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Introduction

1. National Context

During the last decade, there has been unparalleled government investment in tackling drugs, with
focused action on the most problematic drug users and offendBrere has been a 130% increase

in the number of drug users accessing drug treatm@ime targt of doubling the number of drug
users in treatment by 2008 was successfully met, along with other key indicators such as reducing
the amount of time clients wait to access treatment, and reducing the proportion of service users
who drop out of treatmenbefore 12 weeks.

The Government's 10 year drug strategy entitlBdugs: protecting families and communiti€z008)

aims tobuild on the above successes, and focuses on the wider harm caused by drugs through
strengthening local communities, and ensurihgt families are protected. The four key aims of the
new strategy are:

e Protecting communities through robust enforcement in order to tackle supply, crime and
anti-social behaviour

e Preventing harm to children, young people and families

e Delivering newapproaches to treatment and social reintegration

e Public information campaigns, communications and community engagement.

In order to successfully meet these challenges, local treatment systems need to ensure that they are
able to meet a number of underpiimg requirements. These include priority treatment for drug
using parents, better support for families and kin carers, 'family friendly' treatment services,
improved specialist substance misuse services for young people and a focus on employability
opportunities. Moreover, it emphasises the need for treatment delivery to be outcome focused.

2. Local context and Worcestershire's Needs Assessment

Worcestershire has a thregear, countywide substance misuse strategy, which has five locally
agreed outcomes:

¢ Reducing drug and alcohol related deaths and ill health

¢ Reducing drug and alcohol related crime and disorder

e Preventing the problematic use of drugs and alcohol

e Improved access to drug and alcohol treatment and support
¢ Increase the positive outcomes fromug) and alcohol treatment.

The annual needs assessment supports the development of the adult drug treatment plan, which is a
key driver of delivery against the above outcomes.

This is the fourth adult's needs assessment for Worcestershire, which ignddsto identify the
current needs and characteristics of the drug using population within Worcestershire, and also
explore unmet needs and populations.

The needs assessment forms part of an annual cycle of strategic planning, and constitutes an integral
part of the partnership planning process for 2010D. It provides an evidence base on which,
decisions can be made about which needs might be most effectively met during the forthcoming
financial year.



According to the National Treatment Agency (NTg,annual needs assessment should identify:

e What works for those in treatment, and what the unmet needs are

e Where the system is failing to engage and retain people

e Hidden populations and their profile of risk

e Enablers and blosko effective treatment pathways

e The relationship between treatment engagement and harm profiles.
In short, the needs assessment should be an annual map of what is working within the local
treatment system, which should then be used as a basis for igamgifunmet local needs with a
view of building these into the treatment plan. The unmet need should be based on a combination

of what is known about numbers in and out of treatment, and local knowledge to create a shapshot
of activity and gaps.



3. Methodology

e B,
Review of progress

wReview of 20089 Need Assessment & Treatment Plan priorities.

wldentify completed actions and ongoing actions.
S/

/Epidemiology and Research R

wNDTMS & DIP treatment data for 2008
wGlasgow prevalence estimates

wProgress against the Drug Strategy Priorities
wCoroner registrations of drugelated deaths
wAmbulance data

wHepatitis C prevalence estimates

wlocal services data (including needle exchange & supervised
\._consumption)

g . Y
Consultation '

wServices Away Day (6th Oct 09) on the 'Think Family' agenda for
all treatment staff

w6 local consultation events to promote engagement from local
stakeholders (one in each district)

w4 service user consultation events: 1 in Worcester, 1 in
Redditch, 1 in Kidderminster & 1 in Evesham

w1 consultation event with carers

Needs Assessment 200D

wCompilation of draft Needs Assessment

wFeedback on the draft document from the JCG on 16th December
09

wFinal Needs Assessment sent out for ratification in early January

e ™
Treatment Plan 201411

wFinal recommendations of the needs assessment provide the
evidence base for the development of the Worcestershire
Treatment Plan for 20101




Summary of the 20089 Needs

Assessment, and Progress against

the 200910 Treatment Plan

Key priorities

Progress to date

Improve the quality, efficiency and effectivenes
of treatment system delivery

Birmingham University carried out a review of
the drug treatment system, anan action plan
has been drawn up to implement the
recommendations.

A substantial proportion of drug workers have
undertaken/completed the NVQ process, and
the next wave will commace the process
shortly.

