Wik
NSW | Health

GOVERNMENT

Drug and Alcohol Service Planning Model for Australia

4

A~y

v
Population-based planning for
Drug and Alcohol Service Development

TECHNICAL MANUAL
for the
Intergovernmental Committee on Drugs (IGCD)

FINAL VERSION 4.15
26 August 2013

A project commissioned by the Ministerial Council on Drug Strategy through the Cost Shared Funding Model



Copyright

This work is copyright. It may be reproduced in whole or part for study training purposes
subject to the inclusion of an acknowledgment of the source. It may not be reproduced for
commercial usage or sale. Reproduction for purposes other than those indicated above
requires written permission from the NSW Ministry of Health.

© NSW Ministry of Health 2013

For further information please contact:

Mr David McGrath

Director

Mental Health and Drug and Alcohol Programs
NSW Ministry of Health

LMB 961

NORTH SYDNEY NSW 2059

Phone: (02) 9391 9278
Email: david.mcgrath@doh.health.nsw.gov.au

Report Prepared/Compiled by

Name: NSW Ministry of Health Project Team

Team: Strategic Planning & Evaluation Team
Programs Development and Coordination Unit
Mental Health and Drug and Alcohol Office
NSW Ministry of Health

Date: 26 August 2013

A project commissioned by the Ministerial Council on Drug Strategy through the Cost Shared Funding Model



mailto:jburg@doh.health.nsw.gov.au

Acknowledgments

The Project Team undertook the development of the Drug and Alcohol Service Planning
Model for Australia ( the Model) with the guidance of the Project’s Expert Reference Group,
and in consultation with stakeholders.

The Project Team is comprised of staff from the Mental Health and Drug and Alcohol Office
(MHDAOQ) in the NSW Ministry of Health (NSW MoH).

Contributions were made by:

O 0O0oO0

a
a
a

Director, Mental Health and Drug & Alcohol Programs, NSW MoH

NSW Health Drug and Alcohol Clinical Advisor

Steering Committee (membership: senior jurisdictional drug and alcohol
representatives)

Expert Reference Group (membership: modelling and drug and alcohol experts
working in a variety of settings — university based research organisations, consultancy,
government and community drug and alcohol services)

NSW Drug and Alcohol Program Council

Drug and Alcohol Aboriginal representatives

Other Drug and Alcohol stakeholders.

A full list of the current members of the Steering Committee, Expert Reference Group and
Indigenous Committee is to be found at:

Appendix 2 Project Governance/Committees/Terms of Reference.

A project commissioned by the Ministerial Council on Drug Strategy through the Cost Shared Funding Model



Table of Contents

1. Introduction 9
2. Project Background 10
2.1 Project Sponsorship and Funding 10

2.2 Project Aim 10

2.3 Project Governance 10
2.3.1 Purposes, Membership and Process — Steering Committee 12
2.3.2  Purposes, Membership and Process - Expert Reference Group 12
2.3.3  Purposes, Membership and Process - Project Team 13
2.4 Alignment with National Drug Strategy Objectives 13

2.5 Application of Project Outcomes 14

2.6 Links to Mental Health Clinical Care and Prevention Model 14

3. Project Scope 16
3.1 InScope 16
3.1.1 Drug Types 16
3.1.2  Services 17
3.2 Out of Scope 17
3.2.1 Drug Types 17
3.2.2  Services 18
3.2.3 Modules started and proposed to be completed in the next iteration of the Model 19
4. Summary Explanation of Model 21
5. Structure of the Model 22
5.1 Overview of Structure 23
5.1.1 General Note 23
5.1.2 Drug Type 23
5.1.3 Population & Epidemiology 24
5.1.4 Demand 25
5.1.5 Service Mapping 28
5.1.6 Clinical Care Rate 30
5.1.7 SBI Screening Brief Intervention 33
5.1.8 Care Packages 33
5.1.9 Care Packages and Mental Health Comorbidity 34
5.1.10 Standalone Items (Sprinkles) 36
5.1.11 Modelling for Pregnant Women 36
5.1.12 Estimates/Predictions 37
6. Modelling Withdrawal Management 39
7. Age Group Specific Modelling 41
7.1 0-11 months 41
7.1.1 Early Intervention: Care Delivered To the Parent On Behalf Of the Child 41
7.1.2  Child of Parent Who Uses Substances — NAS Baby 41
7.1.3  Foetal Alcohol Spectrum Disorder (FASD) 42
7.2 1-11years 42
7.2.1  Early Intervention: Care Delivered To the Parent On Behalf Of the Child 42
7.3 12-17 years 43
7.3.1 Family / Carer Engagement 43
7.3.2  Consultation Liaison to Obstetrics 43
7.4 18-64 years 43
7.4.1  Consultation Liaison to Obstetrics 43

A project commissioned by the Ministerial Council on Drug Strategy through the Cost Shared Funding Model



7.4.2  Vocational Education, Training and Employment (VETE) 43

7.5 65+ years 44
7.5.1 Information and Education 44
7.5.2  Consultation Liaison To Residential Aged Care Facility 44

8. Model Parameters 45

8.1 Agegroups 46

8.2 Population 46
8.2.1 Standard Population 46
8.2.2  Australian and Other Jurisdictional Populations 47

8.3 Prevalence Parameter 47
8.3.1 Total 12 Month Epidemiological Prevalence 47
8.3.2  MILD, MODERATE and SEVERE Prevalence Rates 48
8.3.3  SBI Screening Brief Intervention Target Population 48

8.4 Treatment Rate Parameters 49
8.4.1 Treatment Rate Parameters - Total 12 Month Treatment Rates 49
8.4.2 MILD, MODERATE and SEVERE Treatment Rates 50
8.4.3 Treatment Rates for Care Packages 50

8.5 FTE Hours of Service per Year 51
8.5.1 Calculation of Clinical FTE Reportable Client Hours 51

8.6 Bed Based Services 52
8.6.1 Bed Days (BD) 53
8.6.2  Average Length of Stay (ALOS) 53
8.6.3 Readmission 53
8.6.4 Occupancy 53
8.6.5 Separations per Person 53
8.6.6  Available Bed Days (ABDs) 54
8.6.7 Occupied Bed Days (OBDs) 54
8.6.8 Persons per Bed Year 54
8.6.9 FTE/Bed 54

8.7 Pricing 54

8.8  FTE Staff Prices 54

8.9 Bed Prices 55

8.10 Diagnostic Test Prices 55

8.11 Prescription Medicine Prices 55

9. Epidemiology 57

9.1 Epidemiological Information Used to Inform The Model 57

9.1.1 Epidemiological Prevalence 57
10. Description of MILD, MODERATE & SEVERE (standard and complex) 58

10.1 Key Points - Summarised 58

10.2 Background 59

10.3 SEVERE, MODERATE and MILD Drug or Alcohol Use 59
10.3.1 SEVERE 59
10.3.2 MODERATE 60
10.3.3 MILD 60

10.4 Conceptualising Severity In Relation to the Prevalence Data 61

10.5 Applying Severity to Individual DRUG Groups 61

10.6 Modelling Severity 62

10.7 Revised Estimates of lllicit Opioids 63

10.8 Epidemiology and Treatment Rates and Numbers 65

11. Screening and Brief Intervention 71
12. Harm Reduction Estimates 75

A project commissioned by the Ministerial Council on Drug Strategy through the Cost Shared Funding Model



13. Promotion and Prevention 80

13.1 Current Issues with modelling of Promotion and Prevention 80
13.2 Work Undertaken for Prevention and Promotion 81
13.3 Prevention Component Framework 87

14. Preliminary Indigenous Adaptation to the Model 90
15. Estimating the Number of Clinical Staff FTE Needed 92
15.1 Estimating the Annual Clinical Staff FTE Resource Requirement 94
15.1.1 Standard Clinical Staff FTE 94
15.1.2 Caretaker Clinical Staff FTE 96
15.1.3 Calculation of reportable client hours generated by a clinical FTE 97
15.2 Bed Based Staff Weighting Factors 99
15.2.1 Withdrawal Management (Detox) Beds & Residential Beds 99
15.2.2 Methodology for the calculation of overnight & weekend Detox bed FTEs 99
15.2.3 Methodology for the calculation of overnight Resi Rehab bed FTEs in DACCP 99
16. Estimating the Number of Beds Needed 101
16.1 Estimating the Annual Bed Resource Requirement 101

17. Estimating the Number of Diagnostic Tests Needed 105
17.1 Estimating the Annual Diagnostic Tests Requirement 105

18. Estimating the Quantity of Doses of Prescription Medicine Needed 107
18.1 Estimating the Annual Prescription Medicine Requirement 108

19. Pricing — Clinical Staff, Prescription Medicine and Diagnostic Tests 110
19.1 Pricing — Clinical Staff 111
19.1.1 Doctor — GP (not AMS) 111
19.1.2 Doctor AMS, Nurse/AH Staff, AOD Worker 113
19.2 Exclusions from Clinical Staff Estimates 113
19.2.1 Operating Costs 113
19.2.2 Capital Costs 114
19.3 Pricing — Beds 114
19.3.1 Source of Bed Overhead Costs 115
19.4 Pricing — Diagnostic Tests 116
Source of Diagnostic Test Prices 116
19.5 Pricing — Prescription Medicine 117

20. Cost 119
20.1 Calculating Clinical Staff FTE Cost 119
20.1.1 Clinical Staff FTE — Ambulatory & Bed Based 119
20.2 Calculating Cost of Bed Based Services 119
20.3 Calculating Cost of Diagnostic Tests 120
20.4 Calculating Cost of Prescription Medicines 120

21. Population 122
22. Appendices 124
Appendix1 Glossary and Acronyms 125
Appendix 2 Project Governance/Committees/Terms of Reference 140
A2.1  Terms of Reference -Steering Committee 141
A2.2  Terms of Reference - Expert Reference Group 145
A2.3  Steering Committee Membership 149
A2.4  Expert Reference Group Membership 151
A2.5 Indigenous Committee — Membership 153
A2.6  Project Team — Membership 154
Appendix 3 AN EXPLANATION ON severity and disability weights 155
A3.1 The burden of disease and injury in Australia, November 1999 155
A3.2  An explanation on severity and disability weights 156

A project commissioned by the Ministerial Council on Drug Strategy through the Cost Shared Funding Model



A3.3  The definition of SEVERE, MODERATE and MILD mental illness

A3.4  Definition of SEVERE

A3.5 Definition of MODERATE

A3.6  Definition of MILD

A7.7  The ECA Surveys

A3.8 The NCS

A3.9 Supplement for MH-CCP Version 2.008

A3.10 Background to the definitions of levels of severity in CCP modelling.

A3.11 The Victorian legal definition of Severe Substance Dependence
Appendix 4 Review of Treatment rate parameters in DA-CCP

A4.1  Background

A4.2  Direct Demand Estimates

A4.3  Estimates from Disability Weights

A4.4  Alcohol
Appendix 5 Using AUSBoD data in the age group 12-17 years

A5.1  AUSBoD shows prevalence age 15+, calculations for 12-17 years age group in the model.
Appendix 6 Activities Included /Excluded from Care Packages and Clinical FTE

Appendix 7 Calculations for Pricing — Clinical Staff
A7.1 A comparison of prices for the different types of FTEs by source

A7.2 A comparison of prices for the different types of FTEs by source — South Australia
A7.3 A comparison of prices for the different types of FTEs by source — NSW data in the SA format
A7.4  Summary —salary only
A7.5  General Medical Practitioner
Appendix 8 Calculations For Presentations at Emergency Department
A8.1  Method of Calculation - Presentations at Emergency Department
Appendix 9 Calculations for Average Length of Stay (ALOS)
A9.1  Method of calculation ALOS for Beds used in 12 month care packages
A9.2  Method of calculation ALOS for Beds Stays for Standalone items
Appendix 10 Care Packages — 12 months
A10.1 Standard and Complex
A10.2 Care Package Specifications
A10.3 Care Package Codes and Descriptions
Appendix 11 Standalone Care — Not for 12 months
All.1 Modelling for Pregnant women
Al11.2 Modelling for Consultation Liaison to MH and General Beds
A11.3 Modelling for Info and Education
Al11.4 Summary Of Standalone Items
A11.5 Example: Standalone Items for Alcohol Age 12-17
Al11.6 Standalone Items Codes and Descriptions
Appendix 12 Key Parameters Bed Stats
Appendix 13 Care Rates and Numbers for SEVERE Care Packages
Appendix 14 Care Rates for the Standalone Items

Appendix 15 Residential Rehabilitation
A15.1 Who needs residential rehabilitation?

A15.2 How residential rehabilitation beds are modelled

A15.3 Summary of Residential Rehabilitation care

Al15.4 Residential Rehabilitation and the estimator tool

A15.5 WHOS MTAR Program Schedule

A15.6 WHOS Gunyah (Mens) Program Schedule — Drug Free

A15.7 WHOS New Beginnings (Womens) Program Schedule — Drug Free

158
158
159
159
160
160
161
165
167
175
177
179
181
182
185
185
195
202
202
204
205
206
207
213
213
215
215
215
217
218
219
220
222
222
223
223
225
237
239
241
248
261
274
274
275
275
278
279
281
283

A project commissioned by the Ministerial Council on Drug Strategy through the Cost Shared Funding Model



A15.8 WHOS RTOD - Program Schedule 285

A15.9 Logan House Weekly Timetable 286
A15.10 DASA Alice Springs- Withdrawal Management (Detox)and 8 week program 288
A15.11 The Buttery timetable 289
Appendix 16 Data Companion 290
Al1l6.1 Aus BOD drugs Prevalence, Mortality, Remission, Disability Weight 290
Al1l6.2 ICD Codes Related to Aus BOD Drugs 292
A16.3 ASCDC Australian Standard Classification of Drugs of Concern 292
Al16.4 ABS Populations Australia, 2006 296
A16.5 ABS Populations Australia, 2006 - 2031 by State and Age Group 300
Al6.6 The 2010 National Drug Strategy Household Survey 311
Appendix 17 Harm Reduction Component Details and Estimates 315
Al17.1 Harm Reduction details and Resource Estimate 315
Al17.2 Harm Reduction Intervention Costs Estimates 318
Appendix 18 Considerations for Next Revision of the Model 319
Appendix 19 DRAFT Prevention Component 321
Appendix 20 Data Sources and References 375
Appendix 21 Frequently Asked Questions (FAQs) 386
A21.1 Isthe Model prescriptive? 386
A21.2 Why is the Model a “should” model? 386
A21.3 What is the difference between need and demand? 386
A21.4 What is the difference between the Model and a resource distribution formula? 386
A21.5 Why standard populations of 100,0007? 386
A21.6 What of rural and remote communities, different socioeconomic status, Indigenous populations?386
A21.7 What are the different age groups in the model? 387
A21.8 How were the MILD, MODERATE and SEVERE categories determined? 388
A21.9 Does the Project use ‘episodes of care’ in its modelling? 388
A21.10 Does the model show treatment completion rates? 389
A21.11 Are there different kinds of Staff Costs in the model? 389
A21.12 Does the model estimate future drug use and age projections? 389
A21.13 What is a care package? 389
A21.14 Why does a care package cover a 12 month period? 390
A21.15 Who provided the specifications for the care packages? 390
A21.16 What about the physical health needs of an individual? 390
A21.17 What if a person requires several years of treatment? 390
A21.18 How many care packages can a person have in a year? 391

A21.19 How do the care packages account for incident cases (new cases) of illness versus prevalent cases

(ongoing cases) in a 12 months period? 391
A21.20 If a care package specifies a level of care for a year that is adequate or satisfactory, does this mean
that services in the future may be at risk of being rationed to the levels prescribed in a care package? 391

A21.21 Are weightings applied for serious and complex cases? 391
A21.22 Why are there ‘standalone’ items that are NOT 12 month care packages? 392
Appendix 22 Gap Analysis 393
A22.1 Using prevalence and treatment data to calculate different rates 394
A22.2 Gap Analysis for Jurisdictions 396
A22.3 Recommended Data Collection Items 396
Appendix 23 List of Tables 398
Appendix 23 List of Figures 403

A project commissioned by the Ministerial Council on Drug Strategy through the Cost Shared Funding Model



Technical Manual

1. Introduction

This Technical Manual accompanies and supports the Estimator Tool and its associated User
Manual. The Technical Manual:

summarises the model’s genesis

identifies the scope of the Model

describes the model’s underlying structure

details elements of the model

explains how key parameters used in the model have been derived
explains how resource estimates are calculated

answers questions about the model (FAQSs).

oooo0dood
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2. Project Background

2.1 PROJECT SPONSORSHIP AND FUNDING

The Drug and Alcohol Service Planning Model for Australia (the model)was commissioned
early in 2010 by the Ministerial Council on Drug Strategy (MCDS) through the
Intergovernmental Committee on Drugs (IGCD), as a project under the cost shared funding
model (CSFM).

2.2 PROJECT AIM

The project’s aim was to develop a nationally agreed population based planning model to
estimate the need and demand for drug and alcohol health services across Australia.

The project was originally funded for a two year period from 1 April 2010 to 31 March 2012,
and was extended to 31 December 2012.

2.3 PROJECT GOVERNANCE

The Project was structured around the following project groups:
e Steering Committee (SC);
e Expert Reference Group (ERG); and

e Project Team.

The Governance Structure to support the Project is outlined in Figure 1 below.

A project commissioned by the Ministerial Council on Drug Strategy through the Cost Shared Funding Model
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Figure 1 - Project Governance Structure
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The membership, key responsibilities, and relevant processes of the Project groups are
identified in the following sections.

2.3.1 Purposes, Membership and Process — Steering Committee

A Project Steering Committee (SC) comprised of senior health officials representing all
jurisdictions provided final decisions on all matters related to the Model development, over an
almost three year period from April 2010 through to February 2013.

Membership of the SC was determined by the Inter-Government Committee on Drugs (IGCD).
Secretariat support was provided by the lead agency (Mental Health and Drug and Alcohol
Office, NSW Ministry of Health").

Typically the SC received a report on the modelling work undertaken, over the preceding six-
month period by the Project Team on the advice of the Expert Reference Group (ERG). The
report included areas where decisions or directions were needed. Sufficient time was factored
in between the SC meeting and the time when papers had to be prepared for IGCD, so that it
was possible for the Project Team to act on SC decisions and provide a paper to IGCD on the
SC endorsed model as it existed at that time.

The contribution of the SC to the success of the Project was in deciding on issues that could
not be resolved at the ERG level, facilitating discussion on jurisdictional level issues and
priorities, and providing a platform for an initial National endorsement of the model.

The detailed terms of reference for the Steering Committee, and a list of members can be
found at:

Appendix A2.1 Terms of Reference -Steering Committee
Appendix A2.3 Steering Committee Membership

2.3.2 Purposes, Membership and Process - Expert Reference Group

The Expert Reference Group (ERG) was responsible for advice and review of all matters
related to components of the modelling for the Model, that is, epidemiological and clinical
aspects of drug and alcohol treatment, and service delivery and planning. These included:

o identifying literature reviews and other literature relevant to the project

e consulting within jurisdictions and /or professional networks to obtain and supply
information needed by the project

e providing detail of activities, diagnostic tests and prescription medicines, that make up the
care packages

e advising on the epidemiological data underlying the model

e assessing outcomes of the Model, and advising on its correctness.

! As at 6 October 2011, the NSW Department of Health was renamed the NSW Ministry of Health
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Membership of the ERG was determined by the Project Steering Committee nominated by the
Inter-Government Committee on Drugs (IGCD). Membership included experts across
stakeholder organisations and jurisdictions, who could provide expert advice on one or more
aspects of the modelling at the epidemiological level, clinical level, and service planning level
and for their high level research expertise.

The ERG included the Director, Drug Policy Modelling Program, National Drug and Alcohol
Research Centre (NDARC) as its Chairperson, representatives from the Australian National
Council on Drugs (ANCD), the Alcohol and Other Drugs Council of Australia (ADCA), National
Indigenous Drug and Alcohol Committee (NIDAC), Australasian Chapter of Addiction Medicine
within the Royal Australian College of Physicians, Australian Therapeutic Communities
Association (ATCA), and representatives from each State/Territory health jurisdiction.

Secretariat support was provided by the lead agency (Mental Health and Drug and Alcohol
Office, NSW Ministry of Health).

The contribution of the ERG to the success of the Project was critical. A number of regular
teleconferences and face-to-face meetings were scheduled over the course of the Project.
Typically, each meeting reviewed the work done in accordance with actions required by the
previous ERG meeting/s and the previous Steering Committee meeting, and made
recommendations for the work to be prioritised by the Project Team over the next period. The
commitment required from individual members varied considerably over the project life, as
particular topics became the focus of attention.

The detailed Terms of Reference for the Expert Reference Group and a list of members can
be found at:

Appendix A2.2 Terms of Reference - Expert Reference Group
Appendix A2.4 Expert Reference Group Membership

2.3.3 Purposes, Membership and Process - Project Team

The Project Team was responsible for the everyday modelling and development of the Model.
The team was responsible for delivery of the three major products of the Project — an
Estimator Tool and documentation, the Technical Manual, and a final report to the IGCD. The
team created the Model template, identified and collated data and information, and acted on
the expert advice of the ERG and direction of the SC to finalise the Model. The team also
provided secretariat support to the SC and ERG.

The Project Team was made up of staff from the Lead Agency (Mental Health and Drug and
Alcohol Office, NSW Ministry of Health), and comprised a Project Director, Project Manager, a
Senior Project Officer, a Project Officer, and other Senior Project Officers and Project Officers
as required.

2.4 ALIGNMENT WITH NATIONAL DRUG STRATEGY OBJECTIVES

A project commissioned by the Ministerial Council on Drug Strategy through the Cost Shared Funding Model 13



Technical Manual

The Project proposal to the IGCD met the following priority areas of the National Drug
Strategy 2004-2009%:

e Prevention - the model will quantify the need for prevention, promotion and early
intervention e.g. FTE staff per 100,000 of age specific population

¢ Reduction of drug use and related harms - by determining a level of service that is needed,
and connecting this to epidemiological data on drug use and harms, a logical case can be
made for the level of harm reduction that could be achieved with additional resources

e Improved access to quality treatment - by including clinically defined drug and alcohol care
packages based on guidelines/ clinical consensus, and determining the resources needed
to deliver those packages of care to those who need them, the model supports the use of
quality treatments. For example FTE staff per 100,000 of age specific population, and
beds per 100,000 of age specific population

e Development of the workforce organisations and systems - the drug and alcohol service
planning model helps to define an adequate, comprehensive drug and alcohol service.
The model serves to define the workforce capacity that is needed to deliver that care, e.g.
FTE staff per 100,000 of age specific population.

