Scoping of available outcome monitoring tools used in services for people with alcohol related problems.
A brief look at the measures available and the issues
 for service providers and commissioners of alcohol services


Sue Baker

Cascade Health
sue@cascadehealth.org.uk
07957 174661

Contents
Page

1.  Summary and recommendations        




3
2.  Introduction to the study 






6

3.  Outcome tools available






8
4.  Differences and similarities between outcome measures

15
5.  Issues concerned with selecting an outcome tool


17
6.  Provider and commissioner concerns




22
7.  Quick comparator







24
8.  Conclusions








25

Scoping of available outcome monitoring tools used in treatment services for people with alcohol related problems.
1.  Summary and recommendations
This is a report of a brief scoping exercise on the range of tools for outcome measurement available for use for services for people with alcohol related problems.  Its purpose is to identify the tools available, consider the pros and cons of the various measures and identify key issues.
Work undertaken included a search through the available sources of information and literature on outcome measures.  Individuals working in research, commissioning, service provision and on specific interventions were contacted to inform this study and account has been taken of comments made by audiences (service providers, commissioners and public health professionals) to which preliminary findings have been presented. 
This report provides information on the range of measures available  updating the position in 2006
,  on issues arising from consideration of the measures against the concerns and needs of stakeholders and identifies the relative merits of measures making preliminary recommendations for further work in this area.

The key findings are: 

· There are 4 additional measures available to the field since the publication of the Review of the Effectiveness of Treatment for Alcohol Problems 1 in which 5 measures were discussed.
· In respect of effectiveness of the measures, seven of the nine have been subjected to studies testing internal consistency, reproducibility, content and construct validity to differing extents, although in 3 of the most currently well known measures this is probably only in respect of drug misusing clients where applicability to alcohol misusers is assumed rather than tested.  Other than in one case, independent review of the measures is very limited although an additional approach brings together a group of measures some of which have been independently verified.
· The current use of measures designed for drug misusers is unpopular within the field as some of the outcome domains are inappropriate for alcohol users.   
· Collective opinion and research strongly recommends that measures need to be simple,  brief, relevant to the agency collecting the information and to clients, and be capable of integration within agency administration systems if data integrity and robustness is to be achieved.
· The degree to which the needs of different stakeholders are met by the outcome measures (clinicians, other service providers, clients, commissioners, other funders and researchers) is variable and their needs are often conflicting (robustness of the significance of the change measured versus practicality (as above essential for data integrity) or user concerns for example).
· It is clear that there is not a one size that fits all – either across the needs of the different stakeholders or across all tiers.   (The intensity of the measure is the main obstacle for brief interventions although follow up in some circumstance is impossible thereby limiting the possibility of a direct measure).
· There is convergence of opinion about the relevant domains in which outcome measures are usefully sought - alcohol consumption (and less commonly measures of dependency) family and social issues relationships, economic issues, crime, and physical and psychological health as well as use of other drugs where appropriate.   Question areas within the domains differ considerably.
· The attribution of outcome to a treatment service remains an issue across all outcome measures although this is a common problem in many social and health care fields.
· There is pressure within statutory authorities (including those with a medical bias) to demand ‘harder’ measures i.e. those that show an undisputable affect particularly in respect to areas that impact on national targets.  Attribution quickly becomes issue in such debate and this extends to the degree to which the outcome domains used for clients of treatment services directly impact on national targets (limited). 
· Other commissioners seek a more pragmatic solution to the problem of providing evidence to build a business case for investment against targets which are not directly affected by what treatment services can deliver.  Here the use of a dash board of measures reflecting the service commissioning mix is a way forward. 
· However the need for measures to include consumption is endorsed both in the literature
 and other commentators as a good (and perhaps the best) proxy for impact across a range of indicators.  There is a need for an authoritative statement of what represents a significant reduction in consumption and how this can be practically measured.
In terms of recommendations it is not possible to single out any one approach although some approaches clearly offer more than others in meeting what are conflicting needs.  A package of measures is required which:  
a) balance practicality and what the treatment agencies consider beneficial with the needs for ‘harder’ measures

b) recognise the need for measures tailored specifically for people with alcohol problems particularly in respect of services interventions targeting people drinking at harmful and hazardous levels most of whom are not in the current treatment system

