to this question ‘In Neighbourhoods’ was the most popular
response (57%). However, 38.6% felt both neighbourhood and city centre venues/access
should be available.
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Responses to a request for other possible locations emphasised the need for access both
within neighbourhoods and the city centre, the importance of public transport accessibility,
home visits, and echoing the need for services to be taken out to potential service users
through outreach:
“Horses for courses some folk like the anonymity of the city centre and others prefer
their own communities/neighbourhoods.” A service user.
“Both. Some people need to access services in their neighbourhood, others will need
the anonymity of accessing services in the city centre.” A substance misuse
treatment worker or manager.
“Easy access and accessible from all areas of Nottingham via public transport”
“At home, home visits can be a good start in the steps to get help”
“Come and talk to us. Be visible. Come into the community and be personal. Don't
wait for us to come to you. Put something through our doors saying are you affected
by drug misuse? Do you know where to go? Ring a confidential helpline we won't ask
your details.” A person affected by someone else’s substance use.

3.0

YOUNG PEOPLE:

The consultation stated that in Nottingham the young people’s treatment service currently
works with people up to the age of 18. In Nottingham only a small number of individuals
transfer from young people’s specialist substance misuse treatment into adult’s substance
misuse treatment.

The majority of respondents (49%) Strongly Disagreed/Disagreed with the current upper
age limit for the young people’s service being set at 18, suggesting they felt the upper age
limit should be increased or decreased. 23% stated they Strongly Agreed/Agreed with the
age limit.
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A range of responses were given for disagreeing with the upper age limit. These mainly
focussed on the age limit being an arbitrary figure and that flexibility is required for service
users with different needs and different levels of maturity:
“18 is a flexible/arbitrary age – can mean different things to different people”
“Needs to be up to 25 years as young people have different needs”
“I needed help when I was 19 or so, adult yes, but child inside.”
“I think there should be flexibility to see some individuals up to the age of 25 when
young people can still be in a transitional stage.”
“I feel young people’s services should end at age 25 years old. As Looking at 18 years
olds mixing within a services with other older services users could have effect on
them.EG Coercion, bullying, sexual exploitation, [domestic violence].”
Of those who felt that 18 is not the appropriate upper age limit, 39% felt age 21 and 36%
felt age 24 would be an appropriate age limit.

Respondents felt that services for young people should be accessible from a wide range of
locations.
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4.0

PRIMARY CARE:

The consultation document explains that currently in Nottingham there is some substance
misuse support available within Primary Care (GP Practices). This includes GP practices
offering brief advice for alcohol use, and some GP practices providing prescribing-based drug
treatment for opiate (heroin) users. A series of questions then followed to reveal the
opinions held around substance misuse interventions in Primary Care.

Respondents felt a range of users could be supported in Primary Care, however only 31%
felt service users with complex needs could be supported in Primary Care.

People addicted to medicines (93)

67.9%

Substance users who are stable (90)

65.7%

Illicit drug users (75)

54.7%

Alcohol users (74)

54.0%

Substance users with complex needs (43)
I don’t know / not sure (23)

31.4%
16.8%

Other comments on this question included:
“GPs need more training when working with illicit drug users and those individuals
with complex needs.” A service user.
“Most of the above need intense focussed work to gain either stability or abstinence.
In the community GP practices, they miss out on the connection with other service
users. The isolation aspect remains if treated in the GP practice. That said, if the GP
has time and experience I guess all could be treated in the community. Realistically, I
don’t think they have the appropriate time needed.” A substance misuse treatment
worker or manager.

A clear majority (61%) of respondents feel that substance misuse support and treatment
should be available in Primary Care.
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Substance misuse support and
treatment should be…

60.9%

Only referral into other
substance misuse services…

22.6%

No support or treatment
should be available in…

5.3%

I don’t know / not sure (15)

11.3%

Respondents who answered that ‘substance misuse support and treatment should be
available in Primary Care’ were asked what sort of support and treatment they think should
be available in Primary Care. High proportions of respondents felt most of the proposed
sorts of support and treatment mentioned should be available in Primary Care, with
needle exchange being the least supported service to be delivered in Primary Care.
Brief advice (66)

48.5%

Testing and vaccination for Blood…

49.3%

Needle exchange (32)

23.5%

Prescribing-based substance misuse…

46.3%

Psychosocial-based substance misuse…
I don’t know / not sure (5)

39.0%
3.7%

Responses to the request for other types of support and treatment that could be delivered
in Primary Care were minimal but include;
“Pregnancy testing, contraception advice, sexuality health advice, condoms.” A
substance misuse treatment worker or manager.
‘Accessible locations’, ‘access to general healthcare’ and the ‘anonymity of accessing
treatment’ were the most commonly cited benefits of having substance use treatment
within primary care. ‘Anonymity of accessing treatment’ was the most popular choice of
service users.
The anonymity of accessing treatment…

63.8%

Accessible locations across the city (89)

76.7%

Access to general healthcare (89)

76.7%

Childcare (can take children to…

43.1%

GP-lead treatment (38)

32.8%

Reduced stigma (66)

56.9%

Opening times (43)
I don’t know / not sure (10)

37.1%
8.6%

16

Responses to the request for other benefits of having substance misuse support or
treatment in primary care to be specified include;
“Anonymity and childcare issues would be solved but they are not what help’s people
change their habit? Mixing with others, understanding from others and seeing others
recover are the powerful components in many clients recovery.” A substance misuse
treatment worker or manager.

The majority (91%) of respondents felt a drug worker should provide substance misuse
support or treatment in primary care.

GP (69)

56.6%

Drug Worker (111)

91.0%

Nurse (67)

54.9%

Non-medical…
I don’t know / not…

38.5%
4.1%

“This is time consuming and requires training, accreditation, continuing professional
training and appropriate indemnity. This is not part of the GP core contract and
anything above BBV screening and brief advice should be done by appropriately
accredited GPwSIs.” A worker in another type of service.

5.0

FAMILY SUPPORT:

Substance misuse affects not only the substance users themselves, but also other people
involved with that individual. For example this might be family members, friends, or carers
of substance misusers. Specialist support can help those affected by someone else’s
substance misuse. Family and significant others also have a role to play in supporting
substance misusers in their treatment and recovery.
The majority of respondents Strongly Agreed or Agreed (62%) that family support should
be provided by a separate standalone service.

