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Executive Summary

Introduction

1 Reducing Harm, Supporting Recov2fi7 to 2025(RHSR)continues the work of previous
strategies on reducing the harms associated with substance misuse in Irish society but plac
greater emphasis on supporting a healdd response to drug and alcohol use, and a furthe
move away from a criminal justic@proach. Alcohol misuse is also included in RHSRirsitte
time alcohol has been included within the substance misuse strategy in an Irish context.

1 The main aims of B Focused Policy Assessment (Rir&e to; profile labelled expenditure on
drug and atohol misuseestimate unlabelled expenditure based on medical and judicial cos|
and lost productivity; andexamine the performance of RHSR

1 Having an estimate of the total economic burden that problem dang alcoholise places on
society, both in terms of the labelled expenditure on initiatives to ameliotii® problem, as
well as the costs of dealing with the consequences ofatfiist step in generating the economic
evidence base with which tevaluate publigolicy on substance misusé&his FPA analysed
available data on labelled expenditure and sought to characterise, for the first time; dry
related unlabelled expenditure in the context of RHSR performance indicators over the per
20142019.

Expenditue

1 The xamination of &belledand unlabelled expenditure, and lost productivity costs includec
here, gives an indication ofthe scope of the economic costf drug and alcohol misuse
Ireland

Labelled Expenditure

1 Labelled expenditure refers to plannegending targeted at drug or alcohol issues (e.g
treatment of addiction), usually reported as such pablic accounts Data on labelled
expenditure is collected annually biye Department of Healtrand provided to the HRB as part
of their role within the European Monitoring Centre for Drugs and Drug Addiction (EMCDL
Limitations in this dataset point to the need for improved data collectmrthe next stage of
RHSR.

1 Although complete and corsent annual reporting from atkeporting bodieshas not yet been
achieved, it is estimated that labelled expenditure on drug and alcohol misuse in Ireland exce
ennn YAfEA2Yy LISNIJ @S| NI

T 1{9 ! RRAOGAZ2Y {SNIBAOSa I OO02 dzypersliRire ih 2009, &t S
average yeapn-year increases of 4% since 2014.

Unlabelled Expenditure & Productivity Costs

1 Unlabelled expenditure refers to unplanned drug and alcohol related spending that is 1
explicitly categorised as such in public accounts (e.g. imprisonment forrellatgd crime),
making it more difficult to disaggregate and quantify.

1 Productivity cost capture the indirect cost of lost production resulting from imprisonment
morbidity and premature death, which is an important component of the economic burden
drug and alcohamisusefrom a societal perspective

1 Previous estimates of the societalst@f problemalcoholuse have produced estimates ranging
FNRY e€endn (2 eodt o0AffA2Yy LISNI @SIFNE SAGK
0SUBSSY endy YR emdp O0AftA2Y D




1 This paper is the first to estimate unlabelled expenditure on probtiog use, finding that
FLILWINREAYI GSt@é& eyT YAffAZ2Yy A& &LSyd +yydz
system in dealing with the medical and legal consequences of drug use. Productivity lo
associated with drug use are estimated to béiik S NBIA 2y 2F ecm YAf

1 Calculation of crossectional, annual costs fails to capture the lontgnm financial
implications of multiyear prison sentences or future productivity losses due to prematur
mortality. When a longitudinal approads used to assess the net present value of current an
future unlabelled expenditure and productivity costs due to drug misuse, the combin
SAGAYFGS NRASA (2 20SNlecpn YAffA2y o

Performance of RHSR

1 RHSR includes 5 goals which are broken down into objectives, strategic actions and perform
indicators. In total there are 50 strategic actions &@8jerformance indicatorsData for 12 of
the 29 performance indicators were available and sourced foiremnd analysis, these are
reported in Section 4The performance of RHSR is analysed basealvaitable data from the
performanceindicatorslisted under each of the 5 goals:

1. Promote and protect health and wellbeing

2. Minimise the harms caused by the use amisuse of substances and promote
rehabilitation and recovery

3. Address the harms of drug markets and reduce access to drugs for harmful use

4. Support participation of individuals, families and communities

5. Develop sound and comprehensive evidant@med polcies and actions

1 Limitations in the availability of data has constrained the conclusions that can be drawn on
progress made under each goal. It is clear that some indicators are moving in the right direg
(for example rates of alcohol use amongllDyear olds areeducing), some are moving in the
wrong direction (for example increases in Roptake of treatment amongulnerable groupps
and for some it is difficult to determine (for example, increases in numbers in receipt of cert
services could be positive if damd is being met but could also indicate increased prevalend
of harmful drug usg

1 This paper has also highlighted the importanceaiderstanding demand and unmet need for
treatment servicesas itcontextualseswhether these services are meeting population needs
and thereforewhetherthe strategy is achieving its objectives.

1 An assessment of the status and availability of each of2@@erformance indicators was
producedas part of the analysis which will imfo the midterm review of the strategy A
summary of this assessment is included in Appendixmprovements in data availability and
quality willsupport the ongoing monitoring of RHSR out to 2025 amgfuture evaluatiors in
this area

Conclusions

1 The available evidence base on the costs of drug and alcohol mistygecally limited by data
availability andis estimated usingvaried methodologicahpproachesOpportunities exist to
improve reporting of labelled expenditure across Government Departments, and consensu
neededon what the optimal approach te estimating the direct and indirect costs of drug and
alcohol misuse.

1 Notwithstanding these limitatios, our findings indicate that unlabelled expenditure and
productivity costs contribute significantly to the overall economic burden of problem drug ai




alcohol useThereforethey arean important component (alongside labelled expenditure) of
any examinabn of the value ofpolicies to addresslrug and alcohol misuse whidkelates
changes in inputs (planned programmes to tackkestfissues) to changes in outputs and costs.
The performance of RHSR has been examined in terms of available data on the paderm
indicators under the five goals of the strategy. However, limitations in the availahiiiy
guality of data has constrained the conclusions that can be draWor some performance
indicators data will become available as time goes wthile otherswill need to be revised to
be able to more accurately reflect the performance gafals in RHSRBRNnd to ensure their
usefulnessn future evaluations

It was not possible to break down labelled expenditbyethe proportion which was directed
towards ahealth led response to drug and alcohol misuse (e.g. expenditure on prevention) a
that which relates to a criminal led response (e.g. expenditure on incarceration). It was simil:
not possible tabreak down expenditure by that part which principallynss each goal listed
in RHSRAs such, an assessment of what was achievedudn expenditure was not possible in
this FPAAddressing the limitations of datasedad the performance indicatoidentified inthis
FPAare necessary stepfor improved monitoring and futureevaluation ofRHSR angublic
expenditure on drug and alcohol programnrasre generally

Improved ability to evaluate public expenditure would ensure that the health and wellbeing
individuals, their families and communities are bestved by public policies that address the
harms associated with drug and alcohol misuse.




1. Introduction

1.1 Overview

Reducing Harm, Supporting Reagve A healthled response to drug and alcohol use in
Ireland was the name given to th€2 @ S NJ/ Vafeyt dafiv@al strategy (1) to address the
harm caused by substance misuse in Irish society.sfagegy, Reducing Harm, Supporting
RecoveryRHSIRspans from 2017 to 202andidentifies key actions to be delivered between
2017 and 2020, with the opportunity to develadurther action planfrom 2021 to 2025In
this way RHSRanaddress anyew and/orchanging needs that mayave emergedluring
the lifetime of the strategyandbe reactive to change in trebstance ussituation over time
ensuing its continued relevance a feaure which is particularlgaliert given theongoing
Covid19 pandemic and its impacts.