c) include a range of key performance indicators across the commissioning mix, only some of which would be required from alcohol service providers.  This could usefully include key quality indicators given the known effectiveness of treatment services and the commissioner need for other outcome measures linked to national targets.
It is likely that such a package can be constructed drawing on approaches that have already been developed although new work is probably needed to address purchaser concerns.  Further investment to road test different approaches within treatment services is required.  An authoritative (but pragmatic) view on what constitutes a significant reduction in consumption would be enormously helpful to all providers and commissioners.
2.  Introduction to the study 
The Department of Health’s Alcohol Team requested a brief scoping exercise on the range of available tools for outcome measurement available for use in treatment services for people with alcohol related problems to inform a workshop of alcohol leads in the East of England.  The study was to: - 

· identify what measures were available or might be relevant to measuring outcomes in alcohol treatment services
· outline the relative merits of the measures available

· to consider the degree to which measures met the interests of stakeholders
· and to identify issues arising.


A search was undertaken to identify outcome measures designed for use for alcohol treatment services or applicable to these services from the UK and beyond in so far as this information was reasonably readily available and to review commentaries on them. 
Contact was sought with key academics in the field to trace developments not yet widely reported.  Within the parameters of the scoping exercise consideration was given to looking at different measures across the range of services from brief interventions through to tier 4 although in practice few measures are being used to enable useful consideration of this.  
Discussions were held with a number of alcohol service providers by contacting key alcohol providers directly and phone discussions were undertaken with a small number of commissioners currently working on this area identified by sending out a request for contact to all alcohol commissioners.  The DH Alcohol Learning Centre was searched and relevant examples followed up identifying other likely sources of information.    Altogether discussions were held with 10 individuals which informed assessment of the various measures in terms of their usefulness and applicability.
This report describes the outcome measures available, considers their similarities and differences, discusses a range of issues for consideration in selecting an outcome tool and attempts to summarise the relative merits of the available tools against the key requirements identified.
Whilst the author is confident about the range of outcome tools identified in the course of this study, and of the findings in terms of the issues identified for stakeholders, a full and comprehensive assessment of the academic evidence for the effectiveness and validation of the measures available was not within the scope of this study.  
The author is grateful to the researchers, commissioners and service providers who were willing to assist in this scoping task.

3.  Outcome Measuring Tools available
The seminal document which forms the starting point of any consideration of the evidence concerning treatment effectiveness is the Raistrick, Heather and Godfrey ‘Review of the Effectiveness of Treatment for Alcohol Problem’s1 which identifies 5 outcome measures and discusses factors important in the development of a good outcome package including the need for measures to have academic validity and reliability.   The measures identified were: - 
· Comprehensive Drinker Profile
· Addiction Severity Index
· MAP
· Result
· Christo Inventory for Substance Misuse Services
This study revealed a further 4 that have become available since 2006:-

· TOPs

· The Outcomes Spider

· The Alcohol Star 

· ATOM
These measures are described below.
3.1The Addiction Severity Index (McLellan et al 1980)
The Addiction Severity Index (ASI) and subsequent updated versions provides a detailed tool for assessing severity of dependence (alcohol and drugs) across 5 domains (health, mental heath, family/social problems, legal and employment).  The tool was updated in 1992 and is used in treatment and research nationally and internationally.  It was not designed for people with alcohol problems per se (rather it incorporates alcohol as an issue for drug misuser) but is commonly felt to be appropriate for individuals with alcohol problems.  The tool uses a 30 day period as a base line assessment of frequency and intensity of problems but also picks up on longer term substance misuse patterns.  It takes about one hour to administer.
3.2 Comprehensive Drinking Profile (Miller and Marlatt 1987)
Developed in the States in the late 80’s this is a detailed tool covering 88 items.  Its unique feature is its focus on alcohol and the circumstances around problem drinking - consumption and patterns of drinking over time, settings, related problems. It measures existence and severity of alcohol problems in a way that informs case work/therapeutic content of treatment and the outcome measure is obtained by repeating the assessment overtime.  CDP incorporates validated assessment tools such as MAST (Michigan Alcoholism Screening Test) and also allows for client’s key problems and issues to feature in the mix.  It is an in-depth tool which can take up to 2 hrs to complete but has a shorter version designed for use with clients who are reluctant to provide detailed information but which could also be used in less intense treatment settings. Viewed through the lens of today’s focus on outcome measurement this tool looks more like a comprehensive assessment tool for use in tier 3 and 4 services.  This study found no examples of it being currently in use home or abroad for measuring service outcomes.  
3.3 The Maudsley Addiction Profile (MAP) -  Marsden et al 1998
MAP is a standardised assessment instrument developed for measuring treatment outcomes for problem drug users in the UK as part of the National Treatment Outcome Study (NTORs).  MAP is a well known outcome tool in the drug and alcohol field.  It provides a framework for a brief structured interview designed for clinical and research purposes.  60 items are covered in 4 domains – consumption, health risk behaviour, physical and psychological health and personal and social functioning.  The basic idea is to note the number of days in the last 30, when the behaviour took place and to gage a measure of intensity.  MAP was developed tested for use with drug users in tier 3 and 4 settings.  Some independent validation has been carried out
 but this focuses on drug users and self completion viability.  Despite the number of items covered the tool takes about 11 minutes to complete.
The tool is widely spoken about as appropriate for both alcohol and drug misusers.  However this has been questioned and its creators acknowledge limitations for alcohol misusers
 although adaptations are said to be easily made (and this has been done in Kent
).  Services use the tool by embedding into assessment structures.  The tools focuses on service providers and commissioners interests and are not person centred in terms of measuring achievement of the clients own goals. Add on measures have been subsequently developed to cover this aspect of outcome monitoring.
3.4 Christo Inventory for Substance Misuse Services (Christo et al 2000)