Strongly agree (82)

43.2%

Agree (36)

18.9%

Neither agree nor disagree (29)
Disagree (20)

15.3%
10.5%

Strongly disagree (11)

5.8%

I don’t know / not sure (12)

6.3%
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There is a clear indication that service users feel that family support should be provided by
a separate standalone service.
The reasons provided for Strongly Agreeing or Agreeing with family support being provided
by a standalone service included:
•

Recognition of the need for families to have support in their own right
“I firmly believe that a family service in respect of substance misuse should be
mandated within Substance Misuse Treatment Services.”
“The effects of addiction affect family, so they should be able to access support to
help them deal with their feelings and thoughts.”

•

That families need a separate space away from the client
“I believe that it is very important to have a stand-alone family service for families
affected by substance misuse. I believe this because a family service will be providing
very different interventions in comparison to the interventions which a substance user
will be provided with. Because of this, the environments which each intervention is
held in should also be very different.”
“I strongly agree with this as it allows the family member to be supported themselves,
and they might be less likely to ask for support if it there is no separate service for
them.”
“Often family need a separate area to process their feelings away from the client.”
“Gives families going through difficult times their own confidential time meeting
others who are going through the same situation as themselves.”
“I feel that family support should be kept separate from treatment as they deserve
support in their own right and feel that joining this support together would again
create a barrier.”

•

That families can have a role to play in supporting service users was noted through
some responses
“Families play a key role in the transformative journey of their loved ones.”
“Carers are key to successful treatment - they push the user to get help, can support
them with non-substance related issues and can exert emotional pressure throughout
recovery. To do this effectively Carers want a discreet service that focuses on their
needs and for those needs not to be subsumed under user agenda.”
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SECTIONS 6 -12:

POTENTIAL MODELS:

A total of 6 potential models were presented in the questionnaire for
comment. Each model showed a different degree and configuration of
service alignment.
Sections 6 -11 of this report highlight the responses to each model
individually.
Section 12 compares the responses to all of the models by different groups
of respondents.
The models can be found in Appendix D.

6.0

MODEL 1:

Model 1 presented the option where four separate ‘core’ services are available for:
• Primary drug users
• Primary alcohol users
• Substance using offenders within the criminal justice system
• Young People using substances
The majority of respondents to this question Agreed/Strongly Agreed with this model
(40%), whilst Disagree/Strongly Disagree accounted for 25% of responses.
Strongly agree (18)

14.1%

Agree (33)

25.8%

Neither agree nor disagree…

14.8%

Disagree (19)
Strongly disagree (13)
I don’t know / not sure (26)

6.1

14.8%
10.2%
20.3%

Positive responses and potential benefits

Explanations from people giving a positive response to this model, and also the potential
benefits of this model given by any responder focussed on:
• Responding to some of the potential stigma that exists between alcohol and drug
use and keeping these client groups separate
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“Reduces the stigma of different groups attending services.” A substance misuse
treatment worker or manager.
“I agree that the four above areas of support should be kept separate, often
individual's using alcohol see them self as in a very different category to someone
using substances and I feel joining these services together would potentially create a
barrier in some individuals accessing support. A partner agency / stakeholder
“To keep alcohol and drug patients separate” A worker in another type of service
“Alcohol clients generally feel they are different to drug users, often due to lifestyle
and criminality of drug use. Young drug users often see alcohol users as different as
they 'only drink' and see it as less impacting.” A substance misuse treatment worker
or manager.
•

Retaining specialisms within each of the four areas of treatment
“Focus on their unique specialisms and ensures that the service users get that
support required in a designated setting.” A service user
“Ensures that one group is not disadvantaged over another and that the specialist
interventions required remains as specialist as possible.” A substance misuse
treatment worker or manager
“Dedicated support provided to the service user.” A service user.

•

Keeping young people and adults treatment separate
“Young people can have needs addressed. More chance of addressing problems at an
early stage rather than becoming involved with adult service users with more
entrenched problems. A substance misuse treatment worker or manager.
“Keep younger people separate from adults due to risk of exploitation.” A worker in
another type of service.

•

Keeping criminal justice service users and non- criminal justice service users
separate
“There may also be a need for people receiving a court order to be treated separately
to reinforce the terms or importance of that order; treatment is not voluntary.” A
substance misuse treatment worker or manager.

6.2

Negative responses and potential disadvantages

Explanations from people giving a negative response to this model, and also the potential
disadvantages of this model given by any responder focussed on:
•

Some overlapping drug and alcohol use among service users and the need to align
drug and alcohol provision
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“Drug and alcohol services should be combined. YP and Criminal justice should be
separate. A substance misuse treatment worker or manager.
“I think many service users have overlapping drug and alcohol issues. I'm not sure
how effective have a separate service for criminal justice would be.” A member of
the public.
“People believing there is a difference between alcohol & drugs.” A service user.
“Too many places for clients to get confused, could work better at one single point of
contact.” – “On the whole it makes sense to deal with drug and alcohol problems
within the same service. Many people have dual issues. Less duplication. Better use
of resources.” Substance misuse treatment workers or managers.
•

The potential of duplication for service users
“More agencies and more workers mean telling their story more times. More
agencies and workers muddy the water. More agencies and workers duplicate work.”
A worker in another type of service

6.3

Additional comments

Other comments given on Model 1 not addressed above included:
“No reference is mentioned to cultural sensitive/housing aspect to recovery for BME
communities.” Service users.
“It is perceived to be expensive, but really is good value for money.” “There would
need to be clear pathways between the different 'core' services with clear
communication channels and multi-disciplinary working so those with multiple issues
receive an appropriate and efficient service.” Workers in another type of service.

7.0

MODEL 2:

Model 2 presented the option of aligning adult drug and alcohol treatment.
The key feature of Model 2 is the alignment of community adult drug and alcohol treatment
into a single combined ‘core’ service. The young peoples and criminal justice treatment
services are both retained as separate services.
The majority of respondents to this question Agreed/Strongly Agreed with this model and
the alignment of drug and alcohol treatment for adults (55%). Disagree/Strongly disagree
opinions account for 18% of responses.
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7.1

Positive responses and potential benefits

Explanations from people giving a positive response to this model, and also the potential
benefits of this model given by any responder focussed on:
•

Poly drug and alcohol use
“Both alcohol and drugs are drugs.” A service user.
“Many people are poly-substance users and therefore need treatment for alcohol
and substance misuse. A whole person approach needs to be taken up to address ALL
the needs of an individual to support them into and through treatment.” A worker in
another type of service.

