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Introduction

This self audit tool is provided to support local partnerships with the development, planning and commissioning of primary care based services as part of an integrated adult drug treatment system.

Treatment for drug problems is often complex and involves many components within an individually tailored package of care, though the effectiveness of well delivered, evidence based drug treatment is well established. 
Primary care services, delivered alongside specialist drug treatment services, are an essential component of an effective integrated adult drug treatment system that is able to meet the demands for the overall capacity, quality and range of services and interventions that are provided to drug misusers. Primary care incorporates a range of community based services, including general practitioners, pharmacists, community and practice nurses, health visitors and mental health practitioners, able to provide accessible care, treatment and support for both general and substance misuse related health needs. 
The term “shared care” was introduced to drug treatment in 1995 through the Department for Health(DH) executive letter (EL(95)114) but has been variously interpreted since, with a plurality of models having been developed within a commissioning landscape that has changed considerably. The role of primary care in local drug treatment systems is reinforced in Models of Care for Drug Misuse
, Drug Misuse and Dependence UK Guidelines on Clinical Management 2007
, and Best Practice Guidance for Commissioners and Providers of Pharmaceutical Services for Drug Users
.

2.  Context of recent primary care developments

The drivers for the development of a range of models of primary care based drug treatment can be summarised as follows:

2.1  Changes in primary care contracting arrangements:

Several changes in primary care contracting have been implemented by the Department of Health in the last few years, for example:

· Targeting specialised areas of care e.g.  Personal Medical Services, (PMS) 1990s 

· Performance management for primary care e.g. GP Contract (nGMS) 2004 and Pharmacy contract
· Best Practice Guidance for Commissioners and Providers of Pharmaceutical Services for Drug Users

· Non-Medical Prescribing, Patient Group Directions And Minor Ailment Schemes In The Treatment Of Drug Misusers

· Opening up the primary care arena to new providers e.g. Alternative providers of Medical Services (APMS), Social Enterprises; Community Interest Companies

· Implementing care closer to home: Convenient quality care for patients. Part 3: The accreditation of GPs and Pharmacists with Special Interests (DH 2007)

2.2 New competencies for GPs, Pharmacists, and other practitioners in substance misuse

During the past decade there has been a substantial increase in the number of doctors from a range of professional backgrounds, but particularly in primary care, working with substance misusers. The expansion in the numbers of general practitioners (GPs) involved resulted in individual doctors working in different ways and with a variety of competencies. 
The Royal College of General Practitioners (RCGP) met the need for competency based training for GPs to deliver substance misuse at different levels with its certificate courses in the management of drug misuse.  These courses are now also accessible to pharmacists, nurses, user advocates and other health professionals, particularly where they have extended roles for non-medical prescribing.

The levels of competency for GPs, addiction specialists and Psychiatrists delivering drug treatment at the various different levels is set out in Roles and Responsibilities of Doctors in the Provision of Treatment for Drug and Alcohol Misusers
.  In addition, The Specification and Accreditation for General Practitioners and Pharmacists with a Special Interests (DH 2007) was published and is due to be revised and re-launched during 2008.
2.3  Particular strengths of primary care based drugs services
Some of the particular strengths of inclusion of primary care based drugs services in treatment systems are:

· An increase in overall treatment system capacity

· An increase in service accessibility for service users

· Flexible treatment capacity for service users who have become stable and need long-term treatment, freeing capacity of specialist treatment services to work with more complex and/or challenging clients
· Facilitation of reintegration of service users within their communities 
· Utilisation of primary healthcare team knowledge of service user’s family and locality context to enhance treatment response and outcome
· Provision of general medical, contraception, minor ailment schemes, pharmacy needle exchange, sexual health services e.g. chlamydia screening, emergency hormonal contraception) and other healthcare services alongside drug treatment services within accessible community settings
· Opportunity to address health inequalities particularly in relation to at risk groups
Models of Care 2006, the 2007 Clinical Guidelines and Care Planning Practice Guide
 provide some more detailed guidance on areas to consider in relation to the quality of primary care delivery, the nature of key working involvement and care pathways.
Guidance for completing the self audit

Introduction

The Partnership Self Audit Tool (PSAT) should be used in conjunction with the guidance below, and considered alongside the documents ‘Clinical governance in drug treatment:  A good practice guide for providers and commissioners” – awaiting publication - and ‘Auditing Drug Misuse Treatment’ (NTA, 2008)
.  It is intended to provide partnerships with an overview of the current primary care contribution to the integrated adult drug treatment system, and to identify any gaps which need to be addressed. 

