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1 Survey Overview

1.1 Background

The UK evidence-base suggests that treatment works. However, much of the prior research in this area, including the National Treatment Outcome Research Study – NTORS - (Gossop, Marsden, Stewart, Edwards, Lehmann, Wilson, & Segar, 1997), pre-dated the expansion of criminal justice routes into treatment, and are base on samples comprising clients who have arrived at treatment services via conventional, elective routes. Whilst it is often asserted that “treatment works”, it is perhaps more accurate to suggest that NTORS demonstrates that UK models of treatment can work, or that they did work at the time that the fieldwork for that study was undertaken. Almost a decade later, with a substantial policy focus on drug treatment and an emphasis on, and investment in, diversion of drug misusing offenders from the criminal justice system (CJS), there have been some fundamental changes in drug misuse treatment in the UK and in the population that receives such treatment. With substantial expenditure on treatment for drug mis-users and with apparent increases year on year in the number of drug users brought into contact with treatment facilities, there was a need to evaluate whether treatment was actually doing any good, and to identify what features of treatment optimise outcomes for particular client groups.

In 2005, the Home Office commissioned the National Drug Evidence Centre (NDEC), at the University of Manchester, and the National Centre for Social Research (NatCen) to undertake the Drug Treatment Outcomes Research Study (DTORS).

DTORS was designed to improve and update the evidence base for treatment, and to address the following research questions

· How does drug treatment impact on outcomes, specifically:

· Levels of drug and alcohol use;

· Offending behaviour;

· Physical and mental health; and

· Wider social outcomes?
· How does this vary by: 

· Different referral sources (specifically CJS/non CJS);

· Different pathways through drug treatment;

· Drug use (including poly-drug use and alcohol); and

· Individual characteristics (including individuals' perceptions and attitudes)?

· What are the costs associated with these outcomes and can any cost benefit be measured?
· How can the different treatment pathways undertaken by individuals be classified and compared?

· How and why do retention rates on treatment programmes vary for individuals?

To address these and other related questions, DTORS featured three components: 

· A quantitative longitudinal study, to gather prospective, longitudinal information about a representative sample of a large sample of treatment seekers attending a very wide range of treatment services. 
· A cost-benefit analysis study, to provide an economic evaluation, determining the relative inputs and resource costs and the outputs and values of drug treatment and comparing the treatment pathways identified in the treatment outcomes study. 

· A qualitative study involving smaller samples of both clients and service providers and to provide real depth of understanding of users’ experiences and perceptions of treatment and the decisions they make about remaining in or leaving it.

This report details the methodology and implementation of the quantitative longitudinal study. Substantive reports on all three components can be found on the Home Office website. 
1.2 Aims and scope of the longitudinal study

The major aims of the longitudinal study were to recruit and interview a representative sample of drug treatment seekers, at the time of seeking treatment, and to follow them up for further interviews 3 and 12 months later. The data from the first (baseline) interviews would be used to describe the treatment seeking population, as well as providing a baseline against which to compare the data from the second and third (follow-up) interviews. 

Many of the questions were identical throughout the three interviews, so that change over time (outcomes) could be measured, such as drug use. Other questions ascertained the characteristics at baseline, such as age, sex, prior experience of drug treatment, so that outcomes could be compared between these subgroups of the population. In addition to outcome measures, the follow-up interviews collected information on drug treatment received, so that the impact of different modalities, duration of treatment etc could be compared. 

Target population 

The Drug Treatment Outcomes Research Study aimed to contact a sample of individuals seeking either Tier 3 (structured) or Tier 4 (residential) drug treatment, and to interview them up to 3 times in the course of the following year. 

Eligible individuals were identified at their point of contact with a Tier 3 or 4 drug agency. On some occasions they were asked to participate directly by interviewers, on other occasions, agency staff were asked to tell potential respondents about the study and ask for permission to pass on contact details to a NatCen interviewer. 
To be eligible to take part in the first (baseline) interview, drug treatment seekers had to meet a number of criteria:

· Aged 18 and over


· Presenting with a drug problem (other than alcohol)

· Having their first face-to-face contact with agency staff

· Requesting Tier 3 or 4 treatment for a drug problem

Treatment seekers were eligible regardless of referral source - self-referrals, referrals from the criminal justice system, and referrals on from other drug treatment agencies were all included at the baseline stage as long as they were seeking to start a new episode of treatment. Follow-up interviews were not dependant on remaining in treatment – respondents were eligible for follow-up whether or not they were still in treatment, or had received any treatment since the baseline interview. In this way, the study aimed to compare the outcomes of those who had, and had not, received treatment, as outlined in the research questions on the previous page. 

1.3 Coverage of this report

This report covers the technical details of the longitudinal study.  The baseline and follow-up stages were designed quite differently, so the sections on fieldwork and response rates are presented separately for these. Other elements of the study applied to both baseline and follow-ups equally, such as ethical permissions, and questionnaire design, so those are presented together.

In this report chapter 2 discusses the key ethical issues considered in designing the study. Chapters 3, 4 and 5 focus on the baseline survey, looking at the issues related to the sampling, recruiting, and interviewing drug treatment seekers via drug treatment agencies. Chapter 6 then moves on to the follow-up surveys looking at the sampling, fieldwork and response rates. Chapter 7 examines the saliva testing undertaken as part of the follow-up surveys. Chapter 8 provides and overview of the questionnaire and its development. Finally, chapter 9 relates to the weighting (providing more detailed analysis of non-response at baseline, and attrition to the follow-up surveys).

2 Research Ethics  

Ethical permission for the study was sought from the Wakefield Research Ethics Committee (as allocated by the Central Office for Research Ethics Committees).

A number of ethical issues were considered prior to and during the application process.
2.1 Informed Consent

As with all studies, it was necessary to ain informed consent from respondents. Because the study involved people who could be vulnerable, due to their drug use, and accessing respondents via gatekeepers (drug agencies), it was deemed necessary to obtain signed consent from respondents. This was to ensure that potential respondents were not coerced into taking part but did so voluntarily in the full understanding that they could withdraw at any time.

Before taking part in the study, interviewers provided respondents with a leaflet explaining what the study was about and what the interview would entail, and asked the respondent to sign a consent form as follows: 

I (name)

· Consent to NatCen conducting an interview with me.

· I have been given a leaflet about the Drug Treatment Outcome Research Study (DTORS), and I understand the content.

· I understand that the answers that I give will be treated confidentially, in accordance with the Data Protection Act. They will only be used for research purposes. 

· I understand that taking part is completely voluntary and that I may withdraw at any point without having to give a reason.

· I understand that if I decide to withdraw from the study, this will not affect my medical care, the way I am treated, or my legal rights.

Respondents gave their consent separately for each interview and the signing of the consent form was witnessed by the interviewer.
Another consent form was also developed to enable drug agencies to pass their contact details to NatCen where an interviewer was not able to meet with the potential respondent immediately. A separate consent form was also developed for the purposes of data linkage. Further details about these aspects of the study are provided in later chapters and examples of the consent forms can be found in the Appendices.
2.2 Confidentiality / Disclosure

Another ethical issue was that of disclosure. As with all studies, the data collected was to be treated in strict confidence in accordance with the Data Protection Act. However, it was necessary to recognise that some of the respondents may be in difficult situations where there is a risk of them hurting themselves or others around them. In such circumstances it could be necessary to take action. For this reason, the survey materials were developed to explain this to respondents and interviewers briefed accordingly. 

The study leaflet included the following:
“Is it confidential?

Yes. Your answers will be treated in strict confidence in accordance with the Data Protection Act. The results of the survey will not identify you or anyone else who takes part. No-one who knows you will be able to find out what you have said in the interview. This includes the staff at the drug treatment centre, and any other case workers you might have from the health or social services, or the courts. The only time we may discuss what you have said with others is if you tell us about a suicidal intent or intent to harm a child or any other person.”
Interviewers were instructed that they should take action should certain situations arise. These were: 

· Witnessing abuse against a child or any other person

· A clear statement of ongoing serious harm to, or intent to seriously harm, a child or any other person 

· A clear statement of suicidal intent

· A medical emergency, affecting any person (e.g. respondent falls unconscious, any person in the household is seriously injured and in need of immediate assistance)

Interviewers were instructed to act as follows:

· In a non-emergency situation, they were to contact NatCen’s Operations Standards Co-ordinator who would convene a meeting of the disclosure group comprising senior Research and Operation staff. Where possible the group would include a medically qualified representative. If this group judged that the situation warranted disclosure, they would then contact the relevant authorities.

· In any medical emergency, interviewers were asked to phone for an ambulance, if they were the only person present who was able and willing to do so.

· In any other emergency situation requiring the police or social services, where a delay may result in harm to a child or other person, interviewers were asked to call the police or social services.

2.3 Inclusiveness of the study

It was important that all potential participants would be given a proper opportunity to respond as well as to decline to respond if they so wished. To facilitate this, interviewers would conduct the interviews at a time and place convenient to the respondent, including giving the option not to be interviewed on the first meeting with the interviewer. 

Unfortunately, the cost of translating the interview for non-English speakers was prohibitive given the small numbers of people it was likely to apply to. Since language issues could not be accurately predicted, these were dealt with on an ad-hoc basis, using either a NatCen interviewer with appropriate language skills, or where none was available, a local translator to facilitate participation. 

Another inclusiveness issue was literacy. So not to exclude potential respondents, interviewers were permitted to read aloud any materials to respondents with poor literacy. Furthermore the self-completion part of the interview could be administered by the interviewer for respondents who had problems reading or writing English (or indeed using a computer). 

2.4 Minimising risk to respondents and interviewers: interviewer suitability, training and safety
It was a requirement of the ethics committee (and many NHS trusts and agencies) that interviewers were cleared through the CRB system. NatCen were happy to confirm that all interviewers are checked through the criminal records bureau before starting work for NatCen, and every 3 years thereafter. 

The ethics committee also requested that interviewers would receive training specific to working with drug treatment agencies and seekers, and that in the interests of interviewer safety, visits to respondents homes would be avoided where possible, and carried out in pairs where necessary. These measures were implemented along with other safety guidance and measures. 

Further details about interviewer training and support are provided in sections 5.5 and 6.3.

3 Survey Sample

3.1 Sample size calculations
Sample size calculations used “amount spent on drugs per week” as the estimate of level of drug use. This method of measuring level of drug use was considered an optimal measure of drug use intensity and associated problems as it provides a proxy cross-measure of frequency and quantity and, in combination with earnings information, provides a direct insight into the potential personal and wider social impact of an individual’s drug use. 
Initial sample size calculations

Prior to fieldwork, these calculations were conservatively based on detecting a difference of £25 between two groups in the level of change (fall) in weekly expenditure on drugs from baseline to 1 year follow up with a significance level of 0.05 and 90% power in a longitudinal study. There were 2 pairs of groups of interest: treated vs not treated, and referred by the Criminal Justice System vs other referrals (including self referral).

The following assumptions were made: 

· That a 30% loss to 1 year follow up should be expected, as in previous research (Gossop et al 1997), 

· That the clustering of the sample within service providers would yield an average of 20 individuals from each provider, and produce inter cluster correlation (Bland 2000), which was estimated as ρ =0.04. 
· That a minority of participants (1:4) would be referred through the criminal justice service. 

This calculation provided a baseline sample requirement of 2600 individuals. To allow for under-estimation of non-response, a target baseline sample size of 3000 was used. This was expected to fall to 1800-2100 for the first follow-up, and 1000-1500 at the second follow-up.

Revised sample size calculations

The power of the sample was revisited in the light of the final sample size of 1,796 drug treatment seekers interviewed at 342 treatment facilities across 94 DATs. With a 1:2 ratio of CJS to non-CJS referrals, a presumed 40% loss to (first) follow up and a within subject correlation of 0.5 this sample size had 89% power to detect a £25 difference in the change in drug spend between CJS and non-CJS clients between the baseline and the first follow-up. 
3.2 Baseline DAT sample frame and selection

In England, drug treatment is co-ordinated via local Drug Action Teams (DATs), of which there are 149. DATs commission drug treatment services from the NHS, and from non-statutory treatment agencies, co-ordinating these so that a range of treatment is available. They also provide the umbrella for liaison with the criminal justice system, e.g. court orders such as Drug Rehabilitation Requirements.

One hundred DATs were selected to take part in DTORS. This large number was chosen in order to minimise the burden on each individual DAT, and to increase the power of the sample by decreasing the effect of clustering. DATs were chosen by dividing the 149 DATs within England into tertiles, according to the percentage of their referrals from the criminal justice system, and selecting 33-34 DATs from each tertile. Where DATs declined to take part, they were substituted, as discussed in Section 4 on recruitment, however 6 DATs could not be covered by the end of fieldwork.

3.3 Baseline Agency sample frame and selection

Within participating DATS, all agencies were eligible for inclusion as long as they provided tier 3 or 4 drug treatment to clients aged 18 and over, who had a drug problem other than alcohol. Agencies were not excluded on the basis of throughput, or geography, as this would have a systematic bias to the sample of respondents. For example, those who present to smaller or more rural agencies may have different characteristics, and experience different types and quality of treatment to those who present to larger or more urban agencies.

Defining the sample of agencies

Within each selected DAT, all agencies providing Tier 3 (structured) or 4 (residential) treatment were selected, and were eligible to take part. This was done to ensure that the full range of services available in each DAT were represented in DTORS. Unfortunately some agencies were unable to accommodate the survey (as discussed in Chapter 4), but the majority were able to help and potentially provide access to their clients.

As a first step to including all agencies within the DAT, a list of agencies had to be obtained. 

Initial agency lists were compiled from the National Drug Treatment Monitoring System (NDTMS). However, this information did not provide any contact names or phone numbers, and could not confirm whether any agencies were multi-site. To improve the information on each agency, the DAT was asked to provide a list of eligible agencies, plus address and contact information for each. Using the name and postcodes of the agencies, there were found to be large discrepancies between these 2 lists: only one third of the list supplied by the DAT could be readily identified on NDTMS.

The lists supplied by the DAT were more up to date, however, they did not always supply all the information needed for the study. For example, many multi-site agencies were not highlighted as such (a detail which is of great significance when organising face-to-face interviewing), and in some cases, agencies which focussed on young people, but did still see clients aged 18 and over, were accidentally  omitted. 

Many agencies are commissioned by more than one DAT, especially if they are within easy reach of both populations, or they are a specialist residential centre. For DTORS, all respondents presenting to the agency were to be included, regardless of their DAT of residence, or their contact with agencies falling exclusively under other DATs. Therefore it was important to include each agency only once in the sample. For agencies that reported to more than one DAT, it was the physical location of the agency that was the deciding factor.

Agency lists were only obtained for participating DATs. Agencies which reported to a participating and a non-participating DAT would have been included in the sample only under the participating DAT, with no stringent attempt to clarify whether they were eligible by location. In this respect, the agency sample may have been over inclusive of those agencies which work for several DATs.

The number of agencies varied enormously from one DAT to another. The 2 smallest participating DATs had only 2 agencies shared between them, and the largest, over 20 agencies. The mean number of agencies per DAT was 6. 
3.4 Predicting the number of new clients at each agency
Agencies that were eligible to take part in DTORS varied in terms of services (modalities) offered, types of clients seen, and in terms of the number of new clients that they saw. According to NDTMS data
, the throughput of new presentations in selected agencies ranged from approximately 1 new client a month, to over 200 (213) new clients a month. The average was 3 new clients a week, that is 13 per calendar month. 