2.5 APPLICATION OF PROJECT OUTCOMES

As there was no national population based model for drug and alcohol service planning, it was
considered that the provision of a nationally consistent drug and alcohol service planning
model would provide a standardised measure across all jurisdictions for estimating the need
for drug and alcohol services, across the spectrum from prevention® and early intervention to
the most intensive treatment.

It would also provide a basis for all jurisdictions to consistently estimate of the gap between
estimated need and current resources.

2.6 LINKS TO MENTAL HEALTH CLINICAL CARE AND PREVENTION MODEL

In 2001 NSW Health developed a model for estimating mental health service needs. The
model is called the Mental Health and Clinical Care and Prevention (MH-CCP) Model and has
been favourably reviewed in international literature®.

Planning models endorsed by governments with service delivery and funding responsibilities
are not easily built. The review of 31 mental health system plans from Australia, New Zealand,
the UK, the US and Canada found that only four predicted overall resource requirements and
only two had an epidemiological basis for the resource levels predicted. One was the MH-
CCP Version 1.11 model from the NSW Ministry of Health, which laid its cards on the table in

% The National Drug Strategy (NDS) 2004-2009 — a policy framework that provides a coordinated, integrated approach to
prevent and reduce the harms caused by drugs in the Australian community. It is the responsibility of the Ministerial Council on
Drugs Strategy, which is the peak policy and decision making body on licit and illicit drugs. The 2004-2009 strategy has now
expired and has been replaced by the National Drug Strategy 2010-2015 that was endorsed by the Ministerial Council on Drugs
on 25 February 2011

% Prevention has been recommended for inclusion in the development of the second iteration of the DA-CCP model.

* Pirkis J. Harris M. Buckingham W. Whiteford H. Townsend-White C. International planning directions for provision of mental
health services. Administration & Policy in Mental Health, 2007; 34(4):377-87.

A project commissioned by the Ministerial Council on Drug Strategy through the Cost Shared Funding Model 14
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158 pages of documentation that have been available on the NSW Ministry of Health website
since 2001.

Unexpectedly, the publicly available model was used by many other jurisdictions in Australia
as a planning guide. This is partly because there was already an agreed national mental
health service taxonomy, and the NSW mental health service planning model incorporated
ambulatory care models from the Victorian Department of Human Services and inpatient
optimal staffing profiles from Queensland Health.

A project commissioned by the Ministerial Council on Drug Strategy through the Cost Shared Funding Model 15
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3. Project Scope

The ERG revisited the scope of the funded project on several occasions. This proved an
invaluable mechanism for maintaining the focus on the project completion.

3.1 IN SCOPE

3.1.1 Drug Types
The following five drug types are included in the Model:

Alcohol
Amphetamine
Bensodiazepines
Cannabis

Illicit Opioids

arwdE

The drugs explicitly included in the Project are the ones defined in the Australian Burden of
Disease (AUSBoD) Study. These are detailed in the spreadsheets JOla through JOle (see
Section A16.1 Aus BOD drugs Prevalence, Mortality, Remission, Disability
Weight). These five drugs included in the Model, represent 93% of the sum of all Alcohol and

other drugs Treatment Services - National Minimum Data Set (AODTS-NMDS) Closed

Treatment Episodes in Australia from 2002-03 to 2008-09, excluding Tobacco/ Nicotine.

Table 1 - Principal Drugs of Concern AODTS-NMDS Closed Treatment Episodes in Australia
from 2002-03 to 2008-09 below shows variation by year for these principal drugs of concern.

Table 1 - Principal Drugs of Concern AODTS-NMDS Closed Treatment Episodes in

Australia from 2002-03 to 2008-09

Closed Treatment Episode

as values NSW vic QLD WA SA TAS | ACT NT State
Total (AusBoD Drugs only) 2002-03 96% 94% 95% 95%  94%  88%  86%  91% 94%
Jola Alcohol (Alcohol) 2003-04 96% 94% 91% 94%  93%  90%  96%  93% 94%
JO1b Heroin (Heroin +Methadone) Y 2004-05 96% 93% 91% 94%  91%  90% ~ 99%  86% 94%
JO1c Benzodiazepine (Benzodiazepines) 2005-06 96% 92% 91% 94% 91% 91% 98% 85% 93%
JO1d Cannabis (Cannabinoids) 2006-07 95% 92% 92% 93%  91%  93%  98%  86% 93%
JOle Stimulants (Amphetamines) Y 2007-08 95% 92% 91% 93%  92%  92%  95%  88% 93%
2008-09 94% 93% 91% 93%  92%  89%  96%  86% 93%
Year 95% 93% 91% 94%  92%  90%  96%  88% 93%

A project commissioned by the Ministerial Council on Drug Strategy through the Cost Shared Funding Model 16
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3.1.2 Services
The following drug and alcohol related services are included in the Model:

Table 2 - Services that are in scope for the Model

Service

1 The bulk of Alcohol and Other Drug (AOD) treatment services such as:

— early interventions

— psychosocial interventions (counselling)

— withdrawal management

— residential rehabilitation

— Inpatient hospital admissions for AOD treatment in a designated D&A bed.

2 Consultation-liaison services delivered by AOD specialist staff to persons with AOD
conditions who present in other healthcare settings. E.g. residential aged care facilities,
and overnight hospital stays in a mental health bed, general bed, emergency
department, or obstetrics bed.

3 | AOD services delivered by general practitioners and allied health providers under
Medicare.

4 | Harm reduction

3.2 OUT OF SCOPE

3.2.1 Drug Types
The following drug types are out of scope for the Model:

Inhalants

Kronic / Synthetic Cannabis
Poly drug use

Steroids

Tobacco

abrwne

Note: Tobacco is out of scope as it is not one of the five drugs type included in the Model.
However, a tobacco intervention has been modelled, which applies to 80% of the SEVERE
population, and like assertive follow up, it is a standard unit of service in all severe care
packages only.

Note that MILD, MODERATE and SEVERE refer to the level of distress and impairment, not
level of use. For more information, see section: 10 Description of MILD, MODERATE &

SEVERE (standard and complex) .

See also Appendix 18 Considerations for Next Revision of the Model
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3.2.2 Services
The following drug and alcohol related services are out of scope for the Model:

Table 3 - Services out of scope for the Model

Services Out of Scope

Housing/homelessness services

Welfare support services, including non AOD outreach services

Correctional/crime systems (drug courts, prison-based programs)

Youth support services (hot AOD specific)

G| W N[

No inclusion of co-morbid health services, for example:
— Hepatitis C Virus (HCV) treatment

infections)
— Immunisation
— Chronic pain services

— Screening in AOD settings for co-morbid health conditions (e.g. Sexually transmitted

6 Alcohol Related Brain Injury (ARBI) or Substance Related Brain Injury (SRBI)

7 Involuntary inpatient/residential patients e.g. those in treatment under The Drug and

Alcohol Treatment Act 2007 (NSW) (replaced Inebriates Act.)

8 Self-help programs, Alcoholics Anonymous(AA), Narcotics Anonymous (NA)

9 Crisis intervention

10 | Internet, online, e-health

11 | Peer support programs

12 | Supported accommodation

13 | Carers/families services that are not AOD specific

14 | Poly drug use

15 | Co-morbidity - mental health co-morbidity. The model does not include care packages

that explicitly integrate AOD with MH services

16 | Telephone Services

See Appendix 18 Considerations for Next Revision of the Model

Note although services mentioned above are out of scope for the model, the people within the

services/systems are included, as this is an ‘all peoples’ model that covers the whole

Australian population. For instance, the model still counts people within prisons, even though

there are no specific care packages or epidemiology for prisoners. For example, the two

OST/OTP care packages in illicit opioids provide estimates for people registered in Opioid

Treatment Programs, be it in the community or prison.
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3.2.3 Modules started and proposed to be completed in the next iteration of the Model

The following drug and alcohol related services are proposed for completion in the next
iteration of the Model:

Table 4 - Services proposed for completion in next iteration of the Model

Services proposed for completion in next iteration of the Model

1 Prevention. See section 13 Promotion and Prevention

2. | Indigenous. Although the indigenous adaptation to the model is currently out of scope in
the current version of the model, this is an ‘all peoples’ model that covers the whole
Australian population. For instance, the model still counts Indigenous people, even
though in the current model, there are no specific care packages or epidemiology for
Indigenous people.

See section 1 Error! Not a valid result for table.

w

e-Health

N

Self help groups, e.g. AA, NA

5 Telephone Services

For further details, see:

Appendix 18 Considerations for Next Revision of the Model.

3.2.3.1 Telephone services

The ERG agreed to collect data for telephone services, but it was not included in the final
Model as the Project Team collected some (e.g. data from the jurisdictions), but not all of the
data (e.g. other specialist services e.g. Cannabis helpline). It was expected that the
information regarding telephone services in the model would be similar to the format /
presentation used for harm reduction. A recommendation has been made that telephone data
be included in version 2.

These are the telephone services proposed to be considered for the next revision:

Table 5 - Drug and Alcohol Support Services for consumers and families

State/Territory Name/Contact of Service
ACT 24 Hour Alcohol & Drug Telephone Line
Tel: (02) 6207 9977
NSW Alcohol and Drug Information Service (ADIS)
Tel: (02) 9361 800 or 1800 422 599 (rural)
NT Alcohol and Drug Information Service
Tel: 1800 131 350
QLD Alcohol and Drug Information Service
Tel: (07) 3837 5989 or 1800 177 833 (rural)
SA Alcohol and Drug Information Service
Tel: 1300 13 13 40
TAS Alcohol and Drug Information Service
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State/Territory

Name/Contact of Service

Tel: 1800 811 994 (24 Hour)

VIC

DirectLine

Tel: 1800 888 236

Druglinfo

Tel: 1300 85 85 84

Family Drug Helpline

Tel: 1300 660 068

Youth Substance Abuse Service (YSAS Line)
Tel: (03) 9418 1020 or 1800 014 446 (rural)

WA

Alcohol and Drug Information Service
Tel: (08) 9442 5000 or 1800 198 024 (rural)
Parent Drug Information Service

Tel: (08) 9442 5050 or 1800 653 203 (rural)

Table 6 - Other support services

State/Territory

Name/Contact of Service

Family Drug Support
Tel: 1300 368 186

National Cannabis Information and Helpline
Tel: 1800 30 40 50

Table 7 - Information Services for Professionals

State/Territory

Name/Contact of Service

NSW & ACT NSW Drug and Alcohol Specialist Advisory Services (DASAS)
Tel: (02) 9361 8006 (city) and 1800 023 687 (rural)
NT Drug and Alcohol Clinical Advisory Service (DACAS)
Tel: (08) 8952 8412
SA Clinical Advisory Service (CAS) via ADIS
Tel: (08) 8363 8618 ADIS who then transfers through to CAS
VIC & TAS Directline Advisory Service (DASAS)
Tel: 1800 812 804
WA Clinical Advisory Services (CAS)

Tel: (08) 9442 5042
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4. Summary Explanation of Model

In summary, the Model:

a.

Identifies the different streams of care given over a year (care packages) to those firstly
diagnostic positive, and secondly identified for treatment. For example, a particular care
package could consist of a stay in a residential rehabilitation facility; weeks of ambulatory
care in the community are then ‘wrapped around’ the residential rehabilitation stay.
Estimates the numbers of persons who are diagnosed ill (see a) who would be classified
with MILD, MODERATE or SEVERE illness;

Estimates the numbers of persons who are diagnosed with MILD, MODERATE or
SEVERE illness (see b) who would seek treatment.

Estimates using epidemiological data the number of persons per 100,000 of age specific
(e.g. adults 18-64 years old) population who would seek treatment under each care
package.

Details the drug and alcohol service activities that make up packages of care. Activities in
a care package could consist of, for example - a consultation or assessment of 45
minutes, a medical review of 30 minutes, development of a care plan of 30 minutes, a
case conference of 30 minutes, transfer and follow-up of 30 minutes etc along with a 7 day
stay in a residential rehabilitation facility. Note: activities in a care package are measured
in terms frequency and duration of contacts and are provided by one of four types of FTE
staff. Diagnostic tests and prescription medicines may also be included.

Identifies the number of times in a year services will be provided to a client through the
activities (see e) listed under each care package.

Calculates the staff time required under each care package by adding the minutes of care
provided to a client through the activities under each care package.

Identifies the number of bed days provided under a care package to a client in a year.
Identifies the quantity of testing and medication received by a client under a package of
care in a year.

Estimates the numbers of persons who would be diagnosed ill with a drug and alcohol
diagnosis (for each drug type modelled), per 100,000 of age specific population.
Calculates estimates of staff FTE, beds, diagnostic tests and prescription medicines and
costs per package of care for all persons seeking treatment per 100,000 of age specific
population.

Outputs estimates (described in k above) for a 100,000 of age specific population, which
are scaled for jurisdictional and national population projections.
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5. Structure of the Model

The structure of the Model is illustrated in Figure 2 below and described in the overview that

follows.

Figure 2 - The Model Structure

The National DA-CCP Model Structure

1.0 DRUG TYPE

l

2.0 POPULATION & EPIDEMIOLOGY

l

3.0 DEMAND

l

4.0 SERVICE MAPPING

L

5.0 CLINICAL CARE RATE

l

6.0 CARE PACKAGES

l

7.0 ESTIMATES/PREDICTIONS

l

7.1 RESOURCES
- Clinical Staff FTEs
- Beds
- Diagnostic Tests
- Prescription
Medicines

7.2 OUTPUT
- Hours
- Occasions of
Service (O0OS)
- Occupied Bed Days
(OBDs)
- Separations

7.3 COSTS
- Clinical Staff;
- Beds
- Diagnostic Tests
- Prescription
Medicines
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5.1 OVERVIEW OF STRUCTURE

5.1.1 General Note

It should be noted that the Model is a model of averages, thus it assumes that levels of drug
use/harmful use/dependence are uniformly distributed across jurisdictions. The table below
illustrates that, in reality, demand varies across jurisdictions; in this example, demand for
Opioid Pharmacotherapy as shown in the National Opioid Pharmacotherapy Statistics Annual
Data 2012 collection (page 35).

Table EL: Population rates for clients receiving pharmacotherapy, by state and territory, on a
snapshot day in 20011 (number of clients per 1,000 population)

Juriadiction Clients Population Clignts par 1,000 population
MNIW 13,831 7,303,650 26
Wic 13,755 5,624,050 2.4
Ciid 5,702 4,580,725 1.2
Wa 3,382 2,346,410 1.4
SA 3183 1,657,001 1.5
Tas 845 10,560 1.3
ACT 825 365,421 2.3
NT 123 230,172 0.5
Australla 45,446 22,620,554 21

Sourme: ASE Australan Demographic Sabsics, Jume 2011

5.1.2 Drug Type
The Model shows five different drug types for people ages 12+ years. A generic “all drugs” is
modelled for children under 12 years. The table below summarises the alcohol and other drug

types, and age groups modelled.

Table 8 - Alcohol and Other Drug Types and Age Groups Modelled under the Model

Age Categories (v- modelled; x - not modelled)
Drug Type 0-11 01-11 12-17 | 18-64 65+
Months Years Years Years Years

1 | Alcohol X X v v v
2 | Amphetamine X X v v v
3 | Benzodiazepines X X v v v
4 | Cannabis X X v v v
5 | lllicit Opioids X X v v v
All | All Drugs v v X X X

A simple calculation (counting the “ticks” in the above table) shows the Model will be made up
of 17 different sub-models representing the alcohol and other drugs types by age groups.
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5.1.3 Population & Epidemiology

Population

The population numbers used in the Model were sourced from the Australian Bureau of
Statistics (ABS) online publication 3222.0 - Population Projections, Australia, 2006 to 2101°.

The population projections presented in this publication cover the period 30 June 2008 to
2101 for Australia and 30 June 2008 to 2056 for the states, territories, and capital
cities/balances of state.

The ABS produces three main series of projections. The Series A, B and C, have been
selected from a possible 72 individual combinations of various assumptions about future levels
of fertility, mortality, internal migration and overseas migration over the projection period.
Series B largely reflects current trends in fertility, life expectancy at birth, net overseas
migration and net interstate migration, whereas Series A and Series C are based on high and
low assumptions for each of these variables respectively.

The ABS Series B population projections have been chosen as the primary source for the
Model on the basis that it provides a prudent ‘middle ground’ approach to the assumptions
underlying the projections. The Estimator Tool which calculates estimates based on the
Model is designed to provide users the flexibility to see impact of different population
projections, for example those reported under Series A and C.

Epidemiology

The Model is based on a notional ‘group’ of 100,000 of age specific population. It identifies
that the majority of the people in the ‘group’ are well.

A minority of the people in the ‘group’ have a diagnosable illness related to drug and alcohol.
In CCP style modelling terms, these people receive clinical care that ranges from MILD to
SEVERE.

In the model the percentage of people who have a diagnosable illness varies by drug and age
category. For example in the Model (Drug: Alcohol Age Group: 18 — 64), 6.355% of a
population of 100,000 of age specific population, are identified as having a diagnosable
illness. This group is also referred to as diagnostic positive. In the Model (Drug: Cannabis
Age Group: 18 — 64), 1.766% of 100,000 of age specific population are identified as having a
diagnosable illness.

To simplify future maintenance and standardise the model, the general epidemiology is based
on age-sex-illness-specific prevalence data from the Australian Burden of Disease (AUSBoD)
study (Begg S, Vos T, Barker B, Stevenson C, Stanley L, Lopez AD. The burden of disease
and injury in Australia 2003. PHE 82. Canberra: Australian Institute of Health and Welfare,

®3222.0 - Population Projections, Australia, 2006 to 2101, Released at 11:30 AM (CANBERRA TIME)
04/09/2008  http://www.abs.gov.au/ausstats/abs@.nsf/mf/3222.0
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2007). The Model used the following information from AUSBoD. Data for the five drug types in
the model as obtained from three sources. For illicit opioids, where the AUSBoD estimates
were low, a revised estimate was used.

For further information see:

Section 10.7 Revised Estimates of lllicit Opioids

Table 9 - Data Source Used in AUSBoD

UG TEElen w2t Data Source Used in AUSBoD

years

Alcohol The Australian National Survey of Mental Health and Wellbeing,
NSMHWB

Amphetamine The Australian National Survey of Mental Health and Wellbeing,
NSMHWB

Benzodiazepines The Australian National Survey of Mental Health and Wellbeing,
NSMHWB

Cannabis NMDS-AODTS

Illicit Opioids ANCD publication “modelling pharmacotherapy treatment in Australia:
exploring affordability, availability, accessibility and quality using system
dynamics”. The full report is at
www.ancd.org.au/images/PDF/Researchpapers/rp19_modelling.pdf?php
MyAdmin=rGQ2XkOOsKjMp24r2sFwuVc5ibb pub

Where AUSBoD shows prevalence for ages 15+, for Model ages 12,13,14, the Project Team
inserted the AUSBoD prevalence of 0% for 12,13,14 years.

The AIHW'’s triennial National Drug Strategy Household Survey does not contain any
guestions (and hence report) on diagnostic criteria. The National Drug Strategy Household
Survey tells us about use, but does not provide diagnostic information such as severity.

5.1.4 Demand

The Model recognises that not all people (with a diagnosable illness) included in the clinical
care numbers of the population and epidemiology section will demand clinical care or perceive
a need for clinical care.

For example in the model a percentage of people diagnosed as MILD may be identified as not
seeking treatment and so are excluded from estimates of need (for MILD illness). For
example, in alcohol 18-64 years, 20% of the MILD group receive treatment and 80% do not. In
Alcohol 18-64 years, 50% of the MODERATE group receive treatment and 50% do not.

The demand for services is quantified by excluding those persons who will not seek treatment.
Note that some people who are not modelled as receiving treatment under MILD or

MODERATE may still receive treatment in any of the standalone items or in the harm
reduction component of the Model.
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In the Model, the SEVERE group Treatment Rate for most drugs is 100%. Amphetamine is
modelled at 35%, to reflect a more realistic demand, given that data suggests that the current
Treatment Rate is approximately 18%.

Note that MILD, MODERATE and SEVERE refer to the level of distress and impairment, not
level of use. For more information, see section 10 Description of MILD, MODERATE &
SEVERE (standard and complex) .

For reference, the following percentages have been used to estimate Service Demand.

Table 10 - Service Demand

Service Demand by Total Treated MILD MODERATE SEVERE
Substance use Prevalence % Treated Treated Treated
Disorder (SUD) Prevalence Prevalence Prevalence%
% %
Alcohol 35 20 50 100
Amphetamine 37° - 50 35
Benzodiazepines 45 20 50 100
Cannabis 35 20 50 100
Illicit Opioids 90 - - 100

NB: Amphetamine has no MILD and lllicit Opioids has only SEVERE.

The following figure represents the Alcohol 18 — 64 Age Group, showing the of prevalence and
treatment rates between MILD, MODERATE and SEVERE, and the calculations for Screening

and Brief Intervention.

6 Amphetamine:12-17 years is 36%, 18-64 years is 37% and 65+ years is 31%. The diagnosable numbers are so small that it
affects the calculation of the overall treatment rate of Dx (ie small numbers can lead to greater variations in percentage terms
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Figure 3 - Alcohol 18-64 Epidemiology and Treated Prevalence

ALCOHOL 18 — 64 years: Epidemiology and Treated Prevalence

Brief Intervention
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5.1.5 Service Mapping

The drug and alcohol service streams (care packages) to be modelled (across the spectrum of
clinical care) are identified, and a quantified demand for these service streams is identified at
this stage of the model.

At the MILD end of the clinical care spectrum services may include assessment or
consultation, and at the more severe end of the clinical care spectrum this may also include a
bed or a place in a treatment facility.

The quantified demand for services (see Section 5.1.4 Demand) is split among the
services identified in this part of the model. To illustrate: in the Model (Drug: Alcohol Age
Group: 18 — 64), 699 persons per 100,000 of age specific population, are diagnosed with a
SEVERE illness. The quantified demand for services is 699 persons, as under the model all
persons diagnosed as SEVERELY ill receive treatment.

The 699 persons are then split (as a percentage), across the 15 drug and alcohol 12 month
treatment streams (care packages) identified for SEVERE illnesses in the model.

For example, of the 699 persons:

e 12% will use the drug and alcohol care package identified as Psychosocial Interventions
Without Relapse Prevention Medications — Standard (sev_12m amb psi stnd)

o 12% will receive Psychosocial Interventions — With Relapse Prevention Medications —
Standard (sev_12m amb psi w_med_stnd)

o 76% (the remainder) is split amongst the 13 other drug and alcohol 12 month care
packages for SEVERE illnesses.