•

Access to broader range of interventions
“I think a significant proportion of service users have drug and alcohol issues that are
co-morbid and significantly impact on one another. If the services are combined
service users may benefit from a wider range of interventions.” A member of the
public.
• Better joining up of provision
“Hopefully better joined up practice and coordination of support, clinical specialists
on hand for advice and support.” A worker in another type of service.
“It could pool knowledge for those who may be "fringing" on dual addiction.” A
member of the public.
“Assuming the differences in access needs is maintained and that they weren't simply
all provided in one building, this model can be effective.” – “I agree that one
service/provider/consortia would be best placed to work with drug and alcohol users.
A worker should be competent in the treatment of both drug and alcohol users.
Multiple strands of behavioural interventions are hard enough for a client to adopt
and embed without more than one individual providing additional appointments.”
Substance misuse treatment workers or managers.
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“Please use Model 2, a lot of service users from the drug side have alcohol problems
and because the alcohol problems they have more issues with picking up meds/
scripts etc. […] alcohol services won’t see anyone with a heroin or crack addiction
only a bit of cannabis. Which means the drug service has to deal with the drug side
and try and help with the alcohol side even though we’re not an alcohol service. But
if we were married up […] it would be so much easier.” A substance misuse
treatment worker or manager.
•

Easier access
“Easier for assessments onward referrals.” – “It enables service users an integrated
support approach.” Service users.
“Less confusion for clients. Increased referrals. Better partnership working between
drug and alcohol workers.” – “The benefit of model two is that by associating drug
and alcohol treatment, the fact that alcohol is a damaging drug might be made more
aware, which could make more people seek treatment.” Substance misuse treatment
workers or managers.
“I suppose a single point of access for people with dual addictions would be an
advantage” A member of the public.

7.2

Negative responses and potential disadvantages

Explanations from people giving a negative response to this model, and potential
disadvantages of this model given by any responder, focussed primarily on the risk that due
to potential stigma between drug and alcohol users, the alignment of these two service
areas might risk service users disengaging and prevent initial engagement with treatment,
particularly for alcohol users:
“Some cultures only use alcohol and are totally against drug users therefore cannot
associate with drug users.” A service user.
“People who use different substances can find it difficult to access a single service.
Eg: people with alcohol issues may not want to be seen using a drug service.” A
worker in another type of service.
“Alcohol misuser's don’t think of themselves as drug addicts and so will be resistant.”
A service user.
“Grouping alcohol with drug use may reduce the amount of people accessing the
service. This may be because of how individuals who are associated with problematic
drug use are stigmatised by the public. Because of this stigma and the normalisation
of alcohol within society those who would like to access alcohol treatment may be
unwilling to access the treatment due to drug users being treated in the same place.”
A substance misuse treatment worker or manager.
“As with anything, there are likely to be subgroups of people e.g heroin users,
alcoholics who see themselves as different from other substance misusers and then
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use this as a reason not to engage or to complain about services not meeting their
needs and consequently 'failing' them.” A worker in another type of service.
7.3

Additional Comments

Other comments given on Model 2 not addressed above included:
“Cultural specific aspect is left out of the model which needs to be catered for
especially as BME communities have a diverse spiritual/ cultural needs.” A service
user.
8.0

MODEL 3:

Model 3 presented the option of aligning criminal justice treatment with non-criminal justice
treatment.
The key feature of Model 3 is the alignment of community adult drug and alcohol treatment
and criminal justice treatment1 into a single combined ‘core’ service.
Substance users who are offending and within the criminal justice system would access the
same service as substance users who are not offending and aren’t in the criminal justice
system.
In Model 3 young people’s substance misuse treatment is kept in a separate service.
The majority of respondents to this question Strongly Disagreed/Disagreed with the model
3 and the alignment of criminal justice within non-criminal justice treatment (47%). 25% of
respondents Agreed/Strongly Agreed with model 3. This option was not as favourable as
model 1 or model 2.

8.1

Positive responses and potential benefits

Explanations from people giving a positive response to this model, and also the potential
benefits of this model given by any responder focussed on:

1

Criminal justice treatment refers to the substance misuse treatment for people whose offending is linked to
their substance use and who are currently in the criminal justice system. These people are normally identified
through the criminal justice system (e.g. at the custody suite, court or prison).
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• Cost efficiencies
“Combining services could be more cost efficient and having one service that works
with all substance use is [more] beneficial and responsive than having separate
services doing more or less the same type of work with the same social problems. To
some extent we are already doing this but it's not formalised.” A substance misuse
treatment worker or manager.
“Combining services is probably more cost effective.” A worker in another type of
service.
“None for the community. The only people who could benefit are the [people]
holding the purse strings.” Other
• A ‘one stop shop’ for substance misuse
“A "one stop shop" for substance misuse is the ideal but young people need a
separate service to ensure their differing complex needs are met.” A worker in
another type of service.
•

Positive impact on clients within the criminal justice system
“Criminal justice clients may see others responding positively to treatment and
decide to change.” A Substance misuse treatment workers or managers.

8.2

Negative responses and potential disadvantages
Explanations from people giving a negative response to this model, and also the
potential disadvantages of this model given by any responder focussed on:
•

The perceived/real stigma between criminal justice and non-criminal justice clients
“I think for people who may have held a "private addiction" to alcohol (probably
higher than we imagine) would be very intimidated by a system where there was
such a mix of users and staff.” A member of the public.
“[Some service users could] feel that they were a criminal and don’t want to access
support because they don’t fit that box. Some people only want a little help with
reducing drinking a little too much wine in the evenings.” A person affected by
someone else’s substance use.
“Adds to stigma through association.” A service user.
• The coercive nature of treatment for criminal justice clients
“Those directed to treatment by the criminal justice system do not want to be there,
most will serve their weeks attending only to be seen again when they are rereferred by the Courts. Recovery is a choice - as is taking alcohol or other substances
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- and that choice is made by people who want to succeed in Recovery.” A service
user.
“Again from experience, some service users in the criminal justice system can be
reluctant to access services as influenced as a punishment. This can have a knock on
effect of disrupting services for those clients who have chosen to access services.”
Substance misuse treatment workers or managers.
“Criminal [justice clients] may not want help and (therefore) hinder the recovery of
those who want help and support.” A person affected by someone else’s substance
use.
“My experience is that those clients often lack true motivation due to them having to
attend. This results in resentment and compliance which is not a helpful state of
mind for genuine rehabilitation etc.” A substance misuse treatment worker or
manager.