During the pilot and early work, many interviewing teams reported fewer new clients than had been expected.  Several possible reasons for this discrepancy were considered: 
· NDTMS data is not ‘live’, but is completed and return after the end of each month. Perhaps the numbers of new clients had declined between the reporting period and the fieldwork period.

· Not all eligible clients may have been identified to the interviewers, perhaps because the eligibility criteria were not understood, not all staff were aware of the need to report eligible clients, or not all staff were comfortable with the aims and implementation of the study

· Agencies do not encounter a steady stream of new clients, and it is possible that our pilot week happened to be a ‘slow’ week at those agencies. 
To try and counter these, several innovations were put into place

· The managers were phoned before fieldwork began, to check whether there were any objections to the study in principle.
· During this phone call, the researchers also asked for details of any team meetings, to allow the interviewers a good opportunity to explain the study to all staff members, and answer any questions or concerns they might have.

· The manager was also asked to confirm whether the predicted throughput was realistic. This filled in the gaps, where throughput was unknown from NDTMS. However, it didn’t reduce the expected number of clients, or ultimately, the discrepancy between this and the number of clients reported by interviewers. 

· Following this phone call, agencies were also sent an information pack to explain more about the study.
· Prior to the survey starting, a group leader made a visit to try and inform all staff about the study, ascertain the best way of working with each individual agency, and set up good lines of contact. 
· Staff were given DTORS pens to help remind them of the study, and the need to inform their new clients of the study. 
· Improvements were made to the agency documents for recording new clients, including clients who phoned for an appointment, and clients who dropped in as their first presentation. It was hoped that a clearer ‘system’, would be easier for staff to complete. 
Asking managers to confirm or change the expected number also resulted in an average number of 3 per week. This was because agencies without matchable NDTMS figures tended to self-report fewer than 3 new clients per week. Agencies with matchable NDTMS figures tended to increase the expected number.

Unfortunately the experience in the agencies did not usually match up to the predictions, yielding an average of only one new client per week reported to the study. This could be due to a combination of factors, possible including managers over-estimating the numbers (perhaps by including alcohol only cases, or counting the appointments made rather than attended). Under-reporting of eligible clients to the study, is also a possible reason for the discrepancy. 
Overall, interviewers found fewer clients than expected at 85% of agencies. At 51% of agencies, fewer than a third of the expected number were found, and at 41% of agencies, less than one quarter of the expected number were found.
3.5 Baseline Client sample frame and selection

All clients presenting for a new course of treatment at each agency within the sampling window were eligible for inclusion in the study. This was initially a period of 4 weeks, during which all new presentations would be eligible to take part in the study. The period was later extended to 5 and then to 7 weeks, in order to increase the number of participants. 

In addition, a ‘pre-sample’ window was introduced. This was the 2 weeks prior to interviewing beginning (i.e. the main sampling window). Agencies were asked to begin completing a log of their clients during this time, so that they would get used to this, and ideally any problems with understanding of the criteria of eligibility, or issues logging clients, could be flagged early on. At this stage, clients were not asked for any contact details, or told about the study, as interviewing was not yet taking place. However, any logged clients who returned for their second or third appointment during the main sampling window were then eligible for interview, and were invited to take part at the earliest opportunity within the main sampling window.

Clients were eligible for inclusion only once, regardless of the number of times they presented to ask for treatment within the sample window. To try and ensure that all eligible clients were given an opportunity to take part, and that each of them was recorded to the study only once; agencies and interviewers completed a log of potential respondents, including whether each had been interviewed, given their contact details for a later interview, or refused an interview.
Chapter 9 details the weighting of the baseline data, which compared the profile of DTORS respondents, against the profile of all treatment seekers, so as to take account of any differences in propensity to take part in the study. 

4 Recruitment of agencies and treatment seekers

4.1 NHS Trusts

Submission stage

Access to NHS drug treatment services was dependent upon approval from the local Mental Health and Primary Care Trusts responsible for substance misuse services. Preliminary emails requesting details of Trust Research and Development (R&D) procedures were issued during September/ October 2005. R&D applications were subsequently submitted to every Trust covering services within the geographical area of the 100 DATS by January 2006 (Table 4.1).

Table 4.1: Number of NHS Trusts R&D applications

	Total NHS Trusts Approached
	No.

	
	

	Mental Health Trusts
	49

	Primary Care Trusts
	22

	Total
	71


R&D requirements were not uniform among the 71 NHS Trusts approached. A standard Research and Development application was in use for the majority of Trusts although a considerable number required the completion of a bespoke R&D application form. In addition to this, a variety of documentation was requested to supplement the basic application forms. Examples include:

· The forms submitted to and approved by the research ethics committee

· Copies of other correspondence with the ethics committee

· A detailed protocol of the study (over and above that given to the ethics committee, and copied to the R&D departments in the standard form)

· Information sheets prepared for participants

· Participant consent forms, in some cases to see that voluntary, informed consent was being applied, and in some cases to have copies of that signed consent.

· Letter of favourable ethical opinion from the research ethics committee

· A letter from the Home Office, confirming their sponsorship of the study

· A copy of the baseline questionnaire

During this period (November 2005 –January 2006), 7 applications were withdrawn. Four were withdrawn due to DATs refusing to be involved in the project, and 3 were withdrawn because DATs recruited to DTORS commissioning non-NHS services only. 

As a result of applications being withdrawn and umbrella organisations processing approval for more than one NHS MHT/ PCT, R&D negotiations were undertaken in a total of 54 NHS Trusts (Table 4.2).
Table 4.2: Number of NHS Trusts where R&D negotiations were undertaken

	Total NHS Trusts involved with DTORS
	No.

	
	

	Mental Health Trusts 
	44

	Primary Care Trusts
	7

	Umbrella organisations/ Trusts*
	3

	Total
	54


*An organisation or Trust that processes approval for more than one NHS MHT/ PCT.

The Trust R&D approval process took significantly longer than could have been anticipated. For a number of Trusts, confirmation of participation had to be sought from the substance misuse services themselves before the application could be progressed. Several Trusts also requested the appointment of a Local Collaborator to act as a point of contact during the study. This additional agency liaison prolonged the application preparation process very significantly. In addition, a large variation existed in the time taken for Trust personnel to respond to queries and requests. In the worst instances, several months were required to gain a response to a single question.

Review

Once submitted, applications were reviewed by the Trusts’ Research Governance Committee/ R&D Management Group. Many of these raised a number of issues relating to DTORS and these had to be addressed before the R&D lead could authorise the project. Examples included:

· Disclosure procedures

· Home visit/ lone working procedures

For the majority of applications, approval was conditional upon the establishment of Honorary Contracts for interviewers before fieldwork could commence. Honorary Contract requirements were not standard across Trusts and, in the majority of cases, were not transferable once issued.

Honorary Contracts

As employers of the interview teams, it become necessary for NatCen to lead Trust discussions around Honorary Contract arrangements. NDEC compiled all available information regarding Honorary Contracts for handover in February 2006 and wrote to each Trust informing them of the change in contact organisation. 

As Trust requirements became known, it became evident that a number of the requests would be unduly onerous or intrusive on interviewers, given that this was to be a voluntary survey not impacting on the quality of their care. These included:

· Sight of CRB clearance

· Enhanced CRB check

· Occupational health forms which require consent to access to GP records and physical examinations

· NHS Fire and Health and safety training courses

As a result, NatCen entered into negotiations with Trusts in an attempt to reach a suitable compromise. A number of Trusts responded positively to discussions and a suitable arrangement was found. However, a notable number of Trusts felt unable to revise their requirements and these cases were passed over to the Home Office in a final attempt to resolve the situation. These Honorary Contract negotiations were lengthy, taking significantly longer than anticipated (February – October 2006). Also, in many cases, the negotiated agreement did not hold and applications were returned to NatCen with extra (usually more intrusive or onerous) requirements that had previously been accepted as unnecessary for DTORS interviewers. On occasions, negotiations were hindered by changing Trust staff, changing Trust requirements, Trust re-organisation and merges. Negotiation eventually drew to a close by agreement of the DTORS team in October 2006 to allow baseline fieldwork to be completed.  Although time consuming, discussions over Honorary Contract requirements substantially reduced the number of unworkable trusts that had initially been estimated (Table 2.3.3). The eventual exclusion of 7 NHS Trusts has resulted in 40 NHS agencies being unable to participate in DTORS.

Level of recruitment

The following Table illustrates the number of DAT, agencies and eligible clients interviewed for the purposes of DTORS.

Table 4.3: Level of recruitment

	Batch
	DATs
	Agencies
	Weeks of Sampling
	Month started
	Number of eligible clients interviewed

	
	
	
	
	
	

	1
	6
	20
	4
	February
	44

	2
	11
	47
	5
	March
	184

	3
	16
	85
	7
	May
	400

	4
	29
	173
	7
	June
	568

	5
	38
	190
	7
	August
	600

	Total
	100
	515
	
	
	1796


4.2 Agency recruitment and contact

The procedures for agency contact continued to be refined throughout the life of the study. Contact was made with 764 statutory and non statutory agencies that either provided Tier 3 or 4 treatment or provided assessments for access into Tier 3 and 4 services. The following sections detail the procedure that was used by the end of the study, and was used for the majority of DATs.

The majority of agencies should have received the following contact/communication about the study:
· The first communication would have been from the DAT – either at the time of deciding whether to agree to take part (at the DAT level), or afterwards to say that  the study had DAT permission and support to go ahead. 
· Prior to fieldwork, each agency was sent a letter outlining the study, containing a FAQ leaflet for agency staff.

· The leaflet was followed by a telephone call from NDEC in order to

· Check some of the basic contact details, address and so forth

· Check the estimated throughput of eligible clients

· Answer any questions about the study

· The interviewing Group Leader then used this information to contact the agency, and arrange a meeting to set up the study, at a staff team meeting if possible

Agencies were issued with an Introductory Pack consisting of:

· Introduction letter explaining DTORS

· Information leaflet for agency staff

· Home Office introduction letter requesting agency support

· Criteria for participant eligibility

· Staff information sheet with quick reference instructions

· Staff awareness poster

Telephone Calls

Immediately following the distribution of introductory materials, each agency was contacted and asked to participate in DTORS with a view to commencing fieldwork as soon as possible. The initial telephone contact with each agency sought to gather basic agency information relating to assessments and appointment times, as well as confirm a main contact person for the duration of the study. Verification of address details and the nature of the service were also sought at this point. Sometimes these calls revealed that an agency was carrying out Tier 3 or 4 treatment on several sites, when the initial agency lists only identified one site. For the purpose of fieldwork, these additional sites were treated as separate agencies.

Drug Action Teams were requested to inform their service providers that research would be taking place and that the DAT had given full support to the project. This notification was designed to encourage agency support before telephone contact was made. However, this was not always the case and as participation was voluntary, 25 agencies declined participation (Table 4.4).

Table 4.4: Breakdown of Agency Refusal Reasons

	Reason for Refusal
	No.

	
	

	Refused with no explanation
	8

	Confidentiality concerns
	5

	Did not believe they were eligible
	4

	Believed research was not conducive to client progress
	3

	Funding problems and future stability
	3

	Staff burden
	1

	Agency refurbishments
	1

	Total
	25


Agency telephone calls highlighted a number of issues that related to the accuracy of agency contact details. From the initial 764 services approach, 112 proved to be ineligible for participation in DTORS (Table 4.5):

Table 4.5: Breakdown of Agency Ineligibility

	Reason for Ineligibility
	No.

	
	

	Unable to gain Trust approval
	40

	Provided an alternative function/  type of treatment
	27

	Located within the wrong DAT/ Trust area
	14

	Provided drug treatment to under 18s
	12

	Services closed
	7

	Provided Tier 2 treatment only
	6

	Provided alcohol treatment only
	4

	Agency missed during sample period
	2

	Total
	112


Additionally, 32 duplicate agencies were identified within the sample. Exclusion of the agencies that were ineligible, duplicates or refusals, resulted in a final total of 595 agencies, whose details were then passed to the team of interviewers. Further exclusions were then made at interviewer level, again based on eligibility, duplications and refusals, resulting in a total of 515 agencies participating in DTORS.

Issues encountered

A notable issue was that of current service information. Drug Action Team agency lists, in many instances, appeared outdated (including agency names that no longer existed, or named contact people who were no longer employed at the service). This resulted in repeated communication with the DAT and agency to try and establish the correct agency/ most relevant contact person.

The process of making contact with the named agency lead was often problematic and lengthy. The main contact person was in many cases the service manager and, often difficult to contact. In extreme cases, agency contacts were chased for at least four weeks before contact could be made.

For batches one and two, interviewer numbers and fieldwork strategy were based on a weekly agency throughput estimate from NDTMS. Feedback following this fieldwork period suggested that NDTMS estimates were not wholly accurate and that more realistic figures might be obtained from the agencies themselves. As a result, each agency was asked to confirm the average weekly throughput of new clients to drug treatment when they were initially contacted. Subsequent feedback during the later stages of fieldwork suggested that these estimates were often less accurate than NDTMS estimates.   

Fieldwork Preparation 

A team of NatCen interviewers were assigned to each DAT, and were led by a Group Leader, who took overall responsibility for agency contact during the fieldwork period. Once initial telephone contact was complete, agency information was issued to Group Leaders in preparation for a site visit. The Group Leader contacted the named person for each agency and arranged for a meeting. The meeting would allow the Group Leader to explain the project in more detail, discuss the logistics of the study and describe how the study would run on a day to day basis. At this point each agency was provided with the relevant documentation and record keeping materials that they would need for the duration of the interviewing period. It was recommended wherever possible to combine this visit with an agency team meeting so as to reach as many staff as possible.

4.3 Setting up baseline procedures in agencies

Upon meeting with a contact at the agency, the interviewing Group leader sought to convey the following key points about the study:

· Purpose and sponsorship of the study

· That the results would be used to inform policy, in particular that no individuals, agencies or DATs would be identified in the results. 

· The length of the sampling window in weeks

· What the interviews covered and how long they would take

· Why an interview following after the first presentation to the agency was desirable for the project, as this would 

· ensure the accuracy of capturing details about the respondents life just prior to entering treatment.

· improve the response rate and representativeness of the study, by including clients who attend once, and then drop out of treatment immediately

· be a place that was safe and convenient for both interviewer and respondent.

· What help was required from agency staff:

· Give as much warning as possible of appointments for new clients

· Introduce them to the interviewer (if one is available) immediately following the client’s triage 

· If no interviewer was available, give the client a leaflet, collect contact details, and get the client to sign to say that we may speak to them about the study. Please stress that the client does not have to decide whether to take part or not at this stage, the agreement is simply to be contacted by us.

· Keep contact details safely in the folder provided, and to keep the folder itself safely to pass on to the next interviewer who calls.

· Help us update the client list with the details of those who refused contact.

· What the interviewers would do in the agency:
· Attend when invited by agency staff to meet someone after their triage (as far as possible)

· Keep in touch to find out about triage appointments made and cancelled (though if agencies keep in touch this would be most appreciated)

· Fit in with agency arrangements to avoid disruption and burden.

· They will only speak to clients after they have been triaged and have agreed to meet them.

· And very importantly, who was eligible for inclusion:

· Age 18+


· Presenting with a drug problem

· Triaged within the sample window at this agency; and

· Triaged for a new course of treatment at this agency.