The EUhave developed arAction Plan on Drugs 2049020 (2), which lays out fifteen
indicatorsfor measuringts achievementsone of whichincludesreporting developments in
national drug strategieandthe production ofevaluationsand public expenditure estimates
in EU Member Statesn this contextand to inform the remainder implementation of RHSR
this paper presentsraevaluationof RHSHn the form of a Focussed Policy AssessniERHA)
ThisFPA is being completedongsidethe midterm review ofRHSRnd thedevelopment of
afurther actionplanto be undertakerfrom 2021up to 2025.

An FPAis an evidencebased methodology designed to answer specific issues of policy
configuration anddelivery. This type of assessmenan addras cross cutting issuesmd/or
discrete evaluations of expenditure programmes, by reference to one or @esessment
criteria. This paper forms part of th&FA series of the Irish Government Economic and
Evaluation Services (IGEFSplications(3). The objective of this FPA is to review the
rationale, expenditure andperformanceof RHSRTo meet this objective the assessment will

U Outline the background to the strategy and its objectives;

U Profile labelled expenditure, in line with the current EU requirement for public
expenditure estimates;

U Estimate unlabelled expenditure based on medical and judicial costs and lost
productivity;

U Examine strategperformancein terms of inputs, outputs and outcomeand,

U Consider the continued relevance of the inputs in terms of alignment with the current
strategyand in light ofthe Covid19 pandemic



2. Overview ofReducing Harm, Supporting Recovery

2.1 Policy Context

Reducingdarm, SupportingRecovery: d@ealthled approach to drug and alcohol use in Ireland

2017 2025isthe latestlongterm nationaldrug strategy adoptedor Ireland.lIt is the first

strategy to move towardanintegratedpublic health approach tdrug and alcohamisusein
Irelandand reflectsapublichealthapproachand a further move away from criminal justice
approachtodruguse. NBf | YRQa LINS@A2dza ylGA2ylf RNHzZA
2001 to 20084) and 20090 2016(5) respectively andaimed to reduce the harm caused by

the misuse ofdrugs, through a focus on supply reduction, prevention, treatment,
rehabilitationand research. The new strategiynilarlyadvocatesa harm reductiorapproach

but placesa greater emphasisn supporting dealth-ledresponse to drug and alcohwlisuse

in Irelandthan previous strategies

2.1.1Key trendsand developmentgrior to 2017

Accordingo Thedrugs situation in Ireland an overview of trends from 2005 to 20 past
yearuse of any illicit drug increased in Ireland over the dedaefere RHSR was launched
with particular increases in ecstasy and cannabis use amongst young people eé®eyekss

and between the years 2011 and 2015. Heroin use, having dropped betweer2200had
risen once again and was at a similar rate in 2848 was in 2007. Treatment cases had also
risen in ths decade, with a larg@otable increase in thenumber of treatment cases for
benzodiazepinesOther developments included the wider spread of drug related issues, in
cities, towns and rural areas ass the countryA broader range of methods for sourcing
drugshad developedwith the internet representing a newavenuein this regard as well as
worsened violencassociated with the drugs trad@).

The Steering Group Report on a NatioBabstance Misuse Strated3012(11), focuses on
alcohol in particulaand was developed alongside tB6092016 National Drugs Stratedy),

with the vision that alcohol would be incorporated into the next natiothalg strategy The
National Substance Misuse Stratetpkes a population health approach to reducing alcohol
consumption and alcohol related harm. This strategy led to the passing of the Public Health
(Alcohol) Act in 20181L2) which aimed to reduce alcohol consumption to the OECD average
of 9.1 litres per person per anm by 2020 ad to reduce the harms associated with alcohol.
The measures contained in the Act relate to ensuring that the supply and price of alcohol is
regulated and controlled in order to minimise the possibility and incidence of alcohol related
harm ard; to delay the initiation of alcohol use by children and young people. The resulting
regulations have begun to be implemented and continue to come into effect.

2.1.2Key issues to be addressedieducing Harm Supporting Recovery

A range of evidencegviews, and consultative inputs informeBHSKR6¢9). These sources
highlighted a clear need for a shift in attitude, whereby drug misuse should be treated as a
medical ompublichealth issue rather than a criminal issue, and separately, the need for a focus
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on alcohol(misuse)as a major drugs issue. Wider geographic access to addiction services,
wider coverage of the Drug and Alcohol Task Forces and wider access to Suboxone (a
Methadone alternative) and Naloxone (an opi@verdose antdote) were alsdighlighted

The legalisation of cannabis for medical use was called for, as well as an update of the strategy
to reflect changing patterns of drug uaed profiles of people usindrugs e.g. the increased

use of cocaine, new psychoactive substances, and the new more diverse social background of
users. Tackling new issues relatedotdine markets and communitieend the globalisation

of the drug market were also raised, @asthe need to synergise theationaldrug strategy

with other relevant policies and strategies, for example related to health, inclysiod
education.

2.1.3Complementaryolicy developments

In addition to these key trends and emerging issseseral policy developmentgcurred in

the years leading up to theurrent drugsstrategy inlrelandthat are relevant to this FRA
Healthy Irelanda framework for improved health and wellbeing 2§2825(10)provides an
overarching context for the developmentibfe 2017-2025 drug strategy. Healthy Irelasdts

out four health relatedyoals for IrelandThese areto increase the proportion of people who
are healthy at all stages of lif® reduce health inequalitieso protect the public from threats

to health and wellbeing ando create an environment where every individual andtse of
society can play their part in achieving a healthy Irelafdother key element ofHealthy
Ireland relates to supporting social connectedness and involvement in community life,
building awareness of the social determinants of health and assisting communities to face
their unique challenges.

Better Outcomes Brighter Futurethe national policy frameork for children and young
people, 20142020(13)aimsto promote and protect the health and wellbeing of children and
young people.The framework sets out avhole-of-Government and wholef-society
approach to supporting children and young peofieachieve good physical, mental, social
and emotional health and wellbeirmnd to make positive choices to be safe and protected
from harm and realise their potentigOne of the commitments of thisEameworkis to address

the high rate of premature and risky alcohol consumption, use of illicit drugs and the incidence
of smoking among young people through a combination of legislative, regulatory and policy
mechanisms.

Efforts to address substance misuse and associated risks and harms are apparent in a wide
range of national strategies and action plathe Homeless Strategy National Implementation

Plan the Mental Health Strategy. NSt I Y RQ& bl (A 2 ySuitideal®RA2@ S3& {2
The National Sexual Health Strategy 2@020 L NBf | YRQ&A bl GA2y I f 1 OGA
Inclusion 20072016 The Joint Irish Prison Service and Probation Service Strategic Plan 2015
2017! Yy DI NRI { A2O0KI yI Q& Divisianal Bolicing PlayifhefAZtionw S I A 2
Plan for Education 2018020and The National Traveller and Roma Inclusion Strategy 2016

2020 among others.
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2.2 Reducing Harm, Supporting Recoweifpcus

The vision oRHSHS for:

0A healthier and safelreland, where public health and safety is protected and the harms
caused to individuals, families and communities by substance misuse are reduced and every
person affected by substance use is empowered to improve their health and wellbeing and
quality off A T Sé @

Qubstance usehere refers to the harmful or hazardous use of psychoactive substances,
including alcohol, illegalrugs,and the abuse of prescription medicindss suchit is the first
integrated drug and alcohol strategy developed in Irelacamplimenting both the alcohel
focused National Substance Misuse Strategy from 2012 and the Public Health (Adaihol)
2018.

