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Executive Summary
The UK has the largest reported opioid-using
population in Europe¹. Opiate Dependency
(OD) is a complex, multi-faceted, public
health and social issue. This problem results
in significant harm to the individual, their
families and wider society, in addition to
high associated costs to the public purse.
In the past 12 years, the number of opiate
users over the age of 40 years presenting
to treatment services has tripled². The
current treatment model in the UK for OD
is oral Opiate Substitute Treatment (OST),
or Methadone, which is effective for the

Valley CRC and HMPPS) and South Tees Public
Health to drive forward the agenda and
became the first area in the country to obtain
Home Office licenses and deliver the service.

majority of individuals³. However, for 5-10%
of people who present to treatment services
with OD, OST is ineffective⁴.

provides a snapshot of health, psychosocial
and offending behaviour of the first HAT
pilot cohort in the UK. Data from a variety
of sources were aggregated to build a
picture of participant’s behaviour – all of
which are important indicators of recovery
and stabilisation of this population. Where
appropriate and possible, a public health
approach to analysis has been adopted.

Heroin Assisted Treatment (HAT) addresses
the treatment gap for individuals who have
failed to benefit from the standard treatment
offer. HAT involves offering synthetic heroin
(diacetylmorphine) twice daily, under the
supervision of medical staff to inject the
drugs in a controlled and safe environment;
it is also referred to as supervised injectable
heroin (SIH). The supervised nature of
this treatment is important as it ensures
monitoring, compliance, safety and
regulation so that none of the prescribed
substance can enter the illicit market⁵.
In October 2019, after a number of years
developing a HAT pilot offer, a steering group
was established between Foundations, the
Office of the Police and Crime Commissioner
for Cleveland, Probation (Durham Tees
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This HAT project contributes to the evidence
base for public health approaches to
crime and situating this intervention in
Middlesbrough which suffers significant
deprivation and high levels of crime⁶ will
provide rich learning for crime prevention
with national impact. This evaluation

Encouraging positive changes were observed
within the HAT pilot population during year 1
of its operation including:
•
•
•
•
•
•

increased engagement with 			
psychosocial interventions,
reductions in consumption of
street heroin,
reduction of risky injecting practices,
improvements in physical and 		
psychological health,
improvements in secure housing,
and reductions in the volume and 		
cost of criminal behaviour.

Executive Summary

Early indications suggest that the longer someone engages with HAT, the more benefits are
reported in terms of physical health, quality of life, wellbeing and engagement with psychosocial
interventions. Further analysis will be possible as the project is rolled out and participant numbers
increase. The context of the global pandemic presented unique challenges to the pilot in terms
of the reduction of availability of some support services and changes to the illicit drug landscape
across Cleveland which may have impacted engagement outcomes.

Introduction
The UK has the largest reported opioid-using
population in Europe¹. Opiate Dependency

However, for 5-10% of people who present to
treatment services with OD, OST is ineffective.

(OD) is a complex, multi-faceted, public
health and social issue. This problem results
in significant harm to the individual, their
families and wider society, in addition to
high associated costs to the public purse.
In the past 12 years, the number of opiate
users aged over 40 years presenting to
treatment services has tripled². The aging
opiate dependent population has been linked
to the substantial increase in drug related
deaths (DRD’s) in the UK⁷. The North-East
has significantly higher rates of DRDs than
all other English regions⁷. Many reasons
likely account for this, such as high levels of
deprivation, a large population of people who
inject drugs (PWID) and the aging population
of opiate users. In Middlesbrough, OD is a
chronic and pervasive health inequality; the
largest proportion of drug related deaths in
the North-East being attributed to men who
are misusing opiates⁷.

This population is typically chaotic and are
characterised by chronic and long-term
entrenched OD; meaning they are subject to a
number of biopsychosocial problems including
poor health, significant offending behaviour
and homelessness.

The current treatment model in the UK for
OD is oral Opiate Substitute Treatment (OST),
or Methadone, which is effective for the
majority of individuals³.

Despite this population being the minority,
the impact of not having an appropriate
treatment offer in place is likely significant⁵,
especially considering they may account
for such a high proportion of associated
negative outcomes such as offending. This
lack of treatment offer is not only ethically
questionable but does not represent good
value for money. Public money is being
distributed into funding OST for up to 10%
of the OD population in the UK which is
ineffective⁴. Combined with other associated
public costs of OD: the cost of acquisition
related crime, impacts on the social care
budget, emergency hospital admissions etc,
the economic drive to progress different
treatment regimens for OD in the UK is clear
and resounding.
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What is Heroin Assisted Treatment?
Heroin Assisted Treatment (HAT) addresses
the treatment gap for individuals who have
failed to benefit from the standard treatment
offer. HAT involves offering synthetic heroin
(diacetylmorphine) twice daily, under the
supervision of medical staff to inject the
drugs in a controlled and safe environment;
it is also referred to as supervised injectable
heroin (SIH). The supervised nature of
this treatment is important as it ensures
monitoring, compliance, safety and
regulation so that none of the prescribed
substance can enter the illicit market⁵.

HAT is a routine treatment in many
countries for OD, pioneered in Switzerland
in the 1990’s. Internationally, the evidence
base for HAT is convincing⁸ and shown to
improve many health and social outcomes
compared to standard OST. The World Health
Organisation and NICE advocate HAT for OD⁹
as a treatment of choice for this population.
HAT has already been tested within the UK
by a national RCT in the UK; The Randomised
Injectable Opiate Treatment Trial (RIOTT)
tested the efficacy of HAT in the UK and
found significant benefits when compared to
OST¹⁰. A subsequent international systematic
review concluded that HAT is an effective
method of treating OD for populations which
are unresponsive to OST¹¹.

The scientific evidence for HAT is substantial,
yet in the UK there has been hesitation at a
policy level implementing this treatment.
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Since 2010, UK drugs policy has veered away
from harm reduction approach towards
an abstinence focused approach; a transition
which has been criticised for increasing
DRDs¹². Adding to this, the current metrics of
success within treatment services in the UK
are based on 'individuals leaving treatment
and not returning within 6 months'. Some
experts identify these metrics as creating
shame and stigma for people who use drugs
(PWUD), failing to account for the longterm nature of recovery¹³. In practice, HAT
is recommended to combine both harm
reduction and psychosocial stabilisation
and should be offered in a context of
shared decision making, and meeting
patients’ own expectations for treatment,
following evidence-based guidance for
implementation¹³.

In the UK, HAT was again recommended in
the most recent update of the UK guidelines
on clinical management in 2017¹⁴, however
a significant lag is observed in terms of
offering this treatment in clinical practice.
The reasons for this are many and varied;
clearly this topic raises political and public
attention due to the very nature of providing
an addictive substance as a ‘medicine’ for
the very same addiction¹⁵. Adding to its
political salience, often patients, providers
and policy makers have different ideas about
retention and success in HAT¹³. Considering
these debates, the impetus for generating
an evidence base for HAT within the UK is
strong.

HAT pilot in Middlesbrough
In October 2019, after a number of years
developing a HAT pilot offer, a steering group
was established between Foundations, the
Office of the Police and Crime Commissioner
for Cleveland, Probation (Durham Tees Valley
CRC and HMPPS), and South Tees Public
Health to drive forward the agenda and
became the first area in the country to obtain
Home Office licenses and deliver the service.

