Suffolk Treatment System - P E—
Triage/Brief Assessment Form ===l

NDTMS Data Set G (Drug and Alcohol)

Guidance to assessors - All core sections must be completed.
These are shaded in the lighter grey and are also indicated by the symbol: @

To be filled in by Tier 2, 3 and 4 services Please complete this form in black ink

@ = Core Data Set for Adult Drug or Alcohol

1 | Referral @ Date referral received:
Source:

How did you hear about this
service (if self referral)?

@ Client Reference/Name:

@ Triage agency name/Code:

@ Date Triage commenced:

Triage undertaken by: @ DAAT of residence:
@ PCT of residence: @ Local Authority:
2 Current substance use
Drug Primary (1), Days used | Age of | Typical Typical Route/method | Cost Day of
Secondary (2) | in last First |daily use consumption | of use; oral, last use
or Third 28 days Use |inlast28 (Daily, Weekly, | sniff, 1.V,
Drug (3) days (units | Monthly, smoke or other

if alcohol) Occasionally)

Alcohol

Illicit methadone

Prescribed methadone

Heroin

Other Opiates

Benzodiazepines

Methamphetamine

Crack Cocaine

Cocaine powder

Amphetamine

LSD

Ecstasy

Magic Mushrooms

Solvents

Cannabis

Steroids

Ketamine

OTHER

Additional notes:
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Alcohol Assessment Profile

Client should rate the extent of their drinking problem on a score of 1 t0 9

No Problem /1\ @ @ @ C @ /7\ /é\w @ Serious problem

Drink Pattern
[ ] Morning [ ] Lunch Time [ ]Afternoon [ ] Evenings [ JAllDay [ ]AllNight [ ] Variable

[ ]Alone [ | With Family/Friends [ JAtHome [ |AtPub [ ] On Street [ | Variable
[ ]InBouts [ | Weekly [ | Monthly [ ] Days per week
Other:

Average units consumed: |:| Per Day |:| Per Week

Alcohol Type, Quality, Quantity, Strength:

Any experience of the following symptoms in relation to alcohol consumption, over the past six months:

. s Morning
I:l Morning Drinking |:| Nausea/Vomiting |:| Shakes I:l Sweats
I:l ﬁﬂ;'gg/ Panic |:| Depression |:| Memory Loss I:l Blackouts
I:l Delirium Tremens |:| Convulsions |:| Hallucinations I:l Egﬁ?gggﬁy
I:l Insomnia |:| Loss of appetite
@ How many days in the past 28 have you exceeded your binge limit? Enter a number 0-28

Please enter the client’s AUDIT (Alcohol Users Disorders Enter a number 0-40
Identification Test) score (0-40)

Are you currently taking any other prescribed medication?

Dose/ . Use in last Length of prescription and
Name frequency Prescribed by month comments, eg. why prescribed

Comments
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Injecting history

At what age did you first start injecting? years
€
Have you | are you currently injecting?
cvor y y injecting [ JYes [ ]No
injected?
j @ Have you injected in the last 28 days |:| Yes |:| No
Yes
I:l Do you always inject yourself? I:l Yes I:l No
N
@ Have you ever shared? |:| Yes |:| No

If yes, have you shared in the last 28 days? I:l Yes I:l No

Where are you injecting and what condition are your sites in?

Have your assessors observed sites? I:l Yes I:l No

Client statement on injecting practices or other routes and methods:

Risk factors

@ Have you ever been previously infected/diagnosed with Hepatitis B?
I:l Yes, has had a previous Hepatitis B infection diagnosed

l:l No, has never had a previous Hepatitis B infection diagnosed

Have you had a course of 3 Hepatitis B vaccinations? l:l Yes I:l No

Have you had a blood test confirming immunity to Hepatitis B (completed a course of 3 vaccinations)?

l:’ Yes |:| No

If yes, please give date of test (if date is not known, use the first

of the month, if the month is not known, use 1st January for that year) Date of test:

If no, offer to arrange a test and include in care plan.

@ Please tick one of the options below:

|:| Offered and Accepted If accepted, please give date test arranged for:
|:| Offered and Refused |:| Acquired Immunity
|:| Immunised already |:| Assessed as not appropriate to offer |:| Not offered

@ |f client accepted offer of hep B vaccinations, please ensure the client’s electronic record is also kept
up to date as each vaccination is given and use the spaces below as required.