A one page evaluation tool which is completed by the therapist following direct contact with a client or can be completed from case notes.  It covers social function, health, risk behaviour, psychological wellbeing, occupation, criminal activity, substance use, support, treatment compliance and therapeutic alliance.  It is a very simple tool where by staff grade severity on a scale of 0-2 – essentially 0 indicating no problem and 2 indicating a severe one.  The tool delivers a total score which can be used to direct a treatment approach but is used essentially as an outcome measure when repeated at prescribed intervals.  It is probably used more than any other tool in alcohol services (at least by those not using TOPs – see below).  The tool has been studied against validity criteria but like many others has not been independently evaluated.

The limits of the tool are obvious – the degree of sensitivity to change being the key issue although there are others including validity of assessment as transparency is masked by the simplicity of the tool and the degree to which it covers areas of concern to stakeholders (a problem with many of the tools).  The popularity of CISS is its availability, its simplicity in providing a composite score for comparative purposes and its ease of use. It takes 3-5 mins to complete and less than a minute to score.   

3.5 RESULT (Raistrick and Tober 2003)

The RESULT Project has combined validated scales and other measures into a single package which can be adopted in a staged way and tailored to individual need. The guiding principles are:

•
to use measures that are self reported by service users

•
to use a package capable of integration into routine practice 

•
to use scales with properties which have been shown to have internal consistency, reproducibility, content and construct validity, responsiveness and are interpretable

•
to summarise complex information clearly and simply for professionals

• 
to use measures that are of value to service users

Level 1 data
The RESULT Project advises these as mandatory – they are very brief, internationally developed, and preferred by NICE: mandatory data collection should be avoided – the process not the data becomes the target and data quality is likely to be poor. 


EQ5D – measures quality of life; used to generate QALYs


ICD-10 categorical codes for substance use
Level 2 data
These are the key domain measures which are validated as independent scales


Dependence domain:  Leeds Dependence Questionnaire
Psychological domain:  Clinical Outcomes Routine Evaluation
Social domain:  Social Satisfaction Questionnaire
Level 3 data
These are the data that should be selected to suit the particular agency


Substance use domain – detailed quantify/frequency and other characteristics


Agency defined tertiary measures
The RESULT Project advises outcomes measurement 3 months after starting in treatment and then at 12mths (to test the sustainability of change) and thereafter annually. Time frames are 28 days or 1yr depending on the measure. The academics behind RESULT considered that more detailed information is not suited to routine practice and should be seen as a research exercise.