This unique and pioneering project is the first
successfully implemented HAT treatment
service in the UK. A second project in
Glasgow followed imminently. Some key
differences between the Middlesbrough
and Glasgow HAT models are important to
note, with the former model being jointly
funded by health and crime budgets,
whereas the latter model is purely funded
by health. The team in Glasgow were
awarded a £250,000 grant from the Chief
Scientist Office (CSO) to research their HAT
project, with the research team outlining
plans to develop an implementation manual
for the UK. Comparatively, the funding
landscape in Middlesbrough to facilitate the
implementation and delivery of the HAT pilot
was limited, which subsequently restricted
the funding pot allocated for evaluation.
Consequently, this has restricted the scope
and nature of evaluation activities which
have been performed. To address this, during
the past year, the Evaluation and Impact
Team and other academics from Teesside
University, Durham University and London
School of Tropical Medicine, have worked
with the steering group to successfully

with the steering group to successfully
leverage in funding from National Institute of
Health Research, Applied Research Council
in the North East and North Cumbria (NIHRARC NENC) to conduct important qualitative
research into this pilot during 2021 and 2022.

The HAT project contributes to the evidence
base for public health approaches to
crime; and situating this intervention in
Middlesbrough which suffers significant
deprivation and high levels of crime⁶ will
provide rich learning for crime prevention
with national impact. This evaluation
provides a snapshot of health, psychosocial
and offending behaviour of the first HAT pilot
cohort in the UK. Importantly, this evaluation
will not attempt to assess the clinical efficacy
of HAT compared to other OST treatments,
a subject which has already been subject
to numerous scientifically rigorous studies
from across the globe⁵. This evaluation is not
asking ‘if’ this treatment works but largely
documents ‘how’ this project appeared to
be working in practice during its first year of
operation.
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The objectives of this evaluation were to understand behaviour change within the HAT participants
during its first year of operation (October 2019-October 2020):
1)

To understand how participants have engaged with, and been retained on, the HAT pilot in
its first year of operation in Middlesbrough;

2)

To understand changes in HAT participants in terms of their street drug usage, perceived 		
health and wellbeing, housing status, and engagement with other psychosocial treatments
in the first year of operation in Middlesbrough;

3)

Compare the criminality (and associated costs) of the treatment group in the years prior 		
before vs. the year of the HAT intervention.

Method
The evaluation aimed to analyse secondary
data collected during HAT pilot by attempting
to answer the following research questions:
•

•

•

•

•

•
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How did participants engage with HAT
during the first year? Are there any 		
trends or patterns of engagement?
Does criminal behaviour change 		
during HAT for the individuals
who engage with the treatment and
does this reduce the associated costs
of crime compared to previous years?
Do participants still continue to use
illicit street drugs alongside their 		
treatment?
Do participants who engage with
HAT start to engage with other 		
psychosocial interventions?
How does the perceived quality of life
and wellbeing change for the
participants of the programme?
Are there any changes in housing 		
status of the treatment population?

Data from a variety of sources were
aggregated to build a picture of participant’s
behaviour – all of which are important
indicators of recovery and stabilisation of this
population. Where appropriate and possible,
a public health approach to analysis has been
adopted, i.e. focusing on trends within the
whole population as opposed to individual
treatment journeys. Although some reference
is made to cost savings of the HAT pilot
scheme, a full economic cost benefit analysis
was not included in the commissioning brief.

Routine quantitative data and contextual
qualitative accounts from delivery staff
were collected by the HAT pilot between
October 2019 and October 2020, which was
pseudonymised and shared electronically with
the evaluation team. The project was approved
by a Teesside University Ethics Committee (Ref:
2020 Oct 1328 Poulter). A desk-based analysis
of data sets took place in December 2020.
Due to the low sample size detailed statistical
analysis was not possible and descriptive
statistics were used for the analysis.

Table 1: HAT pilot year 1
population characteristics
Number of Participants
Ages (mean)			
Ages (range)			
Male (n=12)			
Female (n=2)			

14
41.2 years
35-51 years
85.7%
14.3%

Figure 1: Current destination of participants who have taken part in HAT pilot up to week 52 (n=14)

The majority of individuals (50%) who have
commenced the HAT pilot are still engaging
with treatment (Figure 1). Of the participants
who have exited treatment, two were due
to receiving a custodial sentence due to
offences committed during HAT. A large
percentage of individuals who have exited
treatment, the use of T20 sleeping tablets

has been cited as a causal or contributing
factor for this, according to contextual
information sent by delivery partners (see the
COVID-19 section for further details). Other
reasons for disengagement include leaving the
area or being placed in remand for offences
committed during the HAT pilot.
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1. Engagement and retention
To analyse engagement and retention
during the first year, we took a public health
approach suggested by Vogel et al (2017)¹³,
analysing the behaviour change of the
whole population as opposed to focusing
on individual treatment journeys (Table 2).
The rationale for this is that retention in
OD treatment is a paradox: it is a chronic
disorder, yet treatment episodes are often
short¹³. Focusing on single treatment

episodes fails to account for the normal
trajectory of cycling in-and-out of treatment,
with periods out of treatment reducing over
time¹³. It is important to note that the breaks
for clients from the scheme are not necessarily
due to non-compliance with the treatment,
many were planned in advance with the
treatment provider, or due to unforeseen
health problems (which may or may not be
related to treatment).

Table 2: Engagement rates of the entire population
Figures					
Code
Totals
Gross Attendance
Net Attendance
								Rate (%)		Rate (%)
Attended				
Att
5017
83%			
97%
Failure to Attend			
FTA
134
2%			
3%
Break from Scheme			
BREAK
924
15%
Total (Gross)*					
6075		
Total (Net) [Total Gross-Break figure]		
5151
* Totals refer to the total number of available treatment sessions for this cohort

A relatively high level of engagement (97%)
was observed during the HAT pilot. A
second analysis (Table 3) took place which
removed all participants with less than
120 attendances (n=3), the intention was
to determine if there was any impact on
attendance and retention. This had very little
difference on the attendance rates apart
from reducing the ‘gross attendance rate’ by
1%. All other data remains identical. If we
drill down into the ‘short term client base’
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(n=3) who were omitted from this analysis,
they accounted for only 89 attendances,
5 ‘failures to attend’ and no ‘break from
scheme’. Contextual information from the
clinical team regards this high attendance
rate as substantial, as health services have
previously experienced difficulties in getting
clients to engage with ongoing treatment for
their health needs, meaning they would go
unaddressed.