Roll out of training for drug workers on a newl
developed recovery focused treatment systen
commences in January 2010

Increase throughput through the treatment
system, improving planned discharge rates

Planned discharge rateste improved

significantly, moving from the™4quartile to the
top of the 3° quartile

An audit has been carried out of clients who lg
treatment in an unplanned way to identify
lessons to be learned.

Development of additional Care Farm
placements foclients engaged in structured
treatment

Roll out of training for drug workers on a newl
developed recovery focused treatment systen
Development of social enterprise opportunitie
for clients

To increase employability avenues, contributin
to the wider worklessness agenda.

An employment focused day care programme
opened in 2009, and placements commenced
two care farms, with others planned for 2010.

Closer links have been forged with Jobcentre
Plus, and all their advisors have receidedg
awarenesgraining from MerciaNet.

Ways for developing social enterprise
opportunities for clientsare being explored




To increase and improve the housing and
housing support options available for substanc
misusers

A Housing Developmefroject Workeipost has
been funded

A community cluster housing model is being
developed

7 housing units haveeen purchased with a
further 7 on the way

To continue to improve services available for
criminal justice clients, delivering the IDTS
programme and ensuringegamless links
between custodial and community treatment

The service provider has been commissioned
deliver IDTS in HMPs Hewell and Long Lartin,
recruitment is underway.

Closer links have been forged between the DI
team and the prisons, to improvewtinuity of
care for clients moving between prison and
community services

To improve access to and engagement with
treatment services for drug using parents
and for the families of drug users,
particularly children

A Think Family conference was helddtirdrug
and alcohol workers, to raise awareness of the
importance of this agenda

An additional post was funded for the Family
Services team at Turning Point

Links have been strengthened with local
Safeguarding and domestic violence structureg




General Demographics

Worcestershire is located in the West Midlands region, to the sowght of Birmingham. The county
consists of six Local Authorities: Bromsgrove, Malvern Hills, Redditch, Worcester City, Wychavon and
Wyre Forest

Worcestershire is a diverse area, with a rural landscape interspersed with towns and villages.
Despite this, sixty per cent of the county's popidatresides in urban areas of the county, with the
remaining 40% dispersed across an area of 670 square rsssciated with this, some areas of
Worcestershire experience geographical barriers to services and facilities. According to the Indices of
Deprivation (2007), 23% of areas in the county fall in the top 20% most deprived nationally in terms
of access to hosing and serviced significant proportion of these areas fall in the more rural parts

of the county (Malvern Hills and Wychavon).

1. Population

In 2008, Worcestershire had a population of 557,6@@ross the county, 20.9% of the population
were aged @17, 57.4% were of working age, and 21.7% were of retirement age Office for
National Statistics (ONS) projects that between 2006 and 2026, there wglgbdicant changes to

the county's popultion. Figures from the ONS 20®&sed population projections, based on trends
over the previous five years, sygsts that the number of people in Worcestershire will increase by
approximately 65,500 (11.8%). The most noticeable population increaseevalniongst the older

age groupswith the 65+ age group expected to increase by over 60%. The 35 to 55 age groups
however, arepredicted to experience a slight reduction (5%) over the twenty year period.

2. Ethnicity

Within Worcestershire, 4.7% of the totglopulation are from a Black or Ethnic Minority (BME)
group? This increases to 6.5% if the group White Other is also included. Redditch has the largest
percentage of BME groups, followed by Bromsgrove, whilst Wychavon has the Idtvedargest

BME groupsvithin Worcestershire ar@akistan{1%) and Indian (0.7%).

Recent years have seen an increase in the number of people migrating to Worcestersinire f
Eastern Europesspecially from the A8 Accession countridetween 20003 and 200708 there has
been a 310%increase in the number of nedK nationals registering for a National Insurance
Number in Worcestershirdfrom 1,150 registrations to 3,578)More than 50% of these new
registrations were made by people whose country of origin was Polamphifi@ant proportions of
new migrants into Worcestershire appear to settle in Worcester City, Wychavon and Redditch.

3. Economy

The economic downturn over the last couple of years has led to a significant rise in the number of
people claiming unemployment benedit Information for September 2009, showed that the total
claimant count for Worcestershire was 4% of the working age population, compared to 4.2%
nationally. However, Worcestershire's claimant count has increased by 2.4 times since January 2008,
compared b the slightly slower increase nationally of 1.9 times.