• The specific pathway and requirements for treatment within criminal justice
system and specialist worker knowledge
“The skillset for engaging with offenders ought to be specialised and separate from
those used for community drug and alcohol clients. Substance misuse treatment
workers or managers.
“Criminal Justice is very complex and [workers need] capacity [and] knowledge with
regards to bail/ court orders etc.” A substance misuse treatment worker or manager.
• Fear of information being shared with criminal justice services
“I would also be concerned about the management of data and intelligence if
workers had access to community and criminal justice information.” Substance
misuse treatment workers or managers.
“It will be a barrier to accessing the service for those not involved with CJIT. It will be
a barrier in the relationship between clients and treatment services if there is a fear
that information will be shared with criminal justice (whether that fear is perceived
or real).” A worker in another type of service.

9.0

MODEL 4:

Model 4 presents the option of aligning all ‘core’ adult and young people’s treatment service
into a single service.
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The key feature of Model 4 is the alignment of community adult drug and alcohol treatment,
criminal justice treatment and young people’s treatment services into a single ‘core’ service.
Model 4 had the highest proportion of respondents who Strongly Disagreed/Disagreed:
65% of respondents to this question Strongly Disagreed/Disagreed with the alignment of
adults and young people’s treatment. 16% of respondents Agreed/Strongly Agreed with
model 4.

When asked specifically about the alignment of young people’s treatment with adults
criminal justice treatment services, there was an increase in the proportion of respondents
disagreeing, with 74% of respondents selecting Strongly Disagree/Disagree.

9.1

Positive responses and potential benefits

Explanations from people giving a positive response to model 4, focussed on transition
between adult and young people’s services:
“It should hopefully ensure that the transition from young person to adult has a more
streamlined process” A worker in another type of service
A further benefit was explained as “Better understanding of the ladder of
addiction/crime related to substance abuse, in time and in individual subjects.” A
member of the public
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One response noted the potential cost savings as the only benefit of the alignment
of adults and young people’s treatment services: “There would be no benefits other
than potential cost savings as opposed to the care and support for young people
which is paramount to the service.” A substance misuse treatment worker or
manager
9.2

Negative responses and potential disadvantages
Explanations from people giving a negative response to this model, and also the
potential disadvantages of this model given by any responder focussed on:
•

Safeguarding
“It can be dangerous to mix adult and young people in the same environment.” A
service user.
“Potential risks related to young people being groomed for, and introduced to
crime.” A service user.
“Model Four can potentially create safeguarding issues. This is because by grouping
treatment, with the criminal justice system and adults, young people who will need
to access this same service will be especially vulnerable to exploitation.– “The
disadvantages of model 4 is that there is a huge risk of safeguarding and exploitation
for young people and vulnerable adults.” Substance misuse treatment workers or
managers

•

Different needs of adults and young people
“Adult substance user’s needs are very different to young people and there is a
significant danger that young people's needs would be swallowed up should the two
services be combined at significant cost to young people.” – “Substance misuse
treatment workers or managers.
“There would be different needs for different people of different ages with or without
convictions. Young people many need support which is focused more on the present
than the past.” A person affected by someone else’s substance use.
“Young people’s substance misuse and general needs are different to the adult
population so they should have a standalone service to meet these needs.” A worker
in another type of service.
“The majority of young people presenting with substance misuse problems have
different issues to those in adult services and therefore need a different service with
different approaches and treatment. The current specialist service is tailored to their
needs and is very successful as evidenced by the very small number that transfers to
adult services. This will be jeopardised if the services are aligned. It will be a barrier
to accessing the service for those not involved with criminal justice.” A worker in
another type of service.
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• The risk of mixing criminal justice clients and young people
“It will raise many safeguarding issues because young people will be grouped
together with those who are involved with the criminal justice system, this may make
them vulnerable to exploitation. Substance misuse treatment workers or managers.
“Toxic mix; safeguarding issues.” A partner agency / stakeholder
• Creating a barrier for young people’s engagement
“I strongly disagree with Model 4 because it may make young people less likely to
access drug treatment. They may be discouraged from engaging with the treatment
and asking for help because adults, who may be long term drug users, will be
associated with the service.” Substance misuse treatment workers or managers.
“I strongly disagree with the alignment, because it may cause many problems with
young people and their access to substance treatment. Young people may also feel
like they do not want to engage with treatment due to its association with the
criminal justice system. Many young people fear getting in trouble.” – “This is a
ridiculous idea and its lack of worth needs no explanation.” Substance misuse
treatment workers or managers.
“Do not put young people’s addictions with criminal justice services, it could lead to
young people avoiding help and support, or mislead them to think all services users
who drink or use drugs commit crimes.” A person affected by someone else’s
substance use.
“Children who are exposed to the trials and tribulations of the adult criminal world
will be frightened and put off by what they have seen and will drop out of services.
There should be specific Children/ YP workers for clients transitioning into adult
services.” – Substance misuse treatment workers or managers.
• The need for young people to have positive role models
“Young people need positive role models to counter past negative role models. I do
not think a system where adults with a long history of involvement with offending
would provide this-and staff may well be unable to offer an alternative with regular
offenders around. Young people may well choose the model of the offenders!!” A
member of the public.
• Other comments not referenced above
“Parents are not going to be happy & might go as far as getting help from outside
the city area if it was all to be mixed together.” Other.
“I do not think you can put all users of drugs and alcohol into one pot, regardless of
age, disposition, and personal circumstances. I think such a system would, almost
invariably, focus solely on the addiction/offending behaviour, and other social issues
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would have to take a "backseat" because of the need to satisfy the courts and
judiciary.” A member of the public.

27% of respondents answering the question Agreed/Strongly Agreed that the
alignment/combining of young people’s and adult services would improve transition
between young people’s and adults services, whilst Disagree/Strongly disagree opinions
accounted for 36% of responses.

