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Outcome Tools for Alcohol Treatment - Department of Health’s view 
Summary statements.
1. Outcome measures are, first and foremost, a clinical tool to help the patient and the practitioner assess the progress of treatment.  
2. Outcome monitoring is appropriate for structured treatment in Tier 3 and 4 services but is not appropriate for brief advice services in Tier 1 and 2 services.
3. There is no one sanctioned outcome-measuring tool for alcohol. There are a number of potentially useful clinical outcome tools or key questions.  
4. Regardless of what outcome tool may be used for clinical purposes, much discussion and care must be taken before any aggregated data, assuming proper consent has been obtained, can be used in a meaningful way to say anything about the quality of the services provided.

5. TOP is not required for alcohol services.

6. TOP data that has been collected so far will be analysed nationally to inform current thinking, but will not be made available at local level.

7. Alcohol treatment is often short in duration, compared to drug treatment and therefore may not lend itself to these formal outcome measures.  Other measure might work better such as:

· Alcohol consumption

· Treatment completion

8. Development of a national outcome measure for alcohol would be a long process and one that we do not plan to do at this point.

Discussion

CLINICAL TOOL:  It must be recognised that outcome monitoring tools are designed to assist the treatment practitioner and the patient assess the progress of treatment.  This should be acknowledge as their primary function and should form a part of the clinical governance arrangements of the service.  

Regardless of the tool, if it is not embraced by the clinical team and recognised as a useful gage to measure treatment, it becomes just another ‘form-filling’ exercise and a burden to the service and the staff rather than meaningful way to understand more about the treatment journey. It is important therefore that the use an outcome tool within alcohol treatment services is driven by whether there is a consensus on its clinical utility locally and not on a desire for data collection by the commissioner or partnership.

WHICH SERVICES NEED TO BE MONITORED FOR OUTCOMES:  Outcome monitoring may be appropriate and relevant to structured alcohol treatment provided in MoCAM Tier 3 and 4 service settings.  Outcome monitoring is not often practical or possible and may not be appropriate for brief advices services offered in MoCAM Tier 1 and 2 services.  
Provided brief advices services are delivered to agreed standards, the existing and emerging evidence base (SIPS evidence to be published soon) should give providers and commissioners enough to gage the effect and cost effectiveness of delivering brief advice services.
Many “extended brief advice” services may best be classified as a Tier 3 structured treatment and therefore may be appropriate for outcome monitoring.  If this advice takes place over a number of appointment-based sessions and is delivered by specialist alcohol workers instead of generalists such as GPs or practice nurses, it is most likely “brief treatment” or what is described in chapter 8 of the Effectiveness Review as “less-intensive treatment” - a Tier 3 activity.
NO AGREED OUTCOME TOOL:  There is currently no ONE agreed alcohol outcome monitoring tool for use by alcohol treatment providers.  Sue Baker has recently written a discussion document about outcome tools, which is on the Alcohol Learning Centre.  This paper explores 9 outcome tools (or systems) which could be used by alcohol treatment providers. Pros and cons of each tool are described in this paper.
There are a number of potentially useful clinical outcome tools or key questions that may identify change during alcohol treatment but as there is no clear established consensus on suitability of a particular tool.  The decision about what tool may be clinically appropriate must be determined by treatment practitioners. This will apply to any arrangement for routine use of a particular clinical tool for all service users.

AGGREGATING DATA:  Regardless of the tool, it does not automatically follow that aggregated data from the tool will be useful for performance monitoring purposes concerning the service.  Caution is required during the interpretation of any such outcomes data collected locally. Given that there is not an existing consensus on the usefulness of a particular clinical outcome measures for the performance monitoring of alcohol services, commissioners will need to consider the actual utility to them of any clinical outcome data they request to be provided to them. In this process they will also, no doubt, want to consider other kinds of measures of performance that might conceivably be more useful (including considering process measures or other system outcome measures such as discussed below). The providers/practitioners will need to be able to provide reasonable reassurance to service users, when obtaining their informed consent for releasing this data to be aggregated, that there has been a reasonable consideration of how the data will be analysed and used by the commissioner. That will only be possible where commissioners have actually considered how they will analyse this data and hence its actual potential utility, and have communicated this with those who will need to obtain the consent.