3.6 TOPs
The Treatment Outcomes Profile (TOPs) is the drug treatment outcome monitoring tool developed by the NTA.  It comprises a one page set of simple questions with the stated aims of improving clinical practice by enhancing assessment and care plan reviews for clients and to provide data for performance monitoring. All service providers of structured treatment services for drug users are required to use this and submit regular data.  
There are 4 domains – substance misuse, injecting behavior, crime and health and social functioning with different scoring methods – 1-20 scales, frequency, and yes/no tick boxes as best suited to the questions.
TOPs is completed at the start of each client’s treatment with follow up scores every three months during treatment.  The ability to report TOP data is built into the National Alcohol Treatment Monitoring System (NATMS) making it easy to collect and can facilitate analysis in the future.  
TOPs has been validated in testing with the over 70 agencies involved in its development
.  Whilst the sample group did include non drug using clients in treatment settings for people with severe alcohol and drug problems many argue that many of the outcome domains are unsuitable for primary alcohol users.  TOP was tested on less than 100 alcohol users and could benefit from testing on a wider group of people with alcohol problems. 
The most obvious concern is the domains selected which are unlikely to be relevant to primary alcohol misusers  (the substance misuse domain recording line for alcohol consumption is inadequate, injecting behaviour inapplicable and the emphasis in the crime domain is on drug related crime).  Service providers are very critical of this tool and report pressure being put on them to use it with their primary alcohol treatment clients.  Confusion over this has been clarified by the Department of Health and TOP data is not required from treatment providers for their primary alcohol treatment clients.  
3.7 Outcomes Spider (Burns, S. Alcohol Concern 2005) 
An earlier version of the Alcohol Star discussed below.  It is a scoring system based across 8 domains including an internal journey, social wellbeing, physical health, mental health, occupation, crime and family and relationship.  Fundamentally different from other measures, the spider and the star measure a journey of change along a continuum in each area.  The Outcome Spider was developed in collaboration with 40 alcohol services over an 18 month period including day, community and residential services. It includes a version for use within the context of a 12 step residential model.  
3.8 Alcohol Star (Burns, S and McKeith, J. Triangle and Alcohol Concern 2009)
The Alcohol Star was made available to the field in late October 09.  It draws on the development of the Alcohol Outcomes Spider brings in the learning and experience in developing the journey of change approach to outcome monitoring pioneered in other fields where the Outcome Star originates.  It is published as a test version subject to piloting within alcohol services.
The Star is not designed to quantify change in terms of say, reduction in consumption or absolute improvements in health which commissioners are requiring.   However it is similar to other outcome measures in the domains used and the Outcome Star shares a characteristic of EQ5D (one of the basket of measures recommended by RESULT) where statements are given within each domain for selection by the worker and the user together (rather than simple numerical scales).  This correlates to a score which can be compared at a later date.  The difference with other outcome measures is a fundamental one: each spoke of the star (domain) ascribes 10 statements to a journey of change that people with alcohol problems ‘travel through’.  The statements are designed to correlate with the steps in the journey thereby allowing a worker and client to identify the stage they are at in any one domain and identity for themselves the steps they need to take to move to the next stage.  In this way the tool measures progress and improvements in 8 areas.  The journey of change has echoes with the Di Clementi Cycle of Change
 , a model familiar to people in the alcohol field.  Other versions of the Outcome Star designed for other client groups (homeless people and people with mental health problems) are used by services to collect outcome data where its strength and popularity lies in the focus and structure it gives to key working to promote change whilst providing an outcome measure.  The Outcome Star has yet to be validated but one study is underway within the homeless sector.    
3.9 ATOM or The Australian Alcohol Treatment Outcome Measure (AATOM-C): Melanie Simpson, Peter Lawrinson, Jan Copeland & Peter Gates 2007.
A tool little known to UK researchers and practitioners, AATOM – C was developed in Australia in 2007 in response to similar problems practitioners in the UK have experienced with TOPS and MAP – the available measures lacking detail on alcohol use patterns (i.e. binge drinking) and their bias towards the treatment of illicit, primarily injecting, drug abuse
 .  
AATOM-C (the clinician version of a number of tools under ATOM) was developed to monitor treatment outcomes for clients receiving treatment for alcohol problems.   It was designed to: - 

· be brief and easy to administer
· would measure treatment outcome across a range of client functioning
· be sensitive to measuring change in outcome over time
· have good reliability, validity and sensitivity
· would be able to be integrated into existing data collection practices and reporting requirements and