Toachieve tle abovevision five strategic goalsdve been identified in the strategy as follgws

1. To promote and protect health and wdbleing

2. To minimise the harms caused by the use and misuse of substances and promote
rehabilitation and recovery

3. To address the harms of drug markets andueé access to drugs for harmful yse
4.To support participation of individuals, familieend communitiesand

5. To develop sound and comprehensive evideint®rmed policies and actions

Key objectives, alongsidé&rategic actionshave also been established for each goal, as well
as performance indicators to measure progre¥he strategy is also underpinned by six
values:

1. @Wmpassion(a focus on harm reduction and recognition that substance misuse is a
healthcare issue)

2. Respect(the right of individuals to receive person centred care)

3. Fyuity (access to high quality services and support for all)

4. Inclusion(wide participation and support for particular groups)

5. Partnership(a joined up approach between statutorggmmunity and voluntary bodies as
well as wider societyand;

6. Evidence informedthe use of high quality evidence to inform policies and acti¢i4)

Thestructure of thestrategy is summarised Fgure 1.In line with the recommendation from
the expert review of the previoudrugsstrategy(9), RHSRalso highlights its synergy with
other relevant strategies and policies, such as those mentioned above (Healthy Irdland,
National Substance MisasStrategyamong many othens
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Objectives
Promote healthier lifestyles
within society.
Prevent use of drugs and
alcohol at a young age.
Develop harm reduction
interventions targeting at risk

groups.

Performance Indicators (10)
Reduction in binge drinking
among young people (HBSC
Survey, ESPAD)

Delaying the age of first use of
illicit drugs (ESPAD)

Objectives
To attain better health and
social outcomes for people
who experience harm from
substance misuse and meet
their recovery and
rehabilitation needs.
Reduce harm among high-risk
users.

Performance Indicators (8)
% of problem drug users
accessing treatment within 1
month of assessment (HSE)

% of problem drug users aged
under 18 accessing treatment
within 1 week of assessment
(HSE)

% of successful exits from
treatment in a given year
(NDTRS)

% of problem substance users
who have an agreed care plan
(HSE)

Objectives
Provide a comprehensive and
responsive misuse of drugs
control framework.
Implement effective law
enforcement and supply
reduction strategies and
actions.
Develop monitoring and
responses to evolving trends,
public health threats and the
emergence of new drug
markets.

Performance Indicators (5)
Participation of relevant
sectors and experts in the Early
Warning and Emerging Trends
Sub-Committee

The volume of drugs seized
that are considered to be
intended for the Irish market
(AGS/Revenue)

The number of prosecutions
for importation, manufacture
and distribution of illicit drugs
(Cs0o)

The number of supply
detection cases (CSO)

Objectives
Strengthen the resilience of
communities and build their
capacity to respond.

Enable participation of both
users of services and their
families.

Objectives
Support high quality
monitoring, evaluation and
research to ensure evidence-

informed policies and practice.

Performance Indicators (3)
Uptake of treatment in
communities most affected by
substance misuse (NDTRS)

Performance Indicators (4)
Increase in the number of
publicly funded drug and
alcohol services completing
NDTRS forms

Figurel: Summary Structure of RHSR
Note: This is not a full list of the Strategic Actions and Performance Indicators inTRid&Rare 5CBtrategic Action total in the document, the numbers in brackets indicate the total number of strategic actions

under each goal.tfategic actions wee chosen for illustrative purposéo provide examples of strategic actiom®st relevant to the paperThere are29 Performance indicators total in the document, again
the number in brackets indicate the total number under each goal, performancetodicpresented herdave been chosen based tre data presented in the papeBee Appendix 1 for a full list of indicators.
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RHSRs also the first strategy to take a heal#td, rather than a criminal justice approach to
drug and alcohomisuse and addiction, with a commitment in the strategy to review the
legislation on possession of drugs for personal U$eGovernment established a Working
Group to consider alternative approaches the possession of drugs for personal use in
December 201and have since announced a Health Diversion Apprdadie implemented

in 2021 Under this approacha person in possession of drufie personal use, on the first
occasion would beeferred to the Health Service Executive (HSE) for a health screening and
brief intervention The Minister of Health described this new approachYal, y S G KIF G 2 F1
LIS2LX S  KSf{ LAY 3. Okhkeryidewortlyy dévelormeyitdhQlizTsfFaie gy
include plans for gilot supervised injecting facility in Dublin City cenirereased availability

of Suboxongexpansion in availability and geographical spread of drug and alcohol services
including services for womemnd, increased detoxification bedsThe strategy is also
designed teensure its own continued relevance with the inclusion of one action plan between
2017 and 2020followed bya midterm reviewand then by a second action plan fro2021

up to 2025. This will ensutee strategic actions @dress any changing needs that may have
emergeal over time.

The measurement system developed within the strategy to assess progress is worth
describing heras a noteworthyfeature of the strategyDelivery of the strategy is measured

in three waysperformance indicators related to each gpahnual reports to the Minister by

the various bodies responsible for delivering the actions in the strategy andew
Performance Measurement Syste(d5) This system has been described as the most
WAYY20F 0A0SQ St Sivhé peifornarice meksBrendent ByisténSdavieldped to
assess the response to problem substance use at a population level is both an evaluation
instrument and a mechanism to enalfiending to be allocated on a more equitable and
rational basis. The successful implementation of this system during the lifetime of this strategy
will be the clearest expression of its commitment to fairness, efficient use of resources and the
use of evidnceg (15, p.2. This system was under development at the time of writing.

Oversight othe strategyinvolves an organisational structure responsibleifoplementation
and delivery At the top of the structure is theMinister for Healthand the Minister of State
with responsibility for Health Promotion and the National Drugs Stratdbg National
Oversight Committeehas crosssector membershipappointed by the Ministerfrom the
statutory, community and voluntary sector, as well as clinical and academic exparite
provides leadership for the strategyhe Standing Subcommittee drives the implementation
of the strategy and promotes eordination betweennational, local ad regional levels
including the local and regional drug and alcohol task forces (DATFsS). ThecDérTifsate
the implementation of the strateggt a local level, based on the local nedthe Drugs Policy
Unit within the Department of Health provides analysis and advice td\tite@nal Oversight
GCommittee, with the Health Research Bode&ding on monitoring, research and evaluation,
acting as therish national focal point to the EMCDDFhe Early Warning and Emerging
Trends(EWET BubCommittee monitor and share information on emerging trermdsirug
use, new psychoactive substances and changing drug markets and distribution networks.
Oversight of the strategy is summarised in the befaure.
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Relevant Cabinet Committee

Minister of State for Health Promotion and the National Drugs Strategy

National Oversight Committee

Leadership / Direction / Prioritisation
Department of Health

Drugs Policy Unit
Analysis and Advice

Early Warning and
Emerging Trends
Sub-Committee

Other Sub-Committees Standing Sub-Committee Health Research Board
As Required Implementation Support Monitoring and Research

Local and Regional Drug and Alcohol Task Force
Needs Assessment and Local Co-Ordination