“Not all young people will make transition onto adult services.” A service user.
“Continuity of workers would help although Young people would need to be shielded
from adult clients as there are some dangerous and manipulative individuals that are
seen within adult services and that would have to be managed very carefully.
Transitional workers who work across both services may well be a better option.” A
substance misuse treatment worker or manager

10.0

MODEL 5:

Model 5 presents the option of integrating ‘aftercare’ within core services.
The key feature of Model 5 is the removal of a separate aftercare function. Instead the ‘core’
services would provide recovery coordination and throughcare for service users throughout
their treatment journey and this would include any aftercare provision required after
completion of treatment. They would provide long term follow up for service users after
they have left treatment and ensure relapse prevention plans are in place.
Model 5 had the highest proportion of respondents who agreed: There was a positive
response to the integration of aftercare within core services with Agree/Strongly agree
opinions accounting for 61% of responders, whilst Disagree/Strongly disagree opinions
account for 14% of responses.
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There was much less agreement with the co-location of abstinent and non-abstinent
service users with Disagree/Strongly Disagree opinions accounting for 30% of responses
whilst Agree/Strongly agree opinions account for 22%. However 32% of respondents
neither agree nor disagree.

10.1

Positive responses and potential benefits

Explanations from people giving a positive response to this model, and also the potential
benefits of this model given by any responder focussed on:
• Cost efficiencies
“aftercare provision serves a small cohort of drug users […]. This could easily be built
into individual service obligations. It would save money.” Substance misuse
treatment workers or managers
“Aftercare does not need to be provided by a separate service as relapse prevention
can be provided by front end / treatment team staff. This can be done through oneto-one appointments and groups. We can liaise with specialist agencies with regards
to employment, education and volunteering. “
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• Recovery is a continuous process
“Recovery is an ongoing process and this is a vitally important part of it.” Substance
misuse treatment workers or managers
• Building in the importance of ‘aftercare’ throughout the full treatment journey and
continuity of service provision
“Clients can lose support too soon and transferring to a separate aftercare service,
losing relationships they have built increases the chance of drop out.” Substance
misuse treatment workers or managers
“Aftercare is key to maintain remission. This is not a time when people should be
going through another transition to unfamiliar service/key worker.” A worker in
another type of service.
“Aftercare is VITAL to recovery and the potential change to use of "recovery
coordinators" runs a higher risk of drop out and potential relapse. Keeping within
the structured treatment service would allow a feeling of continuity within a familiar
setting, meeting people already known to them, including former clients who have
followed a similar recovery pathway.” Other
“I feel that model 5 would ensure that service users maintain their relationship with
the service, ensuring that they are comfortable with going back to the service if they
relapse or have any issues they wish to clarify. This may also mean that service users
are more likely to engage with the after care service, as the relationship is already
built.” A substance misuse treatment worker or manager.
“I think that for consistency a client should remain with the same worker that would
then provide relapse prevention.” A substance misuse treatment worker or manager.
“This would provide continuity of care between treatment services and aftercare and
prompt referral back into treatment services if necessary.” A worker in another type
of service
• Visible recovery
“It is currently working fairly well and can be a useful for some clients to see how
abstinence can be achieved” A substance misuse treatment worker or manager –
“Can work as peers can learn from each other” A service user.
10.2

Negative responses and potential disadvantages

Explanations from people giving a negative response to this model, and also the potential
disadvantages of this model given by any responder focussed on having abstinent and
non-abstinent client groups accessing the same co-located service:
“Imagine the absurdity of someone proposing to walk active drug users through a
living room for recovering, abstinent users.” A substance misuse treatment worker or
manager.
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“I strongly disagree with services being located together as there would be a higher
chance of relapse. Also being around other drug users could be a trigger for the
abstinent service user.” A substance misuse treatment worker or manager.
“There is an increased risk of relapse if those who have completed treatment and are
accessing aftercare have to access services where they will be in contact with service
users who are still in treatment.” A worker in another type of service
10.3

Additional comments
“Good model but needs a cultural element targeted at BME and other ethnic
groups.” A service user.

11.0

MODEL 6:

Model 6 presents the option of a separate ‘single point of contact service’.
The key feature of Model 6 is the separate ‘single point of contact service’ which is a
specialist function that would;
a) Provide a single access point to treatment, assess the full range of service
user’s needs and identify and refer people into appropriate treatment
packages;
b) Be responsible for building and maintaining good referral pathways into
treatment from other services;
c) Provide some outreach functions, including work with the Night Time
Economy; and
d) Provide brief and extended brief advice for individuals not requiring further
treatment interventions.
38.8% of responders Agreed/Strongly Agreed with having a separate single point of access
service, whilst Disagree/Strongly disagree opinions account for 27.6% of responses. People
who neither agree nor disagree account for 10% of respondents and 23% are not sure.
Interestingly although ‘I don’t know/ not sure’ is the majority choice of both service users
and substance misuse treatment workers or managers, the second choice of service users
was ‘Agree’, while the second choice of substance misuse treatment workers or managers
was ‘Disagree’.
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11.1

Positive responses and potential benefits

Explanations from people giving a positive response to this model, and also the potential
benefits of this model given by any responder focussed on:
• Streamlining access
“Streamlined for referrals by public and professionals alike.” A worker in another
type of service.
“Improved referral pathways with other agencies. Most suitable treatment option
started earlier.” A member of the public
“It would help clients go to relevant places to access support. More direction.” A
service user
“A benefit is that appropriate referrals would go the right agencies.” A substance
misuse treatment worker or manager
“One place to refer to. Single assessment. Clear pathways into relevant services.” A
worker in another type of service
• Culturally specific support
“Definitely need that service in our lives to support culturally specific groups in
Nottingham.” A member of the public.
• Managing the potential risk of providers referring into their own services or
selecting clients to make delivery of outcomes more achievable
“Services would not hold on to clients or recommend their own services to get
funding.” Other

34

11.2

Negative responses and potential disadvantages

Explanations from people giving a negative response to this model, and also the potential
disadvantages of this model given by any responder were varied:
• Creating blockages and attrition points within the pathway:
“I have found separating this function can cause blockages in the flow of the
treatment system.” A substance misuse treatment worker or manager.
“Capacity and waiting times.” A service user.
“Bad for service user - "one size fits all" means "one size fits none".” - “Cannot
ensure differing treatment needs are honoured. No transparency of problems. Too
simplistic.” Substance misuse treatment workers or managers.
“Families may feel uncomfortable accessing support via the same means as their
loved one. Barrier.” A partner agency / stakeholder.
“Is more likely to put some people off coming to treatment or risk them dropping out.
Risk of poor assessment/ engagement/ inappropriate decisions at this crucial stage
of entering treatment unless workers are highly skilled and knowledgeable about all
aspects of treatment including interventions.” A substance misuse treatment worker
or manager.
“It wouldn't increase the access points therefore it wouldn't help with access for
harder to reach groups.” A service user.
“A referral service is only as good as the people employed. This is about having the
right people.” A worker in another type of service.

