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Waiting times for residential treatment services

(A&OD sector)

Introduction

This is the report of a survey conducted by the Association of Participating Service Users (APSU) of waiting times for residential treatment services in the Alcohol and Other Drugs (A&OD) sector. It concentrates on withdrawal services, where fairly accurate figures can be ascertained, as opposed to long-term rehabilitation services, where waiting periods are subject to more fluctuating factors.


The report will contrast the experience of service providers and service users with figures published by the Department of Human Services (DHS) in its March 2006 report of the Drugs Policy and Services (DP&S) Branch, and will attempt to account for discrepancies found in the survey. Although the survey was conducted between late August and early October 2006, it was the general view of those spoken to that the figures for this period reflected the situation in the recent past.   


The report will look at ways in which figures that more accurately reflect the real wait for people seeking to use the services can be arrived at and possible ways in which service providers can influence this.

Rationale 

The project was undertaken because of a perception that service providers did not agree with the DHS waiting times figures. Its purpose was to ascertain the realities of the situation. There was also a consideration that there was little or no information about what happens to people while they are waiting for treatment and a desire on APSU’s part to see this addressed.

Methodology

Interviews were conducted with staff at seven major residential withdrawal services in the Melbourne metropolitan area, representing 91 beds. Some interviews were conducted in person and some by telephone. Information was sought as to the various services’ methods of operation and the staff members’ perceptions of the residential withdrawal situation.


The various services’ waiting times were evaluated on the basis of their available statistics and the perceptions of the staff members spoken to. Because of concerns expressed by some staff about being identified or quoted directly, comments have been attributed only in a general way.

The author

The author, Graham Betley, is a student in the Diploma of AOD Work at Holmesglen TAFE, undertaking a placement at APSU. He is also a former journalist with 30-plus years experience in reporting, sub-editing and editing on metropolitan daily newspapers and national specialist magazines. He also has experience as manager of a public relations/freelance writing and editing firm.

Background

The DHS Drugs Policy and Services Branch report for the quarter ending on 31 March 2006 states that information about waiting times is collected by all agencies funded by the DHS through the Alcohol and Drug Information System (ADIS).


It states: “Waiting times calculations are based on a unit of a working day and measure the number of working days taken from when a client is screened and identified as requiring a particular treatment type to the actual commencement of this treatment type. Waiting times are not a measurement of the date of first contact with an agency to the date of commencement of treatment” (author’s italics).


It lists the waiting times for services in the three months to 31 March as follows:

· Residential withdrawal – 4.2 days, with 2.2 days for youth services.

· Residential rehabilitation – 11 days.


A representative of the DP&S Branch told the author that its figures were compiled on the same basis as other health statistics and reflected the information provided by agencies. The representative further said that about one third of reported admissions for withdrawal services were recorded as having a zero waiting time and this could possibly be due to misinterpretation on the part of agency staff who report the figures as to what was required. 


APSU believes it also might reflect a lack of understanding by agency staff of how the manner in which the figures are reported will affect the overall results.

The survey

All of the interviewees considered the department’s figures did not match their experience. 


While procedures at the agencies vary considerably – from drop-in assessment to assessment on admission – the majority of services make appointments for assessment, involving a waiting time, with a subsequent wait for a bed to become available.


While in some cases an accurate figure for waiting times was provided, in others the figure was an expectation of how long a wait was likely to be under normal circumstances.


The figures relate to actual episodes of treatment and do not include people who ask for detoxification but are assessed as unsuitable – either because they are regarded as not at the appropriate stage of change, are simply looking for temporary relief from street life, are waiting for a rehabilitation admission and it may be best to delay the withdrawal until the two can be coordinated, or are seeking to withdraw from substances such as benzodiazepines where treatments other than short-term detoxification may be preferable..


The results of the survey of residential withdrawal facilities were as follows:

    Agency

   Wait for assessment

    Wait for admission

      beds                    Range
             Expectation
          Range               Expectation  

	  12 beds
	    5-9 days
	     7 days
	  10-35 days
	    15 days

	  16 beds
	          N/A
	        N/A
	    4-9 days
	    6.5 days

	  13 beds
	    3-7 days
	     5 days
	    1-7 days
	     4 days

	  14 beds
	    7-14 days
	   10 days
	  10-18 days
	   14 days

	  12 beds
	    6-10 days
	     8 days
	      N/A
	      N/A

	  12 beds
	    7-14 days
	     9 days
	  10-14 days
	   12 days

	  12 beds
	    7-14 days
	   10 days
	  10-18 days
	   14 days


N/A = not applicable.


On average, this gave an overall expected wait of 6.5 days for assessment and 9.8 days for admission – or a total expected wait of 16.3 days for treatment.

Other factors

Besides the procedural differences mentioned, which are reflected in the table, another factor to take into consideration is that two of the agencies spoken to adopt a practice of not putting people on waiting lists when those lists are regarded as too long. In these cases the waiting time will be artificially reduced as would-be clients do the rounds of other services – or give up.  


When it is further taken into account that many of those on waiting lists change their minds about detoxing before they get to treatment or drop off the lists for other reasons, reducing the time others have to wait, it can be seen that length of waiting time alone is not a true indicator of the need for services.


Other matters that were raised that distort the waiting times figures include:

· Staff numbers/funding. One service reported an occupancy rate of just 75%. This is because it, like most others, cannot admit people on weekends/public holidays, as it does not have the appropriate staff available. Thus “no-shows” and those who leave early often mean beds are empty for days at a time. Other agencies face similar problems, with some attempting to alleviate them by lining up in advance a number of clients who potentially can come in at short notice.