Group leaders answered any questions or queries about the above, and sought to find out how the agency worked with respect to new treatment seekers: 

· Names and job titles of agency workers

· Agency opening times

· Times (if any) when new clients are permitted to ‘drop in’ for their induction

· Times (if any) when a safe, private interviewing room is available for study use

On the basis of these discussions, a way of working was agreed. This included who would be the contact person at the agency, how often contact would be made and  what would be the main way of sampling at the agency (i.e. whether the agency would be attended by interviewers in shifts, whether interviewers would attend for the end of client’s first appointments, or whether interviewers would pick up client’s details from staff to contact them at home)
. 
4.4 Agency level data collection and documents used

In order to ensure that each potential respondent to the study was given an opportunity to take part, and that no-one was missed or double counted, a record was kept of all eligible participants. This was done via a logbook, that was jointly updated by agency staff and interviewers. 

The logbook covered the following details about each potential respondent:

· Appointment details for the first contact (if applicable)

· The date of presentation

· The clients initials, sex, and age (these details were used to check against any double counting of individuals)

· The date and time of the next scheduled appointment (this was often useful if an interview was not conducted after the first visit for any reason)

· The initials of the key worker

· The study ‘outcome’ for that person. These were as follows: 

· Did not attend first appointment 

· Introduced to an interviewer (whether they agreed or didn’t agree to an interview) 

· Contact details given for the study 

· Refused to give contact details, speak to an interviewer or take part in the study 

· Forgot to include, client attended appointment but not yet offered chance to take part.

The logbook remained at the agency, and was intended to form a complete record of the baseline sampling time. In addition to the space for logging details, the logbook formed a reference for agency staff, with the contact details of the group leader, details about the purpose of the study, eligibility criteria for respondents, how to complete the logbook, details about the interview, a copy of the information that would be given to potential participants and FAQs.

In addition to the logbook, client detail sheets were used. Initially these were intended to be used only when no interviewer was present to meet a new client, so that their contact details could be passed to the interviewer, with their signed consent. As the study began, it became clear that it was both useful, and simpler, to have a sheet for all eligible clients.

Agency staff were asked to fill in similar basic details as on the logbook: the person’s initials, sex and age, and the date of their presentation, as well as the date of their next appointment. The sheet was then handed to the client for them to fill in as many contact details (such as phone numbers and an address) as they were comfortable to provide, with the written promise that the information was optional and confidential. It was only to be used to get in touch about the study, and would not be used for any other reason. 

Clients then signed this form to say that they consented to give their contact details to an interviewer for the study.  The signed statement made clear that they didn’t have to decide whether to take part or not until they had met with an interviewer and had all their questions answered about the study. A carbon copy of the form was given to the client, and the top copy passed to the interviewer. 

4.5 Liaison with agencies

During the sampling period of a number of weeks, group leaders were charged with keeping in touch with the agencies.  Mainly group leaders kept in touch by phone with the agencies, but they would also have visited during the course of the study. Group leaders were also in close contact with their team of interviewers who were visiting for shifts, appointments, or to pick up contact details. Following these visits, the interviewers reported back to their group leader about how the study was working, and about how many new clients had been interviewed, contacted, made appointments for interview, or refused. In this way, the group leader kept an overall eye on the progress of the study, in terms of recruiting respondents to the baseline study. 

Coverage of agencies and eligible treatment seekers

As discussed in Chapter 3, some agencies refused to take part in the study. Apart from this, there was wide variation in the coverage of eligible treatment seekers within each agency. 
Although the study was designed to place as low a burden as possible on the agency staff and resources, the study did demand their input. Some of the requests included:

· A contact person being available to inform the interviewing group of upcoming appointments (either by calling the interviewing group leader, or by waiting to be called) and any new eligible clients
· Drug workers (being aware of the study, and what was required of them) introducing their new clients to the interviewers at the end of the presentation session.

· Drug workers/ admin workers asking clients to fill in client detail sheets, particularly when no interviewer was present

· Drug workers/ admin workers maintaining a list/ log of clients, and whether each was introduced to the interviewer, gave contact details, or refused etc.

The ability of agencies to meet these requests, in turn impacted upon the identification of eligible respondents and ability to make timely contact with them, as discussed below. 

A. Available facilities at drug treatment agencies

Many agencies generously allowed interviewers to make use of a room on site for interviewing, some or all of the time. However, not all drug treatment agencies had the facility to offer this (indeed, some did not have premises of their own, and worked from hired venues in various different towns, in order to extend their reach). Where no facilities were available to interview at the agency, interviewers attempted to interview the person at home. Drug workers were requested to seek permission from clients to pass their contact details on to the interviewing team, however eligible clients may have been be less likely to give their contact details to be passed onto someone they haven’t met, or to want to invite an interviewer to their home.

B. Contact between agencies and interviewing team

Selecting the right contact person was key to the success of the study – the contact person ideally should have known of all appointments (either in advance or after the fact), and have been in a good position to communicate with the drug workers. Often the best person for such in-depth knowledge was an administrator. However, often the input of a manager was needed in order to ensure communication with the drug agency staff carried adequate authority.
Some of the more difficult circumstances surrounding contacts at the agencies included: contacts leaving the agency, being away because of holiday or sickness, being generally difficult to get hold of due to workload pressures or other reasons. Sometimes the person nominated was not the best placed person, e.g. a manager who was not in a position to know about individual appointments and clients. On occasions, contact between the interviewing group leader and the agency contact was not sufficiently frequent to secure full and timely information about eligible respondents. 

C. Internal communication within agencies

Some agencies had high levels of internal communication, which was highly beneficial to the study. This meant that all drug workers were kept involved and reminded of the study, and kept passing information to the contact person, for the interviewing group. Others had various workers or teams of workers who were very independent from one another, or who did not communicate frequently. In these cases it was harder for the interviewing team to gain information about all drug treatment seekers, as this involved a lengthy process of trying to communicate with all workers/ teams individually, or asking their contact to make a special effort to do so. 

D. Staff awareness and approval of the study

Initially, spreading awareness of DTORS to colleagues was left to the manager and/ or contact person at each agency. However, this was found to be insufficient to ensure all the necessary staff were engaged, so for later batches of work, the interviewing Group Leaders offered to attend a team meeting, in order to briefly introduce the study to the workers and/ or leave a letter for each worker. Pens and posters were also distributed in order to try and maintain awareness levels, as this would increase the chances that all drug workers were including their clients in the study.

In some agencies, staff had concerns or frustrations about the study. The most common were:

· Concern that the study would impact negatively on the welfare of clients, or make them less likely to return for treatment. These concerns were usually allayed by pointing out that the study was voluntary and that the client could make up their mind in their own time whether to take part or not. 

· Frustration at moving timetables, e.g. delays to start whilst awaiting NHS approval and/ or honorary contracts. This affected non-statutory agencies as well as NHS as efforts were made to cover the whole DAT at the same time. 

· Frustration at the extra paperwork and demands on staff time.

Difficulties of identifying problems

As the study progressed, it was important to identify where an interviewing team was under-performing, or where there were problems with a drug treatment agency. One of the main methods used was to compare the number of cases being reported by the interviewing team, to the number of cases that were expected. Unfortunately, in many cases this was an optimistic overestimate, or an estimate that included ineligible cases (people with alcohol problems only, under-18s, appointments made rather than kept). Still, this figure was used as a prompt by the interviewing group leader, when double checking with each agency that all the eligible cases were being passed through. This was used as a starting point to either: 

· Confirm that the study was working well in this agency

· Query the original figure/ provide some explanation for the discrepancy

· Highlight a potential problem. 

Even using this system, the total number of clients identified in each DAT or group of DATs (and verified through checking with agencies) fell far below the expectations driven by NDTMS, and estimates provided by the agencies. Therefore we have to conclude that not all eligible cases were being identified, in spite of the checks, and/ or NDTMS and original agency estimates were based on slightly different criteria or time periods, therefore were not strictly comparable to the number of DTORS respondents

4.6 Study development

Following the launch of the study, the design did not stay static, but continued to evolve, in particular following a de-brief of the first interviewers to work on the project and a review of procedures. This was conducted after the first 2 batches of fieldwork, when the fieldwork within the first 17 DATs had been completed. As a result, a substantial number of changes were agreed and introduced. 

Some of the more important changes were:

· Increasing the length of the sampling window (from 4 weeks for the first batch, and 5 for the second, to 7 for the remainder of the DATs).

· Introducing a ‘pre-sample window’ – in effect allowing those clients who presented in the 2 weeks prior to the main sample window, and then returned during the main sample window for their 2nd or 3rd appointments, to be included in the study 

· Increasing the length of time given to Group Leaders to contact and set up the study with the agencies

· Replacing the ‘client list’ which was maintained by interviewers, with a ‘logbook’, jointly maintained by the agency staff and interviewers, which also included space to note appointment dates and times, and much more information for agency staff.

· Re-designing and updating the interviewer briefing structure and content, to include more information relevant to engaging and working with drug agency staff.

5 Baseline fieldwork

5.1 Accessing respondents

Depending on the way in which individual agencies worked, there were 3 main strategies for accessing clients:

Appointments

The majority of agencies (95%) allowed clients to make appointments prior to presenting. Sixty percent had an appointment only system, and 35% had a mixture of appointments and '‘drop-in'’ presentations. Where the agencies allowed appointments, the fieldwork strategy was to keep in touch with the agency, asking for prior notice of the appointments, so that an interviewer could attend to meet the new client at the end of their presentation appointment. Around a third of interviews (31%) were conducted this way.

This approach relied on frequent contact with agency, having a contact person who was fully appraised of all appointments, and sufficient time between the notification of the appointment and the date and time itself so that an interviewer could be found. Interviewers were flexible to meet requests, but in practice, some agencies had such efficient systems of allocating people appointments, that it was hard to match this with interviewer presence. 

Any appointments that could not be attended by an interviewer were then treated as drop-ins (see below).
Shifts
Where agencies saw a sufficient number of new clients on a drop-in basis, a shift system was used. This meant that interviewers were stationed in the agency, ready to meet any new clients, during the times when ‘drop-in’ presentations were allowed. 

In reality this applied to very few agencies. This approach did highlight the problem of overestimation of the number of new clients by the agency staff, often by accidentally including tier 2, alcohol only, under 18s, or people who did not attend (DNA) an appointment. 
Drop-ins

Any new clients who were not met by an interviewer were subsequently met or contacted, by use of the client details sheets. Agency workers were asked to fill in some basic details on each client, including their initials, sex and age, as well as their next scheduled appointment at the agency. The client was then asked if they would consent to their contact details being passed onto the NatCen interviewer, in order to discuss the study. 

The interviewer then met the person following their next appointment (if they attended it, and if the agency had a spare room for interviewing), or contacted them using their phone number and address (if they did not attend the appointment and/or the agency did not have a spare room for interviewing). 
For all types of contact with clients at the agencies, the client was introduced to the interviewer at the end of the agency staff’s own contact with them. 

Table 5.1  Methods of contacting respondents
	
	% of eligible
	% of interviewed

	
	
	

	Appointments
	21
	31

	Shift
	25
	36

	Contact sheets
	22
	26

	Other*
	18
	7

	Not approached (including refused to agency staff in interviewers absence, presample clients who did not return during the main sampling window)
	14
	

	Base
	2887
	1860


5.2 Where the interview took place 

Of the 1860 full and partial interviews conducted, the majority (86%) of interviews took place within the drug treatment agencies, in a safe and private room. This was often the most convenient location for interviewer and respondent, and also helped gain interviews as close to the date of presentation as possible. Where no such room was available, or when the respondent preferred it, interviews took place in the respondent’s home (11%), or at another location (3%). 

5.3 Timing of interviews

Interviewers were instructed to attempt to interview on the day of presentation, or as soon as possible afterwards. If the day of presentation was not possible for whatever reason, but the agency had spare interviewing facilities, the interviewer would attempt to attend the respondent’s next appointment at the agency. 

Prompt interviewing relied on good communication and close cooperation between the interviewer Group Leader, and the Agency staff, and the agency’s willingness and ability to provide information about their upcoming and recent presentations promptly. 

Despite this, many of the interviews (25%) were carried out on the day of presentation, with another 27% carried out within a week.

Table 5.2  Timing of interviews

	
	Interview date in relation to presentation

	
	
	
	
	
	
	

	
	Same day as triage
	1-7 days later
	8-14 days
	15-21 days
	22-28 days
	28 days or more

	
	
	
	
	
	
	

	%
	
26
	
29
	
17
	
10
	
6
	
12

	cum %
	
26
	
55
	
72
	
82
	
88
	
100


Perhaps more important for the data quality was the relationship of the interview timing to that of the start of treatment. The baseline questionnaire did not ask about treatment already received, as it was anticipated that the vast majority of interviews would take place before any treatment had commenced, or following the first treatment appointment (where this followed directly from presentation). 

However, the follow-up questionnaire did ask about the start of treatment, using the dates of presentation and first interview as memory prompts.

Thirty six percent of follow-up respondents had been interviewed before their treatment had commenced, 18% on the same day as their first treatment appointment, 21% within a week, 20% between 2 and 4 weeks, and 6% were interviewed later than this. 

The proportion of respondents being interviewed before, or on the same day as, their treatment began, diminished the longer the gap between the triage and the interview. However, it is interesting to note that it did not completely disappear, and even at 28 days after triage, 22% of respondents were still awaiting their first treatment appointment. 

Table 5.3  Timing of interviews

	Interview date in relation to start of treatment
	Interview date in relation to presentation

	
	Same day as triage
	1-7 days later
	8-14 days
	15-21 days
	22-28 days
	28 days or more
	All
	All 

Cum

	
	%
	%
	%
	%
	%
	%
	%
	%

	Interviewed before first treatment
	60
	35
	28
	22
	33
	11
	36
	36

	Interviewed same day 
	40
	14
	10
	5
	10
	11
	18
	54

	Interviewed within 1 week 
	
	52
	22
	13
	3
	7
	21
	75

	Interviewed 2-4 weeks
	
	
	40
	61
	54
	15
	20
	94

	Interviewed later
	
	
	
	0
	0
	56
	6
	100

	Base
	130
	147
	86
	64
	39
	54
	520
	520

	% of all (row)
	25
	28
	17
	12
	8
	10
	520
	

	Cum % of all (row)
	25
	53
	70
	82
	90
	100
	520
	520


5.4 Introducing the interview

If meeting the potential respondent at an agency, the interviewer was introduced to the client at the end of their time with a drug worker, so as not to interfere with the purpose of the client’s visit: accessing treatment.  Agency staff often took this opportunity to give some information about the study, but the main responsibility was with the interviewer to ensure that the respondent fully understood what the study was about, and had any questions answered. 

When introducing the study, interviewers made use of a leaflet that explained the purpose of the study, described the sponsor, those running the survey, what would be expected of the interviewees and who to contact if they had any questions. It specified the voluntary nature of the study, and that respondents who took part would receive a £10 high street voucher to thank them for their time. Respondents who agreed to take part then signed a consent form to say that they understood their rights to withdraw from the study at any time.
Interviewers used the leaflet to convey the following points:

· The survey is voluntary, but the more people who say yes, the better the information will be. 

· The interview is confidential, no-one who knows them will be able to find out what the respondent has said. The only time that we may tell someone else, is if the respondent tells us about risk of harm to themselves or someone else (see section on confidentiality).