· be broadly accepted and appropriate for use by treatment providers across the

· Australian AOD field
.
The tool covers 5 areas including demographic details (which also includes treatment type), health and well-being, alcohol consumption, other drug use, and health service utilisation as a measure of cost effectiveness.  It uses a range of measures within these domains some of which are well known in the UK such as the Severity of Dependence Scales and others not used in substance misuse services here.  Similar to measures described above AATOM-C is undertaken at the start of treatment mainly looking retrospectively over the preceding month but also picking up on lifetime indicators of alcohol related problems, and is repeated at 3mths and one year with follow up possible by telephone if necessary.
It has been validated
 but like the other measures discussed above not independently reviewed.  The measure has been tested in practice
 and the current version of the tool takes account of the findings
.  This feasibility study13 includes comments from a small number of participating treatment provides indicating a mostly positive reception with some concerns over length and utility.
It is difficult to form a judgement of the relative strengths of AATOM-C compared to other UK measures.  UK comment on the validity study is required and there are several issues which make it not directly transferable without some adaption – the consumption measures and ethnic groupings in particular along with the use of measures so far not tested in the UK.  However the overall approach has commonalities with RESULT in its intention to be simple but build on existing validated measures which it seems to have achieved.  Possible weaknesses would include the emphasis within the measure on the client’s own assessment of ‘how they feel’ but this is a criticism that could equally be levelled at some of the other UK measures.  The reduction in use of health care services as a measure of cost effectiveness is surprising given that use of health care (particularly primary care) tends to increase as clients improve during the early months of treatment rather than decrease
. 
4.  Differences and similarities between the outcome measures

4.1  Similarities

Domains covered

There is increasing convergence in the domains covered by the outcome measures. Measures now commonly include substance misuse (together or separately), family and social issues relationships, economic issues, crime, and physical and psychological health. 
Raistrick summaries the areas slightly differently (noting the overlaps between the domains) but bringing back the distinction between dependence and substance misuse seen in the early measures which this is particularly useful for alcohol misusers
.
· Substance use

· Dependence

· Psychological well being

· Social well being

4.2 Differences 
Apart from clear differences in presentation, some of which is due to dating of the measures, there are many other differences including: -
a) Rating scales in the domains 

·  Different length of numerical scales and scales using ‘from bad to good’
·  Quantitative scales (number of days on which.....)
b) The range of domains covered and what each encompasses 

c) The degree to which they focus on alcohol 

· Include a relevant way of assessing drinking behavior/consumption

· Use language which that non drug users would related to – a particular weakness of a number of the tools
· Describe situations which people with alcohol problems recognise
d) Capacity to integrate with clinical/agency systems

· Some are additional to existing systems, others can be integrated
· The degree to which they work alongside, or are an integral part of, the treatment process
e) Design purpose

· Drugs or alcohol or genuinely both

· Research or clinical practice or both

· Outcome measurement alone or as part of clinical set of tools

· Stakeholders outcome interests – designed with commissioners, researchers, clients or  clinical workers predominately in mind
· Means of administration – self completion, telephone follow up etc

f) Score assessment

· Baseline of reflection over a time period – mostly 30 days

· Or baseline taken as assessment on the day

· Client self assessment, clinician assessment, shared assessment

g) The resulting measure 
· Single score (CISS and TOPS)

· A range of scores in different areas 
h) Whether they are inclusive of other data to enabling comparison of outcomes by client and treatment variables
i)  Sensitivity – linked to the range of scales used (varying from 3 in CISS to up to 20 in aspects of TOPs.  
5. Issues concerned with selecting an outcome tool

5.1  What are we wanting to measure and why?
Most commonly this is considered in respect of the effectiveness of interventions – does treatment work?  The Effectiveness Review
 provides the best available discussion of this question.   For practical purposes given increasingly commissioner requirements the question is really ‘Is the service effective?’  The measures and the literature available about them come at this question from different directions – clinical and academic research, clinical practise, commissioning interests and concerns and what matters to the client.