The total of all splits add to 100% of the 699 persons.
The table below identifies 15 SEVERE care packages for Alcohol 18-64. Each of these 15

care packages specifies the type and amount of care provided to an ‘average person’ within
the particular population cohort over a 12 month period.
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Table 11 - The 15 Drug and Alcohol Services Modelled as 12 month packages for the

Alcohol 18 — 64 years

Description

Code

Psychosocial Interventions Without Relapse
Prevention Pharmacotherapies — Standard

sev_12m amb psi stnd

Psychosocial Interventions - With Relapse Prevention
Pharmacotherapies — Standard

sev_12m amb psi w_med_stnd

Psychosocial Interventions— Without Relapse
Prevention Pharmacotherapies — Complex

sev_12m amb psi cmplx

Psychosocial Interventions— With Relapse Prevention
Pharmacotherapies — Complex

sev_12m amb psi w_med_cmplx

Withdrawal Management - Home Based - Without
Relapse Prevention Pharmacotherapies — Standard

sev_12m amb wdm hb_stnd

Withdrawal Management - Daily Outpatient - Without
Relapse Prevention Pharmacotherapies — Standard

sev_12m amb wdm op_stnd

Withdrawal Management - Daily Outpatient - With
Relapse Prevention Pharmacotherapies — Standard

sev_12m amb wdm op_w_med_stnd

Withdrawal Management - Daily Outpatient — With
Relapse Prevention Pharmacotherapies — Complex

sev_12m amb wdm op_w_med_cmplx

Withdrawal Management - Residential — With Relapse
Prevention Pharmacotherapies — Standard

sev_12m bb_res wdm w_med_stnd

Withdrawal management - residential — with relapse
prevention pharmacotherapies — complex

sev_12m bb_res wdm w_med_cmplx

Withdrawal Management — Drug And Alcohol Hospital
Bed — With Relapse Prevention Pharmacotherapies

sev_12m bb_spcl d&a wdm da_bed

Rehabilitation — Day Program — 25 Days — Standard

sev_12m amb rehab nrr_dp

Residential Rehabilitation 8 Week Stay

sev_12m bb_resrehab rr_8

Residential rehabilitation — 13 week stay, 13 weeks
aftercare and 13 weeks outclient program

sev_12m bb_resrehab rr_13

Residential rehabilitation — 26 week stay, 13 weeks of
after care/transition/re-entry and 10 weeks outclient
program

sev_12m bb_res rehab rr_26
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5.1.6 Clinical Care Rate

This part of the model summarises the treated prevalence (i.e. the numbers of people in a
group of 100,000 of age specific population) who will be seeking treatment under each of the
care packages modelled (see Section 5.1.5 Service Mapping).

The model splits persons receiving treatment by care package, as actual numbers and
percentages per 100,000 of age specific population, at this part of the model.

For example under the Model (Drug: Alcohol Age Group: 18 — 64), persons receiving the drug
and alcohol service Psychosocial Interventions Without Relapse Prevention Medications —
Standard (sev_12m amb psi stnd) are identified here as 35 persons per 100,000 of age
specific population.

The table below identifies the 15 SEVERE Alcohol care packages that are modelled as 12
month care packages in the Model (Drug: Alcohol Age Group: 18 — 64) model:
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Table 12 - SEVERE Care Packages for Alcohol 18 — 64 years

Care Rate

(% of

People who

receive Care

Package per

Care Package Name

Care Package Code

SEVERE)

100,000

Psychosocial Interventions — Without Relapse Prevention Pharmacotherapies — sev_12m amb psi stnd 12.0% 83.9
Standard
Psychosocial Interventions - With Relapse Prevention Pharmacotherapies — sev_12m amb psiw_med_stnd 12.0% 83.9
Standard - _med_
Psychosocial Interventions — Without Relapse Prevention Pharmacotherapies — sev_12m amb psi cmplx 5 504 38.4
Complex
Psychosocial Interventions — With Relapse Prevention Pharmacotherapies — sev_12m amb psi 5 504 38.4
Complex w_med_cmplx 70 '
Withdrawal Mana_lgement - Home Based - Without Relapse Prevention sev 12m amb wdm hb stnd 4.8% 33.6
Pharmacotherapies — Standard - -
Withdrawal Mana}gement - Daily Outpatient - Without Relapse Prevention sev_12m amb wdm op_stnd 14.0% 97.9
Pharmacotherapies — Standard
Withdrawal Management - Daily Outpatient — With Relapse Prevention sev_12m amb wdm 4.8% 33.6
. . 0 .
Pharmacotherapies — Standard op_w_med_stnd
Withdrawal Management - Daily Outpatient — With Relapse Prevention sev_12m amb wdm
i 10.0% 69.9
Pharmacotherapies — Complex op_w_med_cmplx
Withdrawal management - residential — with relapse prevention sev_12m bb_res wdm 5.1% 35.6
pharmacotherapies — complex w_med_cmplx ’ ’
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People who
Care Rate receive Care
(% of Package per
Care Package Name Care Package Code SEVERE) 100,000
Withdrawal Management - Residential — With Relapse Prevention sev_12m bb_res wdm
i 11.7% 81.8
Pharmacotherapies — Standard w_med_stnd
Withdrawal Management — Drug And Alcohol Hospital Bed — With Relapse sev_12m bb_spcl_d&a wdm
. : 5.6% 39.1
Prevention Pharmacotherapies da_bed
Rehabilitation — Day Program — 25 Days — Standard sev_12m amb rehab nrr_dp 1.0% 7.0
Residential Rehabilitation 8 Week Stay sev_12m bb_resrehab rr_8 2.5% 175
Residential rehabilitation — 13 week stay, 13 weeks aftercare and 13 weeks o
outclient program sev_12m bb_res rehab rr_13 3.0% 21.0
Residential rehablllt_atlon — 26 week stay, 13 weeks of after care/transition/re-entry sev_12m bb_res rehab rr_26 2 50 175
and 10 weeks outclient program
Total 100% 699

For full list of care rate for all SEVERE care packages, for all drugs and age groups, see Appendix 13 Care Rates and Numbers for
SEVERE Care Packages

A project commissioned by the Ministerial Council on Drug Strategy through the Cost Shared Funding Model 32



Technical Manual

5.1.7 SBI Screening Brief Intervention

Screening and Brief Intervention (SBI) refers to a care in which advice and information is
provided to people ‘at risk’. SBI Is provided to a proportion of people who are not diagnostic
positive or diagnostically ill, but who may be at risk.

Use: Identifies the number of persons who will receive the SBI item. This in turn is used to
calculate the number of hours of staff time required (which is required to calculate clinical staff
FTE).

Figure 4 - calculation for SBI Screening Brief Intervention

SBI Screening Brief | AtRisk | . | Age Group | , Number of people with no

Intervention % Proportion Diagnosable lliness

For more details, see:
Section 8.3.3 SBI Screening Brief Intervention Target Population
For full details, see:

Section 11 Screening and Brief Intervention

5.1.8 Care Packages
A care package specifies the care for a person with a specific need for a year.
Various combinations of contacts provided by one of the four types of FTEs have been agreed

by the ERG. These care packages specify the care for a person for a year with a specific
need.

The level of care that is specified in a care package is deemed adequate, anything less is
considered inadequate. Care packages are identified for persons who meet the diagnostic
criteria for MILD, MODERATE or SEVERE.

Note that MILD, MODERATE and SEVERE refer to the level of distress and impairment, not
level of use. For more information, see section: 10 Description of MILD, MODERATE &
SEVERE (standard and complex).

It is important to note that the care package may show care over a number of weeks, and the
weeks may not total to 52, however this is the required care for the person with a specific
need for a year.

The care may be specified for ambulatory care in terms of frequency (Occasions of Service)
and duration (minutes of Clinical FTE time), for inpatient stays in terms of Average Length of
Stay, and Occupancy. Care may include care in the community and/or care requiring a bed or
a place at a treatment facility. For example:
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e A duration of care delivered in the community for an individual e.g. 1x30 minute
assessment as part of a psychosocial assessment
e A one by seven day stay in a desighated D& A hospital bed.

When developing the care packages the ERG recognised that for given care packages some
persons would require more hours of care than others. The distinction between standard and
complex is shown in the specifications within the care packages. Complex care packages
typically specify an increased frequency and/or duration of care. In most cases for a given
complex care package, the complex care package will have a longer assessment, more case
management and more psychosocial interventions where required. Complex as used in this
modelling project reflects that fact that persons may be designated as complex because of
physical health needs (e.qg. liver disease), mental health needs (e.g. comorbid diagnosis) or
social circumstances (e.g. housing or welfare needs). This applies to SEVERE care packages
only. The standard/complex distinction does not apply to MILD or MODERATE.

Readmission/ Recovery/ Relapse rates are not calculated within the Model as specific
readmission and attrition data was not available. It was assumed that the readmission is 0%.
The Model is a static, one year model.

5.1.9 Care Packages and Mental Health Comorbidity

The Model does not include care packages that explicitly integrate AOD with MH services.
The types of activities covered within each care package; do include attention to ‘complex’
needs. The ‘complex’ care packages have built in additional assessment resources,
counselling services, care coordination, referral and liaison time with other providers. In that
sense, the care packages do pick up the time (and resources) involved in providing care to
someone with a comorbid mental health problem. But MH staff are not included in any care
package; the resources mentioned above are for AOD services, not MH services.

Note the components of each care packages are detailed at:
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Appendix 10 Care Packages — 12 months

The number of care packages identified illustrates the comprehensiveness and complexity of
the model.

To illustrate - Figure 5 shows the overall Model Schema.
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Figure 5 - Model Schema
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5.1.10 Standalone Items (Sprinkles)

Standalone items specify an amount of care provided by drug and alcohol staff (e.g. 1 x 30
minute assessment. 2 x 15 minute reviews etc). The standalone items do not include any
prescription medications or diagnostic tests.

There are a number of standalone items that are NOT part of each 12 month care packages.
These include: screening and brief intervention for presentations at emergency department
(ED), consultation liaison to obstetrics, consultation liaison to residential aged care facility,
consultation liaison to mental health beds, or consultation liaison to general beds, where
person has a primary or secondary drug or alcohol diagnosis.

For these items, all that is described is the amount of care that an individual would receive
during their actual admission. The amount of care described for the ED presentations is
shown in consultation liaison (CL) minutes, and the amount of care shown for the inpatient
admission to a mental health or general bed is the hours of Drug and Alcohol (D&A) care
provided during the inpatient admission. These ‘standalone’ items are thus ‘sprinkled’ across
the model. This means that the number of ED presentations or the number of inpatient
admissions is not subtracted from the demand for any group. The demand for these
standalone items are all based in actual rates of presentations.

Further, ED presentations represent an important resource component of AOD across a year.
The model needs to include the AOD specialist component of ED presentations, that is the
consultation and liaison services that are provided. The ED CL parts could be assigned across
each care package, but it is simpler to apply them across the entire population in the model,
based on the rates of current ED presentations.

Note: Standalone care is based on actual rates of presentations using NSW data 2010/11.
These standalone items are completely separate to the AUSBoD epidemiology and the 12
month care packages.

For more information, see:

Appendix 11 Standalone Care — Not for 12 months

5.1.11 Modelling for Pregnant Women

Care for pregnant women has been included in the model. This care is now shown in the 12-
17 years and 18-64 years components of the model. This care is captured in two parts. Firstly,
the total number of days in the obstetrics ward is captured in the “sprinkles” under the heading
“CL_OBS”. Secondly, the woman'’s care for the remainder of the year is captured in any one
the care packages for 12-17 years or 18-64 years. The rationale for this approach is that, in
terms of drug and alcohol care, the woman is ‘incidentally pregnant’ (hence the sprinkle), but
her care for the remainder of the year is picked up in one of the other care packages for the
12-17 or 18-64 years.
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For more information, see:

Appendix 11 Standalone Care — Not for 12 months

5.1.12 Estimates/Predictions
The Model enables estimation of:

i. Resources
The resources (clinical staff FTE, beds, diagnostic tests and prescription medicine) required to
provide the range of drug and alcohol services (care packages) to a target population.

ii. Outputs

The quantum of activities and outputs (Hours Worked, Occasions of Service (O0S), Occupied
Bed Days (OBDs) and Separations (Seps)) expected from providing a set range of drug and
alcohol services (care packages) to a target population.

lii Cost

The cost of resources (such as clinical staff FTE, pharmaceuticals and diagnostic test and
pathology tests) used to provide a set range of drug and alcohol services (care packages) to a
target population.

The Model estimates rates of resources, outputs and costs for each care package per 100,000
of age specific population That is the model will identify for each care package (under a drug
and age group), where relevant:

o the number of ambulatory clinical staff FTE estimated required per 100,000 of age specific
population

¢ the number of beds estimated required per 100,000 of age specific population (e.g. Detox
beds, residential rehabilitation beds, D&A beds in a hospital)

¢ the number of diagnostic tests estimated required per 100,000 of age specific population

e the number of doses of prescription medicine estimated required per 100,000 of age
specific population

e the hours, occasions of service, occupied bed days and separations estimated required
per 100,00 of age specific population

e the cost per 100,000 of age specific population.

The model also provides the total resources (clinical staff FTE, beds, diagnostic tests and
prescription medicine), outputs and price for each age group under each drug type, per
100,000 of age specific population (i.e. the cumulative total of individual care package
estimates under the age group and drug).

It is then simple to calculate estimates of need for other population sizes. This is a function of
the Estimator Tool.
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For example if the Model (Drug: Alcohol Age Group: 18 — 64) estimates 50.0 Clinical Staff

FTE are required per 100,000 of 18 to 64 year olds, then for a population of 3 million 18-64

year olds, you would need 1,500 (50*(3,000,000/100,000)) Clinical Staff FTE to provide the

care packages in the model. [Note the 50.0 Clinical staff FTE is just for illustrative purposes
and is not an actual estimate from the model].
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6. Modelling Withdrawal Management

Withdrawal management describes the care given to people who are withdrawing from alcohol
or other drug dependence. Withdrawal management was previously known as ‘detox’ or
‘detoxification’”.

The appropriate management of withdrawal is important to ensure the person’s safety and to
avoid major medical complications. The severity of withdrawal varies by drug, level of
dependency and individual. Most people experiencing withdrawal can be safely managed in
an outpatient setting. A small proportion of people may benefit from additional social support
that can be provided in residential settings. People who are prone to complications may
require inpatient management and a number of people who enter hospital for other treatments
may experience withdrawal in the course of their hospital stay.

It is important to note that where a bed based stay is included in the model (e.g. a 7 day stay
as a hospital inpatient or a 7 day stay in a dormitory / residential / community setting), then up
to another 51 weeks of ambulatory care is “wrapped” around that stay. For home based or
outpatient withdrawal management, then we have specified up to an additional 52 weeks of
care.

Figure 6 below gives an overview of withdrawal management, within ambulatory and bed
based care packages, in the Model.

" The DA-CCP Estimator tool refers to the dormitory style beds provided as part of withdrawal management treatment services as
detoxification beds.
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Figure 6 - Overview of Withdrawal Management
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7. Age Group Specific Modelling

7.1 0-11 MONTHS

The services in the Model for children 0 — 11 months include:

I.  care delivered to the parent on behalf of the child.
The care that is provided to parents aged 12-17, and aged 18-64 years is
included in the modelling estimates for children aged 1-11 months;

ii. care provided to the child (e.g. Clinical Liaison to emergency department.).

The care provided to the child is modelled in the same way as care provided to other age
groups (e.g. Clinical Liaison to Emergency Department — Standard, etc).

7.1.1 Early Intervention: Care Delivered To the Parent On Behalf Of the Child

This is care provided over 12 months to the parent on behalf of the child aged 1-11 months.
This care identifies an additional input of Alcohol and Other Drugs Treatment Services
(AODTS) consultation / liaison and case management meeting time to equip AODTS with the
capacity to engage child and family and related services on behalf of the child and provide
family support. The care provides for enough time for AODTS to be an effective partner in
what they do.

7.1.2 Child of Parent Who Uses Substances — NAS Baby

Neonatal abstinence syndrome (NAS) is a syndrome of drug withdrawal observed in infants of
mothers physically dependent on drugs. Also known as neonatal withdrawal syndrome or
passive addiction, NAS is a condition resulting from exposure in utero or postnatal exposure to
opioids and other illicit drugs.

Within the Model, this is regarded as SEVERE, and there is a standalone item (Sprinkle)
designed for this care of the child:

Standalone item: NAS Baby

This standalone item describes the consultation liaison provided by Drug and Alcohol staff
during the child’s 14 day hospital stay in a paediatric type bed. Note that as the bed is not a
D&A specialist bed, the care is not shown as a 12 months care package, but as a standalone
item.

Additional care in the community following discharge is also included. The 14 days stay was
obtained from the NSW HIE for 2010/11 of inpatient episodes with any diagnosis (primary or
secondary) of P96.1 (Neonatal Abstinence Syndrome).
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Please note - the mother’s care is shown in the 12-17 years or 18-64 years components of the
model, which is captured in two parts. Firstly, the total number of days in the obstetrics ward is
captured in the “sprinkles/ standalone item” under the heading “CL_OBS”. Secondly, the
mother’s care for the remainder of the year is captured in any one the care packages for 12-17
years and 18-64 year olds.

7.1.3 Foetal Alcohol Spectrum Disorder (FASD)

There is no epidemiology for the age group 0-11.99 months in relation to Foetal Alcohol
Spectrum Disorder. Once diagnosed, children with FASD are referred to a range of specialist
and allied health services to address needs, however this is outside the scope of AODTS.

The care of the mother is shown in either the 12-17 year old or the 18-64 year old care
packages, and care of the child is described under care delivered to the parent on behalf of
the child.

Prevention activities are critical since FASD only occurs when alcohol is consumed during
pregnancy, and for AOD populations, these are captured across the care packages for older
age groups in the work of health workers when assessing their clients. Population level
activities are also needed to raise awareness of the risks of FASD. Health workers have a
critical role to play in the prevention, diagnosis and management of FASD.

7.2 1-11 YEARS

The services in the Model for children 0 — 11 years includes:

i.  care delivered to the parent on behalf of the child.
The care that is provided to parents aged 12-17, and aged 18-64 years is
included in the modelling estimates for children aged 1-11 months;

ii. care provided to the child (e.g. Clinical Liaison to emergency department.).

The care provided to the child is modelled in the same way as care provided to other age
groups (e.g. Clinical Liaison to Emergency Department — Standard, etc).

7.2.1 Early Intervention: Care Delivered To the Parent On Behalf Of the Child

This is care provided over 12 months to the parent on behalf of the child aged 1-11 years.
This care identifies an additional input of Alcohol and Other Drugs Treatment Services
(AODTS) consultation / liaison and case management meeting time to equip AODTS with the
capacity to engage child and family and related services on behalf of the child and provide
family support. The care provides for enough time for AODTS to be an effective partner in
what they do.
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7.3 12-17 YEARS

7.3.1 Family / Carer Engagement

Within the care packages for 12-17 years, service items can include case management and
support, or outreach items where the Family / Carer Engagement is sought, as it is recognised
that the care of the 12 — 17 year old needs the family/carer support. Family / carer
engagement is shown in the 12 month care packages.

7.3.2 Consultation Liaison to Obstetrics

This describes the consultation liaison provided to a young woman (12-17 years) where
obstetrics is the primary diagnosis, and there is a secondary alcohol or other drug diagnosis.
This is a standalone item “CL_OBS). Regarding care for the newborn, see Section 7.1 0-11
months.

7.4 18-64 YEARS

7.4.1 Consultation Liaison to Obstetrics

This describes the consultation liaison provided to a woman (18-64 years) where Obstetrics is
the primary diagnosis, and there is a secondary Alcohol or other Drug Diagnosis. This is a
standalone item “CL_OBS). Regarding care for the newborn, see Section 7.1  0-11
months.

7.4.2 Vocational Education, Training and Employment (VETE)

This is a specific item in the Model for the 18-64 years, which is not included for any of the
other age groups. VETE is included as an item within the longer duration residential
rehabilitation care packages (longer than 8 weeks duration). VETE covers various activities
including CV writing, mock interviews, attending TAFE (trade), pre-employment training
(assume 1 staff and 15 participants per group), and active on the job learning (assume 1 staff
and 15 participants per group).

Example: Alcohol Care Packages 18-64 yrs

Care package: Residential rehabilitation — 26 week stay, 13 weeks of after care/transition/re-
entry and 10 weeks outclient program. The VETE item within this care package is shown
below:
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Figure 7 - Example of VETE item within care package
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7.5 65+ YEARS

In general, the care packages for 65+ years include more time for items such as: case
management, assessment, review, medical review, nursing review. This has been applied
consistently through the care packages and across the drug types for age 65+.

7.5.1 Information and Education

For the 65+ age group, this is only modelled for alcohol, as there were no separations for the
other drugs, for this age group.

7.5.2 Consultation Liaison To Residential Aged Care Facility

This is a specific service in the Model for the 65 + years, which is not included for any of the
other age groups. This standalone item “CL_RACF” describes the consultation liaison
provided to residential aged care facilities. We determined a rate of discharges from hospital
to a residential aged care facility where a secondary Fxx diagnosis was recorded, e.g. alcohol
(F10) as a secondary diagnosis.
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8. Model Parameters

The Model relies on a number of key statistics and parameters to derive estimates of resource
need, prices and costs.

These key parameters are:
1) Ages groups;
2) Population Numbers;
3) Prevalence Rates:
i) lliness Prevalence;
1)) Treatment Prevalence;
4) Mapping of Treatment Numbers to Care Packages
5) Ambulatory Services;
6) Bed Statistics;

7) Pricing:
i) Staff
ii) Beds
iii) Diagnostic Tests
iv) Prescription Medicine

8) Hours worked in a year by an FTE

The following subsections describe the main parameters used to develop the Model.
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8.1 AGE GROUPS

Use: To deliver age specific models.
The table below summarises the age groups and drug type modelled in the Model.

Table 13 - Alcohol and Other Drug Types and Age Groups Modelled

Age Categories (v- modelled; x - not modelled)
DIE) e 0-11 01-11 12-17 | 18-64 65+
Months Years Years Years Years

1 | Alcohol X X v v v
2 | Amphetamine X X v v v
3 | Benzodiazepines X X v v v
4 | Cannabis X X v v v
5 | lllicit Opioids X X v v v
All | All Drugs v v X X X

Drug services are modelled in the Model by age group. For each of the drugs in the Model,
three age groups 12-17, 18-64 and 65+ are modelled. In addition the age groups 0 — 11
months and 1 to 11 years are also modelled for all drugs (combined). Age groups have been
modelled based on availability of appropriate epidemiological data, treatment data, actual
delineations in service provision, and clinical advice.