! Mid-2008 population estimate®ffice for National Statistics (2009)
2 Mid-2007 Population Estimates by Ethnic GroDffice for NationaStatistics (2009)
% National Insurance Recording Systddepartment for Work and Pensions (2008)



4. Indices of Deprivation (2007)

Based on the Indices of Multiple Deprivation (20086 (56) of Worcestershire lower super output
areas (LSOAs) are in the 30% most deprived areas within EnglandingcfuLSOAs that are in the

top 10%. Many of the most deprived areas in the county can be found in the urban areas of
Worcester City, Redditch and Kidderminster, as well as a small area in Mé@Piekarsleigh)As a
whole, Redditch is the most depriveédstrict in the county.

Indices of Multiple Deprivation: Overall Rank (2007)

IMD Deciles
I 1 (Most Deprived)

0 (Least Deprived)

f#% worcestershire st Gy e A1
mp'COUNtY council Tyl

13 Later copim ey b mah.

Source: Department of Communities and Local Government (2007)

Specific areas of deprivation include Warndon and Gorse Hill in Worcester City, Oldington and Foley
Park and Broadwaters in Wyre Forest, and Winyates Church Hill in Redditch. Specidmmains

are negatively affecting Worcestershire's levels of deprivafidrese include the 'Barriers takbising

and Services' domain mentionedpreviously,and the 'Education and Skills' domain where 14% of
areas falin the top 20% (including i@ the top 1%).

5. Health ACORN
Health ACORN is a classificatiorhe&lth atoutput area. It is designed to incorporate a range of
factors relating to current and future health, includimgdicators of existing health anlifestyle

issues The classification is divided into 4 major groups, Existing Problems, Future Problems, Possible
Future Concerns, and Healthy.
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Health ACORN by Output Ar&809
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[]Worcestershire districts
HEALTH ACORN by Output Area
HEALTH ACORN Group
I 1 - Existing Problems
I 2 - Future Problems
3 - Possible Future Concerns
4 - Healthy
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Source: CAAN09

Urban areas, including neighbourhoods within Worcester City, Redditch, Kidderminster, Droitwich,
Evesham and Malvern, as well as areas that are located on the Birmingham lzoedegre likely

to have either Existing Problems or Future Concerns. Rurak affluent areas, including parts of
Wychavon, Malvern and Feckenhaane identified as having Potential Future Concerns.

Treatment Population
1. Treatment Bulls Eye Estimating Unmet Need

Estimates of the prevalence of problematic drug use (definethasuse of opiates and/or crack
cocaine), is a key piece of evidence for informing the monitoring of the national drug strategy;
especially as the strategy aims to both reduce drug use within the general population, and increase
the number of problem drugsers in treatment.

The starting point in creating an estimate of unmet need within Worcestersisiata provided by

the National Drug Treatment Monitoring System (NDTMS) on the number of individuals accessing
structured treatment during 20089. This is then analysed in conjunction with estimates produced
by Glasgow University of the prevalence aigluse across England.
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The Home Office commissioned Glasgow University to estimate the prevalence of drug use in
England in 20085, 200506 and 2008)7.* It should be noted that these estimates only looked to
model opiate and/or crack cocaine usersydanot those using powder cocaine, amphetamines,
ecstasy or cannabis. Additionally, the prevalence of injecting by people who do not use opiates or
crack was not considered by this research.

Glasgow University used two statistical methods to estimate pinevalence of drugise: the
capturerecapture method, and the multiple indicator method. Confidence intervals were also
applied to the midpoint estimates, meaning that researchers were 95% sure that the true figure
would fall between the lower and upp@onfidence limits. The confidence intervals were calculated
using a technique called bostrapping.

Prevalence estimates of opiate use and/or crack cocaine use in Worcestershire

SSUIENEE Prevalence 95%
number of 95% confidence| Prevalence per . 0
Year . . : confidence
problematic drug intervals 1,000 population .
interval
users
200405 2,761 2,209- 4,248 7.65 6.12-11.77
200506 2,679 1,538-4,190 7.37 4.23-11.53
200607 2,538 1,600- 3,631 7.03 4.43-10.06
Smoothed estimate 2,659 2,040- 3,452 - -

Source: Hay et al

The smoothed estimate is based on the average over the three year p8ased on this smoothed
estimate, we can be 95% confident that there are between 2,040 and 3,452 problematic drug users
(PDUs) in Worcestershire. The mpidint prevalence estimate is 7 PDUs per 1,000 population, which

is lower than the corresponding West Midlands prevalence of 11 per 1,000 population.