1st Date given:
2nd Date given:
3rd Date given:
4th Date given:
Booster Date given:
|:| Not known
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Risk factors continued

@ Are you Hepatitis C positive?
l:l Yes, is Hepatitis C positive l:l No, is not Hepatitis C positive l:l Not known

@ Have you ever had a test for hepititis C? I:l Yes I:l No I:l Not known

(Note to administrators only: if ‘not known’ is indicated, enter as no on NDTMS).

If yes, please give date of test (if date is not known, use the first

of the month, if the month is not known, use 1st January for that year) Date of test:

If no, offer to arrange a test and include in care plan.

@ Please tick one of the options below:

|:| Offered and Accepted If accepted, please give date test arranged for:

[ ] Offered and Refused
|:| Assessed as not appropriate to offer
|:| Not offered

@ Have you ever been referred to Hepatology (hospital liver specialist)? l:l Yes I:l No
Are you HIV positive? I:l Yes |:| No
Have you ever had a HIV test? |:| Yes |:| No

If yes, please give date of test (if date is not known, use the first

of the month, if the month is not known, use 1st January for that year) Date of test:

Additional BBV information (complete as required)

Risk factors

Since you were last tested have you If yes, please give details:
been at risk of B.B.V.? (eg sharing
equipment, unprotected sexual contact)

I:l Yes |:| No

Have you ever overdosed or If yes, please state when and what happened.
nearly overdosed using any
substance (including alcohol)?

I:l Yes |:| No

Were you treated in A&E? I:l Yes I:l No

Have you ever experienced any other If yes, please describe and state when and what happened.
negative health effects relating to your
substance use (including alcohol),
such as fits/seizures, or infections,
abscesses or circulation problems...?

l:l Yes I:l No

10

Sex Worker

@ Are you a sex worker? I:l Yes |:| No

If yes, do you primarily work from street l:l or premises l:l

Please provide appropriate referral into Sex Worker team (Question 26)
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Healthcare Assessment

11

Have you seen a doctor in the last month? I:l Yes I:l No

PHYSICAL HEALTH NEEDS: Have you any significant health conditions or symptoms that require
treatment, for example: asthma, epilepsy, diabetes, liver disease, Blood Borne Viruses? I:l Yes I:l No

If yes, please give details:

Are you smoking or have you ever smoked tobacco? Previousl| Currentl Never
y y

Are you experiencing any breathing difficulties, eg. wheezing and breathlessness? I:l Yes I:l No

Are you coughin If yes, please
y ghing |:|Yes |:|No yes, b

anything up? give details:

DENTAL HEALTH NEEDS: Have you visited your dentist in the last year? [ ves [ |No
MENTAL HEALTH NEEDS: Are you currently receiving care for mental health needs? |:| Yes |:| No
If yes, please

give details:

@ Dual Diagnosis s this care for reasons other than substance misuse? |:| Yes |:| No
SEXUAL HEALTH NEEDS: Have you any sexual health needs that I:' Yes I:' No

require treatment (please include any risks and STD history)?
If yes, please give details:

Are you practicing safe sex? |:| Yes |:| No
Do you have any contraception needs? |:| Yes |:| No
WOMEN ONLY - When did you last have a smear test? / /

WOMEN ONLY - Are you experiencing any problems with your periods? |:| Yes I:l No
Comments:

Are you at risk of harming yourself or others? |:| Yes |:| No
If yes, please

give details:

Are you at risk of being harmed by partner, ex-partner/family member (physically or mentally)? |:| Yes |:| No

If yes, please
give details:

Are you at risk of being harmed by anyone else (physically or mentally)? |:| Yes |:| No

If yes, please
give details:

Do you have a history of any blood related infections or iliness, Y N
eg. blood poisoning or blood clots (DVT)? I:' s I:' °

Do you have any or do you have a history of skin infections, eg. ulcers, absceses, cellulitis? |:| Yes |:| No

GENERAL HEALTH AND EATING HABITS
What are your eating habits like
(including what is your appetite like)?

Do you always have access to food? |:| Yes l:’ No
Do you have any money available to spend on food? |:| Yes l:’ No
Comments

Are you experiencing any sleeping problems? I:l Yes I:l No
Comments

@ Healthcare assessment completed / /

Please use additional information sheet if there are any other health related concerns.
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Parental Status

Do you have any children under the age of 18?