A commissioner wanting to know whether a service is worth their investment suggests the question ‘what is the outcome they want to ‘invest’ in?’  This can be, and often is, very different from what the services sees as their main purpose as well as what it is possible for that service to show an impact on.  For example a commissioner may want to see a reduction in alcohol related crime.  Another may be more interested in a reduction alcohol related ill health.   Whilst different treatment services will have varying degrees of impact on such outcomes, few, if any, will have any have direct and measureable impact on local targets on these areas (crime data and overall population health currently indicted by alcohol bed days in hospital).  Altogether different approaches such as price increase may be more likely to deliver the desired outcome although increasingly specific interventions are being targeted to achieve a particular impact (approaches to reduce alcohol related attendances in A&E for example). 
Most treatment providers have a different starting point - an interest in treating the individual and they see people at a variety of stages of alcohol related problems. Treatment services would be able to demonstrate proxy indicators for commissioner concerns and this is what the common domains used in outcome measures track (decrease in an individual’s criminal activity and improvements in health) although attribution is a persistent problem across all treatment outcome measures.  
The added difficulty for service providers is that they commonly have a multiplicity of funding sources and are reporting on a range of outcomes dictated by different commissioners.  One funder rarely fully funds a service particularly those in the voluntary and independent sector which supplies the majority of treatment services for people with alcohol problems.  For example one alcohol agency interviewed for the purposes of this study provided: - 

· TOPs information to their DAAT because they were told they ‘had to’
· Information relating to outcomes under Supporting People requirements 
· Specific measures as a requirement of funding from the Big Lottery and other trusts.
None of these requirements were central to what the agency considered its key purpose was in working with clients and were ‘add ons’ to their own monitoring and data collection systems.

There is also the dimension of the clients own interests and the outcome they want to see which is in danger of being overlooked or given secondary prominence.  Although in practice client interest will often converge with the interests of services (if not commissioners) this will not always be the case.  
The present pressure on statutory commissioners to provide information that inform national targets will remain and potentially increase.  Their requirement is for ‘harder data’ and it seems as though the ‘harder’ the data the more difficulty in validation and attribution as well as service provider ability to collect the information. 
Outcome measures need to converge on the overlapping interests of the stakeholders.  Presently few do.  For example CISS is more geared to clinical concerns whist MAP covers commissioners and provider interests neither having a component for the client’s own desired outcome.  For service providers there considerable convergence however on the domains that ‘speak to’ the interests of commissioners and service users but funders of specific projects, will want to add further and sometimes rather different requirements with statutory agencies requiring harder data (validated, significant measures more directly related to national targets).  There is a gap between the current range of measures available (with the possible exception of RESULT) to deliver this as well the capacity of service providers to use them.
5.2 Ownership by agencies
Outcome indicators are only as good as the data used to inform them.  As the Effectiveness Review points out, agencies need to have ownership of the data otherwise collection and data quality will be poor.  Convergence between what the commissioner wants and what the service sees its purpose as being is also required to ensure ownership.
Much of the literature acknowledges the need for utility for outcome tools noting that however good a measure might be, if it is not easily useable it is useless.  Ideally the measure should be part and parcel of what the agency is doing anyway and add value to its work with clients or at least not detract from this.  Administration systems for recording and assimilating data need to be useful, friendly, straight forward and simple as possible to ensure proper use and collection of data as intended and ideally should be integrated into existing agency systems.
So another requirement to balance against ‘purity of the measure’ is the need for simplicity, speed and ease of use for the data collecting agency. 

5.3 The client needs to be comfortable with questions explored and data recorded
It makes intuitive sense that any measure which requires client cooperation to obtain data is seem by them as relevant.  Clients need to be comfortable with the questions asked of them, the purpose of the questions and how information will be stored and used.  This is even more the case given that the direction of travel in the alcohol field is (or should be) to increase engagement with people who do not perceive themselves as having a problem (increasing and higher-risk drinkers). 
Many practitioners in the alcohol field comment negatively on tools that are designed (or said to be) for both alcohol and drug misusing client groups as the questions so badly match the concerns of clients with predominately alcohol problems.  This is particularly the case with TOP with injecting behaviour being one of only four domains.  The authors of TOP have suggested that alcohol providers could use the relevant sections of TOP (1 and 4) and ignore the other sections.  

Similar issues are acknowledged with MAP as previously discussed2.  Examination of the literature suggests that more measures start from a drug misusing perspective and are subsequently applied to alcohol misusers and the degree to which validation has thoroughly been carried out in respect of both groups is challengeable in some cases.