Note: Within the Model, estimates for ages child 0-11 months and child1-11 years are based
on actual rates of presentation, unlike the other drugs and ages, where prevalence rates are
used to estimate number diagnosable.

The age groups reflect a range of factors, for example, specific services available for children
in their first year of life, approximate ages for attending primary school and secondary school,
and the legal age of an adult.

8.2 POPULATION

8.2.1 Standard Population

Use: Provides a demographic neutral (except for age) population of appropriate size to base
estimates, which can be easily used in extrapolating estimates for other population sizes. The
standard population is set at 100,000 for each age group.

The National DA-CPP Model estimates are calculated using the epidemiological data (disease
prevalence and treatment rates) for the age specific standard population of 100,000 persons.

This standard population is an average. It does not distinguish between gender, location
(rural, remote and metropolitan areas) or aboriginality and ethnicity, which is the job of a
resource distribution formula.
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8.2.2 Australian and Other Jurisdictional Populations
Use: To enable the Model estimates for jurisdictional populations.
The detailed population numbers used in the Model, are contained in tables at:

Appendix A16.4 ABS Populations Australia, 2006
Appendix A16.5 ABS Populations Australia, 2006 - 2031 by State and Age Group

The population numbers used in the Model were sourced from the Australian Bureau of
Statistics (ABS) online publication 3222.0 - Population Projections, Australia, 2006 to 21015,
The population projections presented in this publication cover the period 30 June 2008 to
2101 for Australia and 30 June 2008 to 2056 for the states, territories, and capital
cities/balances of state.

The ABS produces three main series of projections. The Series A, B and C, have been
selected from a possible 72 individual combinations of various assumptions about future levels
of fertility, mortality, internal migration and overseas migration over the projection period.
Series B largely reflects current trends in fertility, life expectancy at birth, net overseas
migration and net interstate migration, whereas Series A and Series C are based on high and
low assumptions for each of these variables respectively.

The ABS Series B population projections have been chosen as the primary source for the
Model on the basis that it provides a prudent ‘middle ground” approach to the assumptions
underlying the projections. The Estimator Tool is flexible and can be adjusted by users to see
impact of different population projections, for example those reported under Series A and C, or
customised population projections developed by their own Planning Departments.

8.3 PREVALENCE PARAMETER

8.3.1 Total 12 Month Epidemiological Prevalence

In the Model the Epidemiological Prevalence is the estimated number of people from a
standard 100,000 age specific population diagnosed ill with a drug or alcohol problem.

Use: The total 12 Month Epidemiological Prevalence number is used to calculate the number
of people diagnosed ill.

Table 14 - Epidemiological Prevalence-

Drug Type Age Prevalence

Alcohol 12-17 1,061
Alcohol 18-64 6,355
Alcohol 65+ 1,422

83222.0- Population Projections, Australia, 2006 to 2101, Released at 11:30 AM (CANBERRA TIME)
04/09/2008 http://www.abs.gov.au/ausstats/abs@.nsf/mf/3222.0
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Drug Type Age Prevalence

Amphetamine 12-17 127
Amphetamine 18-64 511
Amphetamine 65+ 8
Benzodiazepine 12-17 13
Benzodiazepine 18-64 376
Benzodiazepine 65+ 76
Cannabis 12-17 484
Cannabis 18-64 1,765
Cannabis 65+ 51
Opioids 12-17 31
Opioids 18-64 655
Opioids 65+ 107
All-child 0-11mnths N/A
All-child 1-11 N/A

Note: Within the Model, estimates for ages child 0-11 months and child1-11 years are based
on actual rates of presentation, and thus do not have prevalence rates within the model.

8.3.2 MILD, MODERATE and SEVERE Prevalence Rates

The 12 month prevalence rates are subdivided into grades of severity/functional impairment
labelled i) SEVERE and ii) MODERATE and iii) MILD.

Use: The model identifies the persons in each severity grade by applying the Prevalence
Rates to the estimated number of people diagnosed ill. Note that MILD, MODERATE and
SEVERE refer to the level of distress and impairment, not level of use.

The table below shows the prevalence rates.

Table 15 - MILD, MODERATE and SEVERE Prevalence Rates

DI e MILD MODERATE SEVERE
Alcohol 67% 22% 11%
Amphetamine 0% 10% 90%
Benzodiazepines 50% 30% 20%
Cannabis 67% 22% 11%
Illicit Opioids 0% 0% 90%
All Drugs

For more information, see:

Section: 10 Description of MILD, MODERATE & SEVERE (standard and complex).

8.3.3 SBI Screening Brief Intervention Target Population

Screening and Brief Intervention refers to advice and information provided to people ‘at risk’
(not diagnosed) in the context of a consultation by a primary care worker. Such information is
initially conveyed verbally and usually in the context of a primary care consultation for a
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different purpose. The initial screening may be accompanied by a range of additional support,
including the provision of printed information, or follow-up telephone calls.

Figure 8 - calculation for SBI Screening Brief Intervention

SBI Screening Brief | | AtRisk | , | Age Group | Number of people with no

Intervention % Proportion Diagnosable lliness

The table below shows where Screening and Brief Intervention is modelled within the age
groups in the Model who receive this intervention.

Table 16 - Screening and brief interventions included in the Model

Age Categories
(V- included; n/a - not applicable)
Drug Type 0-11 01-11 | 12-17 | 18-64 65+
Months Years Years Years Years

1 Alcohol n/a n/a v v v
2 | Amphetamine n/a n/a v v v
3 Benzodiazepines n/a n/a n/a n/a n/a
4 | Cannabis n/a n/a v v v
5 lllicit Opioids n/a n/a n/a n/a n/a
All | All Drugs n/a n/a n/a n/a n/a

Note Benzodiazepines and lllicit Opioids are not modelled for SBI, as there was no data
available for “at risk/ need for screening”.

For full calculation details, see:

Section 11 Screening and Brief Intervention.

8.4 TREATMENT RATE PARAMETERS

8.4.1 Treatment Rate Parameters - Total 12 Month Treatment Rates

Also known as the Treated Prevalence, this is the estimated number of people in a standard
population who are diagnosed ill° for a particular drug, AND will seek treatment.

Use: Estimates of need are based on the number of people who seek treatment in an age
specific standard population of 100,000.

For detailed treatment rate tables for the Care Packages, see:

Appendix 13 Care Rates and Numbers for SEVERE Care Packages
Appendix 14 Care Rates for the Standalone Items

°Fora specific alcohol or drug by each of the severity spectrum (mild, moderate, severe)
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The treatment rates are based on the assumption that 100% of persons deemed to have a
SEVERE impairment will seek and/or receive treatment, but only some of the people who
meet MILD or MODERATE illness criteria will seek treatment, as only some will perceive that
they are ill at all, or perceive a need for any type of help.

8.4.2 MILD, MODERATE and SEVERE Treatment Rates

These rates estimate the number of people who are treated when diagnosed ill at MILD,
MODERATE and SEVERE levels in an age specific standard population of 100,000.

Use: Enables calculation of estimates of people to be treated by severity of impairment.
For detailed treatment rate tables for the Care Packages, see:

Appendix 13 Care Rates and Numbers for SEVERE Care Packages
Appendix 14 Care Rates for the Standalone Items

Note that MILD, MODERATE and SEVERE refer to the level of distress and impairment, not
level of use. For more information, see:

Section: 10 Description of MILD, MODERATE & SEVERE (standard and complex).

The 12 month treatment rates are subdivided into grades of severity/functional impairment
labelled SEVERE, MODERATE and MILD. The Model identifies a treatment rate for these
categories. 100% of persons deemed to have a SEVERE impairment will seek and/or receive
treatment (similar to the MH-CCP model), but only some of those deemed MODERATE or
MILD would agree they were ill or seek any treatment.

8.4.3 Treatment Rates for Care Packages

Use: Estimates of need for the Care Package are based on the number of people who seek
treatment in an age specific standard population of 100,000.

For detailed treatment rate tables for the Care Packages, see:

Appendix 13 Care Rates and Numbers for SEVERE Care Packages
Appendix 14 Care Rates for the Standalone Iltems
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8.5 FTE HOURS OF SERVICE PER YEAR

Use: To calculate estimates of FTE required to deliver the modelled hours of services.
The direct hours of services provided by an FTE is estimated at:

e 1,171 hours per year (NAH, AOD worker, and Addiction Medical Specialist)
e 1,374 hours per year for a General Practitioner.

Please note the three assumptions in the methodology, shown in the table below:

Table 17 - Assumptions in Calculation of FTE Reportable Client Hours

Assumption Nurse/Allied Health, AOD General
worker, and Addiction Practitioner
Medical Specialist

1 | Standard working week 38 hours 42.75 hours
2 | Annual leave 6 weeks 4 weeks
3 | Amount of a worker’s time one third one third

allocated to training, travel,

clinical supervision. Described

here as an ‘overhead allowance’

See Section 15.1.3 Calculation of reportable client hours generated by a clinical FTE
for how this is used in calculating the estimated number Clinical Staff FTE required.

For how this number is calculated, see the next section below, Section 8.5.1 Calculation
of Clinical FTE Reportable Client Hours.

8.5.1 Calculation of Clinical FTE Reportable Client Hours

Table below outlines how 1,171, the estimate of the average number of hours a clinical FTE
(Nurse/Allied Health, AOD worker, and Addiction Medical Specialist) and 1,374 hours per

year for a GP, spends each year on reportable client related work, is derived.

Table 18 - What’s included for total cost of clinical FTEs (non-GP)

Inclusions Notes

A | Salary which recognises an amount for direct face-to- | 67% and 33% (as
face clinical time and an amount for care activities not | discussed above)
associated with direct minutes with direct clients.

B | On-costs, usually around 28-30% (tax, super, leave 28% will be used
loading etc) , workers compensation.

D | Administration overheads (including personnel 10% added to salary
departments, CEO time, ward clerk, other clerical
support, etc).
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For additional details, see Section 15.1.1 Standard Clinical Staff FTE.

Figure 9 - Understanding the proportions of a worker’s time - 67% vs 33% (NAH, AOD,
AMS)

1 FTE paid hours per year
(NAH, AOD, AMS)
1983.6 hours

Subtract 6 weeks of leave
(NAH, AOD, AMS)
(228 hours)

1 FTE available hours per year
(NAH, AOD, AMS)
1755.6 hours

Overhead allowance
Reportable client related hours (NAH, AOD, AMS)
(NAH, AOD, AMS) 584.6 hours
1171 hours

8.6 BED BASED SERVICES

Bed Based Services are those provided on an inpatient basis.
Use: To calculate estimates of bed/place need.

Under this subsection, the parameters and statistics used in modelling the three types of beds
are provided. The three types of beds are:

¢ Withdrawal Management
¢ Residential Rehabilitation (the RR bed excludes withdrawal management)
e Specialist Drug and Alcohol beds in a hospital.
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8.6.1 Bed Days (BD)
The length of stay of an admitted patient is measured in bed days. A same-day patient is
allocated a length of stay of one day. The length of stay of an overnight or multi-day stay is

calculated by subtracting the admission date from the separation date and deducting total
leave with and without permission days

8.6.2 Average Length of Stay (ALOS)

The average length of stay (ALOS) in days in a hospital per discharged in-patient, i.e. average
duration of a single episode of hospitalization

Use: Part of calculation of Estimated Number of Beds.

See
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Appendix 9 Calculations for Average Length of Stay (ALOS) for details.

8.6.3 Readmission

Readmission rates are not calculated within the Model. It is assumed that everyone stays for
the full length of care. It is assumed no one comes back within a year. Readmission rates are
assumed = 1. Readmission is not shown as zero, as this would make some calculations in the
model equal to zero.

8.6.4 Occupancy

The inpatient stays that have been modelled in the project are for stays in inpatient (specialist
D&A beds), withdrawal and residential rehabilitation beds.

e The occupancy rate for residential rehabilitation beds is 76%.
e The occupancy rate for inpatient (specialist DA beds) is 87%

¢ The occupancy rate for withdrawal management (detox) is 87%

NB beds that are ‘owned’ by others, for example, mental health, paediatric or general bed,
then all of the occupancy belongs to them.

8.6.5 Separations per Person

Separation is the process by which an episode of care for an admitted patient ceases. The
separations data was obtained from the AIHW Data cubes.
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8.6.6 Available Bed Days (ABDs)

Available Bed Days are number of days the bed will be available to patients in a year, this
parameter is set as 365 days, for all 3 bed types in the Model.

8.6.7 Occupied Bed Days (OBDs)

Occupied Bed Days are calculated by Multiplying Readmission Rate by Treatment Rate by
Average Length of Stay to get the number of OBDs per 100,000 of age specific population.

8.6.8 Persons per Bed Year

This provides an average estimate of the number of persons that will occupy a bed in a year. It
is calculated by dividing the Average Occupied Bed Days (OBDs) per Year over the Average
length Of Stay (ALOS) for a bed type.

8.6.9 FTE/Bed

Costs for D&A owned bed-based units (specialist D&A beds) are not totally accounted for by
the care package activities undertaken by clinical staff during a 16-hr, 5 day a week working
model. Therefore, FTE/bed estimates are made, not only for the 8 hour nursing/caretaker
overnight shift for these units, but also for the weekend.

NOTE: The Model does not use a nominal bed price such as bed day cost in calculating the
cost of providing bed based services.

8.7 PRICING

The Model includes total prices, of all the resources (staff FTE, consumables, medications and
diagnostic tests) and the model delivered to the States/Territories will be such that they can
replace the prices associated with FTE’s (and other resources). This means that the dollar
FTE values are indicative only, and each jurisdiction will then maodify it as required.

8.8 FTE STAFF PRICES

FTE Staff prices include prices for:

Doctor - GP, not AMS

Doctor - Addiction Medicine Specialist
Nurse/Allied Health

AOD workers.

N =

For full details, see:
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Section
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19.1  Pricing — Clinical Staff

8.9 BED PRICES

Costs in the Model are driven by salaries, with the addition of on-costs (28%) and
administration costs (10%). This does not cover all the costs associated with an inpatient,
withdrawal management (detox) or residential rehabilitation bed which is “owned” by D&A
services. Missing ancillary (or overhead) costs include hotel costs (food, linen, etc), cleaning,
electricity, etc, which should be applied on a per bed basis.

Bed prices are estimated for Inpatient and withdrawal management (detox) beds, and for
residential rehabilitation beds.

NOTE: The Model does not use a nominal bed price such as bed day cost in calculating the
cost of providing bed based services.

For full details, see:

Section 19.3 Pricing — Beds

8.10 DIAGNOSTIC TEST PRICES

Estimated Quantity = multiply the treatment rate by the quantity (Quantity of Diagnostic Test
prescribed under the care package) to get the price per 100,000 of age specific population.

The prices used for the diagnostic tests are obtained from the Medicare Benefits
Schedule Book (Operating from 01 July 2011). This book can be found at:

http://www.health.gov.au/internet/mbsonline/publishing.nsf/Content/25A77EED964157D1CA2
57891007D9EBE/$File/201107-Cat%206.pdf

For full details, see:

Section 19.4 Pricing — Diagnostic Tests.

8.11 PRESCRIPTION MEDICINE PRICES

Estimated Quantity = multiply the treatment rate by the quantity (Quantity of Prescription
Medicine prescribed under the care package) to get the price per 100,000 of age specific
population.

The cost of medications has been estimated using the Pharmaceuticals Benefits Scheme
(PBS) price ex manufacturer for Methadone, Buprenorphine, Buprenorphine-naloxone, and
the PBS dispensed price for maximum quantity for all the remaining drugs, except Disulfiram,
which is not on the PBS.
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Diazepam

Diazepam is included for the care packages for Benzodiazepines. Staged Supply is an annual
payment for community pharmacies that supply PBS medicines in instalments to consumers,
under the Commonwealth Government program Pharmacy Practice Incentive (PPI) Program
started under the Fifth Community Pharmacy Agreement (5CPA), Staged Supply.

This operates in approx 90% of community pharmacies, where the pharmacist is paid about
$1000 per year to dispense the diazepam (and thus monitor) to any number of persons.

In the Model, it has been assumed that a pharmacist dispenses the Diazepam to five persons,
at $200 per person per year.

For full details, see:

Section
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19.5 Pricing — Prescription Medicine.
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9. Epidemiology

9.1 EPIDEMIOLOGICAL INFORMATION USED TO INFORM THE MODEL

To simplify future maintenance and standardise the model, all the general epidemiology is
based on age-sex-illness-specific prevalence data from the Australian Burden of Disease
(AUSBOoD) study (Begg S, Vos T, Barker B, Stevenson C, Stanley L, Lopez AD. The Burden
of Disease and Injury in Australia 2003. PHE 82. Canberra: Australian Institute of Health and
Welfare, 2007).

The 1997 NSMHWRB is the source for the AUSBoD data as it contains diagnostic criteria (i.e.
the distinguishing characteristics of the disease, via symptoms, signs, patterns of behaviour,
sometimes including duration criteria for example ‘persistent’ or ‘continued’). The AIHW'’s
triennial National Drug Strategy Household Survey does not contain any questions (and hence
report) diagnostic criteria.

9.1.1 Epidemiological Prevalence

This is the estimated number of people from a standard 100,000 age specific population
diagnosed ill with a drug or alcohol problem.

Table 19 - Epidemiological Prevalence

Drug Type Age Prevalence
Alcohol 12-17 1,061
Alcohol 18-64 6,355
Alcohol 65+ 1,422
Amphetamine 12-17 127
Amphetamine 18-64 511
Amphetamine 65+ 8
Benzodiazepine 12-17 13
Benzodiazepine 18-64 376
Benzodiazepine 65+ 76
Cannabis 12-17 484
Cannabis 18-64 1,765
Cannabis 65+ 51
Opioids 12-17 31
Opioids 18-64 655
Opioids 65+ 107
All-child 0-11mnths N/A
All-child 1-11 N/A

Note: Within the Model, estimates for ages child 0-11 months and child1-11 years are based
on actual rates of presentation, and thus do not have prevalence rates within the model.
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10.Description of MILD, MODERATE &
SEVERE (standard and complex)

10.1 KEY POINTS - SUMMARISED

The treatment and care an individual needs varies, depending on the clinical significance, or
severity, of the illness. For the Model drug and alcohol related illness has been measured at
three levels: MILD, MODERATE and SEVERE. Since there can be considerable variations in
what is understood by these terms, it is important for the Model to have an agreed
understanding, and definition of what is meant by these three levels of severity.

The terms MILD, MODERATE and SEVERE are not arbitrary labels, but have explicit
meaning. The Project Team has capitalised the labels MILD, MODERATE and SEVERE to
indicate that they are not just words with their ordinary (and variable) meaning, but the result
of the processes that operationally define them in the model. This is the process that the
Project Team stated would be used, in conjunction with the AUSBoD epidemiology, in the
proposal that was approved by the IGCD and endorsed by the MCDS in 2009. This is a
transparent process in the sense that the basis for each numerical decision is documented.
However, it is noted that for many people it may not be a concept that can be readily
understood in a short period of time.

It should be noted that the MILD, MODERATE and SEVERE concept has already had
considerable usage in mental health planning models through the operational NSW MH-CCP
and now in the development of a National Mental Health Service Planning Framework
(NMHSPF).

During the development of the Model the following table provided a quick guide to
understanding some of the distinction between MILD, MODERATE and SEVERE categories.

Table 20 - Understanding MILD, MODERATE and SEVERE

MILD MODERATE SEVERE

Person is not hospitalised Person is not hospitalised Person may be hospitalised
Person is not using Person is not using specialist | Person is typically using
specialist services services specialist services

In the Model the following steps were used to determine severity numbers in the model.

Step 1. Identify the number of persons in a standard population that would be classified as
diagnosed ill.

Step 2. Identify the number of persons in a standard population that would be classified as
having MILD / MODERATE / SEVERE illness.

There are three methods used in the Model to determine the boundaries of severity:
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1. In conceptualising a continuum of distress and impairment, the severity of drug and
alcohol related illness can also be expressed as proportions along a continuum. The
Australian Burden of Disease data set used disability weights (DW) to determine the
following cut offs for severity:

i MILD as 1.0 standard deviations below the mean;
ii. MODERATE as 2.0 standard deviations below the mean; and
iii. SEVERE as 3.0 standard deviations below the mean.

2. ldentifying diagnostic weightings using inpatient separation data.

3. Applying a general ratio for alcohol and cannabis of 6:2:1 (MILD : MODERATE :
SEVERE) to prevalence helps stabilise and generalise statistics.

Of critical importance is to ensure the statistical validity of the model through the use of robust,
empirical and transparent data and analytical processes. The methods described in this
technical manual meet these requirements and form a fundamental basis of analyses that
firmly validates the modelling underlying the Project.

The following sections outline the key data sources and definitions of SEVERE, MODERATE
and MILD illness as determined by the Model and further discuss the use of the terms in
relation to modelling.

10.2 BACKGROUND

The MILD, MODERATE and SEVERE definitions in the Model build on the definitions in the
NSW modelling for MH-CCP. MH-CCP used a definition of SEVERE illness that was originally
developed by the National Advisory Mental Health Council (NAMHC) in the United States to
meet a request from the Senate Appropriations Committee for “... a report on the cost of
covering medical treatment for severe mental illness commensurate with other illnesses ...
(emphasis added). In developing principles for defining “severe” illnesses, the NAMHC gave
the example that 2.5% of the American population had diabetes, but 93% of the entire cost of
diabetes was generated by a “severe” group equal to about one third of the total — only 0.83%
of the population — defined by hospitalisation.

»10

10.3 SEVERE, MODERATE AND MILD DRUG OR ALCOHOL USE

10.3.1 SEVERE

In the Model, the SEVERE group Treatment Rate for most drugs is 100%. Amphetamine is
modelled at 35%, to reflect a more realistic demand, given that data suggests that the current
Treatment Rate is approximately 18%.

19 National Advisory Mental Health Council. Health care reform for Americans with severe mental illnesses: Report of the National
Advisory Mental Health Council. American Journal of Psychiatry 1993;150(10):1447-1465.
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10.3.2 MODERATE

In this MODERATE group, many perceive no need for any treatment (percentage varies by
drug). In the Model, treatment demand is modelled as 50% for Alcohol and Cannabis, 50% for
Benzodiazepines, and 50% for Amphetamine. (NB there is no MILD for Amphetamine, and
lllicit Opioids has no MILD nor MODERATE).

10.3.3 MILD

In this MILD group, many perceive no need for any treatment (percentage varies by drug). In

the Model, treatment demand is modelled as 20% for Alcohol and Cannabis, 20% for

Benzodiazepines, and 0% for Amphetamine and lllicit Opioids (because there is no MILD for

Amphetamine and lllicit Opioids).