· The information collected will go to planning drug treatment services in this country so that as many people as possible can overcome their drug problems

· There is a £10 voucher to compensate respondents for their time.

· Potential respondents do not have to decide straightaway whether or not to be interviewed. The interviewers can take contact details, give them a leaflet, and call them in a couple of days to discuss

· Respondents do not have to be interviewed straightaway – they can be interviewed at home, or on their next visit to the agency. 

· In agreeing to the baseline interview, respondents are not agreeing to anything else. We will ask for their permission to be interviewed again at the time.

· The interview has nothing to do with respondent’s care at the centre, or their legal status.

To ensure that the main messages had been understood, and that consent to interview was informed, respondents had to sign a consent form before the interview took place.

Once the consent form was signed, the interview began, using computer – aided personal interviewing, using the questionnaire described in chapter 8 and detailed in appendix A.  At the end of the interview, the respondent was asked for their consent for the researchers to access information about them from criminal justice system records, and drug treatment records. If they agreed, they were asked to sign a consent form to confirm this.  Respondents were also asked if they would agree to be contacted again for further interviews (they were asked for their agreement to be contacted, not to decide at this stage whether or not they would take part in further interviews or not). For respondents agreeing to further contact, they were asked for contact details, as detailed in section 6.4 on contacting respondents for follow-up. 

Finally, arrangements were made to give the respondent their £10 voucher, which was posted from the office within a week of the interview.

5.5 Interviewer training and support

Overview

For the baseline survey, interviewers worked together in groups, to cover all the agencies offering treatment to eligible clients within participating DATs. Each DAT was different in terms of the number of agencies (on average 6), and the number of new clients that were seen each week (on average 18). Working together provided greater flexibility to meet potential clients as and when they were available after their initial contacts with drug treatment agencies, than would have been possible with interviewers working alone.

The team of NatCen interviewers for each DAT were led by a Group Leader, who took overall responsibility for agency contact during the fieldwork period. The Group leader acted as the hub of communication between several agencies, and several interviewers, matching as far as possible the need for interviewers at particular agencies at particular times, with the availability within their group.

Training/briefing

NatCen quantitative interviewers are trained in interviewing techniques and are expected to work on a variety of topic areas. In addition to their general training, they attend a project specific briefing for each survey worked on. 

The interviewers working on the DTORS baseline survey (262 in total) attended a one-day briefing run by NatCen to learn about the project and the procedures they needed to follow. The briefing covered:

· The background, and reason for the survey

· The sample design – who to interview, and when

· The structure of DATs and Agencies

· Interviewing groups, and how they should work together to cover the contact of potential respondents across the agencies within their DAT.
· Eligibility criteria, including tiers of treatment and special scenarios such as GP shared care, phone triage

· Contacting respondents at agencies – via shifts, appointments, and contact details

· Keeping a record of respondents and non-respondents

· Introducing, and conducting the interview, including practicing using the questionnaire

· Consent forms and confidentiality

· Interviewer safety (particularly around interviewing respondents in their homes)

· Terms that may be used around agencies, drug treatment, drugs, court orders, etc

In addition, Group Leaders attended an extra half day particularly focussing on 

· setting up the study in agencies, what information to provide and what to ask

· liaising with agencies, and encouraging full reporting of potential respondents

· keeping a record of respondents and non respondents

· allocating potential respondents to interviewers, to gain as many interviews as possible

· spotting problems with the study in agencies, e.g. misunderstanding of eligibility criteria, not all staff aware of study, staff concerns about the study.
· Who to ask for help in the case of any problems 

Support

With such a varied research landscape, the scope to pass on all necessary information in a single day was limited. Despite constant amendments to the training to take account of new information, and impart new advice to interviewers, new and unanticipated situations continued to arise. Therefore support was vital. 

· Fellow interviewers:

Interviewers could turn to one another for help and advice, where experience of agencies in common may have been helpful.

· Group leaders:

Having contacted each of the agencies, had additional training, and an overview of the issues that they whole interviewing group were facing, the GL was the first port of call for any problems. 

· In Office Support:

An experienced GL was recruited as a GL supervisor, to mentor newer GLs.
Operations and researcher staff were also on hand to clarify situations, answer questions, offer support, and make changes to the study design where these were needed

· NDEC:

For issues relating to agency ‘co-operation’, and throughput discrepancies, a telephone call to the agencies was made by NDEC.  
Interviewer safety issues

A number of procedures were followed to aim to increase the safety of interviewers working on DTORS:

· Interviews were carried out in agencies, rather than respondent’s homes, wherever possible

· Interviewers carried personal alarms, and familiarised themselves with any other safety procedures or equipment used by staff at each agency.

· To avoid being seen as a target for theft, interviewers carried their laptops in rucksacks rather than laptop bags, and incentive vouchers were posted after the interview rather than handed out.

· All interviewers were required to have mobile phones, which were purchased by NatCen if they didn’t have their own. 

· On home visits, interviewers had the option to be accompanied by a colleague, if they felt this was necessary. A risk assessment checklist could be used to help them make this judgement.

· On home visits where interviewers went alone, a ‘buddy’ system was used, whereby the interviewer had to inform a colleague that they were making a home visit on DTORS, and then to call back that colleague after the visit was complete.

5.6 Response rates

Of clients who spoke to an interviewer, response to the survey was very good. Measuring the ‘response rate’ presents some difficulties, because while we can be sure about the numbers of interviews conducted, it is less easy to pinpoint the number of eligible cases. 

Agencies were asked to keep a log of respondents during the survey period. The main purpose of this was to provide a few basic details about eligible clients who were not introduced to interviewers. This mainly happened where the client did not want to speak to the interviewer, but could also happen because the staff member did not feel it was appropriate to make the introduction, the staff member was not aware of the study, or the staff member forgot about the study at the crucial point, which was the end of their own contact time with the treatment seeker on their first presentation. 
Partway through the fieldwork, the log sheet was replaced with a log book, which provided more information to agency staff, and more space to write details about clients. A second purpose for the new log book was to provide a place to make a note of relevant appointments, and tick these off when the interviewing team had been informed
Non-attendance of appointments

Some potential treatment seekers made appointments to see agency workers but then did not attend their appointments. If they did not attend their first visit to the agency (i.e. made an appointment by phone, then did not keep it), then they were assumed not to be seeking treatment and were not eligible for the study. 

In the course of gaining details of 2887 eligible respondents, interviewers also attended agencies for at least 1122 ‘unproductive visits’, where the interviewer had expected to meet one or more potential respondents, but none attended
. 
The table below shows the response rate calculations for the baseline survey. Once interviewers gained contact with a respondent, the response rate was high. Of respondents contact by interviewers, 74% were interviewed. Very few respondents (7% of those contacted), refused to be interviewed, and a similar number were not contactable after a broken appointment (9%), or not interviewed for other reasons (also 9%).  

Including respondents who were not contacted by an interviewer, the response rate was 64%. Eleven percent of potential respondents refused the survey to agency staff (refusing either to meet an interviewer or to allow contact details to be passed on), and 3% agreed to contact but couldn’t be reached by interviewers on the details that they gave. 

Table 5.4:  Response to the survey
	
	Number
	% of interviewed
	% of those contacted by an interviewer
	% eligible respondents

	
	
	
	
	

	Complete interview
	
	
	

	In agency
	1591
	86%
	64%
	55%

	At home
	206
	11%
	8%
	7%

	Other
	43
	2%
	2%
	1%

	Total full
	1840
	99%
	74%
	64%

	Partially interview (at least half interview)
	
	
	
	

	In agency
	16
	1%
	1%
	1%

	At home
	0
	0%
	0%
	0%

	Other
	4
	0%
	0%
	0%

	Total partial
	20
	1%
	1%
	1%

	Total interviewed*
	1860
	100%
	74%
	64%

	
	
	
	
	

	Direct refusals
	
	
	
	

	To agency staff
	311
	
	
	11%

	To interviewer
	186
	
	7%
	6%

	Broken appointments
	
	
	
	

	With interviewer
	236
	
	9%
	8%

	Non contacts
	
	
	
	

	Interviewer attempts to contact at home unsuccessful
	73
	
	
	3%

	Other unproductives
	
	
	
	

	Respondent sick, unavailable, agency advise against interview etc
	221
	
	9%
	8%

	Total unproductive
	1027
	
	26%
	36%

	
	
	
	
	

	Total eligible for interview
	
	
	
	

	Reported by interviewers
	2887
	
	
	

	
	
	
	
	

	Bases
	
	1860
	2503
	2887


*64 interviews were excluded post-fieldwork due to duplicate respondents (9), because the respondent did not report a drug problem at interview (16) or because they were later found to already be in treatment (39). Therefore the final number of interviewed respondents was 1796

Of those interviewed, 99 per cent agreed to be recontacted about a further interview in three months time. 

5.7 Comparison between DTORS baseline respondents and NDTMS clients

The following section provides a comparison between the 1,796 respondents in DTORS baseline data and all (86,908) treatment seekers reported to NDTMS nationally in the equivalent period of March 2006 to January 2007 inclusive. This is designed to highlight the similarities and differences in the populations. Weights have been applied throughout the report on the basis of the differences found within comparable fields. Separate figures are presented for clients presenting new episodes to NDTMS in the period and all clients known to the system within the same period. The relevant comparison depends on the question asked of the DTORS sample. The two NDTMS populations will have different characteristics if any differences exist between new and existing clients. The text of this Chapter will refer to the comparison between DTORS and new NDTMS episodes unless otherwise stated.

Statistical significance 

Tests of statistical significance and associated p values are not presented here as the large sample size achieved with the inclusion of NDTMS cases creates enough power to conclude significance based on the smallest of differences.  

Demographics 

Gender ratios appear directly comparable.

Table 5.5: Gender Breakdown

	 
	DTORS
	NDTMS new
	 NDTMS all treated

	
	%
	%
	%

	Male
	73.2
	
73.3
	
71.8

	Female
	26.8
	
26.7
	
28.2

	Unweighted base
	1794
	
86908
	
174609


The DTORS sample is approximately one year older than those from NDTMS (Table 5.6). DTORS clients are underrepresented in the 18 to 29 year old categories (36.5% DTORS, 43.4% NDTMS) and overrepresented in all other categories (with the exception of the over 50’s).  

Table 5.6: Age Category Breakdown

	 
	DTORS
	NDTMS new
	 NDTMS all treated

	
	%
	%
	%

	
	
	
	

	18 -19 years
	1.8
	4.1
	3.9

	20-24 years
	12.2
	15.8
	16.7

	25-29 years
	22.5
	23.5
	23.4

	30 - 34 years
	25.0
	22.1
	22.1

	35 - 39 years
	18.8
	17.0
	16.6

	40 - 44 years
	12.2
	10.1
	9.6

	45 - 49 years
	5.0
	4.3
	4.4

	50+ years
	2.4
	3.0
	3.2

	Mean age
	32.8
	31.8
	31.7

	Median age
	32
	31
	31

	Unweighted base
	1758
	86908
	174609


Table 5.7: Ethnic Group 

	 
	DTORS
	NDTMS new
	 NDTMS all treated

	
	%
	%
	%

	
	
	
	

	White – British
	82.9
	82.6
	84.2

	White – Irish
	2.3
	1.2
	1.2

	Any other white background
	2.3
	2.7
	2.6

	White and Black Caribbean
	2.5
	1.3
	1.1

	White and Black African
	.6
	.3
	.3

	White and Asian
	.4
	.3
	.3

	Any other mixed background
	.4
	.7
	.7

	Indian
	1.0
	1.1
	1.0

	Pakistani
	.6
	1.2
	1.1

	Bangladeshi
	1.1
	.7
	.6

	Any other Asian background
	.4
	.9
	.8

	Caribbean
	2.1
	2.1
	1.8

	African
	.7
	.8
	.7

	Any other Black background
	.8
	1.4
	1.2

	Chinese
	.1
	.0
	.1

	Any other
	1.7
	1.2
	1.1

	Don t want to answer
	.2
	1.4
	1.4

	
	
	
	

	Unweighted base
	1794
	85163
	169174


Table 5.8: Ethnic Category

	 
	DTORS
	NDTMS new
	 NDTMS all treated

	
	%
	%
	%

	
	
	
	

	White background
	87.6
	87.7
	89.2

	Mixed background
	4.0
	2.7
	2.3

	Asian background
	3.1
	4.0
	3.6

	Black background
	3.6
	4.4
	3.7

	Other
	1.8
	1.2
	1.2

	
	
	
	

	Unweighted base
	1791
	84004
	166873


Although no large differences appear between the populations, the DTORS sample seems to over-represent those of mixed background and under-represent those of Asian  or Black background. Given the low numbers in these individual categories, caution should be attached the level of significance given to these results (Table 5.8).

Table 5.9: Referral source 

	 
	DTORS
	NDTMS new
	 NDTMS all treated

	
	%
	%
	%

	
	
	
	

	Not a CJS referral
	65.5
	74.0
	80.0

	CJS referral
	34.5
	26.0
	20.0

	
	
	
	

	Unweighted base
	1795
	84334
	167241


The DTORS sample seems to have captured a high percentage of criminal justice clients. Given the emphasis of the study on comparisons between the two broad categories of referral source, it is encouraging to have a naturally boosted sample. Compared to original estimates of a 4:1 ratio of non CJS to CJS referrals, this ratio of 1.9:1 adds power to the data in its ability to assess differences between these groups (Table 5.9).

Note: referral source is not directly comparable between DTORS and NDTMS, given the emphasis made within the questionnaire to clarify any involvement of the CJS in the referral. Indeed a direct matching of individuals between DTORS and NDTMS shows that as many as 45% of DTORS clients defined as having CJS involvement in referral were not defined as a direct CJS referral in NDTMS.

Drug use

The following Tables compare the drug defined by the respondent as causing the most problems at the time of interview to the ‘main drug’ as defined by the agency within NDTMS reports. These will not be directly comparable. Indeed, the drug use questions in DTORS were designed to allow respondents to define any number of problem drugs and give less emphasis to defining a singular main drug (which may be an artificial construct).  NDTMS reports may tend to reflect the most relevant drug under the circumstances, specifically the drug for which treatment is sought.

Table 5.10 below is presented primarily to demonstrate the level of poly main drug use (11.5%) reported within DTORS, rendering comparisons between individual drug categories inappropriate within this Table.

Table 5.11 is presented to demonstrate the level to which DTORS respondents reported alcohol as their main problem drug. None of these individuals used alcohol in the absence of other drugs and eligibility criteria for the study will have excluded any clients presenting primarily for alcohol treatment. These 6.6% individuals reported use of other drugs but elected alcohol as the substance they considered to cause the most problems. Again, comparisons between individual drug categories within this Table are inappropriate. 

The category of methadone is also excluded from drug Tables as these are defined differently within the two datasets i.e. unprescribed methadone in DTORS and all methadone in NDTMS.