Figure2: Oversight of the national drug strategy

2.3 Current Context

2.3.1 Outbreak of Cowitb

The outbreak of the novel coronavirusvit-19, has had significant impacts on all aspects of
society and theeconomy. Health related services have been particulanfyacted,and drug

and alcohokervices have similarly had to adapt to the pandecaistext Due to the health
implications of using drugs, such as a reduced lung capacity and a weakened immune system
people who use drugs are more susceptible to the negative effects of-TBvldhere arealso
increased risksf infectionfor this cohortassociated with close social contasitaring drug
takingparaphernaliaprecarious accommodatiQmand, not being dle to selfisolate.A rapid
research brief was undertaken by the HRB to assess the impact ofI3wit drug services

in four countrieg16). In Ireland, there have been administrative changes, legislative changes,
and changes to the delivery of services, as well as new guidkuzenentsin orderto help

drug and alcohol services and their clients to cope with the challenges of-Cavid

Administrative changes HSE addiction servickave allowed faster processing of clients into
treatment programmes, while certain prescriptions (e.g. Benzapames) have been
increased in efforts to stabilise drug use during isolation. Legislative changes include
temporary amendments to the Medicinal Products (Prescription and Control of Supply)
Regulations (2003) and the Misuse of Drugs Regulations (20E&Rstoe continuity of care
throughout the pandemic. Measures include electronic transfer of prescriptions between
doctors and pharmacies and extending the validity of a prescription from 6 to 9 months. In
terms of service delivery, as with many sectorsnoge services have been deployed where
possible, including-eonsultations, and videoconferencing for recovery groups, as well as the
delivery of medications to clients. Protective measures were put in place in physical locations,
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and letters were issuedtclients (stating the date and time of appointments) to enstlrents

had proof of permission to travel during the period of restricted movement and could
continue attending treatments where suitable. Extensive guideline®pioid Substitution
Therapy (OSWere released by the HSE including standard operating procedu@d) 8r
emergency induction of OST; a medicines management policy, a SOP for dispensing
medication in isolation, and guidance on remote consultation. The focus was on inducting
those identified as opioid dependent to OST as quickly as possible in ordeduoce the
potential for viral transmission among this cohort, and to reduce the risk of harm to the
person.

2.3.2Homelessness

The RHSR strategy was implemented during a period where homelessness was on the rise. Its
development was conscious of thise and the complex relationship between homelessness
and substance misuse. It highlighted that homelessness was rising ragiabpnsequence

of limited housing supply rather than as a result of increldeig use. However, it wadear

that homelessess can lead to increaseproblematicsubstance uséor the individual Table

1 below shows details of adults accessing local authority managed emergency
accommodation during a given week. The increase in aduhli®e are homelesfrom
December 2016 to December 2019 is 1,666 which is an increase of 35%. The number drops
from 6,309 to5873in the twelve monthsfrom December 2019 t®ecembei2020which may
reflectpublic policy irthe intervening period (e.g. increase in the social housing stock, as well
as Covierelated emergency measures preventing evictions and rent increases.

Decl6 Decl7 Dec18 Dec19 Dec20

Homeless Adults 4643 5508 6194 6309 5873

Age Groups 1824 765 818 869 784 728
2544 2829 3413 3653 3629 3335
4564 965 1156 1539 1735 1687
65+ 84 121 133 161 123

Tablel: Details ofadultsaccessing local authority managed emergency accommodation during avgaen

Source: The Department of Housing, Planning & Local Government Homelessness Repessed at
https://www.gov.ie/en/collection/80eaghomelessnesdata/
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3. Expenditure

Expenditure on drug misuse is incurred across a variety of different functions and by different
public and privateorganisations While some of this is labelled expendittirehat is, drug
expenditure that is labelled and reported in public accounts, gamiicant proportion of
expenditure on drug misuse is not categorised as such. For example, health expenditure on
morbidity associated with drug use or needle sharing. This is referred to as unlabelled
expendituré. This creates obvious challenges in itiiging an estimate for total expenditure

on drugs, andn turn on evaluating the efficacy of this expenditure in aggregate. These
challenges are shared internationally, and in responseBiECDDAave provided guidance

for countries in improving their exymditure estimates for drug treatmef{17).

The data sources, methodologies, and conceptual frameworks advised by the EMCDDA are
inchoate. Their current state of development bears similarity to the eadgk taken in the

late 2000s to create the System of Health Accounts (SHA). Indeed, their work relies partly on
the SHA methodology and the data included to guide the estimation of drug expenditure. This
paper first looks at labelled expenditure on drugegrammes. Section 3.2 includasshort

review of estimates of the unlabelled costs of alcohol misuse before presesgtimgatesof
unlabelled expenditure on drugs for the first time in an Irish context.

! According to the EMCDDA labelled expenditure on drefgrs to the exante planned public expenditure
made by general government in the budget that reflects the public and voluntary commitment of a country in
the field of drugsThis isdrugrelated pubic expenditurethat O y 6 S G NI} OSR 61 O1 RANBOGTt &
budget and accountancy documer{teehttps://www.emcdda.europa.eu/topics/publiexpenditure.

2 According to the EMCDDA, unlabelled expenditmacerns the nosplanned or non publicly arounced ex

post public expenditure incurred by the general government in tackling drugs that is not identified as drug
related in the budget Thisexpenditure needs to be estimated with models and secondary data (sets
https://lwww.emcdda.europa.eu/topis/publicexpenditure.

3 For more information on estimating public expenditure on drugs see the following publications:
https://www.drugsandalcohol.ie/27458/1/Public_expenditure_Pompidou_Group EMCDDA.pdf
https://www.drugsandalcohol.ie/11595/1/EMCDDA_Selected_issue 2007 Public_expenditure.pdf
https://www.drugsandalcohol.ie/21426/1/EMCDDA_Estimating_public_expenditure_on -drug
law_offenders.pdf
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3.1 LabelledExpenditure

Department/Agency HAMNO HAMP HAMC HAMT 2018€m) 2019 €m)
Health Research Board € N P €EMP EMPI €N P €n P €N P
HSE Addiction Services €y c ® € pm P € o ¢ € P < €EPPDP € Mmno¢
HSE Drugs and Alcohol EHM® €EHHOD € HH( € HH( EHHC €HHO®
Task Forcérojects

An Garda Siochana * eEno® e€nod €nc ¢ ENT € M ¢ € MO ¢
D/Children & Youth EMPP emMPD € H N € H N € H N € H N ¢
Affairs

D/Justice EMY P € mMPD € H N C ET D ECO -
RevenueCustoms EMCP® eMmMT® €EMT ( €E MT ¢ € M« -
Service

D/Social Protection EMNP® e€mMOD € MC ¢ €EMT ¢ €EMT C € H N
(former FAS area)

D/Health ET Dt €ET D ECO EPp D €EC Dy Ep D
Irish Prison Service en di en di enao enao - -
D/Education & Skills €N D €N D ENG ENG ENG ENO
Total EHOHC €EHNNC EHNMPCFFEHNFFEHNYFFEMY

Table2: Labelled Expenditure: public expenditure directly attributable to drug progran264,2019

SourceTable IV in Drug Policy sectiong=otcal Point Ireland: national reports for 262819 (published 2022020).Reports available at
https://www.drugsandalcohol.ie/php/annual_report.php

F PFOGSNI vamT 'y DFENRFE {N2OKt yI Y2 @SRVIINRAYOMNBLRANYASAI YT (W
5Ndz3a FyR hNABFIYA&E&SR / NAYSQ 2yteo

** The decrease in expenditure between 2017 and 2019 reflects limitations in reporting of expenditure from An Garda Siochana,
Department of Justice and Equality, Irish PriService and Revenue Customs Service, rather than a reduction in expenditure per se

Table2 shows public expenditure directly attributable to drugogrammes between 2014

and 2019 A wide range of Government Departments, state agencies, and the community
and voluntary sector have responsibility for delivering on the actions of RHSR and
consequently there are a number of different organisations which register expenditure on

drugs prgrammesQOver the period, expenditurappearstodrod NBY € HOH YA ff AZ2Y

million. However, thisapparent decrease in expenditumanreflect limitations in reporting
for An GardaSiochanaDepartment of Justice and Equalithe Irish Prison Serme and