The highest proportion of respondents (37%) Agree/Strongly Agree that a single point of
contact service would improve referrals and access to treatment, whilst a quarter of
respondents claimed ‘I don’t know/not sure”.
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11.3

Additional comments
“In my experience of service user consultation this is not a popular option with them
as they feel that rather than improving access to services, it discourages them from
attending due to concerns around confidentiality. Also concerns that workers will
become more generic and less specialised. The way to improve referrals is to
improve the marketing of the service in the first place rather than just amalgamating
everything into one.” A substance misuse treatment worker or manager.
“There needs to be more than one referral route as those who have had previous
negative experiences or failed treatment can be given an alternative route into
services.” A worker in another type of service.
“There will be a better identification of service user needs and they will be sent to
correct service, however it may decrease access to treatment. This is because service
users will not know which service they will be directed to and they may be scared
because they are unsure.” – “I neither agree nor disagree as referrals could go to the
right place as there might be a better identification of needs, but of fear of the
unknown and lack of information could cause someone not to refer.” Substance
misuse treatment workers or managers.

12.0

MODEL AGREEMENT COMPARISONS:

This section compares the model preferences of the different groups (e.g. service users,
workers and managers, partners, people affected by, public).
12.1

Overall comparison

The model with the highest level of approval was model 5 with 60.6% of respondents to this
model saying they either Agree or Strongly Agree with the model (13.9% Disagree/Strongly
Disagree). The model with the second highest level of approval was model 2 with 54.6% of
respondents to this model saying they either Agree or Strongly Agree with the model (18.4%
Disagree/Strongly Disagree).
The following chart shows that model 4 was the most responded to model option; however
it also had the highest disapproval level of the models on offer with 65% of respondents to
this model option either Disagreeing or Strongly Disagreeing with the model (16.2%
Agree/Strongly Agree). The second highest disagreement level was for model 3 with 46.8%
of respondents to that model Disagreeing/Strongly Disagreeing with the option.
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12.2

Service user comparison

Among the 113 respondents identifying themselves as service users the model with the
highest level of approval was model 5, with 64.9% of respondents to this model saying they
either Agree or Strongly Agree with the model (1.8% Disagree/Strongly Disagree). The model
with the second highest level of approval was model 2 with 60.7% of respondents to this
model saying they either Agree or Strongly Agree with the model (5.4% Disagree/Strongly
Disagree).
The following chart shows again that model 4 was the most responded to model option,
however it also had the highest disapproval level of the models on offer with 67.6% of
respondents to this model option either Disagreeing or Strongly Disagreeing with the model
(10.3% Agree/Strongly Agree). The second highest disagreement level was for model 3 with
42.1% of respondents to that model Disagreeing/Strongly Disagreeing with the option.
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12.3

Treatment workers or managers comparison

Among the 34 respondents identifying themselves as substance misuse treatment workers
or managers the model with the highest level of approval was model 2 with 67.7% of
respondents to this model saying they either Agree or Strongly Agree with the model (16.1%
Disagree/Strongly Disagree). The model with the second highest level of approval was
model 5 with 66.7% of respondents to this model saying they either Agree or Strongly Agree
with the model (23.3% Disagree/Strongly Disagree).
The following chart clearly shows that model 1 was the most responded to model option;
however it also had high disapproval with 41.2% of respondents to this model option either
Disagreeing or Strongly Disagreeing with the model (29.4% Agree/Strongly Agree). The
highest disagreement level among this cohort was for model 4 with 67.7% of respondents
to that model Disagreeing/Strongly Disagreeing with the option.

12.4

Workers in another type of service comparison

Among the 21 respondents identifying themselves as a worker in another type of service
the model with the highest level of approval was model 6 with 55.6% of respondents to this
model saying they either Agree or Strongly Agree with the model (22.2% Disagree/Strongly
Disagree). The model with the second highest level of approval was model 1 with 55% of
respondents to this model saying they either Agree or Strongly Agree with the model (20%
Disagree/Strongly Disagree).
The chart following shows that models 1 and 2 were the model options most responded to,
however model 1 has a 55% agreement level compared to the 40% agreement level of model
2. Similar to the previous cohort’s model 4 has the highest disagreement level with 68.4%
of respondents to this model option either Disagreeing or Strongly Disagreeing with the
model (21.1% Agree/Strongly Agree).
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12.5

Partner agency / stakeholders comparison

Among the nine respondents identifying themselves as a partner agency/stakeholder the
model with the highest level of approval was model 1 with 40% of respondents to this
model saying they either Agree or Strongly Agree with the model (40% Disagree/Strongly
Disagree). The model with the second highest level of approval was model 6 with 33.3% of
respondents to this model saying they either Agree or Strongly Agree with the model (66.7%
Disagree/Strongly Disagree).
The following chart shows that model 6 was the most responded to model option among this
cohort. Unlike the previous cohorts model 3 has the highest disagreement level with 80% of
respondents to this model option either Disagreeing or Strongly Disagreeing with the model
(0% Agree/Strongly Agree).

12.6

People affected by someone else’s substance use comparison

Among the 13 respondents identifying themselves as a person affected by someone else’s
substance use the model with the highest level of approval was model 5 with 83.3% of
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respondents to this model saying they either Agree or Strongly Agree with the model (16.7%
Disagree/Strongly Disagree). The model with the second highest level of approval was
model 6 with 57.1% of respondents to this model saying they either Agree or Strongly Agree
with the model (42.9% Disagree/Strongly Disagree).
The following chart shows that model 1 was the model option most responded to. As with
previous cohorts model 4 has the highest disagreement level with 83.3% of respondents to
this model option either Disagreeing or Strongly Disagreeing with the model (16.7%
Agree/Strongly Agree).