I:l Yes |:| No

@ Select one I:l all of your I:l some of your I:l none of your not a client
of the following children live children live children live parent declined to
options: with you with you with you answer

Are there any other children that live with you at least some of the
time that are under the age of 18?

l:l Yes I:l No

@ How many children in total live with you? Enter number I:l |:| Client declined to answer |:|

Information about children — Statutory Requirement

Name of Date of
child 1: [ Jmate [ ]Female | gt
Living with Client/ Living elsewhere,

Full or part time name of main carer:

Carer’s relationship .

to child: School:

GP: S/S involved:

Name of Date of
child 2: [ Jmale [ |Female | gite
Living with Client/ Living elsewhere,

Full or part time name of main carer:

Carer’s relationship .

to child: School:

GP: S/S involved:

Name of Date of
child 3: [ Jmale [ |Female | gt
Living with Client/ Living elsewhere,

Full or part time name of main carer:

Carer’s relationship .

to child: School:

GP: S/S involved:

Name of Date of
child 4: [ Imate [ ]Female | gl
Living with Client/ Living elsewhere,

Full or part time name of main carer:

Carer’s relationship .

to child: School:

GP: S/S involved:

Name of Date of
child 5: [ Jmale [ |Female | gt
Living with Client/ Living elsewhere,

Full or part time name of main carer:

Carer’s relationship .

to child: School:

GP: S/S involved:

Do you need any help with childcare arrangements? |:| Yes I:l No
Alternative childcare arrangements: Please give details of alternative childcare arrangements
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Note to Service User

To help us provide the most appropriate level of support for you, we sometimes have to ask quite personal or
sensitive questions. It would help us to help you if you could answer some questions about your private life, but we
will respect your decision not to answer if you would prefer not to. If you do answer, then please be assured that we
operate strict confidentiality policies and we will be happy to explain that to you at any time.

13 Diversity

Are there any cultural traditions that If yes, please
need to be upheld during your treatment? DYes I:l No give details:

Are there any issues relating to your Yi N If yes, please
diet/meal preparation? I:' ©s I:l ° give details:

Have you any previous experiences of disadvantage on If yes, please give details:
grounds of ethnicity, sexual orientation, gender, disability

or age when accessing treatment? |:|Yes l:l No

Is there anything related to a health condition/ If yes, please give detalils:

impairment that we can do to support or
assist you in accessing this service? DYGS I:l No

14 Religion, Spiritually and Guiding Values

Do you identify with a If yes, please give details:
religious tradition? l:’Yes l:l No

Is there any help or support we could offer in | If yes, please give details:
relation to your religion? For example, should

a service be provided
in a particular way? DYes D No

15 Accessibility

Do you have any access requirements? If yes, please give details:
(eg access routes, moving furniture,

accessible literature,

communication support) I:' Yes I:' No
16 Sexual Orientation and Marital Status
@ Please let me know how you prefer to be defined:

I:l Heterosexual I:l Homosexual I:l Bi-sexual I:l Other I:l Prefer not to state

(Note to administrators only: if ‘Prefer not to state’ indicated, record this as ‘Not Recorded’ on NDTMS)

Are you: I:l Single I:l Living together I:l Married |:| Civil Partnered
I:l Separated I:l Divorced I:l Other |:| Prefer not to state
17 Health/Risk factors
© Are you pregnant? |:| Yes |:| No |:| Not known
Is your partner pregnant? I:l Yes I:l No I:l Not known

If yes, do you know the date your baby is due? I:l Yes I:l No |State date if known:

Is a specialist midwife involved? I:l Yes I:l No I:l Not known

Please give details of any other healthcare involved (eg GF other midwife)
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Further Information