Table 21 - MILD, MODERATE and SEVERE - table summary

MILD

MODERATE

SEVERE

Apply symptomatic
diagnostic criteria

Apply symptomatic
diagnostic criteria

Apply symptomatic diagnostic

criteria

Person is not hospitalised

Person is not hospitalised

Person is hospitalised

Person is not using specialist
services

Person is not using
specialist services

Person is using specialist
services

Person is impaired based on
Global Assessment of
Functioning (GAF)

Person has made suicide
attempt (re mental health)

Only some people under the
severe category would be
considered complex
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10.4 CONCEPTUALISING SEVERITY IN RELATION TO THE PREVALENCE DATA

The prevalence of drug and alcohol related iliness is now generally described in terms of the
three levels of severity. Once the Project Team obtained the number of people per 100,000 in
each age group who are SEVERE, different ratios according to drug type are then applied.

As an example, for alcohol 18-64, the total diagnostically ill/ diagnostically positive group is
6,355 per 100,000. Using various calculations the Project Team determined that the ratio
(MILD : MODERATE : SEVERE) for Alcohol is 6.09 : 2 : 1, with the percentage splits being
67% in MILD, 22% in MODERATE and 11% in SEVERE. Thus for alcohol 18-64 years, the
prevalence by severity per 100,000 is:

1. MILD = 4,258
2. MODERATE =1,398
3. SEVERE = 699

In broad terms, the prevalence of MODERATE Alcohol disorders is approximately triple that of
SEVERE, and the prevalence of MILD disorders is approximately twice that of MODERATE.

Similar generalised ratios are used for the other drugs.

Generalised ratio (MILD : MODERATE : SEVERE):

e Alcohol 6.09:2:1

e Amphetamine 0:1:9

¢ Benzodiazepines 5:3:2

e Cannabis 6.09:2:1

¢ lllicit Opioids 0:0:1 (they are all in SEVERE)

More simply, if it is accepted that severity of impairment and distress associated with illness
varies along a continuum, then the continuum itself can be divided at appropriate and agreed
proportions and labelled MILD, MODERATE and SEVERE.

10.5 APPLYING SEVERITY TO INDIVIDUAL DRUG GROUPS

Using the generalised ratios shown above, we can see that different prevalence ratios for
MILD, MODERATE and SEVERE are applied for different drugs.

In the case of alcohol and cannabis, the prevalence ratio is 6.09: 2 : 1 (MILD : MODERATE
:SEVERE).

For illicit opioids the prevalence ratiois 0: 0 : 1. (MILD : MODERATE :SEVERE). This means
that all the prevalent cases are considered SEVERE. There are no MILD or MODERATE care
packages, or MILD or MODERATE epidemiological data for this drug type.
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For benzodiazepines the prevalence ratiois 5: 3: 2 (MILD : MODERATE :SEVERE). The
Project Team has assigned a 2 in SEVERE because the disability weight for benzodiazepines
is approximately twice that of alcohol or cannabis.

In the case of amphetamines, the prevalence ratiois0:1:9 (MILD : MODERATE
:SEVERE). This means most of the prevalent cases are considered SEVERE. There are no
MILD and a small number of MODERATE.

10.6 MODELLING SEVERITY

To ensure the statistical validity of the model it is important to ensure that both the data and
processes used to analyse it are themselves robust, empirical and transparent. The primary
source of epidemiological data used by the Model to identify prevalence is the Australian
Burden of Disease (AUSBoD). AUSBoD uses disability weights (DW) from 0.0to 1.0 on a
vertical axis. The horizontal axis represents scores on the ‘SF12’ measure of functioning that
was used in the Australian National Survey of Mental Health and Wellbeing (SMHWB-1997)*.
Since this was available for every respondent in SMHWB-1997, AUSBoD labelled the
following cut offs for severity:

1. MILD as 1.0 standard deviations below the mean.
2. MODERATE as 2.0 standard deviations below the mean.
3. SEVERE as 3.0 standard deviations below the mean.

A second method to generalise and stabilise the statistics is to apply the general ratio in the
case of alcohol or cannabis, of 6:2:1 (MILD : MOD : SEVERE) to prevalence as also
discussed earlier.

Using the premise that help-seeking behaviours increase with impairment and distress, it is
important to consider the proportion of the prevalent population that identify the need for
service. Therefore, incorporated within these methods is the ratio of treatment demand within
each severity category that is used in the Model to determine service usage.

The table below shows recommended_number of people to be treated for any drug type for the
age group 18-64.

“australian Bureau of Statistics, National Survey of Mental Health and Wellbeing: Summary of Results, 2007. Canberra:
Commonwealth of Australia, 2008. (ABS Cat No 4326.0).
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Table 22 - Service Demand by Substance use Disorder, age group 18-64

Total Treated MILD | MODERATE | SEVERE | SEVERE
Prevalence Of % % % Qty
Dx %
Alcohol 35 20 50 100 699
Amphetamine 37" n/a 50 35 161
Benzodiazepine 45 20 50 100 75
Cannabis 35 20 50 100 194
lllicit Opioids 90 n/a n/a 100 590

Note: there is no MILD for Amphetamine, and lllicit Opioids has no MILD nor MODERATE.

10.7 REVISED ESTIMATES OF ILLICIT OPIOIDS

The original AUSBoD estimate for each age group was:

e 12-17 yrs =17/100,000 or 289 Australians aged 12-17.
e 18-64 years= 353 /100,000 or 46,319 Australians aged 18-64.
e 65+ =58/100,000 or 1,562 Australians aged 65+.

The AUSBoD estimates were sourced from the NDARC Technical Report #198, published in
2004 as “Estimating the number of regular heroin users in NSW and Australia in 1997-2002”".
The AUSBoD estimate thus dates back to 2002. The full report is at:
http://ndarc.med.unsw.edu.au/resource/estimating-number-current-regular-heroin-users-nsw-
and-australia-1997-2002 .

Further, the AIHW’s NOPSAD data shows that in the year 2002, there were 34,210
Australians registered in Opioid Treatment Programs. The NOPSAD data shows that in 2010
there were 46,078 Australians registered in Opioid Treatment Programs. This means that the
total number of people in OTP/OST programs in 2010 almost exceeds the original AUSBoD
estimate of 48,169 across the three major age groups. The NOPSAD report is at
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=10737419326&IlibID=1073741932
5.

A revised estimate was calculated by adding the AUSBoD original estimate of the total
number for each age group to the age relevant proportion of the 41,100 Australians "between
treatment" for each age group. The ‘between treatment’ data was taken from the ANCD
publication “modelling pharmacotherapy treatment in Australia: exploring affordability,
availability, accessibility and quality using system dynamics”. The full report is at:
www.ancd.org.au/images/PDF/Researchpapers/rp19 modelling.pdf?phpMyAdmin=rGQ2XkO
OsKjMp24r2sFwuVc5ibb.pub .

This new total was then calculated and expressed as a rate /100,000 for each age group. For
example for 18-64 years, AUSBoD original estimate was 46,319 Australians aged 18-64, the

2 Amphetamine :12-17 years is 36%, 18-64 years is 37% and 65+ years is 31%.
The diagnosable numbers are so small that it affects the calculation of the overall treatment rate of Dx (ie small numbers can
lead to greater variations in percentage terms
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Project Team then added the age relevant proportion of the 41,100 Australians "between
treatment" for this age group, which was 39,521 (based on 0.96*41,100) to get a new total of
85,840 Australians aged 18-64. The 85,840 is then expressed 655/100,000 for the age group
18-64 years.

In summary, the revised illicit opioid rates are: 12-17 years (31/100,000), 18-64 years
(655/100,000), 65+ years (107/100,000).
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10.8 EPIDEMIOLOGY AND TREATMENT RATES AND NUMBERS

The following figure represents the Alcohol 18 — 64 Age Group, showing the prevalence and

treatment rates between MILD, MODERATE and SEVERE, and the calculations for Screening

and Brief Intervention.

Figure 10 - Alcohol 18-64 Epidemiology and Treated Prevalence

ALCOHOL 18 — 64 years: Epidemiology and Treated Prevalence
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Table 23 - Alcohol Epidemiology and Treatment Rates and Numbers

ALCOHOL
12-17 18-64 65+
A | Standard population 100,000 100,000 100,000
B | Not diagnosable 98,939 93,645 98,578
C | Diagnosable 1,061 6,355 1,422
Division into MILD, MODERATE and SEVERE by prevalence %
D | MILD 67% 711 4,258 953
E | MODERATE 22% 233 1,398 313
F | SEVERE 11% 117 699 156
Total 100% 1,061 6,355 1,422
Division into numbers treated by applying Treatment rate%
G | MILD 20% 142 852 191
H | MODERATE 50% 117 699 156
| | SEVERE 100% 117 699 156
J | Total Treated 376 2,250 503
Overall Treatment Rate
K| (K=J/C)Of Dx 35% 35% 35%
Overall Treatment Rate Of
Standard Population
L ({(L=J/A) 0.376% 2.25% 0.503%
M | At Risk % Ages 12+ 15.4% 15.4% 15.4%
Weighted Proportion of age
N | group 8.98% 74.86% 16.16%
O | Screening and Brief Intervention 1,369, 10,795 2,453
Screening and Brief Intervention
% Of Not Diagnosable %
P|(P=0/B) 15.4% 15.4% 15.4%
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Table 24 - Amphetamine Epidemiology and Treatment Rates and Numbers

AMPHETAMINE

12-17 18-64 65+
A | Standard population 100,000 100,000 100,000
B | Not diagnosable 99,873 99,489 99,992
C | Diagnosable 127 511 8
Division into MILD, MODERATE and SEVERE by prevalence %
D | MILD 0% 0 0 0
E | MODERATE 10% 13 51 1
F | SEVERE 90% 114 460 7
Total 100% 127 511 8
Division into numbers treated by applying Treatment rate%
G | MILD 0% 0 0 0
H | MODERATE 50% 6 26 0
| | SEVERE 35% 40 161 3
J | Total N treated 46 187 3
Overall Treatment Rate
K| (K=J/C)Of Dx 36% 37% 38%
Overall Treatment Rate Of
Standard Population
L ({(L=J/A) 0.046% 0.187% 0.003%
M | At Risk % Ages 14+ 0.9% 0.9% 0.9%
Weighted Proportion of age
N | group 6.24% 77.11% 16.65%
O | Screening and Brief Intervention 56 690 150
Screening and Brief Intervention
% Of Not Diagnosable % (P =0/
P | B) 0.06% 0.69% 0.15%

Note: the 65+ age group diagnosable number (C=8) is so small that it affects the calculation
of the overall treatment rate of Dx (K=38%) (i.e. small numbers can lead to greater variations
in percentage terms).
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Table 25 - Benzodiazepine Epidemiology and Treatment Rates and Numbers

BENZODIAZEPINE

12-17 18-64 65+
A | Standard population 100,000 100,000 100,000
B | Not diagnosable 99,987 99,624 99,924
C | Diagnosable 13 376 76
Division into MILD, MODERATE and SEVERE by prevalence %
D | MILD 50 7 188 38
E | MODERATE 30 4 113 23
F | SEVERE 20 3 75 15
Total 100 13 376 76
Division into numbers treated by applying Treatment rate%
G | MILD 20 1 38 8
H | MODERATE 50 2 56 11
| | SEVERE 100 3 75 15
J | Total N treated 6 169 34
Overall Treatment Rate
K | (K=J/C)Of Dx 45% 45% 45%
Overall Treatment Rate Of
Standard Population
L ({(L=J/A) 0.006% 0.169% 0.034%

Note: Benzodiazepines and lllicit Opioids are not modelled for SBI, as there was no data
available for “at risk/ need for screening”.
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Table 26 - Cannabis Epidemiology and Treatment Rates and Numbers

CANNABIS
12-17 18-64 65+
A | Standard population 100,000 100,000 100,000
B | Not diagnosable 99,516 98,235 99,949
C | Diagnosable 484 1,765 51
Division into MILD, MODERATE and SEVERE by prevalence %
D | MILD 67% 324 1,183 34
E | MODERATE 22% 106 388 11
F | SEVERE 11% 53 194 6
Total 100% 484 1,765 51
Division into numbers treated by applying Treatment rate%
G | MILD 20% 65 237 7
H | MODERATE 50% 53 194 6
| | SEVERE 100% 53 194 6
J | Total Treated 171 625 18
Overall Treatment Rate
K | (K=J/C)Of Dx 35% 35% 35%
Overall Treatment Rate Of
Standard Population
L ({(L=J/A) 0.171% 0.625% 0.018%
M | At Risk % Ages 12+ 9.4% 9.4% 9.4%
Weighted Proportion of age
N | group 8.98% 74.86% 16.16%
O | Screening and Brief Intervention 840 6,912 1,518
Screening and Brief Intervention
% Of Not Diagnosable %
P|(P=0/B) 9.4% 9.4% 9.4%
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Table 27 - lllicit Opioids Epidemiology and Treatment Rates and Numbers

ILLICIT OPIOIDS

12-17 18-64 65+
A | Standard population 100,000 100,000 100,000
B | Not diagnosable 99,969 99,345 99,893
C | Diagnosable 31 655 107
Division into MILD, MODERATE and SEVERE by prevalence %
D | MILD 0% 0 0 0
E | MODERATE 0% 0 0 0
F | SEVERE 90% 28 590 96
Total 100% 28 590 96
Division into numbers treated by applying Treatment rate%
G | MILD 0% 0 0 0
H | MODERATE 0% 0 0 0
| | SEVERE 100% 28 590 96
J | Total N treated 28 590 96
Overall Treatment Rate
K | (K=J/C)Of Dx 90% 90% 90%
Overall Treatment Rate Of
Standard Population
L ({(L=J/A) 0.03% 0.59% 0.10%

Note: Benzodiazepines and lllicit Opioids are not modelled for SBI, as there was no data
available for “at risk/ need for screening”.
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11.Screening and Brief Intervention

Screening and Brief Intervention (SBI) refers to advice and information provided to people ‘at
risk’ in the context of a consultation by a primary care worker. Such information is initially
conveyed verbally and usually in the context of a primary care consultation for a different
purpose. The initial screening may be accompanied by a range of additional support, including

the provision of printed information, or follow-up telephone calls.

Figure 11 - calculation for SBI Screening Brief Intervention

SBI Screening Brief
Intervention

= AtRisk | * | Age Group
% Proportion

*

Number of people with no
Diagnosable lliness

The table below shows the estimated numbers for Screening and Brief Intervention, where

modelled within the Model.

Table 28 - Estimated Numbers for Screening and Brief Interventions

Drug Age Group SBI number
Alcohol 12-17 1,369
Alcohol 18-64 10,795
Alcohol 65+ 2,453
Amphetamine 12-17 56
Amphetamine 18-64 690
Amphetamine 65+ 150
Cannabis 12-17 840
Cannabis 18-64 6,912
Cannabis 65+ 1,518

Note: Benzodiazepines and lllicit Opioids are not modelled for SBI, as there was no data
available for “at risk/ need for screening”.
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The table below shows the Calculation for SBI Screening Brief Intervention.

Table 29 - Calculation for SBI Screening Brief Intervention

Step | Step - Summary Step — Detailed Example
#
A Identify drug for SBI NB SBI is modelled only for Drug: Alcohol
Screening Brief Alcohol, Amphetamine and
Intervention. Cannabis
B Identify Age Group Select age group for this Age: 18-64
example
C Identify At Risk source | Alcohol At Risk percentages
data were calculated from data from
the NDSHS™ page 57.
D Identify At Risk% Alcohol At Risk drinker for SBI For ages 12+ the total
was defined as: of at risk drinkers is
'at least weekly' and 15.4%
'every day/ most days’ (10.8 +4.6)
for single occasion risk in 2010 | note: includes age
groups 12-17,18-64
and 65+
E Identify Weighted Identify age group share using Of 12+ years:
Proportion for age 2011 % by age group 12-17 years is 8.98%
group 18-64 years is 74.86%
65+ years is 16.16%
F Identify number of Of 100,000 standard population | 93,645
people in age group of age group 18 - 64 years,
with "No Diagnosable 93,645 people have “No
lliness". Diagnosable lliness”.
(1,061 are diagnosable)
G Calculate SBI SBI = Weighted Proportion for G=D*E*F
Screening Brief age group, of the At Risk % of =15.4% * 74.86% *
Intervention people with "No Diagnosable 93,645

lliness".

=10,795

The following tables show the calculations for SBI Screening Brief Intervention, where
modelled within the Model.

3 AIHW 2011. 2010 National Drug Strategy Household Survey report. Drug statistics series no. 25. Cat. no. PHE 145. Canberra:

AlHW.
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Alcohol At Risk %: data source: NDSHS, 2010 aged 12+ (include only 'at least weekly' and
‘every day/ most days’ for single occasion risk)
Table 30 - Alcohol Screening and Brief Intervention Calculations

A B C D E=B*C*D
SBI. Risky
drinker by age
census 2011 % Alcohol Not diagnosed | group /100,000
Age Group by age group At Risk% ill population
12-17 8.98% 15.4% 98,939 1,369
18-64 74.86% 15.4% 93,645 10,795
65+ 16.16% 15.4% 98,578 2,453
total 12+ 100.00% 14,617

Amphetamine at Risk %: data source: NDSHS, 2010 aged 12+ (i.e. used in last month and

last week)
Table 31 - Amphetamine Screening and Brief Intervention Calculations
A B C D E=B*C*D
SBI. Risky user
by age group
census 2011 % Amphetamine | Not diagnosed | /100,000
Age Group by age group At Risk% ill population
14-17 6.24% 0.9% 99,873 56
18-64 77.11% 0.9% 99,489 690
65+ 16.65% 0.9% 99,992 150
total 14+ 100.00% 896

Note: the 99,873 not diagnosed ill is per 100,000 of age 12-17 years. We do not have the
numbers for 14 -17 years. We would not expect great variation between the 14-17 years and
12-17 years, as it is per 100,000.

Cannabis at Risk %: data source: NDSHS, 2010 aged 12+ (i.e. used in last month and last

week)
Table 32 - Cannabis Screening and Brief Intervention Calculations
A B C D E=B*C*D
Not SBI. Risky user by
census 2011 % Cannabis diagnosed | age group /100,000
Age Group by age group At Risk% ill population
12-17 8.98% 9.4% 99,516 840
18-64 74.86% 9.4% 98,235 6,912
65+ 16.16% 9.4% 99,949 1518
total 12+ 100.00% 9,271

The NDSHS tables were the source for the At Risk %. For further information, see:

Appendix A16.6

The 2010 National Drug Strategy Household Survey
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The table below was used to identify At Risk% for drug = Alcohol, age 12+ years for single occasion risk). The At Risk % used includes only 'at
least weekly'(10.8) and 'every day/ most days’ (4.6) at risk drinkers is 15.4% (=10.8 +4.6). Similar tables were used to identify At Risk for
Amphetamines and Cannabis.

Table 33 - NDSHS of 2010, ages 12 + Alcohol single occasion risk

Table 4.5 (continued): Alcohol consumption (2009 guidelines), people aged 12 vears or older at risk of injury on a single occasion of drinking, by age
and sex, 2007 and 2010 (per cent)

Single occasion risk

Abstainers™ Low risk™ At least yearly™ At least monthly™ At least weekly™ Every dayimost days"
?ﬁrﬂ?“ 2007 2010 2007 2010 2007 2010 2007 2010 2007 2010 2007 2010
Persans
12-15 go.2 72 4 07 148 4 35 23 42 43 16 "00 0z —
1817 244 N6 4 310 75 an 107 MG 104 122 100 18 0.8
18-10 0.8 127 1.1 200 17.2 gz 4 0.1 "7 21 287 a5 a7
2029 128 147 24 248 152 142 2.1 04 43 210 42 23
30-38 122 157 4 3654 341 18.1 185 155 16.0 128 128 47 51
4040 124 143 430 428 155 138 126 123 106 110 8.0 8.0
50-58 140 185 4 500 436 124 114 o5 58 64 77 B 70
6060 2.0 10.8 56.0 53.0 TE 8.5 50 6.1 35 41 5.1 58
70+ 203 04 0.1 60.4 35 27 232 20 18 g az 23
Total {12+ 193 nr o, 405 397 124 110 122 122 10.9 48
14-19 239 3/4 4 7.0 234 10.8 a0 & 166 178 147 138 13 15
14+ 174 185 4 415 40.7 128 113 L 126 125 13 112 ag 47
18+ 156 176 4 4232 418 121 116 & 125 124 15 118 51 50

£l
o

) Motconsumed alcohol In the previous 12 months.

] Mever had more than 4 standard drinks on any occaslon.

| Hadmare than 4 standard annks at least once a year out not 35 ofen as monthiy.
)

1

a o e

Had mare than 4 standard dnnks at lzast once 3 month but not 35 often a5 weekly.
Had mare than 4 standars onnks at 123t onca 3 wesk but not 35 oft2n as most days.
(f  Had mare than 4 standard drnks on most days or every day.

o

Estimate has a relative standard ermar of 25% fo 50% and should be used with caution.
Estimate has a relative standard ermor greater than 50% and ks considersd too unrelabie for general use.
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12.Harm Reduction Estimates

The harm reduction component of the model is underpinned by the following considerations:
The scope of the harm reduction

Harm reduction has is a core component of public health — for example, school children being
required to wear sun hats in the playground, or of frangible power poles being installed at the
roadside. It is the central organising principle for the area in public health known as ‘injury
prevention and control’; the control aspect is, in fact, harm reduction. Many people believe —
incorrectly - that the harm reduction concept, language and practice entered the substance
abuse field with the 1980s emergence of the HIV/AIDS epidemic. In fact, it was established
before that era.™*

In Australia, the idiosyncratic approach of defining ‘harm minimisation’ (as it applies to drugs
policy) as encompassing demand reduction, supply reduction and harm reduction is a source
of confusion both to people in the AOD field and beyond. That said, harm reduction has been
one of the focuses of Australia’s National Drug Strategy and its predecessor the National
Campaign Against Drug Abuse, since the latter’s inception in 1985.

No broadly agreed definition of harm reduction exists. The term ‘harm reduction’ was first used
in Australia’s National Drug Strategy in 1993 when the three pillars approach was introduced,
along with an explicit statement as to the meaning of harm reduction in the context of the
Strategy.™ Although not defined in the current NDS strategy document, the following definition
was included in the document describing the previous (2004-2009) phase of the NDS:

Harm-reduction strategies: strategies that are designed to reduce the impacts of drug-
related harm on individuals and communities. Governments do not condone illegal risk
behaviours such as injecting drug use: they acknowledge that these behaviours occur and
that they have a responsibility to develop and implement public health and law-
enforcement measures designed to reduce the harm that such behaviours can cause.®

For the purposes of the Model, harm reduction interventions are those aimed at reducing the
harms caused by drugs, drug use and societal responses to drugs, drug use and people who
use drugs, but not aimed at reducing drug use as such, at least in the short term.