Revenue Customs Service. In2@@éheE G KSNB g+ a | RNRADmidch | LILINE

for this reason. From 201410 268 ELJISY RA (1 dzNB Ay ONB I & SRO.OBNER Y
million. This is an increase of over 3%. If expenditure for An Gaodh&ha, the Revenue

4 Breakdowns of this expenditure for 2017 by COFOG classification are aviailBage 1.4.2 of the HRB National Report
2018 herehttps://www.drugsandalcohol.ie/31879/1/NRDrug%20policy2018.pdbre up to date breakdowns were not
available at the time of publicatiofThis data is available for all years in the HRB National Report2fib8onwards
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Customs Service, and the Department of Justice is excluded there is an increase over the
LISNRA 2R FTNRBY € #pilion. Yhisis &nAn2rgase(iofBleo. The targest increase for

any organisation in absolute terms was for HSE@ddiA 2y { SNIWA OSa 6 KA OK
million from 2014 to 2019equivalent to average annual year on year increases of 4% per
annum over this periodExpenditure for the Department of Education and skills has reduced
somewhat from 2018019.SeeFigure3 below.

1.50
1.40
1.30
1.20 =
1.10 —
1.00 i RS AL LTRSS
0.90
2014 2015 2016 2017 2018 2019
- «HSE Addiction Services D/Children & Youth Affairs

D/Social Protection (former FAS area) - - - D/Education & Skills

Figure3: Indexation of labelled annual expendituredgfected reporting bodsince 2014

SourceTable IV in Drug Polisgctions ofFocal Point Ireland: national reports for 262@19 (published
20152020) authors calculationsReportsavailable at
https://www.drugsandalcohol.ie/php/annual_report.php

3.2Unlabelled Expenditure

As described above, information on labelled expenditure is colldayelde Drugs Policy Unit

and then provided to thélealth Research Board (HRB) in their role as the natioocal point

for the European Monitoring Centre for Drugs and Drug Addiction (EMCDDA). No similar
exercise is conducted annually to estimate unlabelled expenditure.

3.21 Unlabelled expenditurand societal cos@associated with alcohol use

A number of studies have examin#dte economic burderof alcohol use in Ireland. A 2016
report from the HRB examined unlabelled costs associated with alcetatéd discharges
from acute hospitals, as well as productivity kessassociated with alcohotlated
absenteeism from work(18). This reported that treatment of alcohotlated illness

I 002dzy i SR T2 NJ I LILINR E A Y PhidfSotaBpublicexpenditdird dnthdalthy A y
Ay GKFG @SEFENXY emmy YA A afibutagiehealttepfoblémi foa o | &

which alcohol is a necessary cause for the conditions, such as alcohol poisoning and alcohol
induced pancreatitis), withthe remainder spent treating partially alcohkattributable
diseases (for which alcohol is a component cause, such as cancer, cardiovascular disease and

18
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road traffic injuries). Téreport also estimated that alcoheklated absenteeism from work
wasassok F SR gAGK O2ada 2F enm YAffA2Y AY HAMOZ

A 2014 report for the HSE on societal costs of problem alcoholl®@rovided an overall
SalidAYlIGSR 0240 2F endop O0AftA2Y F2NI HaAmMn® ¢K
FYR endt o0Af A2y Figyfed showd th&reldtive KiBakdowin®Rhe OVEAIY S ®
societalcost by category. Premature mortality contributes only 3% of the overall costs, as this

was estimatedhs onethird of the cost of lost output due to alcohol related absent&eis 6 € m b p
million).

Premature mortality

Suicides 39

7%

Accidents at work
8%

Health care system
34%

Absenteeism
8%

Road accidents
11%

Crime
29%

Figured: Estimated breakdown of alcohol related cos2013*
Source: Based on data in Hope, 2014.

An earlier report published by the H$PD) generated comparatively higher estimates of
productivity losses dueto alcohdlBf I G SR | 6 aSyuSSAay 2F e€oon YA
tenuous assmptions about the percentage of all work absences that are attributable to

alcohol, which were made in the absence of hard dat& ré€port also provided aestimate

of expenditureonalcohaNB f  § SR AffySda 2F e€emdu ralkchd A2y A\
NEfFGSR O02a0a &dzOK & LINBYIF(GdzZNE RSIFGK& deHT"
and alconoNB f  t SR ONAYS demMdPH oOoAfEtA2Y 03 G2 LINE RdzC
Though all studies to date indicate that problem alcohot Ums a significant economic

impact, there is a considerable degree of heterogeneity in the methods used to calculate

these costs, and in the resulting point estimates produced. On the face of it, these very large
numbers suggest that interventions to reckiproblem alcohol use would not have to be very

effective to be coseffective, since even relatively small improvements at a population level

may amount to significant expenditure reductions in absolute terms. However, for some of

the biggest expenditureategories, such as healthcare and crime, alcohol is only one of a
number of factors that interact in complex ways over an extended period of time, which poses
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significant challenges for forecasting the magnitude and timing of any expenditure decreases
associated with reductions in alcohol consumption.

3.2.2Unlabelled expenditurand societal cost@associated with drug misuse

The authorsare aware of no previous work that has been carried out to estimate the
unlabelledcosts associated with problem drugeauin Ireland. The absence of these data are
an obstacle to assessing the cedtectiveness of publicly funded interventions, since any
examination of the value of measures to alleviate the clinical, social and environmental harms
of illegal drugs oughttrelate changes in inputs (planned programmes to tackle this issue) to
changes in outputs and costs.

This section reports a de novo analysis that seeks to characteriserelatgd prison and

acute hospital costs in Ireland. These two areas were selestéde basis that they are likely
to account for a relatively large proportion of unlabelled expendituseveral economic
(productivity losses associated with hospital treatment, imprisonmemtd societal costs

(premature drugrelated death are also exmined

3.2.3 Methods
Prison and criminal justice system costs

The costs of incarcerating people for controlled drug offences, and forréaged crime,
was estimated from a longitudinal and cressctional perspective. The longitudinal analysis
is desgned to capture the net present value of the myjgar cost commitment of all drug
related prison sentencessing a time horizon sufficient to cover the longest sentences
handed down in this categorwhile the crossectional analysis provides an estimaif total
prison costs and costs to the judicial system for drug offences in one year only.

While attribution of costs for controlled drug offences (importation, manufacture, or
possession) is straightforward, estimating the causal link between drugnesether types

2T ONRAYS Aa Y2NB RATFAOdMzZ G ! RAAGAgERIAZY KI
ONAYSazX &adzOK Ia adGSFfAy3a Y2ySeé G2 06dz2 KSNPRA)
committed while under the influence of cocaine. Whethitrese offences would have

occurred in the absence of illicit drug use can never be definitively known, and estimation of

both relies on data from prisoner surveys that ask about the motivation and circumstances
pertaining to the crime for which they wesentenced.