Glasgow University also produced estimates according to specific patterns of drug use. TH& 2006
estimates indicate a reduction in the total number of problematic drug users compared to the
previous year. Specifically, the information suggests a decreage number of opiate users, and
increases in the number of crack cocaine users and injectors.

200506
Prevalence per
1,000 population

200607
Prevalence per
1,000 population

200506 Estimate 200607 Estimate

PDUs 2,679 7.37 2,538 7.03
Opiates 2,545 7.00 2,288 6.34
Crack cocaine 1,316 3.62 1,612 4.47
Injecting 974 2.68 1,120 3.10

Source: Hay et al

* Hay et al, 2006
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Worcestershire has lower prevalence levels across all four domains compared to the regional
average, and also compared to the more urban DAFRSs in the West Midlands. Compared with

the rural areas of the region, Worcestershire's prevalence is broadly similar, but slightly higher than
areas such as Warwickshire, Shropshire and Staffordshire.

Through using the treatment dzf effeCiibdel develped by the NTA, it is possible to calculate the
expected number of individuals who are using opiates and/or crack cocaine, but are not known to
treatment. This can be achieved through comparing the NDTMS treatment data with the Glasgow
prevalence estimate

The Bulls Eye exercise indicates that 1,696 opiate and or/crack cocaine users have been in contact
with Worcestershire treatment services. Specifically, 1,461 were accessing treatment during 2008
09, 96% of whom did so in an effective way. A furtheb 23dividuals had previously accessed
treatment, but were not in contact with services during 28 This would suggest that
Worcestershire is achieving a mpadint penetration rate of 64% (in that 64% of PDUs are known to
treatment). Based on the95% cafidence limits the true penetration rate is expected to fall
between 49% and 83%frlhis is an improvement compared to 2608, when the migooint
penetration rate was 62%.

Using the PDU smoothed mjmbint estimate, we can estimate that 963 individuals in Worcestershire
are using opiates and/or crack cocairand are not known to treatment serviceslf the 95%
confidence intervals are applied, it would suggest that betwedd and 1,756 PDUs remaith
treatment naiveduring 200809. The wide confidence intervals reinforces the need for local data
and intelligence to be utilised to enable a more detailed picture of unmet need to be built, and
enable more effective targeting gfroblematic drug users known to other services, but not to
structured treatment.

There are several local data sources thatld be used to further identify those individuals who are
known to services, but not in contact with structured treatment.

Datafrom the local Drug Interventions Programme (DIP) at the end of -29Q8ndicated that 23
Prolific and Priority Offenders (PPOs) were identified as having a drug issue. Of these, 9 were in
contact with DIP, and a further 9 were in custody, but known ® tdam. This would suggest that
there were 5 PPOs with a drug problem, who were not in contact with treatment services.

13



Treatment naives 963

Known to treatment but no
treated in last year =35 (86.8%

effective)

In treatment during last year
= 307 (85.3% effective)

In treatment at
31/03/2009

= 1,154 (99.0%

effective)

6 individuals
gccessing
prescribing

225 DIP refer
entering structh

32 referrals

previously in \ treatment through RAMP
74 referrald. treatment but ngt
not known \re-entering

to
treatment, &
23 PPOs emaining tx
with a drug
issue, 5 had
not beenin

treatment
277 individuals kra

to community & prison
RIP teams, but not
structeed treatment

Criminal Justice data

Based on the DIP quarterly
performance reports for the
period March 08 to Feb 09.
Includes all clients, not just crack
and/ or heroin

Only based on those
using opiates and/or
crack cocaine.

Glasgow PDU three year
smoothed estimate =
2,659

1,696 PDUs known to
treatment

Leaving 963 as unknown
to treatment.

3 referrals
failed to attend

Rapid Access to
Methadone Prescribing

Engages with homeless
heroin users.

Based on the period 06
04-2008 to 504-2009.
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Between March 2008 and February 2009, there were 331 referrals from Worcestershire's Drug
Intervention Programme (DIP) to structured treatment. Of these:

142 were newly triaged

83 were already in structured treatment at the time ofegal

32 had previously been in treatment but did noteagage

74 had never engaged in structured treatment, and continued to be treatment naive.