The most common rational for applying the same measures to both groups is that service users are said to increasingly use alcohol and other drugs completely interchangeably and therefore the presenting problems are the same.  This argument overlooks one fundamental question relevant to the design of measures of outcome: - 

‘Are we interested in the people with alcohol problems or the clients of services’?
Fundamentally, this is not the same thing.  We are not in a free market.  The services available dictate the type of person who uses them - or put another way services are used by people who perceive the agency as being relevant to their needs with an approach and environment is acceptable to them.  Funding sources influence ‘what agencies provide to whom’ and this better explains the drift towards combined services than changes in the overall population.  Despite increases in certain types of co dependency noted in younger people it is still the case in the UK today that the majority of people who need to reduce their drinking are not drug users to any great extent.  This is unlikely to be a show stopping issue for a person seeking help for a severe alcohol problem but it is it likely to be a considerable barrier to intervention for the majority of hazardous and harmful drinkers – which is where the health and social care commissioners have most to gain.
This issue has ramifications for the provision of alcohol services per se which is outside the scope of this study.  However the key point here is that outcome measures for alcohol services should at least not feed the drift towards services for only a proportion of the group affected.  Client engagement is paramount.  Outcome tools such as TOPs are particularly difficult in this respect and others assume a range of issues which many alcohol misuser would simply not recognise.    
5.4 Different services
Overall few services providers are collecting outcome related information in a systematic way to make informed comment about the relative benefits of measures across the tiers.

Discussion held with individuals as part of this study (providers of advice and brief interventions in pharmacy and other services) indicated that obtaining follow up information with people receiving  brief interventions is particularly difficult making the pursuit of outcome information impossible.

In other cases where the brief intervention follows a short assessment, practitioners are using a repeat of the assessment tool (PAT, and commonly AUDIT) as an outcome measure although one project reported that FAST works better with GPs
.   This use of established assessment tools as outcome measures is endorsed by authors of the Effectiveness Review

MAP and CISS appear to be the tools used most often in Tiers 2 and 3.
Exploration in the literature of the available outcome measures in respect of their utility across service tiers is limited.   It might be that present measures considered suitable across alcohol and drugs are in fact only really useable in tier 3 and 4 for the reasons above with a better match between client interests and the outcome measures being particularly important those with less severe alcohol problem.. This issue would benefit from further detailed consideration.

There is insufficient information available about the relative utility of the different measures in different service tiers.  The most that can be said to guide selection is covered in the issues explored above with the exception of brief interventions where repeating the assessment tool is probably the most pragmatic approach, and that overall service intensity will have a bearing on whether tools that are more comprehensive can be used successfully.
5.5 Be reliable and valid
Drawing again on the Effectiveness Review, account needs to be take of the degree to which the measures are: -  

· Universal (can be applied to any social group)
· Have proven validity and reliability 
· Are sensitive to change
6.  Provider and commissioner concerns

Most services routinely collect data on their client numbers, characteristics and information about the services provided and client progress.  Whilst there is considerable interest in development outcome measures the priority for most are in responding to commissioner demands which can take the focus away from looking comprehensively at outcome measurement, funders often being interested in only specific aspects of the work of the agency.

TOPs not popular with alcohol services and some agencies are starting to refuse to collect this information.
Long term follow up is a consistent difficulty and requires specific funding.  Follow up of brief interventions in situations such as within pharmacies is simply not possible. 
What are commissioners doing?
This exercise sort dialogue with commissioners and a small number responded to a request for information about work on outcome measures.
It would appear that commissioners are struggling with this as much as service providers.  Commissioner recognise that wider public health measures will have more direct and measurable impact on health, crime and other social problems then alcohol treatment services and that to seek outcomes that link up directly with these is unrealistic.  However there is a tension with in PCTs they need to report on measures relevant to targets such as NI 39 (reduction in admissions of people with alcohol related conditions) and reducing demands on A&E.  Commissioners are starting to look at outcome measures which together give a broad picture as well as more general ones indicating service effectiveness and at the same time commissioning specific initiatives to tackle these targets.
For example in one PCT
 the development of a dash board of indicators is being considered where individual outcomes are bespoke to specific aspects of the commission intervention mix.  For example a hospital extended scheme to reduce alcohol related patient bed days might have the following outcomes:- 

Potential outcome measures for a hospital extended scheme  

· Reduction in the rate of alcohol specific emergency re admissions 

· Reduction in the rate of increase of alcohol specific related admissions 

· Number of patients referred to a specialist service
· Number of patients referred who commence treatment.