In the absence of Irish data, US estimates of the proportions of different types of crime that
are attributable to illicit drug usevere used(21). Drug attribution factors (DAFs) used in this
analysis are shown ifiable3.
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Type ofQime DAF

Homicide Offences 0.12
Sexual Offences 0.12
Attempts/Threats to Murder, Assaults and Related Offences 0.12
Dangerous or Negligent Acts 0.08
Kidnapping and Related Offences 0.12
Robbery, Extortion & Hijacking Offences 0.12
Burglary and Related Offences 0.31
Theft and Related Offences 0.31
Fraud, Deception & Related Offences 0.31
Controlled Drug Offences 1
Weapons & Explosives Offences 0.08
Damage to Property & to the Environment 0.08
Public Order & Other Social Code Offences 0.08
Road and Traffic Offences 0.08
Government, Justice Procedures & Organisation of Crime Offenc 0.08
Offences Not Elsewhere Classified 0.08

Table3: Drug Attribution Fractions by type of crime
Source: National Drug Intelligence Center, 2011
DAF Drug attribution factor

These attribution factors were combined with information on the duration of sentences
among those imprisoned for each of these types of offences from the Irish Prison Service to
provide an estimate of drugelated crime costs. The distribution of senterdigration within

the current cohort of prisoners for controlled drug offences and-controlled drug offences

in Ireland is shown ifrigure5. For simplicityit is assumed that all prisoners receive the
standard remission of 25% of their sentence and no adjustment for temporary releesse
been made

0.4
0.35
0.3
0.25

0.2
0.15
= B " -
0.05
; H e e B __

<3 Mths 3to<b 6to<l2 1to<2¥rs 2to<3Y¥Yrs 3to<5Yrs 5to<10Y¥rs 10+ Yrs
Mths Mths

Proportion

Duration of sentence

M Controlled Drug Offences (CDOs) m All crime excl. DCOs

Figure5: Length of sentence among those in prison for ehelgted crimes
Source: Irish Prison Service data and DAFs sourced fational Drug Intelligence Center, 2011
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Data on the overall size and agex structure of the current cohort of people in prison for
each category of offence was obtained from the Irish Prison Service.

To esimate the costs to the criminal justice system of dealing with enelgted offences, CSO
data on the average number of such offences from 28079 was combinedwith a
previously derived estimate of average costs per offe(@® that provided an estimate of

the total cost of personal possession offences2D17, broken down under a number of
headingsThe costs under the Gardai, District Court and Probation headiegsnly included
omitting Drug Treatment Court and Diversion Programme costs based on a conservative
assumption that some element of theseagnbe included in labelled expenditure estimates,
and/or prison service costs. An approximate cost per drlgted offence is estimated by
dividing the total annual cost in 2017 by the total number of personal possession offences
recorded in that year.

Table4 provides a list of the parameters used in the estimation of drug crime costs, along
with the source of these data and point estimates

Parameter Description Source Value
Average number of people in prison for controlled  Irish Prison Service 416
drug offences per year, 2042019

Estimated number of people in prison for dregJated  Irish Prison Service 764

crime per year, excluding controlled draffences
(using DAF$, 20172019

Average age of people in prison for dragntrolled Irish Prison Service 33 years
offences 20172019

Average age of people in prison for all offences, 201 Irish Prison Service 33 years
2019

Percentage of people in prison for drigpntrolled Irish Prison Service 94%
offences who are male, 2012019

Percentage of people in prison for all offences who i Irish Prison Service 87%
male, 20172019

Average number of controlled drug offences gear CSO (Under reservatigyn 18,819
2017-2019

Average number of drugelated offences per year, CSO (Under reservatif)n 37,292
excluding controlled drug offences (using DAFs

20172019

Standard rate of remission applied to prison sentenc S..No. 252/2007 25%
Cost of prison incarceration, per day Irish Prison Service € HN
Average cost of Gardali, District Court and Probatior IGEES, Department of Justice €0C
Service per controlled drug offence and Equality

Discount rate PublicSpending Code 4%

Table4: Model Parameters

Note 1: DAFg Drug Attribution Factors; Note 2: The CSO have highlighted data quality issues in relation to these statistics,
which may be revised in the future pending ongoirtgk, seehttps://www.cso.ie/en/releasesandpublications/ep/p
rc/recordedcrimeq42017/underreservationexplanatiofor more details
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To captire longitudinal costs of prison sentences a two state Markov ntoda$ developed

with a oneday cycle length that estimated the net present value of committed expenditure
on all drugrelated prison sentences using a discount rate of 4%. Sentence dufatiarug
controlled offences was available in days, while dreigted crime sentence duration was
provided in the categories specified kigure5. These were convexd to days by taking the
midpoint of each category, with sentences of >10 years being conservatively treated as
though they were 10 years exactly, and life sentences assumed to be 17.5 years in duration
(23). The time horizon of the model is 8,500 days, which is sufficient to cover the longest
sentence handed down between 2017 and 2019 (8,401 days). Averagestimsates are
generated using microsimulation to repeatedly draw entire cohorts of prisoners from a
probability distribution of sentence duratioand calculating the cumulative discounted cost

of time served in prison within those cohorts.

Healthcare cds

Acute hospital costs were estimated for admissions directly related to drug use, as well as
admissions for health problems associated with intravenous drug Begrelated
admissions (based on IQIkagnostic groupsand drug attributable fractions are shown in
Table5, adapted from previous studig®4,25) in consultation with the Healthcare Pricing
Office (HPO). Average number of daycase and inpatient episodes of care were obtained from
the HIPE database from 202019 for all drugrelated illnesses with the exception of
Hepatitis. Data for this disease were instead obtained from the National Hepatitis C Strategy
20112014 (26), which provided information on discharges of patients with hepatitis who
were also drug users. The cost of a hepat#ilated hospital discharge was also taken from
the HepC strategy, adjusted t®021. Unit costs for all other episodes of care were estimated
using weighted averages of 2020 Activity Based Funding prices for treatment of patients with
each of these health problems.

5 A Markov Model provides a framework for analysing costs over time by defining a number of discrete states
that members of a given cohort can move between. In this case we model the cohort of people currently in jail
for drug related crimesver the course of their incarceration to estimate the cost to the State of detaining them,
as well as the productivity losses resulting from their detainment.
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Description DAF Daycase Inpatient Mean Mean Daycase Inpatient cost DRG Codes
episodes episodes Age Length of cost per per episode

per year peryear Stay episode
Mental and behavioural disorders due t 1 133 2350 41 14 303 3324 V66Z, V61A
use of opioids V61B, V63;
Mental and behavioural disorders due t 1 34 485 33 8 303 2941 V66ZV61A,
use of cannabinoids V61B, V64;
Mental and behavioural disorders due t 1 0 165 46 5
use of sedatives or hypnotics
Mental and behavioural disorders due t 1 0 111 31 2
use of cocaine
Mental andbehavioural disorders due to 1 0 41 32 2
use of other stimulants, including
caffeine
Mental and behavioural disorders due t 1 0 0 0 0
use of hallucinogens
Mental and behavioural disorders due t 1 0 0 0 0
use of volatile solvents
Mental andbehavioural disorders due to 1 0 45 40 9
multiple drug use and use of other
psychoactive substances
Poisoning by narcotics and 1 0 386 39 7 397 2286 X62A, X62E
psychodysleptics [hallucinogens]
Poisoning by psychotropic drugs, not 1 0 764 36 3
elsewhereclassified
Poisoning by anaesthetics and 1 0 20 33 2
therapeutic gases
HIV 0.22 55 99 N/A 16 1033 13587 S65A, S65B, S6°
Hepatitis C and Drug use 1 0 747 N/A 10 0 9516 See note 1
Endocarditis 0.14 3 19 N/A 24 779 23278 F61AF61B

Table5: Healthcare resource use and costs for conditions associated with problem drug use
Note 1: Taken frorhttps://www.hse.ie/eng/services/publications/healthprotection/hepcstrategy paffijusted to 2020 using CSO CPI Index
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Productivity losses

From a so@tal perspective, time spent in prison or hospital, and premature death due to
drug misuse represent a loss in economic outdie human capital approacivas usedo
estimate these losses, including only the costs of displaced paid labour, using meaigh an
earnings and employment rates by age and gender from the CS6).(Fig

Unemployment rate by age and sex (CSO) Median annual wages by age and sex (CSO)
. 50,000
g
g 40,000
0.25

30,000
0.2

Income (€)

0.15 20,000

0.1

Unemployment rate

10,000
0.05

0 0
17 27 37 47 57 17 27 37 47 57

Age Age
Female & Male male ®female
Figure6: Employment rates and median annual earnings by age and gender in Ireland 2018
SourceCSO

Lost productivity due to incarceration éstimated by applying these data to the age gender
profile of the current cohort of people in prison for controlled drug offences and-non
controlled drug offences. In the longitudinal analysis productivity losses were estimated as
the net present value othese losses over the entire length of sentence, adjusted for
remission, as described above. For the cresstional analysis productivity costs were capped

at 1 year.