Table 5.10: Main drug - all categories

	 
	DTORS
	NDTMS new
	 NDTMS all treated

	
	%
	%
	%

	
	
	
	

	Heroin
	57.2
	65.3
	70.0

	Other opiates
	1.2
	3.1
	3.1

	Crack cocaine
	12.3
	7.5
	6.1

	Cocaine
	2.7
	7.5
	5.7

	Unprescribed Amphetamines
	2.6
	3.8
	3.2

	Cannabis
	4.1
	8.6
	7.3

	Ecstasy
	.5
	.4
	.3

	Hallucinogens
	.3
	.1
	.1

	Alcohol
	5.8
	 
	 

	Unprescribed Benzos
	.7
	1.2
	1.2

	Solvents
	.1
	.1
	.1

	Other drugs not listed
	.5
	2.2
	2.6

	They all cause me equal problems/ none of them
	11.5
	.1
	.2

	Other drug(s) are biggest problem at the moment
	.5
	 
	 

	
	
	
	

	Unweighted base
	1761
	82529
	164724


Table 5.11: Main drug - singular categories only

	 
	DTORS
	NDTMS new
	 NDTMS all treated

	
	%
	%
	%

	
	
	
	

	Heroin
	64.6
	65.4
	70.2

	Other opiates
	1.3
	3.1
	3.1

	Crack cocaine
	13.9
	7.5
	6.1

	Cocaine
	3.0
	7.5
	5.7

	Unprescribed Amphetamines
	3.0
	3.8
	3.3

	Cannabis
	4.6
	8.6
	7.3

	Ecstasy
	.5
	.4
	.3

	Hallucinogens
	.3
	.1
	.1

	Alcohol
	6.6
	 
	 

	Unprescribed Benzos
	.8
	1.2
	1.2

	Solvents
	.1
	.1
	.1

	Other drugs not listed
	.5
	2.2
	2.6

	
	
	
	

	Unweighted base
	1558
	82425
	164407


Table 5.12: Main drug - singular categories only (no alcohol)

	 
	DTORS
	NDTMS new
	 NDTMS all treated

	
	%
	%
	%

	
	
	
	

	Heroin
	69.2
	65.4
	70.2

	Other opiates
	1.4
	3.1
	3.1

	Crack cocaine
	14.9
	7.5
	6.1

	Cocaine
	3.2
	7.5
	5.7

	Unprescribed Amphetamines
	3.2
	3.8
	3.3

	Cannabis
	4.9
	8.6
	7.3

	Ecstasy
	.5
	.4
	.3

	Hallucinogens
	.3
	.1
	.1

	Unprescribed Benzos
	.9
	1.2
	1.2

	Solvents
	.1
	.1
	.1

	Other drugs not listed
	.5
	2.2
	2.6

	Other drug(s) are biggest problem at the moment
	.6
	 
	 

	
	
	
	

	Unweighted base
	1455
	82425
	164407


Where numbers are high enough to make valid comparisons, crack cocaine is considerably more likely to be reported as the main problem drug within the DTORS sample and heroin marginally more so. Other differences exist such as the lower level of cocaine and cannabis reports in the DTORS sample, though caution must be applied to low numbers involved here. 

6 Follow-up fieldwork 
6.1 Fieldwork overview
Prior to the start being contacted by an interviewer, respondents were sent an advance letter either to their home address or via agency staff, informing them that a NatCen interviewer would be trying to contact them in the next few weeks. Due to the sensitivity of the topic area and to protect respondent confidentiality, the letter did not mention the study by name or refer to drug treatment in anyway.

Once the respondent had been contacted, they were asked to take part in an interview at a time and place of their convenience, in a similar way to the baseline interviews.  Once again, a leaflet was used to convey key points about the study, such as the purpose of the study, who the sponsor was and who was carrying out the study, and what the interview would entail. It reiterated the contact details that respondents could use if they wanted to get in touch with the researchers after their interview. 

As with the baseline, the follow-up interviews were voluntary, and respondents were asked to sign a consent form to say that they understood their rights to withdraw from the study at any time. At the start of the interview, all respondents were notified that there was a chance they could be selected for a voluntary saliva sample at the end of the interview, which would check their recent drug usage for research purposes. 

The results of the saliva tests, in relation to self-reported drug use, are covered in chapter 7.

The interview was carried out using computer – aided personal interviewing, using the questionnaire described in chapter 8 and detailed in appendix A. At the end of the interview, permissions were sought for further contact. If respondents agreed that they could be contacted again, their contact details were checked, and if possible added to. Finally respondents received their £10 voucher for taking part. This was either handed over, or posted by interviewers, according to their preference.

6.2 Follow-up samples 

Respondents were intended to be contacted again 3 and 12 months after their baseline interview. Respondents were eligible for a follow-up interview regardless of whether they were still in treatment, or indeed whether they had received any treatment after their first presentation
First follow-up sample (3 months after baseline)

At the baseline survey, 1796 eligible respondents were interviewed. At the end of the baseline interview, respondents were asked for their permission to be recontacted again in 3 months time. Of the 1796, 33 did not agree to be re-contacted about another interview, and we were notified by relatives that 1 respondent had died. Therefore 1762 cases were eligible for the first follow-up interview.

The first follow-up interviewer was to take place as close to three months after the baseline interview as possible. To achieve this, interviewers were given an individual target date of 13 weeks after the baseline interview, and were allowed to conduct the interview no earlier than 12 weeks after the baseline interview. This 12 week minimum was chosen due to the fact that retention in treatment targets use 12 weeks as the key statistic, based on research that shows 12 week retention to be important to treatment success. 

Once the target date had passed, interviewers were to interview the respondent as soon as possible, although no final cut-off date was specified. Due to the difficulty in locating many respondents quickly, first follow-up interviews were accepted up to 9 months after the baseline interview. 
Second follow-up sample (12 months after baseline)
At the first follow-up, 1133 eligible respondents were interviewed. Once again they were asked at the end of the interview whether they were willing to be recontacted for about a further interview. Of those interviewed, only 3 did not agree to be recontacted. Respondents were only eligible for second follow-up interviews if their first follow-up interview had taken place between 12 and 21 weeks after baseline – this applied to 883 respondents

Due to constraints on the fieldwork period, eligibility was further restricted to cases that could be interviewed within the 11-13 month of their baseline interview, between May and December 2007. This gave a final sample of 758 cases.

For the second follow-up, interviewers were given a target date of 12 months after the baseline interview, plus an earliest interview date of 11 months after the baseline interviewer and a latest interview date of 13 months after due to the constraints on fieldwork and implications for analysis.
Attrition
The weighting (see chapter 9) took account of differences in attrition between the interviews (or non-response bias), differences in meeting the 12-21 weeks criteria for the first follow-up, and differences in chances of selection for the second follow-up interview. Follow-up interviews
6.3 Interviewer allocations, training and support

Respondents to be contacted for the follow-ups were allocated where possible, to the interviewer who had conducted the baseline interview, so as to build on the rapport and trust from the first interview. The follow-up parts of the study differed considerably from the baseline, in that respondents were mainly contacted through home details, mainly interviewed in their homes, and that the involvement of drug treatment agencies was much less. The questionnaire also contained a lot of new material. For these reasons, interviewers attended another briefing before beginning the follow-up interviews.

For the first follow-up, the interviewing group system was still partly used. The group leader liaised with the agencies (to avoid repeated contacts by different interviewers), and was also available as a local point of support for the interviewers in that area. Interviewers in a group could also call on each other for accompaniment if the felt that visiting a particular respondent’s address alone would be unwise. 

For the second follow-up, which was 12 months after the baseline interview, it was expected that very few respondents would still be attending treatment at the same agency, and therefore that agency contact would be less central to the contact process. By this stage, interviewers had spent considerably longer with their respondents, and had less need of support. The interviewing group system was therefore not formally used for the second follow-ups. 

6.4 Making contact

At the baseline interview, which was often carried out on drug treatment agency premises, respondents were asked for contact details to enable an interviewer to find them in 3 months time, to offer them another interview.  It was intended that this should be the same interviewer as had carried out the baseline interview, although this couldn’t be guaranteed in every case. Therefore some interviewers may have suggested that it would have been themselves who would get in touch, and others would not have said this.  

Unlike other surveys, where the home address is sampled or known from records, for DTORS, interviewers were entirely dependent on information volunteered by the respondents themselves.  
Respondents were asked for their own address, telephone number, and mobile number, as well as up to 2 separate stable contacts: people who would be likely to know the respondent’s whereabouts if they moved, and new telephone number if this changed.  Respondents showed differing degrees of willingness and ability to provide this information. Most respondents were more willing/able to give details about themselves than about any stable contact people, and more willing/able to give addresses rather than phone numbers, as shown in the table below.

Table 6.1: Proportion of respondents providing addresses and phone numbers

	
	Provided
	Provided more than one piece of information
	Did not provide

	
	%
	%
	%

	
	
	
	

	Home address
	
86
	
-
	
14

	Own telephone number(s)
	
77
	
13
	
23

	Any personal contact details
	
93
	
70
	
7

	
	
	
	

	Stable contact address
	
48
	
6
	
52

	Stable contact telephone number
	
45
	
9
	
55

	Any stable contact details
	
56
	
38
	
44

	
	
	
	

	Any address
	
94
	
40
	
6

	Any telephone number
	
87
	
45
	
13

	Any contact details
	
98
	
87
	
2

	
	
	
	

	Base
	
1796
	
1796
	
1796


The amount, and type of information given at the first interview, had a large effect on the likelihood of re-contact at the second interview, as shown in the table of response rates, below. 

Table 6.2: Response rates of respondents providing addresses and phone numbers 

	
	Provided
	Provided more than one piece of information
	Did not provide

	
	
	
	

	
	Response rate %
	Response rate %
	Response rate %

	
	
	
	

	Home address
	65
	-
	41

	Own telephone number(s)
	67
	70
	54

	Any personal contact details
	64
	67
	39

	
	
	
	

	Stable contact address
	65
	66
	61

	Stable contact telephone number
	67
	75
	61

	Any stable contact details
	61
	67
	64

	
	
	
	

	Any address
	64
	65
	41

	Any telephone number
	65
	69
	49

	Any contact details
	63
	65
	39

	
	
	
	

	Base
	1796
	1796
	1796


In terms of making contact, gaining respondent’s own home address or phone number details was the most important. Respondents who provided any personal details at the end of the baseline were far more likely to be interviewed for the first follow-up (64%), than those who didn’t provide any personal contact details (39%). 

Gaining the details of a stable contact person was less influential on response rates, in fact, those who didn’t provide stable contact details were slightly more likely to be interviewed (64%), than those who did (61%). This may be because respondents who did not give any stable contact details, did so because they had a firm belief that these would not be needed (“I’m definitely not moving”), which turned out to be correct. 

Respondents were asked for both addresses and telephone numbers. Of the 2 types of information, addresses seemed slightly more important. Among those who did give addresses and or telephone numbers, the response rates were 65% and 67% respectively. However, those who didn’t give an address were interviewed again only 41% of the time, whereas the lack of a telephone number was not so crucial, 54% were still interviewed even without a personal telephone number. 

These results may in part reflect the particular skills of the interviewers, who are much more accustomed to contacting respondents in their own home (rather than through a third party), and to contacting people in person, rather than over the phone.  However, it seems likely that the results are also related to the utility of each piece of information. 

6.5 Contacting via drug treatment agencies

One option for contacting respondents was via their drug treatment agencies. Prior to the start of first follow-up fieldwork, the ‘group leader’ (interviewer charged with maintaining contact with drug treatment agencies during the baseline sampling and interviewing), contacted each agency to establish which clients were still in contact with the agency. Many clients were still in contact with the agencies, and could be contacted and often interviewed there. 

Admin information tells us whether interviews were conducted in agencies, or in respondent’s homes, or another place. Overall, 337 interviews were conducted in agencies (29% of all interviews), which gives an indication of the importance of agencies in this process. However, many more interviews may have been facilitated in some way by the agencies, e.g. by passing on a message from an interviewer to a respondent, that enable contact. Perhaps some of these interviews would have taken place even without agency involvement; however they would have taken more interviewer time to achieve, and resulted in longer delays between the target date and the interviews. 

For the second follow-up fieldwork, agencies could still be used, but it was expected that this would not be a major contact method, so was not undertaken on a large scale. Individual interviewers could contact the drug treatment agencies if they were having trouble contacting their respondents in other ways. Nonetheless, 44 (9%), were conducted in agencies.

6.6 Extra tracing activities

For the first follow-up in particular, extra tracing activities were undertaken. The tracing activities were developed over the course of the project, and the sections below indicate some estimates of the effectiveness of each method. This can be hard to measure as many respondents were searched for using multiple methods. 

The extra tracing activities were felt to be less necessary for the second follow-up, and the strictness of the fieldwork deadlines meant that they were unlikely to yield success in the time available. 

The extra tracing activities included:
Searching Prison records

At the baseline interview, respondents were asked for their signed permission for researchers to access their criminal justice, and drug treatment records, to enhance the research. This permission was voluntarily given - and did not affect participation in the rest of the survey, or receipt of the incentive voucher. 93% of respondents gave permission for both types of information to be accessed, 2% for drug treatment records only, and less than 1% for criminal justice records only. 

Searching criminal justice records was initially tried between the baseline and first follow-up interviews, to establish whether any respondents were currently in custody. This timing of the search was tried so that any resulting interviews could be conducted as close to the target date as possible. However, searching at 1-2 months after having started a drug treatment programme in the community, found only 2 sample members (of 102 searched for) to be in prison, both of whom were due to be released before the earliest date of interview. Searching in advance was therefore a costly and unproductive option.

Searching retrospectively was much more productive, for 2 reasons:

· Cases were only searched for when interviewers had had plenty of time to make contact in the normal way, and had been unable to do so, OR where interviewers had learned that the respondent was in prison, but needed the details of which one, and when the release date was to be. This gave a smaller and targeted sub sample to search for.

· The more time that had elapsed since the start of the treatment episode, the more opportunity there had been in which to be convicted of an offence and sentenced to custody. 

In this way, just under half the sample were searched for (over 900 respondents), many of them several times, with 77 respondents identified as being in prison. Once the prison was identified, permission was sought from the governor to interview the person, and to arrange the time and date for this to happen. This process could be quite time consuming, and on a number of occasions, the prisoner was released or relocated before an interview could take place. On other occasions the prisoner refused the interview. 

In the end, 21 interviews resulted from this information.  It is unlikely that these people would have been found and interviewed another way, therefore the prison checking resulted in extra interviews, with a hard to reach, and therefore potentially under-represented group. This intervention therefore resulted in an extra 1.1% to the response rate. 

As with the other ‘retrospective’ actions that were tried after the interviewers had been unable to contact the respondent, these interviews took place later than many of the normal (no extra intervention needed) cases. The amount of input by researchers and operations staff was also much greater. However, the number of personal visits needed to complete the cases, and the number needed to gain the interview was lower than the non-intervention cases - representing a small saving in interviewer time. The study also benefited in that respondents were found who might otherwise have been lost to the study, and may have been part of an under-represented group in the follow-up samples. 

Searching Drug Treatment Records

For those respondents who agreed, and were not interviewed quickly, their drug treatment records were searched. 

Of those that were matched, a small number were found to have been ‘triaged’ since their baseline interview, at a different drug treatment agency.  Depending on the location, these were passed back to the original interviewer to contact the new drug treatment agency, or to another interviewer to make contact with the agency via the phone. The 2 main disadvantages with this system were:

· Out of date information: because of the way in which the records are updated, frequently a person would have stopped attending a drug treatment agency by the time an interviewer was able to get in touch. This is because the records are updated to the central database once a month, and are consequently available between 2-6 weeks after the triage. Records are not always updated in the first available month, if individual DATs, drug treatment agencies, or drug workers are behind in their admin - meaning a greater delay between the triage and the information becoming available to researchers.