1.  STRATEGIC MANAGEMENT

It is essential that primary care drug treatment is effectively integrated into the local drug treatment system both in terms of governance and delivery arrangements.
Strategic/ Monitoring Groups (sections 1.1, 1.2 and 1.3)

Many local areas established shared care monitoring groups from 2000 onwards in response to the 1999 Clinical Guidelines with many still operating or carrying out the functions under a different title

The 2007 Clinical Guidelines recommend the establishment of a partnership wide clinical governance group, which in some areas has evolved from and/or incorporates within it the roles of the shared care monitoring group. Partnerships should ensure that whatever structures are established locally, the need for the strategic development and quality assurance of primary care provision is met.

The body with this responsibility would normally be expected to be the body which completes this self-audit and this may present itself as an opportunity to establish such groups where they do not currently exist.  It is important to ensure that reporting structures support lines of accountability to both the Primary Care Trust (PCT) and the wider partnership, and that they are able to report against relevant adult drug treatment plan key priorities and they should therefore have access to appropriate audit and performance data from primary care services.  
Leadership (section 1.4)

Experience has shown that effective leadership is essential for the successful development of services in primary care.  This is often achieved by a local primary care practitioner lead or shared care coordinator being employed in this role by the PCT or drugs partnership to champion and oversee the development of quality primary care services on a day to day basis. Responsibilities may include acting as a champion for primary care drug treatment, trouble-shooting, communicating with the wider membership/contractors; and overseeing training, remuneration, data collection and clinical governance.

Care Co-ordination and Equity of Provision (Sections 1.5 & 1.6)

Substance misusers’ should receive high standards of care that are planned to meet their needs, regardless of the substance(s) used or degree of complexity.  Care should be delivered in the most appropriate environment or service setting. Central to this is the implementation of consistent policies and protocols across the treatment system, with care effectively co-ordinated utilising clearly defined care pathways between primary and secondary/specialist services and across treatment tiers, to ensure that needs and risk issues can be appropriately managed and communicated.

Relevant policies and protocols, care pathways and care co-ordination responsibilities should therefore be agreed and regularly reviewed as part of the overall treatment system design.

2.  TREATMENT CAPACITY
Typical models of primary care based treatment 

Models of primary care drug treatment exist on a continuum and do not form themselves into separate types.  The following distinctions are drawn for ease of conceptualisation rather than to describe discrete groups.  

Commissioned primary care services (sections 2.1 and 2.2)

Given the range of commissioning options for primary care based treatment now in operation, categorisation is not straightforward.  The following 5 models are examples of primary care service delivery.  It is common to find more than one of these models operating side by side in some localities. 

	Type
	Description

	‘Traditional shared care’ Level 1
	Patients seen in primary care setting.  Specialist drugs worker does the majority of the face to face work with the service user.  GP provides prescription for any substitute medications but with minimal input.  Usually locally enhanced service (LES).

	‘Traditional shared care’ Level 2


	Patients seen in primary care setting for care plan review by GP as well as specialist drugs worker.  More significant level of involvement from GP.  Usually Nationally enhanced service (NES) or higher level LES.

	GPwSI Intermediate
	Provides a service for more complex cases and for those whose own GP practice does not deliver enhanced services.  May refer more complex users to specialist service.  May also have a role to develop further GP involvement.

	Primary care based bespoke service
	Service has own or PCT staff full time in the practice. 

Based in primary care setting.  Usually experienced GP involved.  Usually specially commissioned but may be through enhanced services

	Services for special populations (e.g. PMS plus)
	Primary care based service with remit to provide specialist element.  e.g. homeless, refugees, drug users and families.
Funding via separate stream from primary care services.


For the purposes of this audit, those traditional shared care models described in the first 2 (pink) rows of the table above should be used to complete section 2.1 and the last 3 (blue) rows to complete section 2.2.