4 For example ‘problem prevention’: Pittman, DJ 1980, Primary prevention of alcohol abuse and alcoholism: an evaluation of the
control of consumption policy, Social Science Institute, Washington University, St. Louis, Mo.; ‘harm reduction’: Casswell, S 1981,
‘A harm-reduction education programme’, in Man, drugs and society current perspectives: proceedings of the first Pan-Pacific
Conference on Drugs and Alcohol, Canberra, Australia, February 26 to March 5, 1980, Australian Foundation on Alcoholism and
Drug Dependence, Canberra, p. 164.

!5 Ministerial Council on Drug Strategy 1993, National Drug Strategic Plan 1993-97, AGPS, Canberra.

18 Ministerial Council on Drug Strategy 2004, The National Drug Strategy; Australia’s integrated framework 2004-2009, Dept of
Health and Ageing, Canberra.
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Harm reduction interventions focus on diverse populations, with the result that some are
universal, some selective and some indicated, to use a familiar taxonomy.'” For example, seat
belts in motor cars are a universal harm reduction intervention, plastic alcoholic beverage
containers are a selective intervention and NSPs are an indicated intervention. Some overlap
exists, both conceptually and in programmatic terms, between prevention and harm reduction.
The key difference is that much prevention is aimed at stopping or delaying the uptake of drug
use (a prevalence approach) whereas harm reduction aims to prevent the occurrence of drug-
related harm, or to minimise the extent of harm.

An evidence-based comprehensive approach

A significant body of research evidence underpins the design and implementation of harm
reduction initiatives in the AOD field. For this reason, only initiatives with a reasonably sound
evidence base are included in the model.

A standard population approach

Consistent with the treatment and prevention components of the Model, the harm reduction
component estimates are based on the amount of harm reduction services that should be
provided to 100,000 of age specific population. This is directed to the entire population, not to
those dependent and therefore resource estimates are required at a population rather than
individual level. These estimates are based on the best available evidence of what works. In
some instances, the harm reduction activity can be expressed as an FTE per 100,000 of age
specific population, whereas at other times the estimates may be based on a program cost per
100,000 of age specific population. Although the decision about whether to use an FTE or
program cost amount will depend on the availability of data, for the purposes of the model it
does not matter which source is used.

Boundary setting: the scope of the harm reduction component

For pragmatic reasons the harm reduction component of the Model focuses on expenditures
within the health sector. It is acknowledged that significant drug harm reduction expenditures
occur in other sectors such as law enforcement and corrections. Initiatives and expenditures in
these areas are excluded.

In the international literature, and frequently in Australia as well, opioid substitution treatment
(OST) is considered to be a harm reduction intervention. This is based on the fact that the
goals of OST include reducing a range of harms related to illicit opioid use. For the purposes
of the Model, however, OST is excluded from the harm reduction component of the model,
being more appropriately dealt with as a treatment intervention.™®

7 Gordon, RS, Jr. 1983, ‘An operational classification of disease prevention’, Public Health Reports, vol. 98, pp. 107-9, p. 109:
‘Universal measures are recommended for essentially everyone. Selective measures are advisable for population subgroups
distinguished by age, sex, occupation, or other evident characteristics, but who, on individual examination, are perfectly well.
Indicated measures are those that should be applied only in the presence of a demonstrable condition that identifies the individual
as being at higher than average risk for the future development of a disease.’

'8 This boundary setting is consistent with that used in Ritter, A & Cameron, J 2006, ‘A review of the efficacy and effectiveness of
harm reduction strategies for alcohol, tobacco and illicit drugs’, Drug Alcohol Rev, vol. 25, no. 6, pp. 611-24.
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Blood-borne virus (BBV) prevention programs are not to be included in the harm reduction
component at present, but they should be considered in future stages of development of the
Model. Quantifying the expenditures on and outputs of BBV prevention programs, and
projecting future needs and expenditures in this area, should receive attention in the reviews
of the Third National Hepatitis C Strategy and Sixth National HIV Strategy, given that people
who inject drugs are a priority population within both strategies.

Drug classes

The harm reduction component is consistent with the treatment and prevention components,
addressing the same drug classes, namely:

e Alcohol

e Amphetamines

e Benzodiazepines
e Cannabis

¢ lllicit Opioids

In practice, some harm reduction interventions address more than one drug class, for example

NSPs that provide sterile injecting equipment suitable for injecting a range of drugs.

In

contrast, some harm reduction interventions target the use of specific drugs, for example the

distribution of Naloxone in the context of opioid overdose.

Age groups

The harm reduction component applies to people in all age groups.

The table below (next page) provides evidence for effectiveness for the six harm reduction
interventions endorsed by the ERG as being within scope.

For more details, see:

Al17.1 Harm Reduction details and Resource Estimate
A17.2 Harm Reduction Intervention Costs Estimates
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Table 34 - Harm Reduction Component — Evidence for Effectiveness

Harm reduction activity Notes on evidence for effectiveness

1. Needle and syringe programs Assessed as effective and cost-effective in key reviews."
Estimated that Australian NSPs reduced incidence of :HIV by 60-77%
(564-1,284 cases) and HCV by 27-43% (39,496-78,331 cases) during 2000-2010%°

2A Distribution of Naloxone The evidence is largely from descriptive studies but is strong enough, especially from the USA, for the
intervention to be supported.?> A national program has been implemented in Scotland.?? , now part of
the USA National Drug Control Strategy, on the basis of experience and evidence from that country.

2B Overdose prevention programs Given the apparently poor responses to overdose, improving heroin users’ responses to the overdoses
other than supervised injection of their peers may well reduce overdose fatalities and morbidity.’??

facilities (e.g.Save a mate) SaveAMate Program staff and volunteers demonstrated use of skills learnt, behaviour change and
increased confidence to recognise an overdose. %

2C Supervised injection facilities Fair evidence of effectiveness from observational studies in Sydney and abroad.*

!9 Ritter, A & Cameron, J 20086, ‘A review of the efficacy and effectiveness of harm reduction strategies for alcohol, tobacco and illicit drugs’, Drug Alcohol Rev, vol. 25, no. 6, pp. 611-24; Babor, T,
Caulkins, JP, Edwards, G, Fischer, B, Foxcroft, DR, Humphreys, K, Obot, IS, Rehm, J, Reuter, P, Room, R, Rossow, | & Strang, J 2010, Drug policy and the public good, Oxford University Press,
Oxford.

% Kwon, JA, Anderson, J, Kerr, CC, Thein, H-H, Zhang, L, Iversen, J, Dore, GJ, Kaldor, JM, Law, MG, Maher, L & Wilson, DP 2012, ‘Estimating the cost-effectiveness of needle-syringe programs in
Australia’, poster presented to XIX International AIDS Conference, Washington, DC, 22-27 July.

% Open Society Foundations 2011, Stopping overdose: peer-based distribution of naloxone, Open Society Foundations Public Health Program, New York;

Ritter, A & Cameron, J 2006, ‘A review of the efficacy and effectiveness of harm reduction strategies for alcohol, tobacco and illicit drugs’, Drug Alcohol Rev, vol. 25, no. 6, pp. 611-24;

Babor, T, Caulkins, JP, Edwards, G, Fischer, B, Foxcroft, DR, Humphreys, K, Obot, IS, Rehm, J, Reuter, P, Room, R, Rossow, | & Strang, J 2010, Drug policy and the public good, Oxford University
Press, Oxford.

2 The Scottish Government 2012, Naloxone kits issued across Scotland, <http://www.scotland.gov.uk/News/Releases/2012/07/naloxone31072012>.

% Darke, S & Hall, W 2003, ‘Heroin overdose: research and evidence-based intervention’, Journal of Urban Health, vol. 80, no. 2, p. 193.

2 Project Evaluation, 2011, ‘Red Cross Save A Mate’

% KPMG 2010, Further evaluation of the Medically Supervised Injecting Centre during its extended Trial period (2007-2011): final report, KPMG, [Sydney]; Marshall, BD, Milloy, MJ, Wood, E,
Montaner, JS & Kerr, T 2011, ‘Reduction in overdose mortality after the opening of North America’s first medically supervised safer injecting facility: a retrospective population-based study’, Lancet,
vol. 377, no. 9775, pp. 1429-37.
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3A Peer support programs

‘Good evidence for reducing drug use, crime. and infections.
A very cost-effective way to manage chronic drug users.’*®
WHO also recommends this approach: ‘It is suggested to offer peer interventions to people who inject

drugs to reduce the incidence of viral hepatitis’.?’

3B Consumer advocacy services

Benefits of consumer participation in health services range from increased individual consumer self-
esteem and confidence to improvements in the quality of healthcare and outcomes. %

4 Interventions for intoxication —
night patrols; sobering up centres;
places of safety.

Gray et al "Indigenous specific alcohol and other drugs interventions: continuities, changes and areas
of greatest need" 2010. Australian National Council on Drugs (ANCD) research paper 20.
http://www.ilc.unsw.edu.au/sites/ilc.unsw.edu.au/files/mdocs/Report%20NIDAC_ANCD%?20research%
20paper_Apr10.pdf

% Babor, T, Caulkins, JP, Edwards, G, Fischer, B, Foxcroft, DR, Humphreys, K, Obot, IS, Rehm, J, Reuter, P, Room, R, Rossow, | & Strang, J 2010, Drug policy and the public good, Oxford
University Press, Oxford, p.265, and see Garfein, R et al. 2007, ‘A peer-education intervention to reduce injection risk behaviors for HIV and hepatitis C virus infection in young injection drug users’,
AIDS, vol. 21, no. 14, pp. 1923-32; Medley, A, Kennedy, C, O’Reilly, K & Sweat, M 2009, ‘Effectiveness of peer education interventions for HIV prevention in developing countries: a systematic
review and meta-analysis’, AIDS Education and Prevention, vol. 21, no. 3, pp. 181-206; Australian Injecting and lllicit Drug Users League 2006, A framework for peer education by drug-user
organisations, Australian Injecting and lllicit Drug Users League (AIVL), Canberra.

" World Health Organization 2012, Guidance on prevention of viral hepatitis B and C among people who inject drugs, WHO/HIV/2012.18, World Health Organization, Geneva.

%8 National Resource Centre for Consumer Participation in Health
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13.Promotion and Prevention

In the original Project proposal it was stated the Model would quantify the need for prevention,
promotion and early intervention. It is intended that the Model have a comprehensive evidence
based Prevention and Promotion module; underlaid by a sound methodology that aligns with
the rest of the model. To enable this to happen, and to preserve the integrity of the remaining
model the Prevention and Promotion module has been recommended for inclusion in the next
iteration of the Model.

13.1 CURRENT ISSUES WITH MODELLING OF PROMOTION AND PREVENTION

Significant work was undertaken by the Project Team and Expert Reference Group to build a
Prevention and Promotion component into this first version of the Model. However, it was
concluded that the Prevention and Promotion module should be completed and included in the
next iteration of the Model, due to time, information and resource constraints leading to the
following issues being unresolved:

1. Obtaining reliable evidence based detailed information on health sector drug and alcohol
promotion and prevention activities in Australia is challenging.
2. Inconsistency with the rest of the Model:

a. While activities in the rest of the Model are categorised by drug and age group, the
identified promotion and prevention activities generally went across drugs and ages;
The specific drug/s and age group/s covered by promotion and prevention activities
were not easily identifiable;

Furthermore it was found that promotion and prevention activities that went across
drug and age groups, could go across all drugs and/or age groups, some drugs and/or
age groups or impacted only one drug and/or age group;

Where promotion and prevention activities went across drug and age groups, the
relative weighting of activity resources between the drugs and age groups were not
identifiable by the information at hand,;

Age groups covered by promotion and prevention activities were not always consistent
with the age groups reported on in the rest of the model;

These issues mean reporting resource need by drug and age group, as per the
remainder of the Model was not possible for Promotion and Prevention, by Project
completion.

b. The Model focuses on AOD use and the Health sector. Promotion and Prevention
activities, sometimes more than other parts of the model are managed or carried out
by non drug and alcohol agencies( e.g. Education or Law Enforcement). While it is
recognised that other areas such as crime prevention and law enforcement play an
important preventative role, to be consistent with the remaining model, they need to be
considered within scope to the extent that Health interacts with them. Identifying this
separation of responsibilities and resources was difficult with the information at hand.

The following sections detail the work undertaken in Promotion and Prevention.
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13.2 WORK UNDERTAKEN FOR PREVENTION AND PROMOTION

Prevention was discussed at the Project Steering Committee (SC) teleconferences in
November 2011 and April 2012.

The Steering Committee discussed in meetings, the appropriateness of developing a
prevention component of the model to determine the amount of prevention initiatives that
should be provided within the community. It was agreed that a draft model would be
developed for the Committee’s consideration.

The work was undertaken by Western Australian representatives in collaboration with the
Chair of the ERG and the Project Team.

At the conclusion of the SC’s April 2012 teleconference it was agreed that “The SC supported
the ERG to further explore and develop an approach based on the work being undertaken by
Western Australia.”

The Western Australian representatives and the ERG Chair provided a detailed set of papers
with 19 prevention activities for consideration at the 23 July 2012 ERG meeting.

The prevention activities in these tables were grouped together to form a list of 9 prevention
activities for presentation and discussion in the 23 July 2012 ERG meeting. For all the details
see:

Appendix 19 DRAFT Prevention Component

Based on the advice provided by the ERG at their meeting on 23 July 2012, the WA-DAO
prepared a set of papers for discussion at the September 2012 Joint meeting of the Steering
Committee and Expert Reference Group.

The 9 items included in the prevention paper and their costs are shown in the table below.
The Project Team calculated some further costs of interest.

The Steering Committee noted the discussion on prevention and issues inherent in integrating
it into the model. It was proposed the Project Team test another approach to the prevention
modelling, described below in simple terms:

a) Rename each of the nine prevention items in the meeting papers by function e.g. using the
terminology as tabled in a paper by Neil Guard at the joint meeting.

b) Count the target group/population or the FTE/ workers’ time for a given prevention activity.

c) Determine the amount of time an individual/ average person, in the target group/population
receives for that prevention activity.

d) Apply a cost to the amount of time an individual/average person in the target
group/population receives for that prevention activity.

The project team found the ideas rely on a set of factors, some of which would work in the
modelling and some of which wouldn’t. For full details, see:
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Appendix 19 DRAFT Prevention Component.

The table below summarises the work done on prevention.
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Table 35 - Prevention Items and Costs

A B C D

Cost range calculated Cost per capita based on actual Project Team Assumptions Total cost (AUS)

by WA-ADO (Document | expenditure by WA-ADO

that is just table) Document that is evidence basis)
School drug Initial development: High school only* Primary school is DA-CCP age 5-11 years
education (on- $204k per jurisdiction Initial development - $204,000 per group 5-11. High school is the DA- | $8.7 million
off switch) jurisdiction CCP age 12-17

Primary and high school: | Ongoing: MAXIMUM $650,000 per 12-17 years

$400,000 to $520,000 100,000 high school students Assume primary & high school is $20.1 million

per 100,000 students $460,000

Primary and high school ¢

High school only: $400,000 to $520,000 per year per | Total students (5-11):

Maximum $650,000 per | 100,000 students 1,900,343

100,000 students

Total students: (12-17): 1,666,111
Mass media Development (formative | TV: Development (formative Assume all age groups in the All ages
campaigns research, testing, research, testing, production and model $80 million
(within context production and post- post-campaign evaluation)
of social campaign evaluation) $280,000 per campaign, per We assume a number of
marketing $280,000 per campaign, | jurisdiction, per year.* campaigns e.g. 2
model) - TV per jurisdiction, per year.
Media scheduling (700 Targeted

Media scheduling (700 Audience Rating Point (TARP) @

Targeted Audience $560 — per month, per jurisdiction,

Rating Point (TARP) @ per year) - $4.7m per campaign ¢

$560 — per month, per
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A

B

C

D

Cost range calculated
by WA-ADO (Document
that is just table)

Cost per capita based on actual
expenditure by WA-ADO
Document that is evidence basis)

Project Team Assumptions

Total cost (AUS)

jurisdiction, per year) -
$4.7m per campaign

TOTAL: $5m per year
per jurisdiction per
campaign

TOTAL: $5m per year per jurisdiction
per campaign

Mass media
campaigns
(within context
of social
marketing
model)

Other media:

Development (formative
research, testing,
production and post-
campaign evaluation)
$135,000 to $210,000
per campaign per
jurisdiction

Media scheduling —
$110,000 to $250,000
per year, per jurisdiction,
per campaign.

TOTAL:

$245,000 to $460,000
per year, per campaign,
per jurisdiction

Other media:

Development (formative research,
testing, production and post-
campaign evaluation) $135,000 to
$210,000 per campaign per
jurisdiction

Media scheduling —$110,000 to
$250,000 per year, per jurisdiction,
per campaign.e

TOTAL:
$245,000 to $460,000 per year, per
campaign, per jurisdiction

Assume all age groups in the
model

Assume development per
campaign per jurisdiction is $172.5
Assume media cost of 1 campaign

is 352.5K.

We assume a number of
campaigns e.g. 2

All ages
$5.6 million
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A

B

C

D

Cost range calculated
by WA-ADO (Document
that is just table)

Cost per capita based on actual
expenditure by WA-ADO
Document that is evidence basis)

Project Team Assumptions

Total cost (AUS)

University/ Minimum of $43,000 plus | Minimum $43,000 plus cost of 2.8 Assume FTE cost is 43K + (2.8 x 18-64 years
education cost of 2.8 FTE staff FTE staff% cost of AOD worker @$ 82,401= $14.2 million
institution AOD | Maximum of initial Maximum: initial development - $230,722) per university/education
prevention development of $64,000 | $64,000 and ongoing - $92,000 ¢ institution per year. Thus FTE Cost
programs and ongoing costs of $273 722 per university/education
$92,000 per year per institution per year
university/educational
institution Assume only ongoing development
of $90,000 per university/education
institution per year
Modelled on 39 universities only.
(61 TAFE colleges excluded).
Community Maximum of $130,000 MAXIMUM $130,000 per 100,000 Assume age group is 18 + 18+
action / per 100,000 people peoplex $21.5 million
mobilisation
Good Sports $65,000 per 100,000 $65,000 per 100,000 people* Assume age group is 18 + 18+
people $10.75 million
Health support | $10,800 to $20,000 per | $10,800 to $20,000 per 100,000 Assume age group is 18 + 18+
for liquor 100,000 people people. * $2.5 million
licensing Assume cost is $15,400 per
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A

B

C

D

Cost range calculated
by WA-ADO (Document
that is just table)

Cost per capita based on actual
expenditure by WA-ADO
Document that is evidence basis)

Project Team Assumptions

Total cost (AUS)

regulation 100,000 people

Local $7,000 per 100,000 $7,000 per 100,000 people * Assume age group is 18 + 18+
government people $1.15 million
initiatives

Health role in $84,000 per 100,000 55¢ — 84c per head or $55,000 to Assume age group is 18 + 18+
supporting and | people $84,000 per 100,000 people. * Assume cost is $69,500 per $11.5 million
promoting 100,000 people

policy change

across

government and

community

Pharmaceutical | $33,000 to $105,000 per | $33,000 to $105,000 per 100,000 Assume age group is 18 + 18+
monitoring 100,000 people people x Assume cost is $69,000 per $11.5 million
schemes 100,000 people

Total - all items $187.5 million

above

* Based on Victorian figures of what is currently provided
¢ Based on Western Australian figures of what is currently provided
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13.3 PREVENTION COMPONENT FRAMEWORK

The Steering Committee discussed the appropriateness of developing a prevention
component of the model to determine the amount of prevention initiatives that should be
provided within the community. It was agreed that a draft model be developed for the
Committee’s consideration. This section outlines the framework, scope and proposed process
of the prevention components development.

The prevention component framework is underpinned by the following principles:

Primary prevention

The prevention component of the model focuses on primary prevention activities. That is
prevention that aims to reduce the risk of developing chronic disease or suffering caused
by AOD use. This may include targeted or universal approaches, and direct and indirect
interventions. Secondary (early intervention) and tertiary (treatment) initiatives are not the
primary focus of the prevention model however it is expected that some primary prevention
initiatives will, at times, ‘overlap’ into these areas.

An evidence based comprehensive approach to prevention activities

Evidence supports a comprehensive approach to prevention activity to address the
complex range of influences on AOD related harm. Therefore, each initiative listed within
the model should not be viewed in isolation but rather as part of a complementary and
comprehensive approach. Only items with a sound evidence base, individually or in
combination, have been included.

A focus on Health prevention initiatives and AOD use

For pragmatic reasons the prevention component of the Model focuses on AOD use and
the Health sector as opposed to other sectors that may have a role in the prevention of
AQOD related harms. While it is recognised that other areas such as crime prevention and
law enforcement play an important preventative role they will only be considered within
scope to the extent that Health interacts with them. For example areas such as liquor
licensing regulation enforcement and advocacy are included but only to the point where
Health works in this area. While addressing the social determinants of health can also
have significant impact on AOD related harm, specific initiatives addressing these are also
considered beyond the scope of the model.

Standard population approach

Consistent with the treatment component of the Model, the prevention component
estimates are based on the amount of prevention services that should be provided to
100,000 of age specific population. This is directed to the entire population, not to those
dependent and therefore resource estimates are required at a population rather than
individual level. These estimates are based on the best available evidence of what works.
In some cases, where evidence does not exist regarding the required funding that should
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be provided for each prevention initiative, the funding which is currently provided for these
initiatives has been used as evidence. In some instances, the prevention activity can be
expressed as an FTE per 100,000 of age specific population, whereas at other times the
estimates may be based on a program cost per 100,000 of age specific population. The
decision about whether it is an FTE or program cost amount will depend on available data,
however for the purposes of the model it does not matter whether it is an FTE or program
cost amount.

e Consistency with the treatment component of the model

As far as possible, the prevention component of the Model is consistent with the treatment
component. Specific consideration is given to drug classes, age groups and areas
considered outside the scope of the model.