· Agencies that were contacted in this way included some that had not been involved in DTORS hitherto, and who were perhaps less willing or able to give assistance.  Even agencies that had been involved with DTORS regarding other respondents may have felt uneasy about giving assistance with new clients.

In the end, only 5 of those that were located through drug treatment records were interviewed a second time. This represented an estimated extra 0.3% response rate. 

Sending letters to stable contact people

Interviewers had a range of contact tools at their disposal, including personal visit, telephone call, email, text, and letter. When a respondent had given details of a contact person who was outside the interviewer’s own area, interviewers sometimes wrote letters to these contact people. We do not have information as to how many times, and for which cases interviewers did this, in the normal course of their own tracing efforts. However, for some cases, letters were sent out from the office, to stable contacts, to new contacts, hostels, probation services etc. These invited the recipient to either call the office with new details, or to pass on a freephone number, or a letter with a freephone number on to the target respondent, so that they might call the office with their own new details. Of 62 letters sent, 8 respondents were interviewed, representing an estimated extra 0.4% response rate.
Telephone tracing

In addition to the telephone calls made to drug treatment agencies, as described above, 54 cases were passed to a trained and experienced field interviewer, with instructions to trace the respondents by phone. Ordinarily, field interviewers are not best placed to make multiple phone calls to respondents at many different times, as they are often ‘out and about’ interviewing, and calling at sampled addresses. This particular interviewer, through being given a larger ‘batch’ of telephone work, was able to apply much more repetition and persistence to this contact method. Of 54 cases given to him, 16 were interviewed, gaining an estimated extra 0.9% response rate. 

Reissues and reallocations

On many research projects, NatCen will ‘reissue’, and ‘reallocate’ cases to interviewers. The first applies where someone has been located, but not interviewed, and the second where they have moved. In either case, a new interviewer is engaged to contact the person and offer them an interview. For DTORS, this work went above and beyond the normal standard practice, often reissuing cases that had been comprehensively tried, if there was a chance that a person might change their mind if enough time elapsed, or if there was a chance that they might be tracked down in another area of the country. 

In all, 86 cases received this treatment, 30 of them (a relatively high proportion), refused the study, however 25 were interviewed, raising the response rate by and estimated 1.4%.

Other measures of success

Taking all of the ‘extra’ actions together, 274 cases received one or more interventions, with 67 being interviewed, and an extra 3.7% response rate resulting. 
In terms of increasing the response rates to the study, the involvement of the drug treatment agencies, and allowing interviewers longer than 4 weeks to complete the interviews, had a far greater impact than the ‘extra’ tracing actions.  

Aside from the small increase to the response rate, the extra tracing actions added value to the study in other ways.  Cases that were selected for extra actions, were by definition, the harder to trace - harder to interview cases.  Had these actions not been carried out, many of them would have been lost to the study, leaving important groups (those who are imprisoned, or lead chaotic lives, or move around) under-represented in the study. 

6.7 Follow-up response rates

As indicated in chapter 6, contacting respondents for follow-up presented many challenges, resulting in many respondents not being contacted until long after the scheduled interview, or at all. However, once contact was made with respondents, participation rates were high.

For the first follow-up, 64% of all eligible respondents were interviewed, that is 81% of those contacted.  For the second follow-up, 66% of those eligible were interviewed, 87% of those contacted.

First follow-up response rates

Table 6.7 shows the response rate for the first follow-up. 

Table 6.7: First follow-up response rates
	
	Number
	Of interviewed
	Of contacted
	Of total eligible

	
	
	
	
	

	Complete interview
	
	
	
	

	In agency
	329
	29%
	23%
	19%

	At home
	654
	58%
	47%
	37%

	Other
	148
	13%
	11%
	8%

	Total full
	1131
	100%
	81%
	64%

	Partial interview (at least half interview)
	
	
	
	

	In agency
	
	
	
	

	At home
	1
	-
	-
	-

	Other
	
	
	
	

	Total partial
	1
	-
	-
	-

	Total interviewed
	1132
	100%
	81%
	64%

	
	
	
	
	

	Direct refusals
	
	
	
	

	To interviewer
	72
	
	5%
	4%

	Broken appointments
	
	
	
	

	With interviewer
	66
	
	5%
	4%

	Non contacts
	
	
	
	

	Interviewer attempts to contact at home unsuccessful
	354
	
	
	20%

	Of which, unable to locate
	219
	
	
	12%

	Other unproductives
	
	
	
	

	Respondent sick, unavailable, agency advise against interview etc
	133
	
	9%
	8%

	Respondent died
	5
	
	
	

	Total unproductive
	630
	
	19%
	36%

	
	
	
	
	

	Total eligible for interview
	1762
	
	
	

	 
	 
	 
	 
	 

	Bases
	 
	1132
	1403
	1762


Of those who interviewed, 99 per cent agreed to be contacted in the future for a further interview.
Second follow-up response rates

Table 6.8 shows the response rate for the second follow-up. 

Table 6.8: Second follow-up response rates

	
	Number
	Of interviewed
	Of contacted
	Of total eligible

	
	
	
	
	

	Complete interview
	
	
	
	

	In agency
	43
	9%
	7%
	6%

	At home
	381
	76%
	66%
	50%

	Other
	80
	16%
	14%
	11%

	Total interviewed
	504
	100%
	87%
	66%

	
	
	
	
	

	Direct refusals
	
	
	
	

	To interviewer
	26
	
	4%
	3%

	Broken appointments
	
	
	
	

	With interviewer
	38
	
	7%
	5%

	Non contacts
	
	
	
	

	Interviewer attempts to contact at home unsuccessful
	178
	
	
	23%

	Of which, unable to locate
	101
	
	
	13%

	Other unproductives
	
	
	
	

	Respondent sick, unavailable, agency advise against interview etc
	10
	
	2%
	1%

	Respondent died
	2
	
	
	0%

	Total unproductive
	254
	
	13%
	34%

	
	
	
	
	

	Total eligible for interview
	758
	
	
	

	 
	 
	 
	 
	 

	Bases
	 
	504
	578
	758


Once again a very high proportion of those interviewed (99 per cent) agreed to be recontacted in the future.

7 Saliva testing
7.1 Background
In order to validate the self-reported drug use at follow-up, a sub sample of respondents were asked for a saliva sample (aiming for 200 completed samples from each follow-up study).  The protocol was that all respondents were informed at the start of the interview that there was a possibility that they would be randomly selected for a voluntary saliva test at the end. At the end of the interview, respondents were either asked for their permission for a saliva sample, or were informed that they had not been selected. The selection was presented as being undecided at the start, so that each respondent would believe they had a chance of being asked for a sample. Respondents agreeing to give a sample signed a consent form to confirm this.

7.2 Response
For the first follow-up, 280 were asked, of whom 235 agreed (84%), however 35 tests failed or were not matchable, giving 200 results. For the second follow-up, 267 were asked, of whom 212 agreed (79%), however 19 results failed or were not matchable, leaving 193 results.
Table 7.1: response to saliva samples at first follow-up

	
	number
	% Of selected

	
	
	

	Consent for saliva testing
	
	

	
	
	

	Consent given, sample ok
	200
	71%

	Consent given, sample problems
	35
	13%

	Refused sample
	45
	16%

	
	
	

	Bases
	280
	


Table 7.2: response to saliva samples at second follow-up
	
	number
	% Of selected

	
	

	Consent for saliva samples
	

	
	

	Consent given, sample ok
	186
	70%

	Consent given, sample problems
	19
	7%

	Refused sample
	55
	21%

	
	
	

	Bases
	267
	


7.3 Results

At both follow-up interviews, randomly selected respondents were asked to provide a saliva sample, in order to check whether they had taken any of these substances in the last 2 days:

· Opiates (i.e. heroin, diamorphine, other opiates, methadone)

· Morphine (i.e. heroin, diamorphine)

· Cocaine (i.e. crack or powder cocaine)

· Crack cocaine

At the beginning of the interview all respondents were informed that there was a chance they would be selected for a voluntary saliva sample. Therefore, from the respondent point of view, the perception of a possibility for verification was there at the time they were answering the drug use questions, and this perception was the same for selected and non-selected respondents. At the end of the questionnaire, those selected for testing were asked for their permission to give a sample, and for the sample itself. Those not selected were informed that they had not been selected. 

For heroin, crack cocaine, and powder cocaine, respondents who had taken any of these drugs in the last week, were asked whether they had taken any in the last 2 days. This check question was not asked about ‘other opiates’, nor about prescribed or unprescribed methadone. Therefore, there is a category of respondents who had taken opiates in the last month, for whom it is not possible to say whether they had taken them in the last 2 days or not. 

Heroin
Of those who said that they had taken Heroin in the last 2 days, 91% were tested positive. Of those who said that they had not taken heroin in the last 2 days, 84% tested negative, so that overall, 86% of answers given were confirmed as correct by the test. However, this hides some interesting details: Of those who said that they had taken heroin in the last week (but not the last 2 days) 50% were tested positive. 

There are several possible explanations for this finding:

· Under-reporting of frequency of usage, with some respondents saying that they use less regularly than they actually do (downgrading every-other day use, to twice-weekly, for example).

· The test is more sensitive than expected, able to detect use in the last week under some circumstances

· It may be that there is recall error around whether the last usage was in the last 2 days or not, among the group that use frequently, but not daily.

· Test picking up other substances, or heroin that has not been recognised as such (e.g. an unknown ingredient in a medicine)

· False reporting of abstinence in the last 2 days

Compare this to the notably lower 11% of those who said that they had not taken Heroin in the last 4 weeks. For these respondents, only the last two explanations apply. 

Table 7.3: Results of saliva screening, compared with self reported heroin use

	
	
	Reported last Heroin use …

	
	
	In the last 2 days
	in the last week
	in the last month
	not in last month
	not in the last 2 days
	Total

	
	
	n
	n
	n
	n
	n
	n

	Match
	
	
105
	
14
	
16
	
214
	
244
	
349

	Negative screen
	
11
	
	
	
	
	
11

	Positive screen
	
	
14
	
7
	
26
	
47
	
47

	
	
	
	
	
	
	
	

	Match
	
	
91%
	
50%
	
70%
	
89%
	
84%
	
86%

	Negative screen
	
9%
	
	
	
	
	
3%

	Positive screen
	
	
50%
	
30%
	
11%
	
16%
	
12%

	
	
	
	
	
	
	
	

	Bases
	
	
116
	
28
	
23
	
240
	
291
	
407


Opiates
Results for opiates are similar to those for heroin, with 92% of self-reported users being confirmed by the test, and 82% of self-reported non-users being confirmed. 

Again, a positive test against a negative self report was more common when the respondent had reported use in the last week but not the last 2 days, and far less common among those reporting not using in the last month.

Table 7.4: Results of saliva screening, compared with self reported opiate use

	
	
	Reported last Opiate use

	
	
	In the last 2 days
	in the last week
	in the last month
	not in last month
	not in the last 2 days
	Total
	some time in last month*

	
	
	n
	n
	n
	n
	n
	n
	n

	Match
	
	
110
	
12
	
15
	
148
	
175
	
285
	

	Negative screen
	
9
	
	
	
	
	
9
	
55

	Positive screen
	
	
15
	
8
	
16
	
39
	
39
	
19

	
	
	
	
	
	
	
	
	

	Match
	
	
92%
	
44%
	
65%
	
90%
	
82%
	
86%
	

	negative screen
	
8%
	
	
	
	
	
3%
	
74%

	positive screen
	
	
56%
	
35%
	
10%
	
18%
	
12%
	
26%

	
	
	
	
	
	
	
	
	

	Bases
	
	
119
	
27
	
23
	
164
	
214
	
333
	
74


*This includes people who had not taken Heroin in the last 2 days, but had taken unprescribed methadone, or other opiates, or were on a methadone prescription, i.e. their usage in the last 2 days is not known. 

Cocaine

The screening procedure for cocaine (either Crack cocaine or powder cocaine), showed over 90% confirmation for both positive and negative self-reported use.

Table 7.5: Results of saliva screening, compared with self reported cocaine use

	
	
	Reported last Crack or Powder cocaine use …

	
	
	In the last 2 days
	in the last week
	in the last month
	not in last month
	not in the last 2 days
	Total

	
	
	n
	n
	n
	n
	n
	n

	Match
	
	
64
	
17
	
18
	
276
	
311
	
375

	Negative screen
	
6
	
	
	
	
	
6

	Positive screen
	
	
6
	
7
	
13
	
26
	
26

	
	
	
	
	
	
	
	

	Match
	
	
91%
	
74%
	
72%
	
96%
	
92%
	
92%

	Negative screen
	
9%
	
	
	
	
	
1%

	Positive screen
	
	
26%
	
28%
	
4%
	
8%
	
6%

	
	
	
	
	
	
	
	

	Bases
	
	
70
	
23
	
25
	
289
	
337
	
407


Crack Cocaine

Results for Crack cocaine are presented here, however they cannot be interpreted the same way. As with heroin and powder cocaine, respondents were asked whether they had used crack cocaine in the last 2 days prior to the interview. They were not asked precisely when in the last 2 days their latest use occurred. 

Use of Crack (smoked) cocaine is confirmed by presence of a metabolite called Anhydroecgonine Methyl Ester (AEME). This has a shorter halflife than the compounds that are detected for the other drugs mentioned, and therefore is harder to detect. Presence of it confirms the use of Crack within the last 2 days, however absence doesn’t confirm non-use in the last 2 days. 

In the event, only 36% of respondents who reported using Crack cocaine in the last 2 days were confirmed positive by the test. The numbers who had reported not using Crack cocaine and tested positive for the drug were also much lower. Apart from a possible mistaking of powder cocaine for crack cocaine, we have no reason to believe that respondents would be likely to falsely report taking of Crack cocaine any more frequently than they would for any other drug – therefore we assume that this result is primarily down to the difference in testing capability for this drug. 
If we were to assume that all of the respondents who had claimed to use Crack in the last 48 hours had in fact done so, this would imply that the test had only confirmed 1/3 users. Applying this factor to the other results, around 15% of those who had used Crack ‘in the last week’, down to 6% of those who claimed not to have used it in the last month, may be assumed to have used Crack cocaine within the last 2 days.  This brings the Crack confirmation rates into line with those of other substances.

Table 7.6: Results of saliva screening, compared with self reported crack use

	
	
	Reported last Crack Cocaine use …

	
	
	In the last 2 days
	in the last week
	in the last month
	not in last month
	not in the last 2 days
	Total

	
	
	n
	n
	n
	n
	n
	n

	Match
	
	
24
	
19
	
19
	
295
	
333
	
357

	Negative screen
	
43
	
	
	
	
	
43

	Positive screen
	
	
1
	
1
	
5
	
7
	
7

	
	
	
	
	
	
	
	

	Match
	
	
36%
	
95%
	
95%
	
98%
	
98%
	
88%

	Negative screen
	
64%
	
	
	
	
	
11%

	Positive screen
	
	
5%
	
5%
	
2%
	
2%
	
2%

	
	
	
	
	
	
	
	

	bases
	
	
67
	
20
	
20
	
300
	
340
	
407


8 Questionnaire

The DTORS questionnaires were developed by the research teams at NDEC and NatCen, and benefited from a review by the project advisory group. Some of the sections took questionnaire content from previous surveys, and existing scales, and some were developed specifically for this survey. New sections of the questionnaire, in particular the treatment history, drugs, and health sections, were cognitively tested with drug treatment service users. 