The following table describes requirements of contracted services available from community pharmacies (adapted from Best Practice Guidance For Commissioners And Providers Of Pharmaceutical Services For Drug Users
 (pp35 - 37)
	Type
	Description

	Essential Services
	These are services all pharmacies are paid to provide. There are seven specific components – dispensing, repeat dispensing, disposal of unwanted medicines, promotion of healthy lifestyles, signposting to other healthcare providers, support for self care, and clinical governance.

Partnerships are encouraged to work with pharmacy leads to maximise opportunities which could be of benefit to substance misusers. 

	Advanced Services 
	These are services for which pharmacists must pass a competency assessment before they can be provided. Currently these are limited to medicines reviews where the pharmacist reviews medication regimes, identifying any problems or concerns and feeds back to the prescriber, together with an intervention service which is similar to a medication review, except that it is triggered by a significant problem with a patient’s prescription.

Partnerships are encouraged to work with PCTs and pharmacy leads to ensure this service is available to patients on methadone and buprenorphine as well as other medications.

	Enhanced Services
	These are services that may be specifically commissioned with individual pharmacies. These services include minor ailment schemes, smoking cessation, needle and syringe exchange, supervised consumption of prescribed medication, supplementary prescribing.

Partnerships should utilise the health needs assessment processes to identify local needs and priorities. Commissioned services would usually be monitored through a shared care monitoring group or its equivalent.


Accessibility  (section 2.3)
All service users should have ready access to local primary care based drug treatment where this is appropriate for their needs.  Distribution of primary care drug treatment services will be informed by the partnership needs assessment, but it is not necessary for all practices or community pharmacies to provide treatment, so long as there are arrangements in place to allow service users to access primary care based treatment locally at another practice. Very large primary care services however, may unintentionally inhibit other primary care bases from developing, allowing geographical gaps in access to remain, or requiring service users to travel such long distances that the primary care service can no longer be described as local.  Occasionally very large services may result in the service user having to change their GP registration to access treatment.  
Section 2.3.1 of the audit should be assessed by considering the total number of patients on the lists of practices participating in all commissioned primary-care based services.  2.3.2 should consider the extent of coverage of pharmacy based provision. (best practice guidance suggests 75% coverage for supervised consumption and 25% coverage for needle exchange provision).
Balance of primary care based provision in the treatment system (section 2.4)

Primary care should form a substantial proportion of treatment provision in any system with demands likely to continue to increase whilst more service users are entering the treatment system than are being discharged.  Local capacity expectations should be set in line with the partnership’s needs assessment.  

Section 2.4 should be assessed by considering the percentage of the total drug treatment population who access their treatment via commissioned primary care based provision
Non commissioned primary care services (section 2.5)

A number of GP practices may be providing drug treatment unsupported by specialist services and are not commissioned to provide this service by the drugs partnership or the PCT.   This may or may not include the provision of substitute medications for the treatment of dependency. Practices that are prescribing to drug misusers without commissioned drug treatment services can normally be identified by examination of PCT ePACT data for prescribing suggestive of opioid or other substance treatment.  GPs should not work in isolation in this way and this practice should be actively discouraged by commissioners. 

Potential problems that may arise include:

· Lack of clinical governance and the potential for poor practice to go unchecked

· Lack of psychosocial interventions which should accompany prescribing

· Lack of integrated care pathways, with poor transfer of service users in and out of services

· Non-completion of NDTMS and Treatment Outcome Profile (TOP) returns and generally poor data capture for these services

The 2007 Clinical Guidelines emphasise the need for partnership working, provision of core activities including effective care planning, risk assessment, key working or care co-ordination, appropriate psychosocial interventions and robust clinical governance arrangements.  Section 3.3.3 of the clinical guidelines explains how the roles of primary care clinician and key worker can complement one another in different ways to deliver a holistic care package.

Where possible, non-commissioned primary care services should be encouraged to become part of commissioned systems, with a view to inclusion in clinical governance frameworks and integrated care pathways. 

It is important that partnerships are aware of the extent of non-commissioned services in their area: Section 2.5 of the audit should identify whether there are non-commissioned substance related prescribing services being provided.  

N.B. PCTs and secondary care trusts are required to appoint an Accountable Officer, part of whose role is to ensure compliance with misuse of drugs legislation, and the safe, effective management of controlled drugs within contracted services. 
3 WORKFORCE DEVELOPMENT

Primary care training (sections 3.1 and 3.6)

Commissioners should ensure that all primary care staff, whether clinicians or other members of the primary healthcare team, have access to relevant training as part of local strategies to develop and ensure the competencies of staff in the treatment system.  Further information is available in the adult drug treatment Needs Assessment Guidance
 in relation to workforce considerations.