For specialist services the key information of interest are: -  
· Performance management (how to you know if the service is a good one)
· The numbers in treatment

· Demographics of those in treatment

· A reduction in alcohol consumption of those using the services. 
 Most commissioners want to see a reduction in alcohol consumption as a key outcome measure for alcohol services as this is considered to be a reasonable proxy for improvements in a range of other areas.  A key question for many is what is a significant improvement in alcohol consumption i.e. what levels of reduction are known to indicate significant behaviour change and therefore impact on other areas of social and health functioning.

One suggested way of getting at this is to use the Reliable Change Index but is it unlikely that services would be able to do this themselves and there is a danger of increasing complexity of measurement before the basics are solidly established.

Commissioners are clear that information regarding reduction in actual consumption is a key indicator and the literature confirms the validity of measuring this as indicator of improvement across a range of issues
.   The issue of what constitutes a significant reduction is an important one and some are looking at reduction to sensible drinking levels in the absence of other recommendations.  
The field would benefit from an authoritative view on this and this should take account of the need for an easily assessed valid indicator.  Reduction to safe drinking levels is probably too blunt an instrument.  It may be that a reduction through the drinking levels is a helpful way forward as an interim step. 
7.  Quick Comparator
	Outcome Measure
	Short/Time required
	Relevance for alcohol 
	Universality/Reliability and validation
	Independent

Examination? 
	For use in which tiers
	Stakeholder interest covered*

	CDP
	 No - 2hrs
	Yes
	Yes
	No
	3 and4


	Clinical

	ASI
	No - 1hr
	Questionable
	Yes (but ? for alcohol) 
	Yes (but has been challenged)
	3 and 4
	Clinical


	MAP
	Yes - 11 mins
	No but adaptations can and have been made
	Yes (but ? for alcohol)
	No
	2,3 and 4
	Clinical and commissioner but a client interest tool is available as an add on

	RESULT
	Yes - 20 mins
	Uses a range of adapted measures
	Uses individual validated measures
	No
	2,3 and 4
	Clinical, Commissioner and user

	CISS
	Yes - 10 mins
	Questionable
	Yes
	No
	2 and 3 but used in 4 as well
	Clinical



	TOPs
	Yes - 10 mins
	No
	Very questionable for alcohol 
	No
	2,3 and 4
	Clinical &

commissioner

	Alcohol Spider
	Not stated but short
	Yes
	Not tested
	No
	3 and 4
	Clinical, commissioner 

	Alcohol Star
	Not stated but short
	Yes
	Not tested
	No
	3 and 4
	Clinical, commissioner 

	ATOM
	15  mins
	Yes
	Yes
	No
	Prob 2,3&4
	Clinical, commissioner 



*client interests – included only when the tool specifically allows for clients own goals to be recorded.
8.  Conclusions
· No single tool exists that at present ticks all boxes
· There is agreement about the kinds of domains that are relevant and there is a effectively a core set (alcohol misuse, other substances, physical health, mental health, use of time, relationships and economic and social well being) 
· Within the domains there are a wide range of questions many of which have been academically reviewed for validity and universality although much of this focuses on alcohol secondary to drug misuse and few measures have been independently reviewed.  The degree to which academic validation can be selection criteria at this stage is therefore at least questionable.  For tier 2 services choice is best limited to those which increase universality for alcohol misusers and are expressed in language acceptable to a group who largely at present do not present to treatment services.    
· Getting it right for alcohol misusers however might have a knock on effect for existing providers which work with both drug and alcohol users i.e. increase the number of tools they use and therefore increase complexity.  This could be addressed by having a core system running across all clients with a pick and mix approach of domains for use with different groups or by having different measures in different tiers (which is likely to be necessary) or if agencies using measures which are particularly inappropriate to alcohol misuse (MAP and TOPS for example) switched to a more universal measure.   
· Adoption of a package of measures is achievable – as demonstrated by RESULT to take account of the varying needs of stakeholders and the ‘package approach’ might be the only way forward given one measure is not sufficient to address all the key concerns.  
· This could be achievable across tiers 2-4 adopting a dash board approach which could also in corporate quality indicators for commissioners (given that this is relevant given the known effectiveness of treatment services generally and the need for other measures relevant to national targets).    It is likely however that outcomes measure for Brief Interventions  would require a different an more minimalist approach focusing on at most repeat of an the assessment tool.
This paper is accompanied by a paper entitled “Outcome Tools for Alcohol Treatment - Department of Health’s view” which is available on the Alcohol Learning Centre.  Both papers should be read together.
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