18 @ Accommodation — How would you best describe your accommodation? (Please tick)
NFA Housing problem No housing problem
|:| Live on streets |:| Staying with friends/family |:| Local Authority (LA)/Registered
D Use night hostels as a short term guest Social Landlord (RSL) rented
(night-by-night basis) I:l Night winter shelter I:l Private rented
|:| Sleep on different |:| Direct Access short stay hostel |:| Approved premises
friend’s floor each night | ™ ghort term B&B or other hotel | [ | Supported housing/hostel
I:l Squatting I:l Traveller
|:| Own property
[ ] Settled with friends/family
Living with: tick all that apply
|:| Partner |:| Children D Parents |:| Otherfamily members(s) I:l Users I:l Non-users I:l Alone
Have you ever slept rough? [ ves [ ]No
Additional information:
19 @ Employment status — Are you: (Please tick)
|:| In regular employment (inc. self-employed) |:| Retired from work
|:| Unemployed and seeking work |:| Retired from paid work
|:| Not on benefits and not working or seeking work |:| Homemaker
|:| Long term sick or disabled |:| Other
|:| Unpaid voluntary work |:| Not known
|:| Pupil or student |:| Not stated
Are you in receipt of any benefits? I:l Yes I:l No
If yes, please state which
benefit/s you receive:
20 | Driving
Do you drive? |:| Yes |:| No
Do you hold a current driving licence? I:l Yes I:l No
Have you driven under the influence of drugs or alcohol? I:' Yes I:' No
21 | Criminality — Do any of these currently apply to you? (Please tick)
|:| Probation |:| Prison (convicted) |:| DIP (Drug Intervention Programme)
|:| Licence |:| Prison (remand) |:| DRR (Drug Rehabilitation Requirements)
|:| Police Bail |:| Warrants O/S |:| Alcohol Treatment Requirement
|:| Court Ball I:l PPOs (Prolific and other Priority Offenders)
Summary
Have you ever been to prison? I:l Yes I:l No
Have you ever been given a Drug Rehabilitation Requirement (DRR)? I:l Yes I:l No
22 | How are you currently funding

your drug/alcohol use?
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Service requested

What help do you think you need?

@ Treatment goal [ ] Abstinence

|:| Reduced/controlled use

I:l Unknown

24

Initial Action Plan

Outcome of Triage:

Action

Timescale By whom

Additional advice/info given

|:| No further action required at this time

I:l Recommend comprehensive
assessment at: — please state

I:l Other (please state):

Date Initial Plan Agreed with Client:

/ /

Additional Advice or Information Given, Referrals Made or Interventions Undertaken

25

This is a quick reference grid: please elaborate any further information in the care plan

Topic covered

Tick

Advice /
Information
given:

Referral made to
(and date):

Intervention
undertaken: (please
state by who)

Alcohol

Blood Borne Viruses (BBVs)

Child Protection

Childcare

Dentist

Driving under the influence

Hepatology Clinic

Housing

Mental Health

Needle Exchange

Overdose

Physical Health

Safer Injecting

Sexual Health

Sexworker service

Stimulants

Violence (Domestic)

Other

26

Agency referral is now being sent to: (for a comprehensive assessment)

Name:
Address:

See guidance sheet
Suffolk Screening Form:
for guide to services

@ Date Referred to Modality:

Client name




Consent to communicate information

Consent to disclose information in relation to client care for the purposes of quality assurance.

Full name: Date of birth:

Next of kin’s Name:

Next of kin’s address:

Next of Kin’s phone number

Please provide a contact name and details of someone who you would like us to contact in an emergency if not the above:

Full name:

Address:

To avoid any confusion over consent to liaise with other parties,
please read the following list and initial the appropriate section.

MANDATORY SERVICES Information will be shared across these services if needed

BLOOD BORNE VIRUS Team ICENI Project SMS Day Programme (JUNCTION)
DAAT — Drug and Alcohol Action Team NORCAS SMS East (CDT)

DIP — Drug Intervention Programme Shared Care / PCT SMS West (WSDS)

FOCUS 12

These providers make up the current treatment system in Suffolk. Your consent will include all future adult treatment
services commissioned by Suffolk DAAT from 2009/10 onwards.