12.7

Member of the public comparison

Among the 15 respondents identifying themselves as a member of the public the model
with the highest level of approval was model 6 with 66.7% of respondents to this model
saying they either Agree or Strongly Agree with the model (8.3% Disagree/Strongly Disagree).
The model with the second highest level of approval among this cohort was model 5 with
63.6% of respondents to this model saying they either Agree or Strongly Agree with the
model (0% Disagree/Strongly Disagree).
The chart following clearly shows that model 6 was the model option most responded to. As
with previous cohorts model 4 has the highest disagreement level with 36.4% of
respondents to this model option either Disagreeing or Strongly Disagreeing with the model,
although 45.5% Agree/Strongly Agree.
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Among the eight respondents identifying themselves as ‘Other’ the models with the
highest level of approval were models 5 & 6 with 75% of respondents to these models
saying they either Agree or Strongly Agree with the model. While the respondent identified
as ‘a group or on behalf of a group’ the models with the highest level of approval were
models 1 & 6 with both being marked as strongly agree. Models 3, 4 and 5 were all marked
strongly disagree.
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Appendix A: Stage one consultation list
As well as being available on the City Council and Nottingham Crime & Drugs partnership
websites, stage one consultation questionnaires were distributed to the following:
Health and Wellbeing Board Members
• The Portfolio Holders for Adults, Commissioning and Health; Children’s Services; and
Community Services (City Councillors)
• Representatives from NHS Nottingham City Clinical Commissioning Group
• Statutory Director(s) of Children’s Services and Adult Social Services
• Director of Public Health
• Representative of Healthwatch Nottingham
• Representative of NHS England
• Nottingham University Hospitals NHS Trust
• Nottinghamshire Healthcare NHS Trust
• Nottingham CityCare Partnership
• Nottingham City Homes
• JobCentre Plus
• Nottingham Third Sector Health and Wellbeing Provider Forum
• Nottinghamshire Police (Nottingham City Division)
• Nottingham Crime and Drugs Partnership
Substance Misuse Stakeholder Group:
• Nottingham City Council
• Community Protection
• Nottinghamshire Police
• Office of the Police & Crime Commissioner
• Nottinghamshire Fire Service
• Public Health England
• Framework Housing Assoc.
• Clinical Commissioning Group
• Recovery in Nottingham
• East Midlands Ambulance Service
• HMP Nottingham
• Youth Offending Team
• Lifeline
• National Probation Service
• Derbyshire Leicestershire Nottinghamshire Rutland Community Rehabilitation
Company
• Clinical Advisor
Other:
•
•
•
•
•

Nottingham City Clinical Commissioning Group members
Shared Care GP’s
Pharmacies
Nottingham Trent University & University of Nottingham
Nottinghamshire County Public Health
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•
•

HEALTHWATCH
National providers of substance misuse services

Nottingham City Council consultation and engagement distributed the questionnaire
through its networks including:
• Consultation document on City Council Website
• ‘Stay Connected’ Consultation News – sent out to over 1,000 citizens.
• Public Health networks
• DIGITS Database
• Equality & Diversity networks
• Citizen Panel Members
• Twitter - Engage Nottingham
• Area Facebook pages
• CDP Twitter account
• NDO’s
• CDP Board Members
• Police and Crime Commissioner
• Vulnerable Adults Provider Network – 50+ VSC organisations. A presentation was
also delivered at their July meeting and subsequently published on the CDP website.
16 facilitated consultation sessions were undertaken with service users, facilitated either
by the CDP, by service providers or service user volunteers:
• Alcohol Panel
• Women’s Group
• All Day Open Event, Voluntary Action Centre
• Recovery in Nottingham/Health Shop
• Open Day at Broad Street (all areas)
• Drug Forum – Group consultation
• St Peters Rough Sleepers Breakfast
• Emmanuel House
• All Day Open Event, CDP Board Room
• Studio House
• TEXT Group
• Last Orders - NEMS, Parliament Street
• Last Orders Recovery Centre, Kent Street
• Lifeline Journey – Facilitated by staff
• Lifeline Explore – Facilitated by staff
• BAC-IN – Facilitated by staff
Existing forums within hostels were used to promote the completion of the questionnaire
and an offer of supporting them to complete the questionnaire was made. Services For
Empowerment and Advocacy hostel sessions:
• Monday 08.06.15 – 40 Forest Rd West
• Tuesday 09.06.15 – London Road Project
• Wednesday 10.06.15 – Elizabeth House
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•
•
•
•
•

Thursday 11.06.15 – 32 Bentinck Road
Thursday 11.06.15 – 38 Bentinck Road
Tuesday 16.06.15 – London Road drop-in
Wednesday 17.06.15 – Waterloo Crescent
Thursday 18.06.15 – 34 Bentinck Road
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Appendix B: Demographic Profile of Respondents

The following chart indicates the age and gender of respondents willing to share their
personal data. Of the 215 respondents 31% (n=67) gave gender details, while 32% (n=69)
gave age details.

When asked about long term health problems or disabilities 29% (n=63) of the 215
respondents answered, however 22% of these people ticked the box labelled ‘Prefer not to
say’.
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The following chart shows the type of health problem or disability reported with mental
health being the most prevalent type in general and for females specifically, while mobility is
the most prevalent type for males.

With regard to sexuality 29% (n=63) of respondents answered this question with only three
of the six option types available being used. 83% (n=52) of respondents to this question
considered themselves Heterosexual or Straight.
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When asked about religious beliefs 31% (n=67) of respondents to the consultation offered
an answer, with 32% of those stating they had ’No religion or belief’.