Accreditation (section 3.2 and 3.3)
The Royal College of General Practitioners (RCGP) Substance Misuse Unit offers two different certificate level training packages. Part 1 is now multi-disciplinary and is ideal for practitioners working at a generalist level, as part of a shared care scheme, especially those intending to provide treatment to drug users as part of a locally or nationally enhanced service (L/NES). Part 2 is a continuation of the existing certificate and is aimed at those practitioners wishing to become GPs with a Special Clinical Interest or a Practitioner with Special Interest. There will be an expectation that candidates will have completed the Part One certificate or equivalent training (recognised by the RCGP or sister organisations), or can demonstrate that they already have the generalist competencies.

Further information on the RCGP certificate courses is available at http://www.rcgp.org.uk/practising_as_a_gp/substance_misuse/substance_misuse_certificate.aspx
Further competencies may be acquired by GPs in order to work as primary care addictions specialists (as described in Roles and Responsibilities
), for instance as Clinical Lead for a PCT or drugs partnership. 

Additionally there are distance learning modules that can be undertaken by pharmacists and pharmacy technicians who provide enhanced services, including needle exchange and supervised consumption to drug misusers via the Centre for Pharmacy Postgraduate Education (CPPE)
Appraisal (section 3.4)

It is recommended that appraisal for drug treatment work for GPs in traditional shared care arrangements should take place, for example, as part of generic annual GP appraisal.  Guidance on GPwSI appraisal for drug misuse treatment is currently under revision by the RCGP’s Substance Misuse Unit, but as a general principle, specific annual substance misuse appraisal or alternating generic appraisals with special interest appraisals are recommended.

Equally, systems should be in place for the supervision and appraisal of primary care pharmacists and nurses working as non-medical prescribers.

Clinical supervision (Section 3.5)
Clinical supervision for drug misuse work is increasingly important as the complexity of treatment provision increases  For GPwSIs and primary care addictions specialists, this is particularly important, and may need to be commissioned via local specialist services or from outside the drugs partnership area.

PCTs/Partnership areas should therefore ensure that there are appropriate mechanisms in place to facilitate individual and/or group clinical supervision.  

4. QUALITY IN PRIMARY CARE BASED DRUG TREATMENT

Primary care audit (section 4.1)
Primary care services should be safe and effective and delivered in line with all relevant local and national guidance.  A programme of clinical audit should be considered when assessing the quality of primary care services.   This activity should be overseen by the shared care monitoring group or equivalent (see sections 1.1-1.3, above).  Practices providing NES services should comply with the minimum requirements for audit as defined within the NES specification
and a requirement for clinical audit should also be built into LES contracts.   The key document against which this audit programme should be designed is the 2007 Clinical Guidelines.  Further information is contained within ‘Auditing Drug Misuse Treatment’ (NTA, 2008)
.

Primary care prescribing policy (section 4.2)

Primary care based drug treatment should be guided by local shared care prescribing policies which interlock with specialist prescribing policies.  It is appropriate that GPs would be expected to prescribe standardised treatments within optimal dose ranges, whereas doctors with specialist competencies might additionally use less orthodox preparations, such as injectable methadone or doses outside those recommended in national guidance; or prescribe for conditions with a less established evidence base, such as amphetamine dependency. Local clinical leads and shared care monitoring groups (or their equivalents) should work together to agree local prescribing policies, which should be approved via PCT clinical governance processes.  

Primary care participation in care planning process (section 4.3)
It is important that primary care based drug treatment is compliant with NICE technology appraisals and Clinical Guidelines together with the Department for Health 2007 Clinical Guidelines
.  Prescribing should take place in the context of comprehensive assessment, care planning, and key working, with observed consumption where appropriate. Psychosocial interventions and co-ordination of wraparound services should be integrated into the care package.  The NTA and the RCGP advise active GP involvement in care planning, with care plans being formally reviewed on a regular basis, at least quarterly as a minimum standard.  In all cases,arrangements should be made for the administration of the Treatment Outcome Profile (TOP) on a 12 weekly basis either by the care coordinator, key worker or  the GP.  