Productivity costs associated with premature death were estimated using 2017 datalfeom t
HRB on the number and agender profile of poisoning and nepoisoning drugrelated
deaths, excluding deaths where alcohol was deemed the sole contributingreliatgd factor

(27). Productivity losses were estimated using data on cumulative discounted median
earnings from age of death to 65 years, and for 1 year.

Productiviy losses due to acute hospital treatment were calculated using mean ages supplied
for drugrelated admissions, and an assumption that the gender breakdown was the same as
for drug related deaths (i.e. 70% male). Productivity losses were only estimat@undémspent

in hospital for daycase (1 day) or inpatient care (using mean length of stay), with ro post

hospital recovery period factored in.

3.2.4Results
Criminal justice system costs

Between 2017 and 2019 approximately 1 in 5 of the prison populatioe senving sentences

for controlled drug offences or druglated crime. Based on the cost of a staffed prison space

in 2019, ths equatestoah yy dzt £ O2&0G 2F | LIWINREAYIGSt& ennda
of the resources committed to this cohort ofiponers over the entire duration of imposed
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are associated with controlled drug offences, with 55% attributed to aelgted crime.

Between 2017 and 2019 the enage number of controlled drug and druglated crimes

recorded by An Garda Siochana was just over 56,000 per year. Estimated costs to the criminal
justice system of Garda, district court and probation service resource use associated with
theseoffencesi enHndn YATffA2Y LISNI FyydzYd ¢g2 GKANRA

related crime, with a third related to controlled drug offences, mainly personal possession
offences (73% of controlled drug offences).

Acutehospitalcosts

Drugrelated hospitaladmissionsaccount for approximately 53,000 inpatient bed days per
@8SINE a ¢Sttt Fa wup RIFI&OFasS SLA&az2RSa 2F Ol
million per annum, with 60% of this being attributable to overdoses and mental or
behavioural dsorders due to drug use, and the remaining 40% being attributable to health
problems associated with intravenous drugs use (HIV, hepatitis C and endocarditis).

Productivity costs

Based on the age and gender profile of the current cohort of 1gEiple serving sentences
for controlled drug and drugelated crime, the net present value of lost economic
LINP RdzOGAGAGE Rdz2S G2 AYLINRaz2yYSyd Aa Sadavyld
approach that excludes productivity losses associated wéhtences beyond 1 year in
RdzN} G§A2Y S FyydzZ f LINPRAdZOGAGAGE f2aasSa NB Sai

Productivity losses associated with time spent receiving hospital treatment (inpatients and
RFe2OFaSauv Aa SaildAYFGSR Fd epdd YATTA2Y D
Datafrom&KS | w. bl dA2y Il f 5 NIDRD)BICAes thakn 2013 théreK & L Y R
were 376 poisoning deaths (of which 61 were due to alcohol alone), with an average age of
approximately 43 years, and 74% were m@e). A further 410 norpoisoning deaths were

among those with a history of lifetime drug yssven if drug use was ndirectly related to

the cause of death. The primary cause of overall-poisoning deathén 2017was hanging

(28%). The most commonly used drugs among these cases were cannabis and cocaine, and
60% had a history of mental health proble(2s).

In an effort to omit alcohol related deaths from our calculation we excluded 61 alcoh
poisoning deaths from 2017, along with 33 Rooisoning deaths due to liver disease in that

year.The net present value of lost productivity associated with ehelgted premature death

Ad SAGAYFGSR G enpcdc YAfL f atedymth at de&ths inyay dzl f
I3A0Sy &SI N ogKAOK SEOf dzRSa FdzidzNB f 25848538 o6Se@
Table6 provides estimates of unlabelled costs associated with problem drug use under each

of the four headings examined. This suggests that the net present value of direct costs of

hospital treatment criminal offences and prison committals for an annual cohort of affected
AYVRADGARdZE £ & Ay LNBfFYR A& | LIWNREAYIGSt& emup
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are capped at one year, the corresponding estimate of direct unlabelled expenditure on drugs
Ad e€eyT YAftA2yS NRaAAYy3 (2 emnc YAfTftA2Yy @6KSYy

Longitudinal Crosssectional
analysis analysis
Hospital expenditure* EHMZ (Y H: EHMZ Py HZ
% of which drugrelated admissions 59% 59%
% of which drugmplicated admissions 41% 41%
Prison expenditure EYHZIPHH: ENNXZ0O0Y 2
% of which controlled drug offence 45% 43%
% of which drugrelated crime 55% 57%
Criminal justice system expenditure* EHNZO(hpM: EHNZO(MpMZ
% of which controlled drug offence 34% 34%
of which drugrelated crime 66% 66%
Productivity costs EPHTETON ECNITANTZ
% of which prison relatec 8% 38%
% of which premature deathelated 91% 52%
% of which hospital treatment relatec 1% 10%
Total unlabelled direct costs EMHNZXY (ocC EYCXITMHZ
Total unlabelled direct and indirect costs ECPHXZCOY EMNOTEINHA

Table6: Average annual unlabelled drug expenditarel productivity coseéstimates 201722019

*Note: for simplicity it is assumed that these costs are all incurred in the same year so are the same from a longitut
crosssectionalperspective

3.2.5Discussion of unlabelled expenditure estimates

The aim of this analysis was to characterise, rather than precisely estimate, the different types
of unlabelledexpenditure and productivitgosts associated with problem drug use that are
not routinely repored within the EMCDDA frameworkheresultspresented herandicate

that these costs contribute significantly to the overall economic burden of problem drug use,
and are therefore an important component of any polmyentated analysis of the marginal
cods and effects of changes to the provision of addiction and treatment services.

Labelled drug expenditure is usually reported as an annual cost within the budget line from
which it is allocated. While a similar type of cregstional analysis of unlabetlecosts can
provide an informative metric for activity that tends to be completed within a relatively short
period of time, such as hospital treatment, it fails to capture the ryatr nature of other
types of costs, such as prison sentendegse type®f costavere estimatedusing both cross
sectional and longitudinal approaches, showing the significantly different estimates obtained
by capping prison costs at 1 year compared to including the total value of the resources that
society allocates to immoning the current cohort of people who are serving sentences for
controlleddrug and drugelated crime. One of these approaches is not intrinsically superior
to the other, however, so the choice depends on the nature of the research question to which
they are being applied. For instance, any forwéodking analysis of the impact of policy
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changes that may decrease the number of people in prison ought to includédamgsavings
that will accrue from this, whereas these kinds of temporal issues maysbargortant for
analysis undertaken in the context of the annual budgetary cycle.