Table 3: Engagement rates (excluding participants with less than
120 session attendances; equivalent to two months).
Figures					
Code
							
Attended				
Att
Failure to Attend			
FTA
Break from Scheme			
BREAK
Total (Gross) 				
Total (Net) [Total Gross-Break figure]

Totals
4,928
129
924
5,981
5,057

Gross Attendance
Rate (%)
82%			
2%			
15%

Net Attendance
Rate (%)
97%
3%

Once enrolled on the programme, it appears that the majority of participants attend the clinic every
single day (9/14 participants attended every single day). Also, half of the sample (50%) have missed
less than three half days in total. When analysing the ‘FTA’ (failures to attend) data, we can see that
a small number of individuals (n=3) account for the majority of half day FTA’s (67%).
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2. Street drug usage
Drug related deaths, overdoses and
soft skin and tissue infections (SSTI’s)
During the 12-month pilot, no individuals
died, and considering the high risk of
mortality associated with individuals using
opiates, this is a notable outcome. There was
one self-reported incident of an overdose
which was recorded. Additionally, selfreported data indicates that no succeeding
month had a higher ambulance callout rate
than the on-entry call out rate, and many of
the indicated reasons for ambulance callouts
appeared to be linked to general health
problems (such as asthma) as opposed to
issues linked with overdosing on opiates.
The chaotic nature of this population means
that when not in treatment, people who
inject drugs (PWID) often require unexpected
ambulance call outs and unplanned hospital
stays, all of which come with an associated
cost to the public purse (see Appendix 1 for
examples of associated costs to the NHS
for these services). Self-reported survey
data from the pilot highlights that on entry,
three individuals indicated that they had
received treatment at hospital for a new
wound or SSTI associated with injecting
drugs in the past four weeks; there were
no other self-reports of visiting hospital
for this reason during the subsequent 12
months of the pilot. SSTI’s are a significant
cause of premature mortality for PWID
and are associated with significant health
implications¹⁶ and cost the NHS £77 million
a year¹⁷. Although this evaluation has low
numbers of participants and uses selfreported data (which we are unable to cross
reference with objective data sets),
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this early evidence suggests that it is likely
that HAT has an associated impact on reducing
the risk, harms and costs of poor injecting
practices for the individual and wider society;
and is a valid and important area of further
exploration.
Collectively, the reductions in these variables
are associated in turn with reductions of
costs to the public purse and would be an
interesting topic for further exploration in a
full economic cost benefit analysis.

Toxicology
Weekly toxicology screens were conducted
which could distinguish between illicit street
heroin and pharmaceutical grade heroin
(which was received legally via HAT). Where
it was obvious that illicit street heroin had
been used, no further in-depth analysis was
completed. Where there were indications
street heroin was present, but it was not
conclusive, an advanced screen took place
which could further analyse the urine sample
and detect all substances present.
It is crucial to note that although an important
indicator of recovery, an individual testing
positive for street heroin on the programme
is not an overall indicator of ‘failure’ of the
treatment, especially when taking account of
the other behavioural changes observed in the
cohort. This is a key consideration given the
length of this treatment episode (up to one
year) compared to individuals ‘using’ career of
up to 25 years in some cases.

Table 4. Overall positive and negative urine tests as a percentage of all tests taken.
Time period
		
Overall

Total Number
of Tests
380		

Total Number of Total Number of
Positive Tests
Negative Tests
77		
303		

Percentage of
Positive Tests
20%		

Percentage of
Negative Tests
80%

Overall, 80% of urine tests were negative
for street heroin (Table 4). Considering this
population have been OD for decades (in
some cases), and have had a significant
proportion of ‘failed’ attempts to break
the connection with street heroin prior
to this pilot, the behaviour change of this
group appears considerable in regard to

percentage of positive vs negative tests
within these two segments (Table 5), we can
see that in the latter part of the programme
positive tests reduced from 28% to 13%
(a reduction of 54%) and negative results
increased by 21%.

cessation of illicit heroin (for the majority
of individuals). It is important to note that a
positive urine test does not give an indication
of how much, or how often, and only that
‘some’, heroin has been consumed, nor does
it indicated if the substance was injected or
smoked. TOPS assessment self-reported data
indicates that the frequency of street heroin
use has dramatically reduced.

positive versus a negative test result, ‘odds
ratios’ were calculated (Table 5). Results of this
analysis showed overall, an individual is nearly
four times more likely to have a negative test
result than a positive during the first year
overall. If this analysis is performed between
the first period of the pilot and the latter part
of the pilot, we can see that in the first part of
the project an individual is three times more
likely to have a negative than a positive test
result, but this jumps dramatically to the later
part of the project to being seven times more
likely to have a negative than a positive test.

Early indications suggest there appears to be
a ‘period of stabilisation’ in the latter part of
the programme. Splitting the programme in
two segments and looking at the cumulative

To further understand the ‘likeliness’ of a

Table 5. Overall positive and negative urine tests as a percentage of all tests taken
between weeks 0-19 and weeks 20-52, and associated odds ratios.
Week Numbers
		
Overall program
Weeks 0 - 19
Weeks 20 - 52

Total Number
of Tests
380
189
191

Positive Test
Odds Ratio
0.25		
0.39		
0.14		

Negative Test
Odds Ratio
3.94		
2.57		
6.96		

Percentage of Percentage of
Positive Tests Negative Tests
20%
80%
28%
72%
13%
87%
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It is important to note that these results
must be treated with caution due to the
low sample number who have been on the
programme for over 6 months. These results
suggest that once someone has engaged for
the first 20 weeks, they are then more likely
to have a negative than a positive result.
However, this could just be reflecting the
fact that the individuals who account for the
majority of the positive tests have dropped
out by this point. A larger sample size as
the project progresses should be able to
determine this more conclusively.

Mirroring the approach taken by Strang et
al¹⁰, we selected weeks 20-28 and included all
individuals who had completed all drug tests
in this period (n=7). The other participants
not included at this stage (n=8) had either left
the programme, were on a break or had not
commenced treatment during this period.

Figure 2: Categorisation of participants
(n=7) by number of positive
drug tests during weeks 20-28

There appear to be some individuals who
account for the majority of the ‘positive’
urine tests. To examine this hypothesis, we
repeated an analysis which was originally
conducted in the RIOTT trial by Strang et al¹⁰,
which analysed all individuals and their urine
tests at 4-6 months (Figure 2). To complete
this, we sorted the population into three
categories:

1. Abstainers- individuals who had completely
stopped their use of street heroin.
2. Responders – individuals who had majorly
reduced their use of street heroin (i.e. had
less than two weeks of positive tests)
3. Non-responders – individuals who had more
than two positive street heroin tests.
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The majority of the population, five of the
seven participants (71%) were complete
abstainers during this period, with two
participants (29%) accounting for 100% of the
positive drug tests in this period (n=9). No
individuals were classed as ‘responders’ (i.e.
had two or less positive street drug tests). It is
important to appreciate that being classed as
a ‘non-responder’ within this timeframe is

not necessarily an indicator of the failure of
the pilot, it may just be that these individuals
are taking slightly longer to respond to the
therapeutic effects of the intervention than
the rest of the group. Crucially, although
this snapshot may appear to be an ‘all or
nothing’ effect, contextual information
from the steering group highlights that
the individuals classed as ‘non responders’
within this analysis have in fact markedly
reduced their overall usage from original
levels (which is also corroborated within the
TOPs self-reported data). Also, the physical
psychological and social changes observed
within these individuals by the delivery
team justified their continued treatment and
inclusion on the pilot.

We continued looking at this population of
‘abstainers’ until the end of the data set. Two
individuals have now shown to be completely
abstinent of street heroin from 20 weeks
until the end of the programme. For the 5
individuals who were completely abstinent
between 20-28 weeks, for the remainder
of the duration of the programme, out of
a possible 208 tests, only 2% were positive
for street heroin. This is quite encouraging
when we appreciate these participants have
remained relatively stable as a group during
a global pandemic. Also, it is important to
note that whilst HAT could continue during
the pandemic, many of the other support
services underpinning HAT were not able to
continue, at least face to face.