Provision of general medical services (section 4.4)

The role of primary care in providing general healthcare to service users should not be overlooked as it is one of the particular strengths that primary care brings to drug treatment.  All GPs are professionally responsible for providing such services, regardless of involvement in other drug treatment.  The GMC, RPSGB and NMC are clear that doctors, pharmacists and nurses must not discriminate against particular groups of patients on the grounds of lifestyle, and the 2007 Clinical Guidelines, chapters 2 and 6, clarify the interventions expected of all prescribers in newly presenting cases of problematic drug use.  

Harm minimisation (section 4.5)

All practices should offer harm reduction advice (e.g. safer injecting advice) and interventions (BBV testing and immunisation) as part of their general medical services.  This includes practices which do not participate in drug misuse treatment and as a minimum partnerships should aim for 100% of those practices which do participate in the treatment system to provide an appropriate range of harm reduction interventions in line with the National Reducing Drug-Related Harm Action Plan
. 
Primary care in adult drug treatment systems: Partnership Self Audit Tool

The titles under ‘Lead agencies/individuals’ are examples only.  Each Partnership may have developed job titles more specific or appropriate to their current job specifications for example: Treatment Effectiveness Manager instead of Models of Care lead or Drugs Strategy Manager instead of DA(A)T Coordinator. It is the responsibility of the Partnership to update the template to match the current workforce allowing the document to become relevant to their local Partnership. The abbreviated term DA(A)T is used in this document.  This will also need to be replaced with the relevant Partnership term.

	RED
	Not in place or not at standard required and significant needs/improvements identified

	AMBER
	Progress being made but further work/investment required to meet identified need/standard

	GREEN
	Provision in place and/or good progress being made against assessed need and required standards

	1. Strategic management
	Lead agencies

/ individuals 
	Current (RAG) status
	Issues / comments / actions

	1.1 Partnership has a multi-agency strategic group responsible for overseeing the development and quality of primary care services.  This is usually a Shared Care Monitoring group but the functions may be fulfilled within a different group or may be developed as part of new clinical governance arrangements for the drug treatment system.

	Local commissioning partnership(s) and  PCT/MHT clinical governance lead
	
	

	1.2 PCT and Partnership receives quarterly primary care development progress report against adult drug treatment plan expectations and key priorities.

	DA(A)T Chair / CG lead
	
	

	1.3 Partnership receives and reviews clinical governance/quality assurance reports from primary care based drug treatment services.
	DA(A)T CG Lead/JCM
	
	

	1.4 Partnership has a named lead/champion for primary care service development and quality (e.g. GP, Pharmacy lead or shared care co-ordinator).
	DA(A)T Chair / CG lead
	
	

	1.5 There are published care pathways which allow smooth criteria-led transfer of patients between primary and secondary/specialist care.

	DA(A)T CG Lead/JCM
	
	

	1.6 There are defined arrangements for effective care co-ordination for patients accessing primary care services

	DA(A)T CG Lead/JCM
	
	


	RED
	Not in place or not at standard required and significant needs/improvements identified

	AMBER
	Progress being made but further work/investment required to meet identified need/standard

	GREEN
	Provision in place and/or good progress being made against assessed need and required standards

	2 Treatment capacity
	Lead agencies / individuals
	RAG status
	Issues / comments / actions

	2.1 A local expectation is set in relation to the percentage of general practices and community pharmacies who provide services within a locally or JCG defined shared care arrangement.
	DA(A)T/PCT
	
	

	2.2 A local expectation  is set in relation to the percentage of general practices who are delivering  primary care-based treatment within other commissioned service model(s) e.g. bespoke services, PMS plus
	DA(A)T/PCT
	
	

	2.3 Gaps in coverage of primary care provision are identified and a local improvement expectation included in treatment plans. i.e. the aim is for all patients to be able to access primary care treatment within their community of residence once they are assessed as suitable.
	PCT Primary Care Lead/DA(A)T JCM
	
	

	2.4  A local expectation is set in relation to the percentage of service users in community prescribing services who are receiving treatment from primary care services included in 2.1 and 2.2 above i.e. how much of the total adult community prescribing treatment capacity is provided by primary care
	PCT Primary Care Lead/DA(A)T JCM & SCMG or equivalent
	