The above indicates that 22% of individuals referred to structured treatment through DIP did not
engage in treatment and remained treatment naive. This is illustrative of the more chaotic lifestyles
of criminal justice clientand the fact that it takeseyeralattempts at engagemertefore they fully

buy-in to structured treatment

In total, there were 277 problematic drug users in contact with the DIP teams either in the
community or in prison, who did not engage in structured treatment. Of these, B2i7been in
contact with the community DIP team, and 203 with the prison teams. The overlap of 53 individuals
is indicative of those individuals in contact with both prison and community drug teanesfigure

of 277 individuals in contact with DIP, but rastuctured treatment, is significantly higher than the
figure of 48 in 20008. Reasons for this increase include improved data collection and problems
with the data from 200708, meaning that the figure &77 is a more accurate reflection of need at a
local level.lt is also illustrative of the fact that criminal justice teams are in contact with a distinct
group of PDU'¢primarily White, and 58% aged between 25 and 8&p are not engaged in tier 3
interventions.

There have been significant improvemeritsrelation to thenumber of newDrug Rehabilitation
Requirements commenceduring the last eighteen monthdDuring 20089, there were 142 DRR
commencements, which was higher than the target of I3%is improvemenlookssetto continue
during 200910, with 80 new commencements between April and September 2009, with a projected
end of year total of 160 against a target of 14However, Redditch failed to meet its target of 41
new commencements during 20@®, achéving 26 new DRRs during the financial year.
Performance in Redditch looks to have improved however, with 16 new commencements during the
first half of 200910, against a year end target of 30.

2. TreatmentSystem Mapping

The data used by the Nation@ireatment Agency (NTA) is based on information submitted to the
National Drug Treatment Monitoring System (NDTMB)e following information is based on those
clients who accessed structured treatment (Tier 3 or 4) during Z8)8&nd who were aged 18 or
overon 37" September 2008

The Treatment Map focuses éour parts of the treatment journey:
o Referral into treatmentlooks at the point of entry into the treatment system, for those who
started a new treatment journey during 20@®
e In treatment looksat all agencies who worked with clients who resided in Worcestershire
during the year
e Agency transfes: maps the movement of clients between services
e Treatment exitlooks at all treatment journeys that have ended during the year.

15



Referral Routes

Arrest
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During 200809, there were 629 refeals into structured treatment, which is a 30% increase
compared to 20008. Of these 242 (38%) were treatment naive at the time of referral.

a. Intreatment

The keydemographics for those individuals who were in contact with treatment services during
200809 are outlined below. Where they differ significantly for the PDU population specifically, these
will be highlighted:

e 74% were male and 26% female

e Just under halt49%) were aged between 25 and 34. A further 26%evibmtween the ages
of 35 and 44

e A lower proportion of clients (16%) were aged between 18 and 24. However, a smaller
proportion of PJ's (4%) wereunder the age of 25

e 98% of clients were recorded as beio§y'White' ethnic origin, which is higher than the
proportion in the population as a whol8%.3%)

e Specifically, the United Kingdom was recorded as the country of birth for 55% of clients.
However, this is likely to be an underestimation of the true numddeclients born in the UK,
as 45% of clients were missing data on nationalityhich needs to be looked at locally

e As is evident below, the majority of clients presenting to treatment services, were primarily
using opiates

e 1 in 5 clients reported usingpoth opiates and crack cocaine, and a smaller proportion
reported using crack cocaine only

Presenting substance for clients in treatment during 2008

W Opiates only

W Opiates & Crack
@ Cannabis

W Amphetamines
@ Crack only

O Cocaine

O Benzodiazepines

O Other

Source: NDTMS, 2009
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e Since 200®7:
A There has been no significant change in the percentagelients presenting with
opiates and/or crack as a problem substance. Whilst 90.6% of clients presented with
one or both of these substances during 2dDBand 200708, 89.9% did so in 2068
A The proportion of clients presenting with cocaine, benzodiazpirand other
substances have remained relatively stable
A There has been a slight reduction in the proportion of clients with amphetamines as
their presenting substance (from 2.7% to 2% in 2008
A The percentage of clients with cannabis as their substamseaiso been subject to a
small increase (from 4.1% 200607 and2007-08 to 5.5% during 20689)
e 33% of clients were current injectors, including 35% of problematic drug users
e 35% were previous injectors
e 32% had never injected

Clients in treatment byntervention received, 20089

Intervention Number Percentage
Specialist prescribing 797 38.3%
GP prescribing 522 25.1%
Psychosocial intervention 411 19.8%
Other structured intervention 313 15.0%
Structured day programme 240 11.5%
Residentiatehabilitation 5 0.2%
Inpatient detox 1 0.0%

Note: based on the latest treatment journey for each client. Percentages may add up to more than 100 due to

a client being able to access more than one intervention.