When asked a question regarding ethnicity 68 people offered an answer with the majority
cohort (43%) identifying themselves as White - English, Welsh, Scottish, Northern Irish,
British.
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Appendix C: Glossary
Glossary
Substance Misuse
The term ‘substance misuse’ in this document refers to the use of illicit drugs, alcohol, and
also the misuse of legal drugs such as prescription and over the counter medicines. The use
of New/Novel Psychoactive Substances (commonly referred to as ‘legal highs’) is also
included.
Substance Misuse Treatment
Substance misuse treatment refers to a range of treatment and support interventions for
those experiencing problems with substance misuse. Substance misuse treatment usually
attempts to do one of two things: stabilise the drug or alcohol use to reduce harm
associated with it or help the user to stop using completely.
Primary Care
In this document Primary Care refers to community GP services usually provided within a GP
Practice, health centre or Surgery and also within pharmacies and other healthcare access
points.
Single point of contact
In this document the term ‘single point of access’ is used to describe the provision of a single
entry point or gateway into substance misuse treatment services. This includes things like a
single referral process, a single contact number, and proactive engagement of service users
into treatment all delivered by a single service. There must be open access to treatment so
that service users can physically present at services – this could be provided in multiple
locations in order to maximise accessibility.
Brief interventions
Advice and information provided on an open access basis to all substance misusers in range
of formats including face-to-face. Advice and information should include advice about
stopping or reducing use, reducing harm from use, where to access help and support.
Some service users require more support than advice and information but do not need or
are not yet ready for a programme of structured treatment. For these service users a short
(typically around 6-8 sessions) of brief psychosocial interventions might be appropriate.
Harm Reduction
Harm reduction interventions work to reduce the health, social and economic harms to
individuals, communities and society that are associated with the use of drugs. Harm
reduction should be provided throughout the treatment system and throughout the service
users time in treatment.
Specific harm reduction interventions include advice and information on safer injecting,
overdose prevention interventions, access to testing and vaccination for Blood Bourne
Viruses, and needle exchange.
Harm reduction interventions will also be available for alcohol users and might focus on
health problems and reducing alcohol intake.
Needle Exchange
Injecting drugs is less common than other ways of using them, but it is the most hazardous.
It is important that someone using drugs in this way has as much information as possible to
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minimise the risk to themselves and others as well as having access to clean injecting
equipment and somewhere to dispose of used equipment safely.
Needle exchange can be provided by specialist services and also by Pharmacies.
Needle exchange is important in reducing health harms of drug use for individuals, reducing
the spread of communicable disease, and reducing the rate of discarded injecting equipment
within the community.
Needle exchange is also available for steroid users and other image enhancing drugs.
Self Help or Mutual Aid services
Self help and mutual aid refers to individuals engaging in support with their peers. Alcoholics
Anonymous (AA) and Narcotics Anonymous (NA) and SMART recovery are examples of ‘selfhelp’ groups. There are a range of other self-help and mutual aid groups.
Structured treatment
Structured treatment refers to longer term packages of treatment, which are developed
based on an individual assessment of service user need and are written down in an
individually tailored recovery (or care) plan. Structured treatment will include a range of
interventions to support the service user reach their unique goals. Recovery coordination
and psychosocial interventions will always be part of structured treatment packages and
might also include prescribing based treatment.
Psychosocial
Structured psychosocial interventions are clearly defined, evidence-based psychosocial
interventions, delivered as part of a service user’s recovery plan, which assist the service
user to make changes in their substance using behaviour.
Psychosocial interventions are an essential part of all treatment interventions and all
agencies will provide it in some form or another. It gives the service user an opportunity to
talk and explore ways of living more resourcefully and towards greater well-being.
Psychosocial sessions vary between agencies, some are very structured, and others involve a
much more informal relationship. They can be delivered on a one-to-one basis or in a group
setting.
Prescribing
A programme of structured recovery (care)-planned specialised drug treatment might
include the prescribing of drugs to treat substance misuse. This can include substitute
prescribing for stabilisation of use, detoxification and reduction of use, assisted withdrawal
from alcohol and relapse prevention.
Prescribing treatment should always delivered as part of a wider package of treatment and
support including psychosocial interventions.
Specialist prescribing is community prescribing for drug misuse in a specialist drug service
setting. Prescribing based substance misuse treatment can also be provided by GPs in a
Primary Care setting (see Shared Care below).
Shared Care
Shared Care is a prescribing based drug treatment intervention carried out within a Primary
Care setting. Specialist drug treatment workers and appropriately trained GPs work together
to deliver substance misuse treatment. Normally this work takes place within the GPs own
practice with GPs prescribing for their own practice population, however, this role may be
extended to cover patients registered elsewhere. Some Shared Care GPs provide Shared
Care clinics outside of a practice setting in appropriate locations to support particular
communities of interest.
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Supervised consumption
Supervised consumption is typically provided by pharmacists in order to supervise service
users taking their prescribed medication.
Recovery Plans / Recovery Coordination
Anyone who provides structured interventions to people with substance misuse problems is
required to deliver treatment as part of a structured Recovery Plan. This plan is used to
identify both the substance misuse treatment plan and the individual’s wider health and
social needs. A Recovery Plan should have the service user at the centre of the planning
process, and should be a living document that highlights options and opportunities available
at any given time on the treatment pathway.
Recovery coordination refers to the coordination of a service users treatment and wider
support in order to deliver their recovery plan
Inpatient
Inpatient drug treatment interventions usually involve short episodes of hospital-based (or
equivalent) drug and alcohol medical treatment. This normally includes 24-hour medical
cover and multidisciplinary team support for treatment. Inpatient provision can include
detoxification, stabilisation or emergency medical crisis care. Inpatient provision might also
be used as part of preparation to enter residential rehab.

Residential Rehabilitation
Residential rehabilitation is an option for people who have tried other community-based
forms of help to become and remain drug and alcohol free, but without success.
Programmes involve spending a period of several months in a specialist unit, often away
from an individual’s home to help break the links with drug using friends and associates.
Aftercare
Aftercare refers to a package of support that is planned with the client to support them
when they leave structured treatment. The aim of aftercare is to sustain treatment gains and
further develop community reintegration. Aftercare will include plans to prevent relapse.
Thru care
In this document the term thru care is used to describe the interventions and recoverycoordination undertaken to support service user’s address their non-treatment needs
including education, training and employment, finance and debt, housing, relationships, and
social functioning.
Relapse prevention
Refers to interventions to prevent service users relapsing to substance misuse on completion
of treatment or becoming substance free. This will include putting plans in place, long term
follow up of service users post discharge from services and in some cases prescribing of
drugs to block the effect of illicit substance use.
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Hospital Liaison
Hospital liaison refers to a service provided within a hospital setting and is used to identify
and refer substance users within the hospital into substance misuse treatment within the
community.
Family Support
Family support refers to specialist services that offer support, information and advice to
those affected by someone else’s substance misuse. Also, if the service user agrees, family
members can have some involvement in the treatment process. Families and carers have a
right to support in their own right as they often face a multitude of medical, social and
personal issues of their own, including substance misuse. Children can also be affected by
adult’s substance misuse and support should be available to them.
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Appendix D: Potential models presented in consultation questionnaire Stage 1
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