TOP IS NOT REQUIRED FOR ALCOHOL SERVICES:  The Treatment Outcome Profile (TOP) was developed by the NTA as a clinical outcome monitoring tool suitable for drug misuse treatment.  Because there is not the same professional consensus that TOP is an equally suitable clinical outcome tool for alcohol treatment, TOP returns have never been required within the NATMS guidance, even though the option to provide such returns was made available to practitioners. To avoid future misunderstanding, the Department of Health is considering removing the TOP data items from the NATMS although this may not be possible before April 2011. 
Some primary alcohol users were involved in the initial TOP validation exercise and TOP did prove to be sensitive to change, it is clear that certain sections of TOP are not considered appropriate for primary alcohol users. Individual practitioners or providers may choose to use questions from TOP (and might choose to use questions from other outcome tools) in any local tool developed for monitoring individual care. The NTA does not object to the use of TOP in such circumstances but would expect consideration of its clinical utility to be based on practitioner judgement and to take place within any broader clinical governance framework within a service.

TOP DATA COLLECTED SO FAR:  Analysis of the alcohol TOP data that is currently reported voluntarily by some providers through NATMS may allow useful consideration of the reported outcomes of primary alcohol users within treatment at a national level. However, analysis of any NATMS data will not be suitable or sufficiently robust and discriminating to be provided usefully at local level.
OTHER OUTCOME MEASURES: Alcohol treatment is much different to drug treatment, particularly the length of time an individual is actively involved in treatment.  For patients receiving drug treatment, they can be engaged in services for a number of years, lending this process well to periodic (quarterly or 6-monthly) monitoring of treatment progress.  Alcohol treatment is often brief, lasting a matter of weeks or months making it difficult to monitor treatment progress on a regular periodic basis.

Monitoring of outcomes by commissioners is an important element of world class commissioning. The current main indicator identified nationally, and considered likely also to be sensitive to performance of alcohol treatment provision, is 'the number of alcohol-related hospital admissions'. 

A suitable alcohol clinical outcome tool for use within a local service, might simply take the form of agreement within the service to monitor change in reported alcohol consumption in a consistent way. 

Another clinical outcome could be to monitor the number of treatment completions.  The Alcohol Needs Assessment Research Project (ANARP 2005) indicated that less than 50% of patients referred to alcohol treatment actually made it to assessment and entered into treatment.  The National Alcohol Treatment Monitoring Service (NATMS) indicates that about half of patients who enter alcohol treatment leave in an unplanned way.  Improving the number of patients who actively engage in treatment and leave treatment in a planned way may be a very valid outcome.

Any agreement locally would need to be clear as to whether any agreed tool is for use solely clinically (e.g. as a part of the individual care planning process), or whether it is intended to report anonymised or aggregated data for purposes of local performance monitoring. Whilst a contract or SLA may reasonably require that a provider monitors clinical outcomes as part of clinical practice within a proper clinical governance framework and may name any suitable tool agreed with the provider, there is currently no basis of consensus for a commissioner or partnership to require any particular clinical tool to be used without such consensus.

DEVELOPING AN AGREED TOOL FOR ALCOHOL:  It is also important to recognise that the analysis and use of clinical outcome tools for external performance monitoring is a complex process and requires suitable sensitive, reliable and relevant measures of change. There is not currently a consensus as to what are useful clinical outcome measures for performance monitoring of alcohol treatments or to the suitable timing of measures for alcohol treatment. 

Hence, if agreement is achieved with clinicians on the suitability of a particular clinical outcome monitoring tool for clinical purposes, it does not mean that the data will be of value to a local commissioner. Reported alcohol consumption or treatment completions are the most obvious measures (and can be measured in a variety of ways - such as the number of days drinking used in TOP).  It is important not to collect data that will not actually discriminate differences in service delivery. In fact, other outcome measures of system performance may be more relevant (such as alcohol-related hospital admissions).

The 'drugs' TOP was developed as a clinical outcome monitoring tool for service users engaged in drug misuse treatment. It was developed through a consensus process to be, first and foremost, a suitable and reliable clinical outcome tool. The aggregated data from TOP is being collected through NDTMS to contribute, where appropriate, to national and local performance monitoring. The NTA is providing the development support to ensure that useful outcomes comparator data can be produced at a local level from the TOP data that is collected primarily for clinical monitoring. This process is still underway for 'drugs' TOP.

The potential value of the use of TOP for drug treatment services does not imply that a similar approach is warranted for use in alcohol dependence, which requires a different range of interventions, and which has a different natural history.  The development of an agreed outcome tool for alcohol treatment would require considerable time and discussion.  No plans are in place to pursue this further at this point in time.
This paper accompanies the report commissioned by the Alcohol Improvement Programme from Sue Baker titled “Scoping of available outcome monitoring tools used in services for people with alcohol related problems – A brief look at the measure available and the issues for service providers and commissioners of alcohol services” available on the Alcohol Learning Centre.