We analysed the results of the enhanced
street drug urine test to see which other
substances were present. Each participant
received a drug urine test weekly. The
toxicologist was able to determine if the test
was positive for illicit heroin use. Typically,
higher positives were recorded at the start of
treatment, with less positives towards the end
of the programme. A large proportion of these
substances were either the legal diamorphine
that is received as part of the HAT, active
metabolites of street heroin, or opiates that
can be obtained legally (e.g. methadone or
codeine), and it is difficult to label their origin,
and in some cases the actual substance name
with any accuracy.

The only substance to note from this analysis
was zopiclone is a sedative, misused by opiate
users, that is taken to combat insomnia. Sleep
problems are often reported by individuals
who use opiates and, anecdotally, staff from
Foundations identify that zopiclone is in high
demand in Cleveland by opiate users for this
purpose, and features in a high proportion
of drug related deaths in Middlesbrough
compared with other Cleveland areas. Indeed,
the abuse of prescription and over the counter
drugs (such as zopiclone) is of increasing
public concern, particularly as they have abuse
potential in themselves, and have been linked
to adverse drug reactions and overdoses¹⁸. The
section of this report, ‘The impact of COVID-19
on the pilot’ explores this issue in much more
detail.
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Self-reported street drug usage
Self-reported data from the standard
Treatment Outcome Profile (TOP) return can
provide an account of drug taking behaviour
before and after the HAT intervention. It is
important to note that assessment months
do not correlate to the delivery months,
these assessments are relevant to each
client at each month of their own journey.
Therefore, there is a small sample at month
12 as there has only been a small number of
individuals who have been on the pilot for
twelve months. In general, we observe a large
reduction in self reported consumption of a
number of substances (Table 6), on entry vs
month 6 and month 12 of the programme (for

all those still engaging with HAT at this point).
Notably, injecting risk behaviour seems to
have been impacted by HAT, with participants
reporting using 27.9 days out of 28 days in
the preceding 4 weeks (at entry) compared
with 0.3 days of the past 4 weeks at month
12. Also, on entry around 14% of the sample
reporting using a spoon, water or filter used
by someone else in the preceding 4 weeks,
which was reduced to 0% from month 1.
For this population who are particularly
at risk from health concequences relating
to poor injecting practices, the associated
reduction in physical health risk is likely to be
significant.

Table 6: Values and percentage changes of TOP scores on entry vs month 12
(values based on number of days out of 28 using over previous 4 weeks).
TOPs Item 			
Entry test
Month 6
		
		
mean (n=14) (n=8)
							
Alcohol (0-28 days 		
from previous 4 weeks)
Opiates/ Opioids (0-28 days
from previous 4 weeks)
Crack (0-28 days 		
from previous 4 weeks)
Cocaine (0-28 days 		
from previous 4 weeks)
Amphetamines (0-28 days
from previous 4 weeks)
Cannabis (0-28 days 		
from previous 4 weeks)
Other Substance (0-28 days
from previous 4 weeks)
Tobacco (0-28 days 		
from previous 4 weeks)
Injected*¹ (0-28 days 		
from previous 4 weeks)
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Percentage changes Month 12
between entry
mean (n=4)
and month 6			

Percentage changes
between entry
and month 12

7.1

1.3

-82%		

10.5

48%**

27.8

0.8

-97%		

0.3

-99%^

6.7

4.8

-29%

8

9.4

0.4

-96%

0

-100%~

0.6

0.1

-81%

0

-100%

1.6

0.0

-100%

0		

-100%

12.1

3.4

-72%

1

-92%

24.7

24.5

-1%

27.3		

11%

27.9

0.5		

-98%		

0.3

-99%

19%***

*¹Injected refers to injecting illicit street heroin.
**This change is attributable to a single participant who entered the project with reported low number of
days alcohol consumption and exited with high reported alcohol consumption at month 12. This should
be interpreted carefully due to the low sample size being skewed by an outlier at month 12.
***Whilst overall the percentage change has increased from entry to month 12, importantly crack
consumption decreased in the four individuals who have been on the project, but this is masked by the
larger population at entry.
~This change is attributable to a single participant who entered the project with reported high number of
days cocaine consumption and exited with low reported cocaine consumption at month 12. This should
be interpreted carefully due to the low sample size being skewed by an outlier at month 12.
^This refers to illegally obtained opiates/opioids as opposed to the legal diamorphine obtained via HAT.

Some substance use appears to increase
at month 12 (alcohol, crack and tobacco).
However, significant variance in the small
sample size at this point accounts for this,
and should be interpreted with caution. For
example, it appears that there has been a
large increase in alcohol usage in the group at
month 12, however, this change is attributable
to a single participant who entered the project
with reported low number of days alcohol
consumption and exited the scheme with
high reported alcohol consumption at month
12. Similarly, crack usage appears to have
increased in the group at month 12, but if
the data is examined at a granular level, crack
consumption decreased in the four individuals
who have been on the project for a 12 month
period, however this change is masked by
the larger population at entry. Considering
these issues we can observe how the small
sample size is particularly affected by outliers.
Importantly, only tobacco use appears to have
increased consistently compared to entry
scores throughout the 12 month period.

At 6 and 12 month post entry, there have
been marked reductions in self reported
consumption of a variety of substances.
Tobacco use appears to remain static at 6
months, and increases at 12 month although
the small sample size is easily skewed by a
single outlier.
Importantly, with respect to the four
individuals who have engaged for 12 months
(since the beginning of the pilot), their
treatment journey aligns chronologically to
changes related to the coronavirus pandemic.
As this is an unusual situation which can
affect small data sample substantially, it
would be prudent to continually evaluate this
as we exit the pandemic and transition into a
more routine way of life.
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Table 7: Values and percentage changes of TOP scores on entry to month 12
(values based on number of days out of 28 using over previous 4 weeks).
TOPs Item

Entry Month1 Month2 Month3 Month4 Month5 Month6 Month7 Month8 Month9 Month10 Month11 Month12
(n=14) (n=12) (n=11) (n=9) (n=9) (n=9) (n=8) (n=6) (n=6)
(n=6) (n=5)
(n=5) (n=4)

Alcohol
Opiates/ Opioids
Crack 		
Cocaine
Amphetamines
Cannabis
Other Substance
Tobacco

7.1
-7%
27.8 -74%
6.7
-12%
9.4
-74%
0.6
-48%
1.6 107%
12.1 -29%
24.7 -7%

-33%
-83%
-31%
-75%
-100%
-54%
-18%
0%

-33%
-83%
-31%
-75%
-100%
-54%
-18%
0%

-37%
-100%
-34%
-95%
-48%
-51%
-25%
7%

Examining the percentage changes in this
period (Table 7) highlights some interesting
self reported trends in relation to substance
consumption during HAT. Cannabis usage
appears to have a marked increase in the first
month however this is attributable to two
outliers who report a substantial increase
in the days reported using this substance in
the preceding 4 weeks. From month 7, low
participant numbers mean that outliers in
scores affect the mean disproportionately
(see footnotes of table 6). Over the 12 month
period, tobacco usage appears to remain
constant or to have increased marginally.
Generally, the data highlights that people
entered HAT with high self reported levels
of consumption of substances, which reduce
quickly during treatment.
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-45%
-100%
-37%
-98%
-83%
-72%
-45%
-16%

-82% -51%
-97% -99%
-29% 7%
-96% -98%
-81% -48%
-100% -100%
-72% -49%
-1%
13%

-67%
-98%
-3%
-100%
-100%
-68%
-62%
9%

-53%
-100%
-21%
-100%
-74%
-5%
-66%
-1%

-29%
-98%
-11%
-100%
-100%
-62%
-62%
13%

-12%
-99%
34%
-98%
-69%
-100%
-80%
8%

48%
-99%
19%
-100%
-100%
-100%
-92%
11%

3. Psychosocial outcomes
Throughout steering group meetings, delivery
staff have commented on the visible changes
in participants physical health and wellbeing
(such as weight gain), and improvements in
self-reported social connections. Contextual
qualitative information from delivery staff
indicates that an important change noted in
many of the HAT participants is a new ability
to ‘sustain meaningful relationships’. There
has been an increase in volunteering within
this population and two participants have
begun to reduce their dosage of diamorphine
and only attend the clinic once a day. The
psychosocial stabilisation on individuals who
appear to engage longer with the project is
particularly notable.