	

	2.5 GP practices do not provide community prescribing outside of a commissioned service model.
	PCT Primary Care &/or Clinical Governance Lead/DA(A)T JCM/ SCMG or equivalent
	
	


	RED
	Not in place or not at standard required and significant needs/improvements identified

	AMBER
	Progress being made but further work/investment required to meet identified need/standard

	GREEN
	Provision in place and/or good progress being made against assessed need and required standards

	3. Workforce development
	Lead agencies / individuals
	RAG status
	Issues / comments / actions

	3.1 The Partnership workforce learning and development strategy specifically includes primary care needs.
	PCT/ Primary care lead/DAT JCM
	
	

	3.2 A local expectation  is set in relation to the  percentage of practices where at least one GP has completed  RCGP Part 1 Certificate in the Management of Drug Misuse or equivalent accredited training.  Ideally this should equate to or exceed, the number of practices providing commissioned primary care based treatment
	PCT Primary Care &/or Clinical Governance Lead/DA(A)T JCM/ SCMG or equivalent
	
	

	3.2.1 A local expectation is set in relation to the percentage of community pharmacies where the regular pharmacist has completed RCGP part 1 certificate or CPPE certificate in substance misuse.
	PCT Primary Care Lead/DA(A)T JCM & SCMG or equivalent
	
	

	3.3 A local expectation  is set in relation to the  number of GP’s who have completed  Part 1 (or equivalent) and Part 2 of the RCGP Certificate in the Management of Drug Misuse or equivalent accredited training. 
	PCT Primary Care Lead/DA(A)T JCM & SCMG or equivalent
	
	.

	3.4 A local expectation is set in relation to the number of GPwSIs who have had an appraisal which specifically addresses the substance misuse part of their work.  
	PCT Primary Care Lead/DA(A)T JCM & SCMG or equivalent
	
	

	3.5 Systems are in place to enable GPwSIs,  Primary Care Addictions specialists and non medical prescribers to have access to clinical supervision and support from an appropriately qualified specialist.
	PCT Primary Care Lead/DA(A)T JCM & SCMG or equivalent
	
	

	3.6 Other primary care staff  e.g. receptionists practice nurses, midwives and health visitors have access to relevant competency based training.
	PCT Primary Care Lead/DA(A)T JCM & SCMG or equivalent
	
	


	RED
	Not in place or not at standard required and significant needs/improvements identified

	AMBER
	Progress being made but further work/investment required to meet identified need/standard

	GREEN
	Provision in place and/or good progress being made against assessed need and required standards

	4 Quality
	Lead agencies / individuals
	RAG status
	Issues / comments / actions

	4.1  Primary care services have participated in appropriate levels of clinical audit of aspects of drug misuse treatment as defined in the guidance.
	PCT Primary Care &/or Clinical Governance Lead/DA(A)T JCM/ SCMG or equivalent
	
	

	4.2.1  A locally agreed primary care based drug treatment prescribing policy and shared care agreement is in place that is consistent with NICE and DH clinical guidelines.

	PCT Primary Care &/or Clinical Governance Lead/DA(A)T JCM/ SCMG or equivalent
	
	

	4.2.2 A locally agreed primary care based drug treatment prescribing policy has been approved via PCT clinical governance processes.  


	PCT Primary Care &/or Clinical Governance Lead/DA(A)T JCM/ SCMG or equivalent
	
	

	4.3 All participating primary care practitioners actively participate in local care planning processes

	Primary Care/Shared Care Co-ordinator/ SCMG or equivalent
	
	

	4.4 All GP practices offer general healthcare to drug misuse patients 
	PCT Primary Care &/or Clinical Governance Lead/DA(A)T JCM/ SCMG or equivalent
	
	

	4.4.1 All community pharmacies provide essential pharmacy services to drug users.
	PCT Primary Care &/or Clinical Governance Lead/DA(A)T JCM/ SCMG or equivalent
	
	

	4.5 All primary care practitioners and GP practices, offer harm minimisation advice e.g. safer injecting advice, safe storage of medications and interventions e.g. BBV immunisation and testing in line with relevant clinical guidelines


	PCT Primary Care &/or Clinical Governance Lead/DA(A)T JCM/ SCMG or equivalent
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