SCOPE
The scope of the prevention component is briefly outlined below.
Drug classes

The Prevention component of the Model is consistent with the scope of the treatment
component, addressing the same drug classes, which are as follows:

e Alcohol

e Amphetamine

e Benzodiazepines
e Cannabis

¢ lllicit Opioids

In practice there are not necessarily distinctions between the prevention activities and drug
classes. For example, strengthening families programs are aimed at preventing any substance
misuse (alcohol, cannabis and injected drugs), along with other issues such as anti-social
behaviours. On the other hand, some prevention programs do target a specific group, such as
taxation for alcohol and health involvement in liquor licensing decisions. In addition, it is also
recognised that polydrug use is a significant issue that will be addressed by the ‘overlapping’
of prevention activities.

Age groups

In most cases the prevention component applies to the entire population (that is all ages).
Where estimates refer to specific population groups (e.g. children/young people), this has
been noted. Ideally, the prevention resource estimates would be specific to each drug and age
group as identified in the treatment component of the Model. However, in reality prevention is
not necessarily subdivided in this way.
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Developmental process

The work undertaken as part of the Model prevention model is developmental and should not
limit prevention spending.

PROCESS

The process for the development of the draft prevention component of the Model is outlined
the table below. It should be noted that the final work presents 9 prevention items or activities
from an initial list of 35 items or activities at April 2012

Table 36 - Development of the draft prevention component

Steps

Process

Step 1: Mapping

Mapping of prevention activities for inclusion against each of the five drug
classes for 12 to 17 and 18+ to provide a comprehensive overview of
which prevention activities that are included within the scope of the
model, directed toward which target group (but ultimately the model will
not distinguish these components in the excel spreadsheets).

Step 2:
Simplification of
assumptions

Make some simplifying assumptions (combining drugs, age groups) and
document where the evidence base may come from for the inclusion, and
the type of metric that we may be able to use (FTE, program costs, dollar
amount etc.).

Step 3:
Establishment
of full evidence
base

Generate the full evidence-base, noting that there will be gaps.

Step 4: Review

Review by the Expert Reference Group to determine the final array for
inclusion in the model.

For more information see:

Appendix 19 DRAFT Prevention Component
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14.Preliminary Indigenous Adaptation
to the Model

The Model is an ‘all peoples’ model, and the parameters (diagnosis, treatment rates) will be
different for Indigenous populations. The Estimator Tool shows values for the “all peoples”
model.

An indigenous adaptation of the model has not been included in the current version, as only
indigenous specific care packages have been developed to date. In particular the indigenous
adaptation to the Model requires substantial work on the epidemiological component of such a
model.

Note the model still counts Indigenous people, even though in the current model, we have no
specific care packages or epidemiology for Indigenous people.

The development of a Preliminary Indigenous adaption to the Model care packages
commenced in the second half of 2011. This working group contained representatives from
the Expert Reference Group (ERG), the National Indigenous Drug and Alcohol Committee
(NIDAC) and other nominated experts.

Work was completed on the adaptation of the care packages for a preliminary Indigenous
adaptation to the Model. The duration of many of the contacts as specified in the care
packages were increased, included face to face meetings rather than telephone follow-ups,
time allocations to transport people to appointments and includes return to country. The return
to country is there as a heading, but as yet does not specify activities or the
duration/frequency. The Steering Committee indicated that they were delighted with this work.

More work still needs to be done.

The proportion of Indigenous people who will require the Indigenous specific care packages,
as against the proportion who will use the ‘all people’ model, still needs to be estimated. This
will probably vary considerably between jurisdictions.

It would be a combination of the all people’s model and the Indigenous specific care
packages. This would allow jurisdictions to set the proportions appropriately to match their
population and service configurations.

The incorporation of the Indigenous care packages into a preliminary Indigenous adaptation to
the model is an unfunded body of work, and could be undertaken once the ‘all peoples’ model
is finalised, as resources permit.

In the final report to the IGCD, 4 April, 2013, the Steering Committee and Expert Reference
Group made a number of recommendations, including:
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That the IGCD, in collaboration with NIDAC, identify a source of funding for the
completion of the Indigenous adaptation of the model. This would include completing
the Indigenous epidemiology, Indigenous services demand, the allocation of patients to
care packages and the re-entry of some data into the new spreadsheets. Further work
is also required regarding Indigenous prevention, and harm reduction estimates.

The Indigenous Adaptation of the Model has been included in recommendations for the next
revision of the model; see:

Appendix 18 Considerations for Next Revision of the Model
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15. Estimating the Number of Clinical
Staff FTE Needed

As stated in Section 4 Summary Explanation of Model, one of the primary aims of the
Model is the estimation of staff resource requirements. This aim is achieved by the
classification of individual care packages into timed activities, which are assigned to different
staff types by service setting, providing a profile of annual total clinical staff. In addition, a
costing (wage) component in the model allows estimation of the annual cost of Clinical Staff
FTE.

The method used to estimate the number of Clinical Staff FTE needed is described in this
section and:

Section 15.1 Estimating the Annual Clinical Staff FTE Resource Requirement.

The method used to calculate the cost of Clinical Staff FTE beds is detailed in:

Section 20.1 Calculating Clinical Staff FTE Cost.

Clinical Staff FTE need is estimated for four clinical staff types in six different service settings.
The four clinical staff types are further distinguished as either standard staff or caretaker staff.
The four clinical staff types modelled are:

Medical — General Practitioner

Medical — Addiction Medicine Specialist

Nursing/Allied Health
Alcohol and Other Drug Worker

HwnN PR

The six service settings for which clinical staff are modelled are:

Ambulatory

Residential Rehabilitation — Type 1 (RR1; typically this part of a care package contains

more hours of care/staff activity)

3. Residential Rehabilitation — Type 2 (RR2; this is not included in the model as a bed
stay, it only models staff FTES)

4. Residential Rehabilitation — Type 3 (RR3; applies to two lllicit Opioid care packages
only, where people are registered in opioid substitution programs; a) Methadone-to-
Abstinence Residential (MTAR) and b) Maintenance Treatment for Opioid Dependence
(MTOD)

5. Withdrawal (community — dormitory setting)

6. Inpatient (hospital inpatient).

N =

Note: Clinical staff are identified as caretaker staff where they are providing overnight and/or
weekend care in Residential Rehabilitation and Withdrawal (residential — dormitory) service
settings.
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The table below describes how the components were modelled and why.

Table 37 - Beds, overhead costs and care package descriptions

Inpatient bed

Dormitory style
withdrawal
management (detox)
bed

Residential bed, not
used for detox

Overhead/ non
salary ancillary
cost per day

$183

$183

$37

Was an 8 hour
overnight FTE
component
calculated?

No, because the Project
Team have described a
guantum of care
provided by medical
officers and nurse allied
health staff for this 7 day
stay, which is based on
the staffing profile of a 12
bed unit for 7 days

Yes, because the care
package activity that is
listed specifies care for
16 hrs per day. Thus
the Project Team has
modelled an 8 hour
overnight shift costed
as the nurse allied
health rate.

Yes, because the care
package activity that is
listed specifies care for
16 hrs per day. Thus
the Project Team has
have modelled an 8
hour overnight shift
costed as the AOD
worker rate.

Was a weekend
“care taker” FTE
component
calculated?

No, for the same reason
as above

Yes, because the care
package activity listed
specifies activity for 5
days of the week, but
the average length of
stay is 7 days. The
weekend caretaker is
costed at the nurse
allied health rate.

No, because of the
extensive list of activity
specified in the care
packages for all days of
the week.

Note the Project team have NOT calculated ancillary costs for ambulatory/ community
services as we do not have data for this.

Parameters used in calculating Clinical Staff FTE numbers include:

1. Treatment Rates for care packages — for details, see:

Appendix 13 Care Rates and Numbers for SEVERE Care Packages and
Appendix 14 Care Rates for the Standalone Items.

2. Reportable client hours generated by a clinical FTE — for details see:

Section 20.1 Calculating Clinical Staff FTE Cost

3. Bed Based Staff Weighting (fraction of an FTE) for estimating Caretaker Staff — for

details, see:

Section 15.2 Bed Based Staff Weighting Factors.
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15.1 ESTIMATING THE ANNUAL CLINICAL STAFF FTE RESOURCE REQUIREMENT

The Clinical Staff FTE required for a package of care is calculated by dividing the Clinical Staff
Hours associated with that package of care by 1,171 (an estimate of the average number of
hours a clinical FTE (NAH,AOD,AMS) spends each year on reportable client related work), or
1,374 for a General Practitioner.

The calculation of the number of Clinical Staff FTE is explained in the following sections.

15.1.1 Standard Clinical Staff FTE

The following formulas (figure 12 and figure 13) summarise the calculations used to estimate
the number of standard clinical staff FTE needed to deliver a treatment activity in a care
package. The same formula applies for each of the four clinical staff FTE types, across the
drugs and age groups.

Note: The estimated clinical staff FTE needed for each activity within a care package is
summed to get the total estimated clinical staff FTE needed for a care package. Clinical Staff
FTE estimates for care packages are summed to arrive at the total Clinical Staff FTE needed
for each drug type and age group.

Figure 12 - Standard Clinical Staff FTE estimate formula — Step 1

Clinical Minutes of treatment Occasions Of Service * Care Package
Staff FTE = per activity provided to (O0S) per activity Treatment
Hours a person provided to a person Rate®

60 (minutes in an hour)

Figure 13 - Standard Clinical Staff FTE estimate formula — Step 2
Clinical Staff FTE Hours (calculated at Step 1 — Figure 12)

Number of - —

. 1,171 (Reportable client hours generated by a clinical FTE, or 1,374 for a
Clinical . . . .
Staff FTE General Practitioner, see section: 8.5.1 Calculation of Clinical FTE

Reportable Client Hours).

% where treatment rate is the number of people who receive that care package
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The standard Clinical Staff FTE number estimate formula at figure 13, is detailed in the table

below:

Table 38 - Estimating the annual Standard Clinical Staff FTE resource requirement per
100,000 of age specific population

Step # Step - Step — Detailed Example
Summary
A Identify care Identify care package, that Care package: sev_12m amb psi
package includes clinical staff FTE stnd
Drug: Alcohol
Age: 18-64
B Identify staff Identify the activity that Assertive follow up - phone call
activity requires clinical staff time
C Identify staff Identify staff minutes required | 10 minutes
minutes for that activity
D Identify Identify number of instances | Once (1)
Occasions of (O0S) of that activity
Service required per person
E Identify - Identify the estimated number | 112 people
Treatment of persons seeking treatment
Rate for Care | under the care package, per
Package 100,000 of age specific
(TR-CP) population.
F Identify total Multiply staff time for one F=C*D*E
minutes per person by number of people
year of annually requiring that 1,120=112*10*1
treatment service.
G Convert Divide the total minutes of G=F/60
minutes of treatment per year, into
treatment to hours. 1,120/60 = 18.66 hours
hours
H Convert to Divide hours of FTE time by H=G/1,171 (or 1,374 for GP)
Clinical Staff 1,171 (non-GP) or 1,374
FTEs (GP) to obtain Clinical Staff Standard Clinical Staff FTE
FTE per year. required (non GP) = 0.016 =
18.66/1,171
Note:

1. This means that 0.016 of an FTE (assuming a non GP) is needed to deliver the 10 minute
phone call to the 112 people in this care package (where the drug is alcohol), and the
population is 100,000 people aged 18 — 64.

2. The Clinical Staff FTE number (0.016) calculated at H in Table above is for 100,000 of age
specific population. For different population sizes this Clinical Staff FTE number needs to
be scaled proportionately. For example, for an age specific population of 200,000 the
estimate would be 0.032 Clinical Staff FTE (0.016*(200,000/100,000)).
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15.1.2 Caretaker Clinical Staff FTE

Caretaker Clinical Staff are a small additional component of Clinical staffing FTE resources
and costs, in residential rehabilitation and withdrawal (residential — dormitory) bed settings.
The Caretaker Clinical Staff component of total Clinical Staff is derived from Bed resource
computations.

The Model includes two Caretaker Clinical Staff types:

1. Alcohol and other Drug Worker in a residential rehabilitation setting (RR-AOD); and
2. Nursing/Allied Health Worker in a withdrawal setting (DT-NAH)

Figure 14 - Caretaker Clinical Staff FTE estimate formula

Number of Caretaker Beds X Weighting Factor (fraction of FTE)

Clinical Staff FTE = see
section 15.2

Bed Based Staff Weighting Factors

The caretaker Clinical Staff FTE number estimate formula at figure above, is detailed in the
table below:

Table 39 - Estimating Caretaker Clinical Staff FTE numbers

Step | Step -
# Summary Step — Detailed Example
A Identify care | Identify care package, that Care package: sev_12m bb_res
package includes residential rehabilitation | rehab rr_13 has a Residential
or withdrawal bed stay Rehabilitation bed stay
Drug: Alcohol
Age: 18-64
B Identify bed Calculate the number of B = 13 beds estimated for RR 13
resources residential rehabilitation beds
required (see section 1 Error!
Not a valid result for table.)
C Use bed- Weighting is a computed number | 0.05 for RR-AOD
based staff that estimates total Clinical Staff 0.26 for DT-NAH
weighting resources per bed resource
See section 15.2 Bed Based
Staff Weighting Factors
D Calculate Multiply bed numbers by D=B*C
Caretaker weighting factor
Staff FTE per Caretaker Clinical Staff FTE (RR-
100k AOD) required = 0.7 =13 * 0.05
population

Note:

1. For example in the care package sev_12m bb_res rehab rr_13 the caretaker clinical staff
component was included in the model as the activity listed in the care package covers
approximately 16 hours of the day. The care taker clinical staff component is included to
cover the remaining 8 hours of the day.
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2. For example in the bed based withdrawal care packages we have modelled not only an
overnight 8 hour caretaker, but also a weekend care taker to reflect reduced activity but
care still required on weekends.

The calculation of the number of Clinical Staff FTE is explained in the following sections.

15.1.3 Calculation of reportable client hours generated by a clinical FTE

The table below outlines how 1,171, (non-GP) or 1,374 (GP) the estimate of the average
number of hours a clinical FTE spends each year on reportable client related work, is derived.
Please note the three assumptions in the methodology:

1. That a working week is a standard 38 hours per week (42.75 for GP)

2. That there is a total of 6 weeks annual leave (4 weeks for GP)

3. That one third of a worker’s time is allocated to training, travel, clinical supervision.
Described here as an ‘overhead allowance’.

Table 40 - Calculation of reportable client related hours generated by a clinical FTE

2 Non GP GP | Formula
A | Standard Award (Paid) Hours per week 38 42.75 | A
Assumption: 38 hours standard for Clinical
Staff(e.g. Medical, Nursing and Allied Health
Staff) and 42.75 for a GP.
B | Average Number of Weeks in a Year 52.2 522 | B
C | Standard Award (Paid) Hours in a Year 1,983.60 | 223155 | C=A*B
D | Annual Weeks Leave 6 4
E | Average Annual and Other Leave 228 171 |D=6*A
Assumption: an average of 6 weeks (non-GP ) (non GP)
and 4 weeks (GP) D=4*A
(GP)
F | Productive Hours 1,755.60 | 2060.55 | F=C-E
G | Overhead Allowance 584.61 686.16 | G =F *0.333
Assumption1/3 of time for administration,
training, travel, clinical supervision and other
activities that do not generate activity reportable
on client/patient records
H | Reportable Client Related Hours 1,171 1374 |H=F-G

Note: Row B takes into account that every 4" year is a leap year.
Note: sick leave is not included because it is not a fixed amount.

Note : the non direct care allowance includes administrative/clerical functions undertaken by
the clinician. E.g. a clinician writing case notes.
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Table 41 - Definitions used in the Calculation of the Client Related Hours Generated by

a Clinical FTE

Term Definition Notes

Productive The estimated total time a worker is actually available for The Model does not use

hours duties. After removing the provision for annual and other the terms “clinical direct
leave, there are 1,755.60 productive hours assumed for a FTE” and “clinical indirect
NAH, AOD, AMS worker in a year. 2,060.55 productive FTE”.
hours assumed for a General Practitioner

Overhead That one third of a worker’s time is allocated to training, When assessing the

allowance travel, clinical supervision, number of full time

equivalent clinical staff

Including: Service administration meetings, Writing case needed to provide this
notes, Completing information system data input, time, an “overhead”
Reporting stats (monthly) Ordering equipment (e.qg.. sterile allowance of 1/3 of all paid
injecting equipment, specimen jars, gloves, etc) “on duty” time is provided
Professional development activities, training sessions, to reflect the state wide
seminars, conferences, Performance appraisal, Service average of all time by
development activities, e.g. developing standardised reported clinical FTE staff
referral form; quality assurance meetings; spent in administration,
Collaboration/liaison with other service providers (e.qg. training, travel, clinical
developing care pathways, processes for referral service supervision, and other
agreements, MOUSs, etc), Promoting access to treatment — | activities that do not
info sessions, awareness raising; generate activity reportable
Information & Education sessions for health and welfare on consumer records.
staff, primary care staff etc. (training provision); Monitoring
and evaluation; Research; Mandatory clients; court reports
etc (where writing reports).
This equates to:
584.61 hours for a NAH,AOD,AMS worker,
686.16 hours for a General Practitioner

Reportable The reportable time spent working with OR for a client. The duration of a contact in

client related
hours

Including Direct clinical activity (as specified in the Care
Packages) which includes assessment, counselling,
support, case management, assertive follow-up); Clinical
review meetings (weekly); Clinical handover meetings (
daily); Case conferences; Referral into and out of service
letters/phone calls; Pharmacy — faxing scripts, calls to
pharmacists, organising takeaways; Organising client
transfers to other services; Transporting clients (patient
transport); Clinician travel time; Mandatory clients; court
reports etc (where on or behalf of the client).

This equates to:

1,171 hours for a NAH,AOD,AMS worker,

1,374 for a General Practitioner.

a care package is the
amount of clinical time
spent performing the given
activity.

For an assessment, it may
include less time face to
face with the consumer
and more time recording
the assessment.
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15.2 BED BASED STAFF WEIGHTING FACTORS

15.2.1 Withdrawal Management (Detox) Beds & Residential Beds
In the Model, it is assumed:

e that AOD workers act as caretakers overnight in Residential Rehabilitation bed services;
and

¢ NAH will act as caretakers overnight and weekend for Withdrawal Management (detox)
bed services.

15.2.2 Methodology for the calculation of overnight & weekend Detox bed FTEs

o Costs for D&A owned bed-based units (specialist D&A detox beds) are not totally
accounted for by the care package activities undertaken by clinical staff during a 16-hr, 5
day a week working model. FTEs need to be estimated not only for the 8 hour
nursing/caretaker overnight shift for these units, but also for the weekend.

. For detox beds, it is assumed that NAH workers act as caretakers for overnight and
weekends. According to advice received from Concord Hospital Ward 64, there are a
total of .66 nursing FTEs per residential bed. Based upon numbers of nursing FTEs that
work overnight (2 out of 8 in a 24-hr period), overnight nursing FTEs should account for
25% of the total nursing FTEs employed over a 24-hr period. Applying this nursing
overnight percentage to the NAH worker component of 0.66 per detox bed figure gives
0.165 overnight clinical NAH worker FTEs per residential bed.

o For the weekend component, the assumption is that there is no structured care package
activity undertaken during those days (based upon the number of activities specified
within the care package). Using the same methodology as for the overnight component,
the 0.66 NAH FTEs per detox bed is applied to the weekend hours not included in the
overnight FTE calculation. The calculation is: 168 hrs/wk, minus 56 hrs O/N per week,
minus 80 hrs per week in care package activity. Remainder of hours is divided against
total weekly hours (i.e. 32/ 168).

o The weekend FTEs (6 out of 8 in a 24-hr period) should account for 75% of the total
nursing FTEs employed over a 24-hr period. Applying this to the NAH worker component
of 0.66 per detox bed figure, and adjusted for the weekend hours (32/168), gives a figure
of 0.094 weekend clinical NAH worker FTEs per residential bed.

15.2.3 Methodology for the calculation of overnight Resi Rehab bed FTEs in DACCP

o Costs for D&A owned bed-based units (specialist D&A residential rehabilitation beds)
are not totally accounted for by the care package activities undertaken by clinical staff
during a 16-hr, 7 day a week working model. FTEs need to be estimated for the 8 hour
nursing/caretaker overnight shift for these units.

. For residential beds, it is assumed that AOD workers act as caretakers for overnight
shift. According to the 2005 NSW Alcohol and Drug Residential Rehabilitation Costing
Study by Health Policy Analysis (Jim Pearce), there are a total of .33 clinical FTEs per
residential bed. The AOD worker component is 71.6% of the total clinical FTEs. This
produces an AOD worker component of 0.236314 per residential bed.

o To work out the overnight rostering numbers, the Project Team consulted the
Queensland Health Best Practice Framework for Rostering Nursing Personnel (2003).
According to this, overnight nursing FTEs should account for 22.5% of the total nursing
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FTEs employed over a 24-hr period. Applying this nursing overnight percentage to the
AOD worker component of 0.236314 per residential bed figure gives 0.05 overnight
clinical AOD worker FTEs per residential bed.

o Because the residential rehabilitation care packages run over seven days, there is no
need for a separate weekend FTE adjustment.
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16. Estimating the Number of Beds
Needed

As stated in Section Error! Reference source not found., the Model estimates inter alia
the number of beds needed for Drug and Alcohol treatment services, and the cost of these
beds.

The method used to estimate the number of beds needed is described in the next Section
16.1 Estimating the Annual Bed Resource Requirement.
The method used to calculate the cost of beds is detailed in Section 19.3 Pricing — Beds

Bed need is estimated for three bed types:

1. Residential Rehabilitation (RR)
2. Withdrawal (residential — dormitory setting)
3. Inpatient (hospital inpatient D&A bed).

It is noted that Residential Rehabilitation bed number estimates are not modelled by sub
category, unlike in Section 15.1 Estimating the Annual Clinical Staff FTE Resource
Requirement, where estimates for beds are calculated for subcategories of Residential
Rehabilitation beds (known as RR1, and RR3).

Parameters used in calculating the number of beds needed include:

1. Treatment Rates for care packages — for details, see

Appendix 13 Care Rates and Numbers for SEVERE Care Packages and
Appendix 14 Care Rates for the Standalone ltems

Readmission Rates for beds by Drug and Age Group

Average Length of Stay for beds by Drug and Age Group

Available Beds Days by Drug and Age Group

Occupancy Rate for beds by Drug and Age Group.

arwDd

16.1 ESTIMATING THE ANNUAL BED RESOURCE REQUIREMENT

The following formula (figure 15) summarises the calculation used to estimate the number of
beds needed, for a care package. It is consistent with the NSW Mental Health Clinical Care
and Prevention Model methodology. The same formula is applied to each of the three bed

types.