Psychosocial Interventions
Figure 3: Proportion of individuals (percentage) who self-report engagement
with psychosocial interventions (yes/no).

An important debate within HAT is whether the treatment is offered in the long or medium term. Within
the Middlesbrough model, attendance of psychosocial interventions (PSI’s) in addition to HAT is not
mandatory, although when engaging with this treatment, an enhanced offer of psychosocial activities
was available for patients.
On entry, a small percentage of individuals
(7.1%) report engaging with PSI’s, and by
month two all of the cohort were engaging
with these services (Figure 3). Following this,
engagement appears to reduce completely.
This data should be taken with caution as
during the trajectory of COVID-19 lots of
face to face psychosocial interventions were
halted, so it may be that individuals were
not engaging with these services as they
were not operating during this time. There
is 100% engagement with PSI’s by month
ten. Engagement with PSI’s is an indicator of
psychosocial stability and suggests that these
individuals are motivated towards reducing

their consumption of substances once they
are stabilised. This is corroborated by the fact
that two individuals are now on a decreasing
dose of diamorphine and attend clinic just
once a day. Taken together this evidence
might suggest that in some cases HAT does
support an individual’s journey towards
recovery as opposed to this being an ongoing
long-term harm reduction approach for their
OD. Taking individuals perceptions of the
longevity of treatment is a key research topic
for the NIHR-ARC NENC research project
which is due to commence in March 2021 led
by Teesside University.
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Wellbeing, physical and
psychological health
Evidence from the HAT pilot (Figure 4)
indicates that engaging with the project
is associated with marked increases in
mental wellbeing as measured by the Short
Warwick Edinburgh Mental Wellbeing Scale
(SWEMWBS)¹⁹. According to average entry
level scores (14.1), the wellbeing scores of
the population are indicative of ‘probable
depression’¹⁹. This score increases by 56% to
an average score of 22 by month one, which
is within the ‘average’ wellbeing remit of
the general population. What is particularly
notable is that, during a national pandemic,

14.1 (indicative of probable depression), and
an increase of 68%.

wellbeing for the population do not fall
below this level throughout the rest of the
pilot. Overall, this treatment offer on average
appears to be associated with a wellbeing
score of 23.7 (indicative of the general
population), compared to the entry score of

these assessments are relevant to each client
at each month of their own journey. As such,
there are lower numbers of participants
towards the end of the programme, and we
are unable to conclusively look at the impact
of key timepoints such as Lockdown 1.

There is early evidence that higher gains
in wellbeing are associated with being in
treatment for a longer duration (although
the decreasing number of participants past
month 9 is a barrier to being able to claim
this conclusively). Those engaging with
the programme for 12 months report a
91% increase in their SWEMWBS score. As
mentioned previously, assessment months
do not correlate to the delivery months,

Figure 4: Average wellbeing scores (SWEMWEBS) at each assessment point (i.e. not chronological)
SWEMWEBS Average Total Scores by Assessment (Maximum Total Score: 35)
30.0

25.0

24.0

23.7
22.0

23.9

23.2

24.4

22.8

25.4

24.1
22.2

23.8

25.2

27.0

20.0

15.0

14.1

10.0

5.0

0.0

Total Average Entry Month1 Month2 Month3 Month4 Month5 Month6 Month7 Month8 Month9 Month10 Month11 Month12
Score (All (n=13) (n=12) (n=11) (n=9)
(n=9)
(n=8) (n=8) (n=7) (n=6)
(n=5) (n=5) (n=5) (n=4)
Clients,
Excluding
Entry Assessments)
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This trend is also backed up by self-reported
scores from the TOPS return, from which
we can observe a substantial increase in
psychological and physical health and also
in quality of life scores compared with entry
scores (Figure 5). Within three months, quality
of life and psychological health scores had
increased by 100% and from month 9 these
scores double again never falling below this

point. This data suggests that the longer
someone engages with HAT, the bigger
the gains in positive outcomes for them
(although low numbers towards the end of
the project are a barrier to us being able
to prove this conclusively). Physical health
scores doubled and stayed consistently at
this level until the end of the programme.

Figure 5: Percentage changes in self-reported health and quality of
life variables compared with self-reported entry scores

Table 8: Mean weight increases per client for all data sets reported during HAT pilot year 1
		Average Group Weight (Kg)			

Average Weight Change per Client (Kg)

Entry Weight (n=7) Last Month Recorded Weight (n=7)
73.3			
81.0					

Self-reported weight is often a physical marker
of recovery and stabilisation of individuals
with OD issues, often indicating that this
person is looking after their own health needs
more proactively.

+7.7

Self-reported weight increased within the
group by an average 7.7kg. This data refers to
weight change calculated using entry weight
and the last recorded weight measurement
for each participant.
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Housing Status
Figure 6: Housing situation on entry to the project

Figure 7: Housing situation in the last monthly survey submitted
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On entry to the project six clients were in
secure accommodation, four were homeless
(rough sleeping), with the rest facing eviction,
receiving tenancy support or in temporary
accommodation. The ‘on-entry’ housing
situation of clients indicates the chaotic lives
experienced by the majority of the clients
with eight clients (57%) of the total being in a
temporary or unstable housing situation.

The human cost of homeless is substantial,
solidifying social isolation, stigma and
barriers to engaging with basic services
such as health services. Repeated or
prolonged experiences of homelessness can
exacerbate and further deteriorate health
and wellbeing²⁰. The financial cost of a
single person sleeping rough in the UK for
12 months is estimated at £20,128²¹, with
£4,298²⁰ and £2,099²⁰ per person associated
costs to the NHS and mental health services
(respectively) for anyone sleeping rough
longer than three months. As such, the cost
savings associated four individuals treating
their OD to the point they can engage with
housing services and cease rough sleeping

Importantly, the transition of the cohort from
a position of the majority being in insecure
housing (rough-sleeping or temporary
accommodation) to the majority (58.3%)
being in secure accommodation with no
instances of rough sleeping, is a strong
indicator of the psychosocial stabilisation of
this cohort.

could be in the region of £106,100.