e More than a third of clients accessagecialist prescribing, and a quarter were involved in
shared care

e Only a small minority of clients accessed residential rdiation and inpatient
detoxificationservicesduring 200809

Age groups
The common ages of use vary according to the diffedentjtypes

e Opiate and/or crack cocaine users memost commonly aged between 25 and 34 (51%) and
least likely to be aged 134 (14%)

e Cocane and cannabis users however, n@emore likely to be younger, with 43% and 56%
respectively aged between 15 and 24se amogst the 35 to 64 age groups wéesss
common (20% and 19%)

e Amphetamine users were likely to be olddB% aged between 35 and 64)

18



Injecting status

Benzodiazepine users were the most likely to report current injecting behaviour (50%) during 2008
09. Additionally, 42% of crack cocaine users reported being current injectors, compared to 36% of
opiate users. Cocaine and cannabis users were more likegptot having never injected (61% and
62% respectively).

b. Treatment discharges

Overall, 346 clients were discharged from treatment during 209836% ofwhom did so in a
planned way, and a further 10% were referred on. Specifically:

e Females were mordikely than males to have a planned discharge (41% of females
compared to 35% of males)

e Males were more likely to be sent to prison (18&mpared t010% of females)

e (ients aged 184 and 4564 were more likely to leave treatment in a planned w&0%o
and 41% respectively)

e Clients aged 284 and 3344 were more likely to drop out of treatment, or leave
community treatment due to being sent to prison

e A significant proportion of cocaine and cannabis users had a planned discharge (73% and
68%)

e Clients who wre using both opiates and crack were the least likely to leave in a planned
way (28%), followed by opiate users (29%)

Evesham Turning Point and SPACE both achieved a 100% planned discharge rate, although it should
be noted that the overall number of cligs being discharged were small (10 and 11 respectively).

56% of clients leaving treatment at Worcester Turning Point did so in a positive way. Clients aged 25
34 were the least likely to leave in a planned way (47%) and the most likely to drop ouatofidire

(32%). Moreover, cocaine and cannabis clients were generally discharged in a planned way (both
71%),as were56% of opiate and crack clien&smphetamine users were ghmost likely to drop out
(57%). A significant proportion afients who were using alcohalks well as drugs dropped out of
treatment (47%).

The Community Drug Team (CDT) experienced the lowest rate of planned discharges (21%). Amongst
those most likely to be discharged in a positive way were ctackineusers(40%) amphetamine

users (50%), and clientsrerthe age of35. Clients using both opiates and crack, and those aged 25

34 were the least likely to leave in a planned way. Additionally, 21% of CDT clients were discharged
due to being in priso (predominantly males, and those agedetween 25 and 44).

19



The Geography of the Treatment Population

During 200809, 0.4% of the total population within Worcestershire accessed specialist drug
treatment. This is a minimal increase compared to 2@06when 0.3% of the population were in
treatment.

Currently, services do not record the full postcode of clients, meaning that it is difficult to assess the
exact location of the local treatment population. Wever, it has been possible to map the broad
areas where local treatment clients come from. The map below indicates a significant concentration
of treatment clients are from the more urban areas of the county, with the highest concentration in
an area of Wrcester City that includes Warndon and Gorse Hill.

Home postcode of clients in treatment during 2008-09

Clients in treatment, 2008-09
Number
0-11
12 -30
31-49
Bl 50 - s6
Il 57 - 180

— . © Crown capstighl. Al righis reseeyed.
i worcestershire e i
' COUNTY CC c o Rrthwe copiam

Notes:

e based on the number of treatment journeysieaning a client could be counted more than once if they
had multiple episodes during the year

e 15% of treatment journeys had a blank postcode field.
However, comparing the location of the treatment population and the total population in

Worcestershire, it is evident that a significant number of rural areas (especially in Bromsgrove and
Malvern Hills), which have a large overall population, have al¢reatment population.
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That residents of more rural areas do not appear to be engaging or engaging in treatment as readily
as individuals who live in the more urban parts of the county, could be reflective of several factors:

e Rural communities (such as Tenbury Wells) are not in close proximity to treatment services,
andindividualsmay not be willing to travetb other parts of the county

e The high concentration of services within the more urban parts of the county, especially
WorcesterQty, makethese areasttractive for those wishing to relocate

¢ Individuals wishing to access a confidential treatment service may not wish to do so close to
their home, and so travel elsewhere for advice and support. They may also not wish to
disclose their postcode to treatment services.
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