Figure 15 - Bed estimate formula
Number = Readmission * Care Package * Average Length of
Of Beds Rate Treatment Rate Stay

(Available Bed Days (365) * Occupancy Rate %)

A project commissioned by the Ministerial Council on Drug Strategy through the Cost Shared Funding Model 105



Technical Manual

Note, in the model it is assumed:

Client readmission and dropout rates cancel each other out. Therefore a zero readmission
(for all bed types across drugs and age groups) is modelled. However, as multiplying a
number by zero results in a O result, the number 1 is used in the formula to represent the
zero readmission and keep the remaining factors constant.

The Average Length of Stay (ALOS) varies for beds across care packages, drugs and age
groups, and is detailed in
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.  Appendix 9 Calculations for Average Length of Stay (ALOS).
IV. The Available Bed Days (ABDs) is 365 days (for all bed types across drugs and age
groups).

V. Residential Rehabilitation and Withdrawal (Residential — Dormitory setting) beds have an
Occupancy Rate of 76% and Hospital Inpatient beds have an Occupancy Rate of 87%, (for
all bed types across drugs and age groups).

The Bed number estimate formula at figure above, is detailed in the table below:
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Table 42 - Estimating the annual Bed resource requirement per 100,000 of age specific

population
Step | Step - Summary | Step — Detailed Example
#
A Identify care Identify care package, under | Care package: Residential
package a drug and age group that Rehabilitation - 13 Week Stay, 13
includes a bed stay. After Care, 13 Weeks Exit
Program - sev_12m bb_res
rehab rr_13
Drug: Alcohol
Age Group: 18-64
B Identify bed type | Identify the type of bed - Residential Rehabilitation
either Residential
Rehabilitation, Withdrawal or
Inpatient
C Identify the Identify the average number | The number 1 is used in the
Readmission of times a person is formula to represent the zero
Rate readmitted under the care readmission rate, assumed by
package. the model.
D Identify Care Identify the estimated number | 20 persons per 100,000
Package of persons seeking treatment
Treatment Rate | under the care package, per
(CP-TR) 100,000 of age specific
population.
E Identify Average | Identify the Average Length 182 days
Length of Stay of Stay for these beds, under
(ALOS) the care package.
F Calculate Multiply Readmission Rate by | F=C*D*E
Occupied Bed Treatment Rate by ALOS to
Days (OBD) get number of OBDs per 3,640 = 1* 20 * 182
100,000 of age specific
population.
G Identify Available | Identify the number of days 365 days
Bed Days the bed will be available to
(ABDs) people in a year, under the
care package.
H Identify the Identify the average % beds | 76%
Occupancy Rate | are occupied at any given
(OR) time under the care package.
Calculate the To get the number of Beds | =F/(G*H)

number of Beds
needed

needed to meet the demand
estimate, divide Occupied
Bed Days by the product of
(Available Bed Days
multiplied by the Occupancy
Rate).

Residential Rehabilitation beds
required = 13.12 = 3,640/ (365 *
76%)
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Note:

1. This means that 13.12 beds are required for the 20 people in this care package (RR13)
where the drug is alcohol, and the population is 100,000 people aged 18 — 64.

2. The Residential Rehabilitation bed quantity (13.12) calculated at | in the table above, is for
100,000 of age specific population. For different population sizes this bed quantity
estimate needs to be scaled proportionately. For example, for an age specific population of
200,000 the estimate would be 26.24 Residential Rehabilitation beds
(13.12*(200,000/100,000)).
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17.Estimating the Number of Diagnostic

Tests Needed

As stated in Section Error! Reference source not found., the Model estimates inter alia the

number of diagnostic tests needed for Drug and Alcohol treatment services, and the cost of

these diagnostic tests.

The method used to calculate the number of diagnostic tests needed is described in this

section, the method used to calculate the cost of diagnostic tests is detailed in:

Section 19.4 Pricing — Diagnostic Tests.

Diagnostic test need is estimated for four diagnostic tests:

P wNPE

Parameters used in calculating the number of Diagnostic Tests needed include Treatment
Rates for care packages — for details, see:

Full Blood Examination
Liver Function Tests

Urea, Electrolytes, Creatine
Urinary Drug Screen.

Appendix 13 Care Rates and Numbers for SEVERE Care Packages
Appendix 14 Care Rates for the Standalone Items.

17.1 ESTIMATING THE ANNUAL DIAGNOSTIC TESTS REQUIREMENT

The following formula summarises the calculation used to estimate the number of diagnostic

tests needed, for a care package. The same formula applies for each of the four diagnostic

tests.

Figure 16 - Diagnostic Test estimate formula

Number of
Diagnostic
Tests

Care Package
Treatment Rate

*

Number of Diagnostic Tests identified for
an individual in Care Package

The formula above, is detailed in the table below:
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Table 43 - Estimating the Annual Diagnostic Test Requirement per 100,000 of Age
Specific Population-

Step | Step - Summary | Step — Detailed Example
#
A Identify care Identify care package, under a Care package:
package drug and age group that includes | sev_12m amb psi
diagnostic test/s. w_med_cmplx
Drug: Alcohol
Age Group: 18-64
B Identify Identify the type of Diagnostic All 4 diagnostic tests
Diagnostic Test/s provided under the care provided under care
Test/s package. package. For purposes of
this example we will focus on
one — Full Blood Examination
C Identify Care Identify the estimated number of 53 persons per 100,000
Package persons seeking treatment under
Treatment Rate | the care package, per 100,000 of
(CP-TR) age specific population.
D Identify quantity | Quantity of Diagnostic Test 1 per person
required per prescribed under the care
individual package for an individual
receiving treatment.
E Calculate the Multiply Treatment Rate by E=C*D
number of number of Diagnostic Tests Full Blood Examinations = 53
Diagnostic Tests | required per individual to get the =53*1
needed quantity per 100,000 of age
specific population.
Note:

1. This means that 53 Full Blood Examinations are required for the 53 people in this care
package (RR13) where the drug is alcohol, and the population is 100,000 people aged 18
— 64.

2. The Full Blood Examination estimate (53) calculated at E in the table above, is for 100,000
of age specific population. For different population sizes this Diagnostic Test quantity
estimate needs to be scaled proportionately. For example, for an age specific population
of 200,000 the estimate would be 106 Full Blood Examinations (53*(200,000/100,000)).
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18. Estimating the Quantity of Doses of
Prescription Medicine Needed

As stated in Section Error! Reference source not found., the Model estimates inter alia the
quantity of Prescription Medicine doses needed for Drug and Alcohol treatment services, and
the cost of this medication.

In this section, the method used to calculate the quantity of Prescription Medicine doses
needed is described. The method used to calculate the cost of these doses is detailed in the
Section
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19.5 Pricing — Prescription Medicine.

Additionally, to calculate the total cost of prescription medicines, the number of times an
annual dosing cost for methadone or Buprenorphine or Buprenorphine naloxone, and the
annual cost of dispensing medication under the Pharmacy Practice Incentive (PPI) Program
Staged Supply needs to be charged, is also calculated.

Parameters used in calculating the quantity of Prescription Medicine needed include
Treatment Rates for care packages — for details, see:

Appendix 13 Care Rates and Numbers for SEVERE Care Packages
Appendix 14 Care Rates for the Standalone Items.

The table on the next page shows Prescription Medicines that are estimated within the Model.

A project commissioned by the Ministerial Council on Drug Strategy through the Cost Shared Funding Model

113



Technical Manual

The quantity of Prescription Medicine doses is estimated for these prescriptions:

Table 44 - Prescription Medicine doses is estimated for these prescriptions

Code Description

RX01 | Annual dosing cost for methadone or Buprenorphine or Buprenorphine naloxone

RX02 | Annual cost of dispensing medication under the PPl Program Staged Supply

RX03 | Methadone for OST program (age 12-17)

RX04 | Methadone for OST program (age 18+)

RX05 | Buprenorphine for OST program - 8mg (age 12-17)

RX06 | Buprenorphine for OST program - 8mg (age 18+)

RX07 | Buprenorphine-naloxone for OST program - 8mg (age 12-17)

RX08 | Buprenorphine-naloxone for OST program - 8mg (age 18+)

RX09 | Buprenorphine for withdrawal management - 8mg

RX10 | Buprenorphine for OST program - 2mg

RX11 | Buprenorphine-naloxone for OST program - 2mg

RX12 | Buprenorphine for withdrawal management - 2mg

RX13 | Acamprosate calcium

RX14 | Naltrexone

RX15 | Thiamine for withdrawal meds

RX16 | Thiamine for relapse prevention

RX17 | Diazepam - 5mg counted as per dose

RX18 | Diazepam - 5mg counted as per tablet

RX19 | Disulfiram

RX20 | Tobacco Interventions: 21mg patch

RX21 | Tobacco Interventions: Varencline

RX22 | Tobacco Interventions: Buproprion

18.1 ESTIMATING THE ANNUAL PRESCRIPTION MEDICINE REQUIREMENT

The following formula (figure 17) summarises the calculation used to estimate for 100,000 of

age specific population, the number of prescriptions needed, for a care package. The same
formula applies for each of the 19 prescriptions.

Figure 17 - Prescription Medicine Estimate Formula

Prescription = Care Package * Number of Prescriptions identified
Medicine Treatment Rate for an individual in Care Package
Quantity
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The Prescription Medicine quantity estimate formula at figure above is detailed in the table
below:

Table 45 - Estimating the Annual Prescription Medicine Requirement per 100,000 of Age
Specific Population

Step # Step - Step — Detailed Example
Summary

A Identify care | Identify care package, under a | Care package:
package drug and age group that sev_12m amb psi w_med_cmplx

includes prescription
medicines. Drug: Alcohol
Age Group: 18-64

B Identify Identify the type of Prescription | 7 Prescription Medicines
Diagnostic Medicine provided under the provided under care package.
Test/s care package. For this example we will focus on

one — Acamprosate calcium

C Identify Care | Identify the estimated number | 53 persons per 100,000
Package of persons seeking treatment
Treatment under the care package, per
Rate 100,000 of age specific
(CP-TR) population.

D Identify Quantity of Prescription 108 doses per person
quantity of Medicine prescribed under the
dose/ cost/ care package for an individual
injection receiving treatment.
required per
individual

E Calculate the | Multiply the Treatment Rate by | E=C*D
doses of the quantity required per
Prescription | individual to get the quantity Acamprosate calcium doses =
Medicine per 100,000 of age specific 5,724 = 53* 108
needed population.

Note

1. This means that 5,724 Acamprosate calcium doses are required for the 53 people in this
care package, where the drug is alcohol, and the population is 100,000 people aged 18 —

2.

64.

The Acamprosate calcium doses (5,724) calculated at E in the table above, is for 100,000

of age specific population For different population sizes this Prescription Medicine quantity
estimate needs to be scaled proportionately. For example, for an age specific population
of 200,000 the estimate would be 11,448 Acamprosate calcium doses
(5,724*(200,000/100,000)).
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19.Pricing — Clinical Staff, Prescription
Medicine and Diagnostic Tests

The Model report includes a total price of all the resources (clinical staff FTE, beds, diagnostic
tests, prescription medicine) and the model delivered to the States/Territories will be such that
they can replace the prices associated with FTE (and other resources).

Therefore, the dollar FTE values are indicative only, and each jurisdiction will then modify it as
required.

In this sense, the Model will be more focussed on quantity of “resources” rather than their
associated price/cost. This means that key outputs from the model will be in terms of the
following resources:

¢ Number of FTE medical officers — either GPs or Addiction Medicine Specialist,
Nursing/Allied Health Worker; Alcohol and Other Drug (AOD) workers, for :1) Ambulatory
setting 2) Bed Based setting

e Number of beds

¢ Number of doses of medications - methadone, Naltrexone, Buproprion etc

¢ Number of diagnostic tests.

The jurisdictions can then assign prices to clinical staff types and other resources with
‘caution’ as they see fit and in accord with what is consistent with their own approach.

For the purposes of the final report, the prices that have been used are described below.
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19.1 PRICING - CLINICAL STAFF

The total column in the table below identifies the final agreed Clinical Staff FTE prices
(salaries and on-costs) to be used in the Model. Jurisdictions may decide to modify these

amounts for their own internal use.

Table 46 - Clinical Staff FTE Prices

Clinical Staff Type Base 28% on 10% Total

Salary costs administration

overheads

A B C D E=B +C+D
Doctor — General NA NA NA 275,000
Practitioner (GP)
Doctor - Addiction 222,503.00 62,300.84 22,250.30 307,054.14
Medicine Specialist
(AMS)
Nurse/Allied Health 81,590.00 22,845.20 8,159.00 112,594.20
AOD worker 59,711.00 16,719.08 5,971.10 82,401.18

The following subsections describe how the final salary of the GP and base salaries of an
AMS doctor, Nurse/Allied Health staff and AoD worker were derived, (Column B, in the table

above).

19.1.1 Doctor — GP (not AMS)

The final salary of the Doctor-GP was derived through an examination of data from a number
of sources, including the Australian Bureau of Statistics and GP Australia. Two different salary
amounts were calculated by the project team using ABS data. The first gave an amount of
$250,482 (based on the reported average salary for 0.725 of a GP being $181,600) and the
second $298,010.48 (based on ABS average no. of contacts per week). The final salary
amount used in the model ($275,000) was approximately an average of the two calculated
amounts ($250,482 & $298,010.48), as illustrated below:
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DRDW Step 1 - using % of all employees from ABS data Explanation

1]55% of all employees work permanent full time ABS data
2125% of all employees work permanent part time ABS data
3|20% of all employees work as casuals ABS data
4|56% of all GPs work permanent full time DA-CCP Project Team assumes that working arangements for GPs is same as for all employees
5|25% of all GPs work permanent part time DA-CCP Project Team assumes that working arangements for GPs is same as for all employees
6|20% of all GPs work as casuals DA-CCP Project Team assumes that waorking arangements far GPs is same as for all employees
7|if 55% GP work fulltime. then fraction is 0.55 x 1 =0.55 DA-CCP Project Team assumes that full time = working 100% of the time
8lif 25 % GP work part time. then fraction is 0.25 X 0.5 =0.125 |DA-CCP Project Team assumes that part time = working 50% of the time
9lif 20% GP work as casuals, then fraction is 0.2 x 0.25= 0.05 |DA-CCP Project Team assumes that casual = working 25% of the time

10{sum of fractions for rows 7+8+9= 0.725 Thus 0.725 of GP has salary of 5181 600. ABS data shows averge salary is 5181 600

11|salary of one FTE GP If 0.725 of a GP has average salary of $181 600, then one FTE GP has salary of $250, 482

Step 2 - using ABS average
Row [nurmber of contacts / week Explantion

1 124|ABS data shows an average of 124 contacts per week

2 0.725|DA-CCP Project Team assumes that average GP is 0.725 of an FTE (from step 1. row 10)

3 171[Mumber of contacts by one FTE GP per week (i.e. row 1 divide by row 2). GP thus 42.75 hrs /week

4 42.75|GP works 42.75 hours per week (171 contact x 15 minutes). DEEVWR data shows GP works 42.2 hrs / week™
5 $36.30|Cost of Medicare itern 23, which is mest frequently used item (approx 75% of the time)

6 56,208.55|GP earnings per week (row 4 x row 5)

7 48|DA-CCP Project Team assumes GP works 48 weeks per year

$298,010.48|one FTE GP earnings per year (row 7 x row £)

** Department of Education Employment and Woerkplace Relations. Jok cutlock: General Medical Practitioner . 2010
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19.1.2 Doctor AMS, Nurse/AH Staff, AOD Worker

Doctor - Addiction Medicine Specialist
Nurse/Allied Health Staff
Alcohol and Other Drug Worker

The table below outlines the steps taken to calculate the base salary for an Addiction Medicine
Specialist doctor, Nurse and Allied Health Staff, and Alcohol and Other Drug worker.

Table 47 - How the Pricing — Clinical Staff estimates were determined

Step | Summary Details
Doctor - 1 Collect Data from Salary data was collected for Daoctor -
Addiction different jurisdictions for | Addiction Medicine Specialist, Nurse/Allied
Medicine these three different Health and AOD workers from jurisdictions
Specialist, types of FTEs SA, QLD, NT and NSW (NSW Summary
data, NMDS NSW Dual Diagnosis Units, and
Nurse NMDS MH NSW)
/Allied 2 Calculate Base Salary | Average the data from jurisdictions SA, QLD,
Health, Figure NT and NSW (NSW Summary data, NMDS
NSW Dual Diagnosis Units)
AOD
worker NB (NMDS MH NSW was excluded from this
average)
3 ADD 28% On Costs tax, super, leave loading etc
4 ADD 10% including personnel departments, CEO time,
Administrative ward clerk, other clerical support etc
Overheads
Doctor - 1 ABS Health Care Services, 2009-10 data and
GP, not made some assumptions with this data to
AMS determine the average salary for a full time
GP.

Note: the admin costs (10%) need to be enough to ensure that the agency/service runs
smoothly. Given we assume 67% of clinician’s time is spent with or for the patient that
generates activity reportable on the patient’s record, client activities/care, then the agency
needs to ensure that clinicians are freed from unnecessary administrative duties/burdens by

employing sufficient clerical and support staff.

19.2 EXCLUSIONS FROM CLINICAL STAFF ESTIMATES

19.2.1 Operating Costs

The operating costs include stationery, telephone, car, medical records, maintenance staff
and all other non salary costs (e.g. electricity — heat, light, power, medical supplies, food
supplies, patient transport) etc. These are excluded from Clinical Staff Estimates, as they are
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calculated as an overhead/non salary ancillary cost per bed per day, and have been applied to
all “bed based” components within the Model.

There is no data to calculate ancillary costs for ambulatory services, hence ancillary costs has
only been applied to 12 month care packages which contain a bed based component. For
example, the care package sev_12m bb_spcl_d&a wdm da_bed (Withdrawal Management —
Drug And Alcohol Hospital Bed — With Relapse Prevention Pharmacotherapies (Alos 7 Days) -
F10) has a 7 day stay as an inpatient in a hospital bed. This means that the ancillary cost for
this care package has only been applied to the 7 day stay. For the remaining 51 weeks of the
year where ambulatory care is provided, an ancillary cost is not calculated.

Many of the standalone items involved in the model are bed based, for example, Emergency
Department presentations or Consultation Liaison provided by drug and alcohol staff to
general hospital beds or to mental health beds. Since these beds are not “owned” by drug and
alcohol services, the Project Team has only modelled the care provided by drug and alcohol
staff during the stay, and thus not calculated an overhead/non salary ancillary cost per bed per
day for those standalone items.

19.2.2 Capital Costs
E.g. Building and other asset costs are excluded. That is, bricks and mortar are excluded.

19.3 PRICING - BEDS

NOTE: The Model does not use a nominal bed price such as bed day cost in calculating the
cost of providing bed based services. Bed costs in the model are based on the cost of bed
based clinical staff FTE along with an overhead component (for details on the costing of beds,
see:

Section 19.3.1 Source of Bed Overhead Costs).

The overhead costs associated with the various bed settings are detailed in the table below:

Table 48 -Bed Overhead Costs by Service Setting

Service Setting Service Setting Code | Daily Overhead Cost | Annual Cost
$ $
A B C D=C*365

Residential
Rehabilitation RR 37 13,505
Withdrawal
Management
(Detoxification) DT 183 66,795
Inpatient IN 183 66,795
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19.3.1 Source of Bed Overhead Costs

Residential Rehabilitation

The daily Residential Rehabilitation overhead cost of $37 was calculated as follows:

Daily Residential Estimated daily cost for * Estimated % of daily

Rehabilitation = | residential rehabilitation costs that are non salary

Overhead Cost services - $126 related operating costs -
30%

The estimated daily cost for residential rehabilitation services was $126. In a discussion on
25/7/2012, it was advised® that the bed cost for Residential Rehabilitation bed was $126 per
day, including Centrelink payments, but excluding rent (assuming rent is $10 per bed per day)
where relevant.

In the 2005 NSW Alcohol and Drug Residential Rehabilitation Costing Study by Health Policy
Analysis it was found that the estimated salary and administration costs were 70% of daily
costs. Therefore 30% of the daily costs are taken to be non salary related operating costs
(overheads). The accuracy of the $37 a day cost was tested by estimating the overhead costs
of NGOs reported in the Mental Health Establishments Database ($35.15) and reported in the
NSW Drug and Alcohol Treatment Services report ($30).

Withdrawal Management (Detoxification) and Inpatient

The daily withdrawal management (detoxification) and inpatient overhead cost of $183 was
derived from the non clinical operating costs of four dual diagnosis units reported in the
2009/10 NSW Metal Health Establishment Database. The four dual diagnosis units were:

HNE Mater MH Substance Use Inpatient Service — North
HNE Mater MH Substance Use Inpatient Service — South
Macquarie Hospital Figtree Rehabilitation Service
Macquarie Hospital Henley Rehabilitation Service

The following table details these costs.

Table 49 - Calculation of Withdrawal Management (Detox) and Inpatient Daily Overhead
Cost per Bed

Detail Amount
A | Total non clinical operating costs for four dual diagnosis units $4,260,000
B | Number of beds in the four dual diagnosis units 64
C | Annual overhead cost per bed C=A/B $66,562.50
D | Available Bed Days 365
E | Rounded daily rate E=C/D $183

* Garth Popple, Executive Director (WHOS), Representing Australian National Council on Drugs
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19.4 PRICING - DIAGNOSTIC TESTS

The final agreed Diagnostic Test prices used in the Model are identified in the table below,
(column B).

Table 50 - Price of Pathology Services

Group Fee Benefit

(%) (%)

A B C
75% = $12.80
DXO01 Full Blood Examination $17.05 85% = $14.50
75% = $13.35
DXO02 Liver Function Tests $17.80 85% = $15.15
75% = $13.35
DXO03 Urea, Electrolytes, Creatine $17.80 85% = $15.15
75% = $18.20
DX04 Urinary Drug Screen $24.25 85% = $20.65

Source of Diagnostic Test Prices

The prices detailed in the table above are obtained from the Medicare Benefits Schedule Book
(Operating from 01 July 2011). This book can be found at:
http://www.health.gov.au/internet/mbsonline/publishing.nsf/Content/25A77EED964157D1CA2
57891007D9EBE/$File/201107-Cat%206.pdf

While the Project Team has shown the benefit for each of the tests, the total cost of Diagnostic
Tests has been estimated using the fee only, thus excluding any benefit/patient co-payment.
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19.5 PRICING — PRESCRIPTION MEDICINE

The final agreed Prescription Medicine prices to be used in the Model are identified in the

table below (column= Cost).

Table 51 - Price of Prescription Medicine

Cost
Prescription Medicine Code Unit (%)
A B C D
Annual dosing cost for methadone or Buprenorphine or RX01 Annual 1,800.00
Buprenorphine na