4. Criminal behaviour and associated costs
Offending history prior to HAT
This group is characterised by long term,
entrenched offending behaviour. The
majority of participants (n=8) committed
their first offence over 20 years ago, with the
average ‘offending career’ of 19 years. In all
of the years leading up to the HAT pilot, the
group accounted for over 1092 offences, with
a total MOJ²² cost of £4,343,700.00ii. The
total accumulated prison time of this cohort
prior to HAT spans over 52 years.
However, there is lots of variation hidden
within this figure i.e. some individuals
within this data are ‘outliers’ i.e. having
either extremely high or low values. The
median value of MOJ costs gives us the most
representative figure, without being skewed

by extreme values. The median crime severity
score for all crimes committed as a group since
date of first offence (CSS) is 3788 – highlighting
the serious nature of the offending history of
this group.
Table 9: Cost analysis of all offences from the date
of first offence until the start of the HAT pilot
					MOJ Costs
Minimum MOJ Cost			
Maximum MOJ Cost			
Range of MOJ Costs			
Median Value of MOJ Costs		
Median Crime Severity Score		
Total MOJ Costs			

£3, 900
£977,400
£973,500
£248,750
3,788
£4,343,700

ii This figure does not include prison costs. The MoJ
data set references, and includes, costs to the police,
criminal justice system, victims – including victims
services, property stolen/ damaged, and lost output

25

The impact of the offending career of this
population to society prior to treatment
is something that should be taken into
perspective when considering the benefits of
HAT. Although estimating the costs of drug
related offending is notably difficult due to
the range of impacts which occur²³ some
reflections are possible when considering
a collective 52-year offending history. Even
if just one victim was affected per crime,
this group is associated with harming 1092
individuals or businesses. In turn, there are
high related costs for psychological or physical
health treatment of the victims. For example,
Appendix 1 highlights that for every person
who is in effective drug and alcohol treatment
per year, £117 on average is saved specifically
to the NHS and acute care servicesiii. (This
average figure does not take into account
ongoing inpatient or outpatient treatment
or physical rehabilitation services, which
considering the severity of crimes committed
during this period [median 3788] would have
likely been required for multiple victims.)
There are repeated high demands on Police
and NHS resources in response to this level
of crimes (not all of these being financial
but also physical and psychological harms).
Beyond more obvious impacts on the public
purse, other groups such as family members
are disproportionately affected. A policy paper
analysing the impact of drug taking on family
members, by the UK Drug Policy Commission
(2009) estimated that the cost of the harms
to family members was around 1.8 billion
a year²⁴. Taken together, the hidden and
associated costs with 52 years of offending is
likely in the millions, if not billions.
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One-year prior to HAT pilot compared with
year 1 of HAT pilot
The evidence highlights that HAT is associated
with large reductions in the volume of
offences, the crime severity score and
associated costs to the Ministry of Justice
(MOJ)iv, with approximate savings of £97,800.
Importantly, costs do not include those past
sentencing i.e. prison or probation so the
cost savings associated with a reduction
of the volume and severity of offences is
likely far greater than this figure. Therefore,
individuals who engage with HAT not only
commit less offences, but the offences that
they do commit are less serious than the
year preceding HAT. The rate of offending
per person reduced from three crimes per
participant to 1.2 crimes per participant. This
reduction in offending is corroborated in the
TOPs self-report data set, where 9 out of 14
individuals reported shoplifting every day in
the previous 28 day period on entry to the
pilot, which reduced to 0 days by month 1 for
majority of these individuals (6 out of 9).
Within these figures are some interesting
outliers and trends. A number of individuals
did not commit any crimes in the year
preceding HAT, and they continued this
behaviour during the HAT pilot. 20% of
participants completely ceased their offending
during the HAT programme.

iii This figure is associated with treating physical
harm caused to victims
iv The MoJ data set references, and includes,
costs to the police, criminal justice system,
victims – including victims services, property
stolen/ damaged, and lost output

Table 10: Cost and volume of offences for all detected crimes a year prior to a year during HAT
pilot for all individuals (*median values include those who have values of 0)
Indicator					
Year prior to HAT
Minimum MOJ Cost					
£0		
Maximum MOJ Cost				
£54,600		
Range of MOJ Costs				
£54,600		
Median Value of MOJ Costs*			
£5,850		
Total MOJ Costs				
£172,300		
Number of offences					
42		
Rate of offences per participant 		
3:1		
(offences : per individual)
Median value of Crime Severity Score*
32.5		

For those individuals who did offend in the
year prior to HAT, the majority (67%) reduced
their re-offending behaviours during the HAT
programme. Also, contextual information
provided by delivery staff describes a higher
level of compliance with probation services
in the year during HAT, compared to previous
years. It is important to note that a minority
of individuals continue to offend either at the
same level or an increased rate during their

During HAT
£0		
£14,600
£14,600
£3,900
£74,500
17
1.2:1

% changes
0%
-73%
-73%
-33%
-57%
-60%
-60%

13.0

-60%

participation in the HAT programme (n=3). In
the future it would be useful to look at any
key ‘timepoints’ where offending behaviour
appears to reduce.
Although this evaluation is not a detailed
economic cost/benefit analysis of HAT in
Middlesbrough, we can start to aggregate
a rough picture in relation to potential cost
savings which may delivered by the HAT pilot.

Table 11: Potential cost savings across a number of public budgets
Item									
MoJ Savings*								
Homelessness savings from four individuals** (mental health
services and NHS savings associated with homelessness)
SSTI and wound savings for three individuals***			
Preventing one individual from prison****				
Total									
Total (per participant)							

Cost savings
£97,800
£106,100
£5805
£41,136
£250,845
£17,917.50

* This figure includes The MoJ data set references, and includes, costs to the police, criminal justice system,
victims – including victims services, property stolen/ damaged, and lost output.
** This figure is based on reducing homelessness of four participants based on the CRISIS (2015) research data
*** This figure is based on three individuals not requiring inpatient medical care due to a new wound or infection
during HAT compared to the previous year (self-reported data) based on in indicator HE7.0 in Appendix 1.
**** This is based on preventing just one individual from prison per year (18/19 data)²⁵
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An economic analysis into HAT in Europe in
2009 found that a small-scale project would
cost on average 13,870 EUR per person once
established (approximately £12,069.67)⁵.
As a rough guide, comparing this figure to
the total ‘savings per participant’ in Table
11, HAT may be associated with a saving to
the public purse. This is without considering
other unexpected hospital stays related to
overdosing, the financial impact on families
and whilst modestly estimating that only one
individual may be diverted from prison due
to their offending behaviour. Bearing in mind
the past behaviour of this cohort in relation
to offending behaviour, this figure in reality
is likely substantially higher. Not included in
this figure is the impact the prevention of
the human cost of harms and death, to the
individual, their families the community and
wider society, which is an unquantifiable
figure. Crucially, when weighing up the
cost between sending one individual to
prison versus the cost of HAT for a year, the
economic driver for providing this type of
intervention for OD is strong.

This analysis is by no means a detailed
and robust scientific analysis, yet it gives a
flavour of the ripple effect which is caused
as a consequence of not having /having
an appropriate treatment offer for this
population. The economic cost/ benefit of
HAT in the UK is an important avenue worthy
of further research.
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The impact of COVID-19
pandemic on the pilot
It is crucial here to appreciate that this project
continued throughout a global pandemic,
where many other services ceased completely
or at least face to face working. Additionally,
the lockdown periods of COVID-19 meant
that recruitment of new clients onto the
programme had to be paused. Some
reflections pertaining to the impact of the
pandemic on the pilot, provide important
context and implications for future delivery,
are below.