The baseline questionnaire was developed first, and this was used as the basis for the follow-up questionnaires. 
The table below outlines the content of the baseline questionnaire, the full questionnaire can be found in the appendix. 

Table 8.1: Outline of Baseline questionnaire content

	Block letter
	Contents of Baseline questionnaire

	
	

	A
	Introduction, consent to interview, age, sex, relationships, children and accommodation

	B
	Routes into drug treatment, goals and motivations for treatment

	C
	Drugs used: ever, in the last year, in the last 4 weeks. Of those used in the last 4 weeks: frequency and amount used, whether seen as a problem by respondent, severity of dependence scale

	D
	Risk behaviour (risk of infection and overdose)

	E
	Offending/criminal behaviour: in the last year, in the last 4 weeks. Of those committed in the last 4 weeks, number of offences, and amount of money made. 

	F
	Mental and physical health

	G
	Social circumstances: work, income, education

	H
	Admin: consents for data linkage, and further contact for another interview, contact details


8.1 Cognitive testing 

After drafting the baseline questionnaire, newly devised sections of questionnaire were cognitively tested. Cognitive testing aims to discover whether questions are clear and easy to answer, and are understood consistently (and as intended) by respondents. The research questions of the cognitive pilot can be summarised thus?

· What did respondents understand by each question? Was this consistent with other respondents, and was it what the researcher intended when writing the question?

· Did respondents know (and were they able to recall) the information needed to answer the question?

· Did the answer categories make sense and did they adequately cover the possible answers respondents might want to give?

· Did respondents feel happy to give an honest answer to each question (or were any too personal/sensitive)?

Three sections of questionnaire were included in the cognitive pilot:

· Accommodation: key issues explored included terms describing places to stay and understanding of ‘somewhere to stay all or most of the time’.

· Treatment pathways, goals and motivation: key issues to explored included terms describing treatment types, referral sources, particularly different parts of the criminal justice service, the order of questions & time frames making sense to the respondent.

· Drug use questions: key issues explored included different recall periods for drug use, ease of calculating amounts and ‘value’ of drugs used, order and potential repetitiveness of questions.

Sample

In order to closely match the types of respondents for the main survey, the cognitive pilot took place with new / recent starters at drug treatment agencies.

Four non-statutory drug treatment agencies participated in the cognitive pilot, kindly providing access to new / recent drug treatment seekers, and facilities for the interviews to take place in. 

Each interviewer carried out an hour-long interview with four respondents, testing each version of the questionnaire at least once. Respondents were allocated to a topic according to their experiences, to ensure that there was a variety of responses to the questions. For example, to ensure that the drug use questions were asked both of those with stable, and with unstable usage, as their ability to answer could conceivably be quite different based on those experiences.

Table 8.2: New questionnaire content included in cognitive testing

	Version
	Topic
	Respondents needed

	A
	Accommodation
	Ideally at least one respondent with unstable accommodation in the last month 

	B
	Treatment pathways
	Ideally some respondents from the criminal justice system, some from other routes 

	C
	Drug use questions
	Ideally some respondents with stable drug use, some with varying levels of drug use


Introducing the survey

Interviewers introduced themselves, showing their ID cards, and explained about the cognitive pilot using a leaflet, which was similar in content to that used for the baseline and follow-up interviews, conveying the purpose and sponsorship of the survey as a whole. The leaflet also explained that these respondents were part of a pilot stage to ensure that we had good clear questions before beginning the main stage of the study. Respondents who took part in an interviewer were given £20 in gift vouchers to say thank you for their time and effort. 

Results of the cognitive pilot

Each pilot interview was tape-recorded, and following each, the interviewers listened back to the recording and filled in a feedback report on the interview. These reports then formed the basis for a debriefing meeting with the interviewers and the researchers who were responsible for developing the questionnaire. 

The cognitive pilot highlighted a number of issues with the questionnaire, summarised in the appendix.

Accommodation:

Some respondents needed more information to distinguish whether they lived somewhere rent-paying, or rent-free, in particular, whether contributing to bills counted as rent (it didn’t). Some respondents also wished to distinguish whether they lived in a hostel that was a semi-permanent place to live, with their own room and key; or whether it was a very temporary, drop-in service. These 2 types of hostel were then separated out in the questionnaire, as the distinction between the 2 was felt to be important.

Treatment:

Questions about ‘referral source’, which is routinely recorded by treatment agency staff, proved difficult for some respondents. Many of them had come to treatment via a chain of contacts, and were not sure which one counted as ‘the referral source’. The questionnaire was amended to include all the individuals involved in referral, a change which made this item inconsistent with NDTMS, but more meaningful for the respondents. Some of the terms suggested for referral source, such as ‘community care assessment’, appeared to be the industry terms, and were not the words used by respondents themselves. The list of options was revised in the light of this. 

The concept of residential or structured treatment was crucial to this part of the questionnaire, but it needed further explaining to respondents, who variously thought it meant ‘getting some structure in your life’, or inpatient treatment only. The solution was to include a description of what was meant by structure: attending regular appointments, before the questions about treatment history began. Initially, respondents were presented with a list of treatment types, and asked to identify those that they had had. There were some problems with the finer distinctions on the list (Statutory vs Non-statutory community prescribing for example), as these were distinctions that were more meaningful for drug workers, and less important to the clients themselves. In the end, there was too much explaining needed to fit treatment into one question, and it was broken down: first respondents were asked whether they had had any tier 2 treatment (less structured services, such as syringe exchange, drop in advice services), and whether they had had any treatment in prison. This was so that the interviewer could ask apart from any treatment in prison, which types of residential treatment have you had? And apart from  residential treatment, which types of structured treatment have you had? In this way, the question was broken down into more manageable categories, with more room for adding definitions to the questions. 

Part of the treatment history researchers were trying to uncover was continuous periods of treatment. It seemed that simply asking respondents ‘what is the longest continuous period of treatment you have had’ was too difficult for them to work out by themselves. The question had to be broken down into smaller parts, asking about the start and end dates of treatment received, and interpreting these into continuous care at the data stage. Another feature of treatment history was the amount of time that respondents had spent in treatment. Asking for a visual representation of the % of time in treatment was very problematic, as this was variously interpreted as being about the number of weeks per year, or hours per week, or about residential treatment only. 

Drug usage:

Respondents had few problems recognising and reporting which drugs they had ever used, used in the last 12 months, or used in the last 4 weeks. Whilst they could offer many different terms for different drugs, the ‘proper’ term was almost always recognised. The only improvement needed to this section was in the structure of the questions – which were easily enough understood that they could be shortened and combined, to reduce the amount of time this took. The order of the questions was also reversed to reduce repetition of drug names: (which drugs used in the last 4 weeks, which others in the last 12 months, which others ever). 

The quantity of drugs tended to be thought of in terms of value first (e.g. a £10 bag of heroin), whereas the target information was grams. Respondents were prompted to answer in grams if they could, with other units, such as monetary value, rocks, wraps and bags, being accepted if the respondent didn’t know the weight. In addition to the amount of drug used, their value and cost was also sought. It was necessary to help respondents by pointing out that value meant " what the drug is worth in cash, regardless of whether you personally paid for it in cash or not", to make the distinction with cost, which was the amount personally paid for the drugs. 
Questions of quantity, value and spend, focussed on different time periods, in particular the amount used on a normal day. Respondents were mainly able to identify a normal day, and base their answer on this. However some respondents gave that morning’s consumption (only part of a days’ worth, and therefore not representative of a normal day), and some gave a normal day at the height of their using (e.g. though they’d been cutting down or abstinent recently – they thought back to when they had been using the most). The question was amended to emphasise that we were asking about a normal day in the last 4 weeks – as we wanted the recent, pre-treatment amounts.

The cognitive pilot was conducted on paper, however the real questionnaire was computer aided. This enabled a number of automatic checks (such as querying unlikely amounts) to be built in to the drug section. It also enabled the calculation of the value of all drugs used in the last week, which was presented back to the respondent as a question – “does this seem right to you?” 

8.2 Full Pilot development 

Once the wording of questions had been determined, a full field pilot was conducted. The purpose of the pilot was to test all aspects of the survey design:

· Interviewers working together in teams,

· Communication with the agencies, and contacting potential respondents

· Explaining about the survey and gaining interviews

· Carrying out the interviews, using computer-aided interviewing

The pilot was carried out in 4 DATs, and aimed to cover all agencies therein. The interviewing groups liaised with agencies about appointments for eligible new clients, and about drop-in sessions where a shift system was appropriate.  In just over a week of fieldwork, 30 interviews were carried out. 

As with the cognitive pilot, feedback from interviewers formed the basis of a debrief, which then informed the post pilot development. Interviewers were encouraged to report any questionnaire issues, such as repetitiveness, confusing ordering, unclear questions, although this wasn’t a cognitive testing process.  Data from the interviews themselves also provided estimates of the length of the survey. 

Before the pilot, researchers estimated that there was too much questionnaire material for a 35 minute interview. Several ‘versions’ of the questionnaire were created, each missing out different sections of the questionnaire, to create a interview of around 40 minutes for each participant. Data from the pilot showed that the length of time each section would take had been significantly underestimated: the shortened versions took on average 52.5 minutes. Adding together the average times of each block, the whole questionnaire would take respondents an average of 70 minutes to complete the questionnaire.

It was clear that it would not be possible to collect all the data required within a 35 minute interview, so the target length was increased to 45 minutes. In order to achieve this, some questions were cut but there were also some efficiency gains achieved by asking questions in a more logical order, or less ‘wordy’ way. 

8.3 Follow-up questionnaire development

The questionnaire for the first follow-up was based on the baseline questionnaire, with changes as outlined below. The majority of these changes were made to the block ‘B’, about drug treatment received. The second follow-up questionnaire largely repeated the questions of the first. 

· Some questions were added which had been omitted from the first interview for reasons of time: care plans, and a more detailed treatment history.

· Questions about routes into treatment were replaced with questions about the respondent’s experience of treatment since the last interview

· Reference periods longer than the time since the last interview were amended to be ‘since the last interview’

· A saliva test was added for a randomly chosen sample of respondents.

· Feedforward information was used to aid recall, for example the dates of the respondent’s triage and first interview, which drugs they had said they had a problem with at the time / were using at the time. These were mainly used in the new rather than repeated sections, particularly section B.

For both follow-up questionnaires, full use was made of ‘feedforward’ data, that is, data from the previous interview/interviews.  The table below provides an overview of the changes made to the questionnaire for the follow-ups.
Table 8.3: Content of follow-up questionnaires, compared to the baseline

	Block letter
	Contents of questionnaire

	
	Baseline
	First follow-up
	Second follow-up

	A
	Introduction, consent to interview, age, sex, relationships, children and accommodation
	As baseline
	As baseline

	B
	Routes into drug treatment, goals and motivations for treatment
	Care plans and drug treatment received since last interview. Reasons for leaving treatment, number and duration of breaks from treatment. Goals and motivations for treatment. 
	As first follow-up

	C
	Drugs used: ever, in the last year, in the last 4 weeks. Of those used in the last 4 weeks: frequency and amount used, whether seen as a problem by respondent, severity of dependence scale
	As baseline, but asked about drugs used since the last interview, rather than ever. 


	As first follow-up

	D*
	Risk behaviour (risk of infection and overdose)
	As baseline
	As baseline

	E*
	Offending/criminal behaviour: in the last year, in the last 4 weeks. Of those committed in the last 4 weeks, number of offences, and amount of money made. 
	As baseline, but asked about offences committed since the last interview, rather than ever. 


	As first follow-up

	F
	Mental and physical health
	As baseline
	As baseline

	G
	Social circumstances: work, income, education
	As baseline
	As baseline

	H
	Admin: consents for data linkage, and further contact for another interview, contact details collected
	Admin: consent for further contact for another interview, check or update contact details, saliva sample if selected
	As first follow-up


* Sections D and E were self-administered. Where respondents were willing and able to do so, they were given the laptop computer, read and answered the questions themselves, with help from the interviewer if they requested it. For respondents who were not willing, or were not able to do this, the interviewer carried on as normal. 
8.4 Coding and editing

After each interview, the data was transmitted back to the office, where it was processed, via coding and editing. This consists of 3 main tasks:

1. Coding of open questions, to categorise respondent’s spontaneous answers.

2. Coding of ‘other – specify’ answers, where respondents had been unable to use the existing answer options. 

3. Dealing with interviewer remarks. Interviewers were occasionally offered extra information that didn’t quite fit with the question that they were asked. Where interviewers were unsure of the action to take, they recorded this as a remark. Coders (with the assistance of researchers), actioned this remark, editing either the questionnaire, or respondent’s contact details, or determine that no action was necessary. 

8.5 Resulting data structure

Data from each survey wave, including weights, were merged together to form a longitudinal dataset, i.e. each individual’s data from up to 3 surveys, was presented in a single row. In order to manage the large number of repeated variables, which had the same names in the questionnaire, the variables for the follow-up surveys were renamed thus in the dataset:

Table 8.4: Data structure

	Block contents
	Variables begin with letter…

	
	Baseline questionnaire
	First follow-up questionnaire
	Second follow-up questionnaire

	Introduction, some personal details
	A
	J
	R

	Treatment details
	B
	K
	S

	Drug use
	C
	L
	T

	Risk behaviours
	D
	M
	U

	Offending
	E
	N
	V

	Health
	F
	O
	W

	Rest of personal details, income, occupation Income
	G
	P
	Y

	Consents for follow-up, saliva testing block
	H
	Q
	Z

	Derived variables
	Various – not related to system above
	Same letter as appropriate questionnaire block.
	Same letter as appropriate questionnaire block.


8.6 Access to administrative data 

As part of the baseline interview, respondents were asked for their permission to access information about their drug treatment, and about their criminal records, for the purposes of the research, including linking such information to the survey data collected.  The majority of respondents agreed to each data linkage, slightly more for drug treatment records (94%) than for criminal justice records (93%). 

Table 8.5 Consents for data linkage
	
	n
	% of

interviewed

	
	

	Consent given
	

	
	

	Consent for access to drug treatment records
	

	Consent given
	1729
	94%

	Refused
	111
	6%

	
	

	Consent for access to criminal justice system records
	

	Consent given
	1702
	93%

	Refused
	138
	8%

	
	
	

	Bases
	1840
	


Based on full productive interviews.

The drug treatment records were primarily used to add information to the dataset about the modalities of treatment received. They were also used to verify respondents’ eligibility for the study, and to help in tracing respondents who were still in treatment at the time of follow-up interviews. 

Matching to criminal justice records allowed self-reported offending to be supplemented with data on actual convictions. These records were also used to trace individuals in prison at the time of follow-up interviews. 

9 Weighting

9.1 Baseline weighting

Any adult presenting himself or herself to a Tier 3 or 4 agency for a new episode of drug treatment was eligible for inclusion in the Drug Treatment Outcomes Research Study (DTORS). The sample was drawn from all those eligible for inclusion using a multi-stage complex sampling scheme.  A consequence of the sampling scheme is that not every member of the study population has an equal chance of being selected.  Because of this, and the tendency of some groups in the population to refuse to participate in surveys, the data need to be weighted to give a representative picture. If the data are not weighted some groups will be over- or under-represented.

The following outlines the issues taken into consideration in the weighting.

Selection weights

A three-stage sampling scheme was used:

· A random sample of 100 Drug Action Teams (DATs) was selected from the 149 DATs in England. DATs were first stratified based on the percentage of criminal justice referrals.  Three strata, each of 49 or 50 DATs were drawn up and a random sample of 33 or 34 DATs was taken from each stratum. 