@ Consent to share information with NDTMS — National Drug Treatment Monitoring System and the NTA —
National Treatment Agency

I:l Yes, the person has consented I:l No, the person has not consented

Additionally at different stages in your treatment we may need t0 Contact Contact

share information about your case with the following agencies: YES (tick) |NO (tick) Initials | Date

ADVOCATE - Name required:

ALCOHOL DETOX NURSE

BENEFITS AGENCY

CARATS/PRISON HEALTHCARE

DENTIST

FAMILY PLANNING

GP — obligatory if CDT/WSDS are to be involved in prescribing

HEALTH VISITOR

HOP — Health Outreach Project

HOSPITAL STAFF — General

HOSPITAL STAFF — Psychiatric

HOUSING — Worker name required:

MIDWIFE

OTHER (specify)

PARTNER/SPOUSE/FRIEND/RELATIVE — Name required:

PROBATION

REHAB PANEL

Sexual Health Clinic

SOCIAL SERVICES

SOLICITOR — name required:

Together (Community Support)

Please note that Suffolk Drug Services are covered by the Data Protection Act 1998.

| have seen the written agency/NDTMS confidentiality policies /
| have had the policies verbally explained to me. (Please delete as appropriate)

| fully understand and accept the Terms and Conditions.

Client Signature and Date:

Assessors Name and Signature:

Date and Time (24hr clock)
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Suffolk Substance Misuse Suffolk iK) FE resm—
RiSk s c re e n Health Authority [~ " ActioN TeAm |

This form is to be used: For new service user assessments. In emergency or crisis situations where
other, or up-to-date, risk information is available where there has been a significant change in the
users presentation or circumstances.

If more space for text is required, please use a separate sheet, affixed to this one, showing the box number(s) being continued.

Date of Assessment: Name:
Address:
Date of birth: EPEX/ Compass / Bomic No:

1 Health and Safety: Risk to Staff

Are there additional or specific risks to the health and safety of staff: I:l Yes I:l No

If YES please describe and suggest possible strategies to manage:

In the boxes below please give details of dates/frequency/recency/severity. Indicate where there is
insufficient information. Include factors or strengths that may mitigate the risk. Issues for consideration
are shown next to the box concerned.

2 Behaviours that cause concern

Please consider: Record of previous self-harm and/or attempts on own life, currently threatening suicide and/or self-harm.
Previous or current incident of actual or threatened violence Previous dangerous and impulsive acts, Previous

use for current threat to use weapons. Threatened or actual aggression to others, including carers. Arson (deliberate act) or
accidental fire risk. Misuse of drugs or excessive use of alcohol. Evidence of risk-neglect. Evidence of risk through
abuse/exploitation/harassment by or to others Sexually inappropriate behaviour. Risk of absconding. History of
non-engagement/ non-compliance. Driving risk. Other reports or evidence of any other driving risk behaviour.

3 Mental/Physical health

Please consider: Expressing suicidal ideas and/or plans for suicide. Feels hopeless about the future. Mental disorder and
sustained anger and fear. Paranoid delusions about others. Morbid jealousy. Level of insight that causes concern. Violent
command hallucinations. Preoccupation with violent fantasy with or without plans. Loss of memory/disorientation/
wandering. Physical health problems causing concern Mobility/falls/stroke. Difficulty in communication. Other reports or
evidence of any other risk behaviour.
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4 Risk to children

Child protection/welfare issues/any contact arrangements.

Please consider: Evidence of past or current neglect//violence/sexual abuse/emotional abuse; Any concerns about the
welfare of children; young carers involvement in the care of an adult; Other reports or evidence of risks to children.

5 Social/Home situation

Please consider: homeless, will become homeless or inadequate accommodation; Relationship breakdown; Social/cultural
isolation; Recent bereavement; Financial problems; Unemployed; Lack of living skills, Recent significant life events.

6 History of containment or contact with mental health services

Please consider: Special Hospital; Medium Secure Unit; Prison; Locked intensive Care unit; Police station; Detention under
Mental Health Act; Diagnosis of major mental illness

7 Summary of positive strengths

Please consider: Any issues that may lessen the risk, help in its management, such as personal attributes, social networks,
significant others, and so on.

Action Plan: On the basis of this screening assessment, what further action is required?

Please consider: discussion within the multi-disciplinary team; a full risk assessment; alerting others; further general assessment;
information sharing with others; further information gathering; other short-term actions required. Please show review date(s).

Action Date by when By whom

Has the content of this assessment been shared with: The user? [ | Yes [ | No  The carer? [ | Yes [ | No

If no, please give reasons:

Client name: Client Signature:
Name of assessor: Signature of assessor:
Date: Time (24hr):
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Suffolk Treatment System

Additional information — page 1
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Suffolk Treatment System

Additional information — page 2
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