Zopiclone, T20’s and the end of Lockdown 1
A trend which appears in the engagement
and retention data is that in the four weeks
preceding the ‘Lockdown 1’ being lifted in the
UK (w/c 6th July 2020), three clients had a
break from the programme and two dropped
out completely. This 4-week period appears
to be the poorest for engagement and
retention during the full 52 weeks of the pilot.
Contextual information from Foundations
relayed to the steering group at this time
linked this trend to the impact of COVID-19 on
the illicit drugs market in Cleveland.
Many individuals who use opiates in Cleveland
use non-prescribed zopiclone (a sleeping
tablet) obtained from the illicit market. The
pandemic and other supply factors may have
reduced the availability of illicit zopiclone in
the area, and in turn many individuals bought
fake Temazapam tablets or ‘T20’s’ illicit or
fake benzodiazepines. These T20 pills are
dangerous when taken in conjunction with
alcohol and drugs (particularly opioids).

On 24th July 2020, Public Health England
released an ‘evidence of harm notification’
to alert providers and users of the risks of
fake benzodiazepines such as the T20 tablets,
due to many hospitalisations and deaths
associated with their use. Upon testing of a
sample of T20 tablets locally in Cleveland,
they were revealed to contain a novel
benzodiazepine called flubromazolam, with
no temazepam present.
Importantly, flubromazolam has a reported
higher potency than zopiclone, including
unknown long-term clinical side-effects
or toxicity. Users may have been unaware
that the Temazepam T20s in fact contained
flubromazolam putting them at increased
risk. This resulted in regular overdoses
which would interfere, with participants’
attendance with HAT treatment; either
they didn’t attend the clinic at all, or it
was felt unsafe to continue to administer
HAT. Contextual information provided
by the delivery team identifies that with
regards to four of the five individuals whose
engagement was impacted during this
period, T20 use was a contributing factor. In
fact, two individuals dropped out completely
and this was specifically due to being unable
to regulate their T20 usage, resulting in it
being unsafe to administer diamorphine and
their consequent exit from the programme.
What is also notable is that a majority of
the participants (n=3) whose attendance
was affected in this four-week period, were
individuals who had recently started the
programme (i.e. from the end of January
2020).

The first 6 individuals (the majority of which
had been on the programme since the start
of the HAT project in October 2019) appeared
to be unaffected by the zopiclone/ T20 issue
at the end of Lockdown 1. Although we are
examining extremely low client numbers
and are unable to statistically justify this
hypothesis due to the low sample size, there
may be a critical early time period at the
beginning of a HAT treatment programme
where individuals have need to overcome
to become stabilised and engaged in the
programme. The reflection that the individuals
who started more recently at this time
were quite severely affected by the release
of Lockdown 1 may suggest they were not
sufficiently out of this period to maintain
their recovery. This issue also raises some
interesting questions, namely, is there a way
treatment provider can meet the need for
sleeping medication within this client group
safely, reducing the risk and associated harms
with substances like zopiclone or T20s.
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Discussion
Early findings suggest that a lot of impact
may be delivered by engaging relatively
few people in an intervention like HAT.
This includes increased engagement with
PSI’s, reductions in consumption of street
heroin, reduction of risky injecting practices,
improvements in physical and psychological
health, improvements in secure housing,
and reductions of criminal behaviour and
associated costs. All of these benefits have
been delivered within an uncertain backdrop
of a global pandemic and public health crisis,
where many services in the area had to halt
either completely or at least stop face to face
working.

A relatively high level of engagement was
observed overall, particularly considering the
chaotic nature of this population, the fact
that two daily appointments was required,
and the fact that the UK faced a national
health crisis due to the COVID-19 pandemic.
A high level of attendance was observed for
everyone attending the programme (97%).
Once on the programme, the majority of
individuals attended the clinic daily (9 out
of 14). Importantly, a small number of
individuals accounted for a high number of
missed appointments.
The HAT participants reported using street
heroin daily on entry, yet during year 1
urine analysis highlights that 80% of all tests
taken as a group were negative for street
heroin overall. In addition, self-reported
consumption reduced dramatically, with
participants reporting using on average 27.9
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days out of 28 days of the previous 4 weeks
on entry to ‘no use’ days at 12 months
(n=4). Two individuals have been completely
abstinent from street heroin since week 20.
An analysis of all participants (n=7) with full
urine test data available during weeks 20-28
highlights five individuals who were complete
‘street heroin abstainers’, with two individuals
categorised as non-responders (i.e. had more
than two positive tests in this period). In
some cases, the number of years addicted
to opiates spans over decades, thus to reach
abstinence within 20 weeks, where all other
treatment options have failed, appears to be a
considerable behaviour change.
For the majority, this treatment dramatically
reduces street heroin consumption, however
some participants do still struggle to break
their association with street heroin and
other substances, and also drop out. This is
considered normal in the context of HAT¹³.
Some participants still continue to use lower
levels of street heroin but engage with HAT
with contextual information from delivery
partners identifying and this reduces over
time. Qualitative research into the drivers of
this behaviour will be key issues for research,
this important work is planned to commence
in March 2021. Importantly, for the individual
the physical, psychological and social benefits
of reducing illicit heroin consumption is likely
to be substantial. The subsequent impact in
terms of the reduction of drug litter, reduction
of income for criminal drug gangs, the
freeing up of public resources from policing
acquisition relating crime is a clear benefit for
the wider society delivered by this pilot.
This group were characterised by long term,
entrenched offending behaviour (in most
cases spanning twenty years). The MOJ costs

of this group leading up to October 2020
was £4,343,700, representing a significant
cost for the public purse (median MOJ value
being £248,750). This pilot is associated with
savings to the MOJ of at least £97,800, which
does not include savings from sentencing
onwards (i.e. through prisons and probation).
Comparing the year prior to HAT with the
first year of the pilot, total offences were
reduced by 60%. The range of MOJ costs and
median crime severity scores during the HAT
pilot year were both reduced by 73% and
60% (respectively).
The majority of individuals (67%) reduced
their offending during the HAT pilot. A small
number of individuals (n=3) did continue to
offend, although we are unsure the nature
of these offences which may or may not
be completely unrelated to drug use and
therefore would not likely changed by an
intervention such as HAT. The associated
impact on the individual and their families
for breaking the cycle of offending and
incarceration related to illicit substance use
is likely profound (an issue which will be
explored in more detail in the qualitative
research due to commence in March 2021
via the NIHR-ARC). The many wider benefits
of this reduction in offending behaviour,
include the redirection of public money into
dealing with more serious crime, and the
benefits for the surrounding community
who would have likely been the victim of the
acquisition related crime, had the HAT pilot
not commenced.
The psychosocial stabilisation of the group
appears to be substantial. On entry, the
population reported wellbeing indicative of
‘probable depression’, rising at month 1 to
scoring indicating ‘average wellbeing’.