· Within each DAT, every eligible (Tier 3 or 4) agency working in the DAT was selected.  

· Within each eligible agency, every client starting a new episode of drug treatment and presenting him/herself to the agency during a specified recruitment window was selected. The length of the sampling window varied between different agencies.

The population from which the sample was drawn consisted of clients who presented themselves for a new episode of treatment.  Clearly not every member of the population had an equal chance of being included. For example, those who visited an agency with a short sampling window were less likely to be included than those visiting an agency with a longer sampling window. Because of this, different members of the population had unequal probabilities of being asked to take part in the study and therefore the data should be weighted to compensate for this. 

As every client presenting at every agency in each selected DAT was selected to participate in the study, the only factors affecting the selection weight are the probability the DAT was selected and the length of the agency’s sampling window.  The length of the agency’s sampling window is by far the more important of these factors as every DAT had an approximately equal probability of being chosen. 

The lengths of these sampling windows varied considerably from 4 weeks to 9 weeks. Ignoring the differing sampling windows would have given those agencies with larger sampling windows too high an influence on the survey estimates. Therefore, this was corrected by calculating a selection or sampling window weight as the reciprocal of the length of the window.

Non-response weights

There are three ways in which non-response errors can occur within this study:

· DAT non-response

· Agency non-response

· Client non-response.

DAT non-response 

Twenty-six of the DATs initially selected refused to take part in the study and were replaced by others. (Replacements were chosen at random from those left in the stratum). There is very little data available on individual DATs that could be used for non-response modelling. This was treated as non-informative non-response. 

Agency non-response 

A number of eligible agencies either refused to take part or were unable to do so due to other reasons (such as a lack of NHS Trust approval). Some information about agencies is held on the National Drug Treatment Monitoring System (NDTMS). For those agencies listed on NDTMS, certain information was known:

· the associated DAT 

· its throughput of clients

· the percentage of clients who were referred from the criminal justice system.

For weighting purposes, responding agencies were categorised on the basis of their CJS referrals and throughput, and then post-stratified to the population figures. The resulting weight was then trimmed to ensure that no agency had a disproportionate influence on the survey estimates. The resulting non-response weights varied from 0.58 to 1.76 (several agencies were not listed on NDTMS and were assigned an average weight).

Client non-response

A proportion of sampled clients did not take part because they were not approached about the study by agency staff or because they did not wish to participate.

The information available on non-responding clients is limited. Agencies were asked to record the age and sex of all refusers/ missed clients, but in spite of best efforts this information was incomplete and could not be used in a formal non-response model. 

Calibration weights

The agency non-response weights and sampling window weights were combined and calibration weights were then applied so that the achieved sample size matched certain NDTMS population characteristics: the client’s age/ sex group and ethnicity.

Additional characteristics were considered: whether the client lived in a rural or urban area, took heroin or crack, or had injected drugs.

Calibrating to a variable indicating whether the client lived in a rural or urban area was a possibility given the availability of information on the postcode sectors of the population. However, many of these postcode sectors were missing and/ or consisted of a partial postcode such as the postcode area (the first letter or two of the postcode). As such, the population information was not of sufficiently high quality to use for calibration purposes.

Another possibility considered was to calibrate to variables such as whether the client took heroin or crack, or had injected drugs. This information is available on the NDTMS database, so population characteristics could be calculated. However, not every responding individual could be matched to the NDTMS database
. Furthermore, although information on these variables could be assigned to each responder based on their interviews, there were large mismatches between the answers they gave to the question in their interview and their information on the NDTMS database. For example, only 82% of clients gave the same answer to the question on the use of heroin. Because of these mismatches, calibrating to these variables would not necessarily reduce bias and would have the effect of increasing the standard errors of the estimate.

Another consideration is the impact of the calibration. For some of these variables calibrating would have made minimal difference to the weights. For example, 64% of the weighted sample stated that they had used heroin in the previous four weeks. This compares with NDTMS figures of 69%, so calibrating to heroin usage would have made only a small difference to the weights. (The effect would have been larger with some of the other variables). As a result of such considerations, these other variables were not used in calibration and the weights calibrated only on the client’s age/ sex group and ethnicity.

The population figures used for calibration were obtained from the NDTMS database and are given below. Due to the small numbers in the ethnicity categories the figures were calibrated to the variable white/ not-white rather than the full ethnicity variable.
Table 9.1: Baseline ethnic groups

	Ethnicity
	Population proportion

	White
	88.9%

	Mixed
	2.3%

	Black
	3.8%

	Asian
	3.9%

	Other
	1.1%


Table 9.2: Baseline sex and age groups

	Age/ sex group
	Population proportion

	Male 18-24
	13.7%

	Male 25-29

	17.3%

	Male 30-34

	16.5%

	Male 35-39

	12.9%

	Male 40-44

	7.5%

	Male 45+

	5.4%

	Female 18-24

	6.5%

	Female 25-29

	6.4%

	Female 30-34

	5.5%

	Female 35-39

	4.0%

	Female 40+
	4.3%


Final baseline weights

The final weights ranged from 0.34 to 3.79, with the following percentiles.

Table 9.1: Final weights

	Percentile
	Weight

	MIN
	0.3427

	1
	0.4022

	5
	0.5069

	10
	0.5171

	25
	0.6116

	50
	0.8752

	75
	1.3057

	90
	1.6326

	95
	1.9231

	99
	2.5920

	MAX
	3.7910


9.2 Weighting of follow-up data

First follow-up modelling

Two analyses were required for the first follow-up (i.e. wave 2 of the study), one for all responders, the other for people responding within 21 weeks. Because of this two sets of weights were produced. 

1,132 out of 1,794 Baseline responders had a positive outcome to first follow-up.  886 of the 1,794 had a positive outcome within 21 weeks

A range of potential explanatory variables were derived (from baseline response or demographic data) and were included in stepwise logistic regression models.

It made sense to use the same explanatory variables to model both outcomes. A stepwise procedures (using a 10% entry level) was used. In addition, a decision was made to force in sex, age, and tertile variables. This gave the following variables as those to include in a final model.

Table 9.2: Model for response to first follow-up
	Variable
	Description
	p-value
	Direction

	isex
	
	NS
	

	W1white
	White/Not White
	0.1% 
	+

	W1age
	18-24.25-29,30-34,35-39,40-44,45+
	NS
	

	tertile
	
	NS
	

	W1FreqC4
	Used Crack in Last 4 weeks (Y/N)
	8.4%
	-

	W1Shp12m
	Shoplifted in last 12 months (Y/N)
	5.1%
	-

	W1Drg12m
	Dealt drugs in last 12 months (Y/N)
	<0.1%
	+

	W1stable2
	Three category variable made binary (Did respondent live in stable accommodation throughout the four-week period)
	<0.1%
	+

	W1CfreqH4
	Used heroin in last 4 weeks (Y/N)
	NS
	

	W1CinjecOC
	Injected Crack in last 4 weeks (Y/N)
	NS
	


Table 9.3: Model for response to first follow-up within 147 days
	Variable
	Description
	p-value
	Direction

	isex
	
	NS
	

	W1white
	
	0.3%
	+

	W1age
	18-24.25-29,30-34,35-39,40-44,45+
	6.0%
	

	tertile
	
	5.6%
	

	W1FreqC4
	Used Crack in Last 4 weeks (Y/N)
	9.7%
	-

	W1Shp12m
	Shoplifted in last 12 months (Y/N)
	1.5%
	-

	W1Drg12m
	Dealt drugs in last 12 months (Y/N)
	<0.1%
	+

	W1stable2
	Three category variable made binary (Did respondent live in stable accommodation throughout the four-week period)
	<0.1%
	+

	W1CfreqH4
	Used heroin in last 4 weeks (Y/N)
	1.1%
	-

	W1CinjecOC
	Injected Crack in last 4 weeks (Y/N)
	8.6%
	-


The direction of effect was that:

· people from ethnic minorities were less likely to respond, 

· those who had dealt drugs in the previous 12 months were more likely to respond, 

· while those who used crack or heroin, or injected crack (previous 4 weeks) were less likely to respond
,

· those who shoplifted in the previous month were less likely to respond

· those who lived in stable accommodation throughout the previous four weeks were more likely to respond.

Second follow-up modelling

754 respondents responded to the first follow-up in time to be followed up in the second follow-up. 504 of these responded to the second follow-up. 

First we needed to model entry to second follow-up, i.e. we created a model for those who responded in time to be followed up.

Table 9.3: Model for response to first follow-up in time to be followed up in second follow-up

	Variable
	Description
	p-value
	Direction

	isex
	
	NS
	

	W1white
	White/Not White
	0.1% 
	+

	W1age
	18-24.25-29,30-34,35-39,40-44,45+
	4.5%
	

	tertile
	
	8.1%
	

	W1FreqC4
	Used Crack in Last 4 weeks (Y/N)
	2.0%
	-

	W1Shp12m
	Shoplifted in last 12 months (Y/N)
	NS
	-

	W1Drg12m
	Dealt drugs in last 12 months (Y/N)
	<0.1%
	+

	W1stable2
	Three category variable made binary (Did respondent live in stable accommodation throughout the four-week period)
	0.4%
	+

	W1CfreqH4
	Used heroin in last 4 weeks (Y/N)
	0.4%
	-

	W1CinjecOC
	Injected Crack in last 4 weeks (Y/N)
	NS
	


Modelling response to the second follow-up was limited due to the small sample size – stepwise logistic regressions found that only tertile and W1stable2 (had stayed in unstable accommodation at some period) were statistically significant.  (Those who had stayed in unstable accommodation were less likely to respond.) The table of variables is shown below. (Note that the age variable was combined into three categories). 

Table 9.4: Model for response to the second follow-up

	Variable
	Description
	p-value
	Direction

	isex
	
	NS
	

	W1age
	18-29,30-39,40+
	NS
	

	tertile
	
	<0.1%
	

	W1stable2
	Three category variable made binary (Did respondent live in stable accommodation throughout the four-week period)
	<0.1%
	+


First follow-up weights
Two sets of weights are provided for analysing the first follow-up. The first weight, wt_Wave2A, weights all those in the follow-up to resemble the target population

Although the follow-up can be analysed using wt_Wave2A, their re-interviews were spread over a long period of time and those interview at the end of the period could possibly be very different from those interviewed early on. A more useful analysis might be to analyse only those responding within a fixed period of their first interview. However, those responding soon after initial treatment-seeking cannot be regarded as typical members of the population (sample members who are difficult to locate will have longer elapsed times). This means that simply restricting any analysis to those responding within a fixed time is likely to lead to some bias.

Because of this, a second weight, wt_Wave2B, is provided for those individuals who were re-interviewed within 21 weeks of their first interview. This corrects for the tendency of “difficult to reach” people to be under-represented in the 21 week group.

There were 1,796 productive baseline interviews. 1,132 of these responded to the first follow-up and hence have a  wt_Wave2A weight, but only 886 responded within the 21 week period.

Two logistic regression models were constructed to estimate response probabilities – the first to model response to the follow-up, the second to model response within 21 weeks. The same explanatory variables were used in both models (these explanatory variables were derived from baseline data or from the initial interview). A wide range of explanatory variables was considered and stepwise selection routines identified a subset to be significant predictors of response.

The variables identified from the baseline data were the respondent’s age group and ethnicity (coded as white/non-white), and the DAT’s tertile. In addition, the respondent’s sex was included into the model.

Several variables from the Wave 1 responses were also found to be significant predictors. These were whether the respondent had:

· used crack in the previous 4 weeks

· used heroin in the previous 4 weeks

· injected crack in previous 4 weeks

· shoplifted in the previous year

· dealt drugs in the previous year

· lived in stable accommodation in the previous 4 weeks

Logistic regression models using these variables were created to estimate response probabilities. Non-response weights were calculated as the reciprocal of the response probabilities and trimmed at the 0.5% and 99.5% percentiles. Trimming ensured that no respondent was given a disproportionately high or low influence in the analyses. The non-response weight was then combined with the baseline weight and scaled to have mean 1. This gave the final analysis weights wt_wave2A and wt_wave2B. Summary statistics of these weights are shown below.

	Percentile
	wt_wave2A
	wt_wave2B

	MIN
	0.34
	0.29

	1
	0.40
	0.36

	5
	0.47
	0.43

	10
	0.50
	0.47

	25
	0.59
	0.59

	50
	0.85
	0.84

	75
	1.29
	1.25

	90
	1.71
	1.77

	95
	2.04
	2.06

	99
	2.74
	2.88

	MAX
	5.14
	4.24


Second follow-up weights
Although 1,132 respondents responded to the first follow-up, only 754 of them responded to in time to be followed up a second time. Weighting the second follow-up had to take this into account as those who were not followed up were not a typical subset of the population and ignoring this could have led to potential bias. This was accounted for by calculating a special entry weight for the 754 people followed-up. It was then necessary to calculate a non-response weight for these individuals (only 504 of the 754 people responded to the second follow-up). Modelling this non-response was limited due to the relatively small sample size, so a simple logistic regression model used only the DAT’s tertile, the respondent’s age, and whether they had lived in unstable accommodation. The non-response weight was then combined with the entry weight and scaled to have mean 1 to produce the analysis weight wt_wave3. 
Unlike the first follow-up, all interviews on the second follow-up took place within a standard timeframe (between 11 and 13 months after the baseline interview), therefore all second follow-up interviews were used in the analysis, and only one weight was required.
The summary statistics of this weight is shown below.
	Percentile
	wt_Wave3

	MIN
	0.30

	1
	0.34

	5
	0.39

	10
	0.43

	25
	0.56

	50
	0.86

	75
	1.24

	90
	1.76

	95
	2.24

	99
	2.99

	MAX
	4.39


APPENDICES

The following appendices include:

Appendix A – the questionnaire

Appendix B – materials provided to treatment agencies (available upon request)

Appendix C – materials provide to respondents (available upon request)




























� The National Drug Treatment Monitoring System (NDTMS) collects data on Tier 3 and 4 drug treatment activity within England. The data collected covers the place of treatment, modalities of treatment received, referral source and treatment start and end dates as well as individual demographics and drug use characteristics. Statistics are published on a monthly basis relating to the numbers of individuals in treatment at a national, DAT, and agency level along with aspects of treatment received.  For more details, please see the NTA website


 � HYPERLINK "http://www.nta.nhs.uk/areas/ndtms/default.aspx" ��http://www.nta.nhs.uk/areas/ndtms/default.aspx�, or the NDTMS website � HYPERLINK "http://www.ndtms.net/" ��http://www.ndtms.net/�.


� Further details about the ways of working are covered in chapter 5. Client’s details were only ever requested to be passed on to interviewers with the signed consent of the client to do so. 


� For the baseline, incentive vouchers were posted from the office out of consideration that interviewers would not be perceived to have a large amount of vouchers on them whilst in agencies, which could make them feel like, or actually be seen as, a target for theft. 


� This is likely to underestimate the actual number of clients who did not attend during the sampling window as recording such events was not a priority.


� Roughly half of the reporting agencies supplied clients that do not appear on NDTMS. While some of these were matched up later, there was still a large proportion of DTORS respondents not on NDTMS.





� These three variables are positively correlated. (Indeed, many of the explanatory variables were correlated). This needs to be considered when interpreting their p-values.