· Direct admission from hospital. Agencies that have ties with hospitals often take people who have required a period of hospitalisation directly from the wards. This means no waiting time is recorded for these cases, which reduces the average.

· Tied beds. Some agencies have a number of beds designated for forensic clients, other specific client types or those referred from specific regional areas or other services such as RDNS. These people get preference and often have reduced or zero waiting times, again bringing down the recorded average. While there waiting times may be zero at the treatment agency, the clients may have been waiting for some time after being screened by the referring agency. This does not appear to be taken into consideration.

Client experiences

A random survey of 18 people who have used residential withdrawal services were asked about their experiences and without exception reported they had experienced waits of 10 days or more – 23 days in one case – for treatment.


During this time all had been continuing to use substances and 15 said they had at least partially funded their usage by illegal means such as drug dealing, theft, burglary, deception, etc. One reported being charged with an offence that could lead to a jail term while doing the rounds of agencies trying unsuccessfully to find one that could offer a bed in less than two to three weeks. In the end, the person resorted to a private service. None of the agencies the person had contacted had suggested that this was an option if private hospital insurance was in place. 


Eleven others reported similar instances of involvement with police/courts/jail while waiting for treatment, either personally or by others known to them. It was commonly thought that magistrates regarded remand as a substitute means of detox.


Three reported knowing of cases where people on waiting lists had become ill or suffered accidents directly related to their drug use, and five said they knew of cases where people had harmed themselves or others. 

Suggestions 

DHS

It is APSU’s view that the figures concerning alcohol and other drug treatment should not be treated in the same way as other health statistics. Addiction does not disappear on weekends or public holidays – people who are waiting are still waiting at these times, even if it is unrealistic to expect admissions at most agencies at these times given the levels of funding/staffing. 


While the same may be true of other health conditions that require treatment, addiction is unique in that for the most part drug users are by definition committing offences simply by continuing to use illegal substances, even if charges are unlikely, and also as they often fund their addiction by illegal means. If they run foul of the law there is a social cost involved in the policing and court processes and in the prison system if they are sentenced to jail. 


Further, individuals may be at risk of harming themselves or others during this period. It is dangerous to detox from substances without medical supervision and, indeed, in the case of alcohol and benzodiazepines can potentially be fatal – a factor which APSU believes must be taken into consideration in all decisions affecting waiting times for treatment. 


It is in the public interest, as well as the users’ interest, to commence treatments as soon as possible. For the field to have to rely on figures that do not reflect the actual extent of waiting times, however they are arrived at, cannot in APSU’s view logically be fitted into the harm minimisation framework – or the department’s “client-centred approach” – and will ultimately be self-defeating. It could be useful to consider the underlying assumptions behind the apparent belief that it is OK for people at risk to wait for treatment.   


APSU believes the DHS and the field should take all possible steps to report the waiting times in a way that accurately reflects the situation and enables decisions about tackling the substance abuse problem to be made on a sound basis. We recommend that waiting times for those admitted to treatment be measured from the date of first contact to the time of admission. 

We also recommend that a study of the consequences of such waiting times for individuals and the community be undertaken to provide a realistic framework for a better understanding of the problem. At present the evidence is anecdotal but suggests a need for further investigation. This could also consider the aspect of protection afforded to people during the waiting time to minimise potential harm both to themselves and to the community.at large.

AGENCIES

Service providers should make themselves aware of the figures published by the department and how they are arrived at. Some factors that could be taken into consideration include:
· When the waiting time begins. Agencies that report the date of assessment as being the time a service user is deemed to have been identified as requiring treatment perhaps could rethink this. If someone who is ultimately admitted has been given an appointment for an assessment after a telephone contact, they should be considered to have been screened at the time of that contact. It might be more realistic to use that date as the date of identification as requiring treatment. This would certainly have an effect on the resultant figures.

· What the priorities are. It is all very well to report figures that reflect that waiting times are being kept to a minimum, but this can be counter-productive. 

· Making allowance for tied beds.  While it is a good thing that there are minimal waiting times attached to these service users at the treating agency level, there may well have been waits involved at the referring agency that are not presently reported. APSU believes these should be reflected in the figures or separate figures produced for non-targeted beds.

Conclusion

APSU believes it is in the interest of all involved in the A&OD community for the published figures on waiting times to be as accurate a reflection as is possible of the real situation at the agency/service user level. It is only through accurate statistics that needs can be identified and appropriate decisions on funding and staffing levels be made.    


At present the statistics on waiting times appear not to be accurate. 



A number of areas have been identified, both in the reporting of the figures by agencies and the handling of the figures by the DP&S Branch of the DHS, where procedural changes could be made to improve the situation.


APSU hopes this contribution is helpful.

ADDENDUM

The DHS has asked that the following information be noted:

All agency staff are provided with the following advice in the ADIS Guidelines and Definitions:

   First date of contact (for this treatment):  Feeds in from the screening date if a screening was provided, otherwise this date must be entered.

   It is the date the client was identified as requiring this particular treatment.

   There will be a different 'first date of contact' for each course of treatment / episode of care that a client receives.

   The difference between the 'First date of contact (for this treatment)' and the 'Start date' is used in the calculation of Waiting Times.

   Start Date is the date the actual treatment commenced.

Please also note that regular ADIS training is conducted (sessions are run at least monthly for agency staff) which addresses the correct reporting of waiting times.