For a marginalised group which typically
experience significant negative psychosocial
problems in relation to their opiate use, this
change is particularly notable. If participants
continue the programme through to month 12,
the SWEMWBS scores increase by over 91%.
This is supported by marked increases in selfreported psychological health and quality of life
scores, which increased by month 6 (156% and
180%, respectively, n=8) then again in month
12 by (261% and 218%, respectively, n=4).
Engagement with psychosocial interventions
increased compared to entry level, indicating a
motivation to move more proactively towards
a position of recovery, than continued harmreduction. The evidence suggests that once
psychosocial stabilisation is achieved, some
individuals (n=2) are motivated towards
reducing their prescribed diamorphine
consumption within 12 months. Self-reported
physical health increased by 61% at month
6 (n=8) and 100% at month 12 (n=4) and
individuals self-report a weight gain of an
average of around 7.7kg (n=7). The physical
health risks associated with poor injecting
behaviour is also substantially reduced; over
time will likely have cost savings associated
with removing opportunity for the transmission
of bloody borne diseases such as HIV, or soft
skin and tissue infections (SSTI) caused by poor
injecting practices, and is a further avenue for
research for this population.
The group entered the pilot with largely
unstable housing status, with four individuals
reporting rough sleeping. This changed
during the pilot to the majority of individuals
reporting being in secure or temporary
accommodation, with no individuals reporting
sleeping rough whilst in the HAT pilot.
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The context of the global pandemic
presented unique challenges to the pilot
in terms of the reduction of availability of
some support services and changes to the
illicit drug landscape in Cleveland which
affected observed outcomes. The ‘drought’
of zopiclone in the illicit market, led to a
consequence, whereby participants turned
to another illicit sleeping tablet: ‘T20’. This
appeared to have an impact on the retention
of four participants who exited or had an
unplanned break from treatment, during the
4-week period that ‘Lockdown 1’ restrictions
were lifted in the UK.
There appears to be a ‘core’ group of
individuals who started at the beginning
of the programme (October 2019) who
have engaged the longest, and managed to
withstand some of disengagement trends
we observed in the 4 weeks leading up to
the ‘Lockdown 1’ lifting period in England.
These individuals self-report high levels of
wellbeing, the most abstaining behaviour
in terms of street heroin, all were engaging
with psychosocial interventions at month 12.
Furthermore, the odds of testing negative
for street heroin in the latter part of the
programme than the earlier part of the
programme are much higher (although the
low numbers make this difficult to analyse
with any certainty). These early indications
suggest that the longer someone engages
with HAT, the more benefits are reported
in terms of physical health, quality of life,
wellbeing and engagement with psychosocial
interventions. Further analysis will be
enabled as the project is rolled out and the
participant numbers increase.
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Some important limitations and rationale
surrounding this research approach exist
which should be noted:

•

Due to the low sample size, particularly
as the programme progressed, statistical
analysis was not possible and, in most
cases, descriptive statistics are used.

•

We cannot draw causation from 		
correlation in terms of the changes 		
we have seen in the client group
(e.g. housing status). These changes 		
have happened as a result of a suite of
interventions (e.g. an enhanced
psychosocial model as well as the new
treatment methodology) so we
would be unable to draw out attribution
of a particular element of the treatment
which has caused the observed
outcomes.

•

A comparative control group was
not established due to ethical and
funding restrictions impacting the level
and nature of evaluation activities.
Therefore, we cannot assume that at
least some of the changes observed
in this client group would not have 		
naturally occurred anyway.

•

There has been no face to face contact
with the participants and thus we have
not taken into account unintended
positives/ negatives which may have
occurred as result of this treatment.
Exploring participant and stakeholder
attitudes and quality of treatment is a
crucial step in the evaluation of HAT
in OD¹⁴, particularly the first HAT to be
implemented in the UK. These
perspectives are key elements of
a subsequent research project which
has been funding by the NIHR-ARC
NENC due to commence in March 2021.
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Appendix 1 - Cost/benefit analysis model, The Greater Manchester Combined Authority (GMCA), 2019 v1.4.
Weblink: https://www.greatermanchester-ca.gov.uk/what-we-do/research/research-cost-benefit-analysis/

Agency bearing the cost /
Outcome

Outcome

Cost

categorty

detail

code

Fiscal value

making the fiscal saving
Cost / saving detail

Unit

Estimated
Level 1

Level 2

cost/

Updated
Year

saving

cost/
saving

HEALTH

DRUGS

HE2.0.2

Drugs misuse - average annual savings to the NHS frotm
reduced drug-related offending by people in receipt
of effective treatment, per person (cost refers to the
reduced physical harm perpetrated on victims due to
fewer robberies)

Per
year

NHS

Acute Trust /
Hospital

£101

2010/11

£117

HEALTH

DRUGS

HE2.1.1

Drugs misuse - average long-term fiscal savings to the
criminal justice system and victim services from reduced
drug-related offending following receipt of effective
treatment, per person

Per
Person

Criminal
Justice
System

VCS

£1,891

2010/11

£2,200

HEALTH

DRUGS

HE2.1.2

Drugs misuse - average long-term fiscal savings to the
NHS from reduced drug-related offending following
receipt of effective treatment, per person (cost refers to
the reduced physical harm perpetrated on victims due to
fewer robberies)

Per
person

NHS

Acute Trust /
Hospital

£135

2010/11

£157

HEALTH

AMBULANCE

HE3.0

Ambulance services - average cost of call out, per
incident

Per
incident

NHS

Clinical
Commissioning
Group

£233

2017/18

£242

HEALTH

AMBULANCE

HE3.0.1

Ambulance services - average cost of call out: seeing and
treating or referring patients, per incident

Per
incident

NHS

Clinical
Commissioning
Group

£192

2017/18

£199

HEALTH

AMBULANCE

HE3.0.2

Ambulance services - average cost of call out: seeing,
treating and conveying patients, per incident

Per
incident

NHS

Clinical
Commissioning
Group

£252

2017/18

£262

HEALTH

AMBULANCE

HE3.1

Ambulance services - average cost of 999 calls to
ambulance services (but no further action taken, and
ambulance not sent out), per incident

Per
incident

NHS

Clinical
Commissioning
Group

£7

2017/18

£7

HEALTH

AMBULANCE

HE3.2

Ambulance services - average cost of 999 calls to ambulance services, with treatment advice or onward referral
provided (but ambulance not sent out), per incident

Per
incident

NHS

Clinical
Commissioning
Group

£37

2017/18

£39
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Agency bearing the cost /
Outcome

Outcome

Cost

categorty

detail

code

Fiscal value

making the fiscal saving
Cost / saving detail

Unit

Estimated
Level 1

Level 2

cost/

Updated
Year

saving

cost/
saving

HEALTH

HOSPITAL

HE4.0

A&E attendance (all scenarios)

Per
incident

NHS

Clinical
Commissioning
Group

£160

2017/18

£166

HEALTH

HOSPITAL

HE5.0

A&E attendance - no investigation and no significant
treatment

Per
incident

NHS

Clinical
Commissioning
Group

£89

2017/18

£93

HEALTH

HOSPITAL

HE6.0

A&E attendance - investigation with subsequent
treatment

Per
incident

NHS

Clinical
Commissioning
Group

£176

2017/18

£183

HEALTH

HOSPITAL

HE7.0

Hospital inpatients - average cost per episode (elective
and non-elective admissions)

Per
episode

NHS

Clinical
Commissioning
Group

£1864

2017/18

£1935

HEALTH

HOSPITAL

HE8.0

Hospital outpatients - average cost per outpatient
attendance

Per
admission

NHS

Clinical
Commissioning
Group

£125

2017/18

£130

HEALTH

HOSPITAL

HE9.0

Hospital day cases - average cost per episode

Per
episode

NHS

Clinical
Commissioning
Group

£742

2017/18

£770

HEALTH

HOSPITAL

HE10.0

Nurse team manager, hospital-based - cost per hour
(excluding qualification costs)

Per hour

NHS

Clinical
Commissioning
Group

£54

2017/18

£56
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