Productivity losses represent the largest share of overall unlabelled drug costs, with 90% of
this being attributable to premature death. This includes drug poisoninghdeathether
intentional, accidentalor undetermined, and all noepoisoning deaths among those with a
lifetime history of drug use. Deaths among those with a history of problem alcohol use only
and/or poisonings as a result of adverse events from medioat&aken under medical
supervisiondo not meet the inclusion criteria for the National DrRglated Deaths Index
(NDRDI)The inclusion of productivity losses in any examination of the performance of the
health system from a societal perspective is uncomérsial, but there remains a good deal

of debate over the most appropriate methods to use to quantify these 0628k In this
paper lost productivitys estimatedn terms of displacement of paid labour due to absence
from the labour marketCosts of unpaid labour (such as informal care, household work, etc.),
losses associated with druglated presenteeism (diminished functioning while in work), or
multiplier effectswere not included Paid production losses were estimated using the human
capital approach informed by data on median wages and rates of employment by age and
gender. One might argue that this overestimates productivity losses, since earnings and
employment rates among problem drug users are likely to be lower than that of thelbv
population. Equally, however, it could be argued that since drug use is one of the main
reasons for poorer labour market outcomes in this cohort we underestimate these costs by
not including lost productivity when problem drug users are availablpaicipate in the
labour market.

International data on the proportion of different types of crime that are related to drug use
were used to estimate the number of druglated offences and prison committals in Ireland.
The issue of the transferability ofternational data is a concern, and requires consideration

of whether there are intrinsic differences in the propensity for, and consequences of, criminal
behaviour between drug users in Ireland and elsewhere. There is some variation in these
estimates letween countries, with the most detailed analysis having been conducted within
the US prison populatiof21,29,30) For the purposes of this analysis, and in the absence of
better data,it was assumedhat the US estimates of the proportion of people in prison for
drugrelated crimes are comparable to those in Ireland.

From an economic perspective, the costs of incarceration include direct State expenditure
and lost inmate productivity, and the benefits include the value of the crime prevented while
in prison or afer release due to any rehabilitative or deterrent effect of pri¢dh). Thispaper

only estimates the former. While this is informative from the point of view of assessing the
scale of the economic burden associated with problem drug ugeestient, any assessment

of the cost effectiveness of measures to decrease incarceration rates would need to examine
marginal changes in both.

Our estimates of the costs of hospital treatment are also subject to a high degree of
uncertainty owing to the us of 2020 Diagnostic Related Group (DRG) prices for inpatients
and daycases. While this represents the best available information for timely estimation of
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the costs of these types of admissions, the HIPE activity data does not map directly onto the
DRG cods used. Rather we assume that the cost of each -delagjed admission was the
weighted average price for druglated DRG episodes of care. While this simplification was
necessary to proceed with the analysis, a fuller exploration of drug related hospitd

would involve mapping all relevant admissions to a broader range of DRGs than were used
here, and finding a reliable way to exclude costs that were not directly related to drug use.
This would be particularly important for those with a secondargudasis related to drug use.

A further limitation of the use of DRG prices is that they do not inclempayments to
hospitals for such things as high cost oncology drugs and tertiary referral hosaitatigh

it is unclear to what extent this may altany cost estimates.

There are many other types of costs that were not included in this analysis, some due to
practical issues with obtaining the necessary data, and others because it was unclear whether
their inclusion would be consistent with the normagi foundations of economic analysis of

this area. This includes the unlabelled costs of community healthcare services for those with
drugrelated health problemsyut-of-packet payments for health cartihe impact of problem

drug use on other people, indiA y3 GKS LISNBR2YyQa TFhefatel @8> (K
criminality, or the community as a whole, or the costs to the user of purchasing drugs.

From a methodological perspective, studies like this one that examine the economic burden
of a particular health mblem, often referred to as cost of illness studies, are associated with
a number of limitations. Since expenditunas not been linkeavith outcomes, these results
cannot be used to guide decisinmaking about the efficient use of resources. Furthermore,
just because an area is associated with a high level of expenditure does not in itself make it a
policy priority, either because it may be relatively insensitive to improvements in services, or
because the high costs are driven by significantgstinginvestment in this areq32).
However, having an estimate of the total economic burden that problem drug use places on
society, both in terms of the labelled expenditure ioitiatives toamelioratethis problem, as

well as the costs of dealing with the consequences of it, is the first step in generating the
economic evidence base with which to address more practically useful policy qussttbe
future.
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4. Performance

In thischapter, the performanceof RHSKs analysed in terms of the performance indicators
included inthe RHSRIocument under each of the five goals of the strategy

1. Promote and protect health and wellbeing

2. Minimise the harms caused Itye use and misuse of substances and promote
rehabilitation and recovery

3. Address the harms of drug markets and reduce access to drugs for harmful use

4. Support participation of individuals, families and communities,;

5. Develop sound andomprehensive evidenemformed policies and actions

Examples of the performance indicators are listed at the beginning of each section and those
for which data was accessed are presented. The full list of performance indicators is presented
in Appendixl. The process by which the relevant data waseased and analysed is detailed

in the Methodology section belowhere are many strategic actions under each goal that are

not reflected in the performance indicators, this paper does not aspedermancefor all
strategic actionsncluded in RHSR is also important to note that RHSR is the latest in a
series of national drugs strategies with ongoing impdiksly reflected in performance
indicators Furthermore, performance indicators will be impactegla wide range of complex
societal issues and changes in indicators are not necessarily causally linked to the RHSR
strategy.

4.1 Methodology

To analyse th@erformanceof RHSR three main processesre undertaken; data scoping,
data collection and data analysiEhese will be described in turn.

4.1.1Data Scoping

All 29 performanceindicators(seeAppendix 1 forfull list)wereincluded in an initial scoping
exerciseto determine what data was availabfor inclusion in the paperit is important to
note that the indicators were not always developed in consultation with stakeholders of the
named data sources and so in some casessdingportingdata did not existand/or the
indicator was still to be full defined Data was not availablevas not available from during
the lifetime of RHSR (i.e. from the year 2017 onwamdg)id not exist as specified in the
performance indicator for nt6 of the indicator§. In some cases, the exact data referred to
in the indicator was not available and prodtgtawas used, in other cases additional relevant
data was obtained and presenteth total, data for 12 of the29 indicators wassecured as

6¢ KS Ay RhudllPiiogtisad #search programme agréed dzy RS NJ 32 F f  p andindigatoyi®@ 4 | y I £
this FPA but is listed in Appendix 1.
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well as additionatlatafrom named sourcethat were not included as indicators in RHBER
SNE RSSYSR NBtS@lIyd G2 performanged SaaYSyid 27F (KS
4.1.2 DataSourcing

Data wagjatheredfrom a range of sources including the CSO, the HSE and the HRB. In some
cases, this involved extensive liagg and work on defining the indicatoisr the purposes of
the paper Data sources and limitations are described in this section.

HRBTreatmentData

The National Drug Treatment Reporting System (NDBR%)s an epidemiological database

on treated cases and problem drug and alcohol use in Irel@ned. NDTRS was established in
1990 in the geater Dublin area and was extended in 1995 to cover all areas of the country.
Forthe purpose2 ¥ G KS b5¢w{> GNBFiGYSyd Aa oNRBFIRtf& R
ameliorate the psychological, medical or social state of individuals who seek help for their
dadzo a0l yOS Y A.ANRIRSathIpi@vinlds fhi6rm&iorabout drug treatment in
Ireland to the BICDDA andte data is used in compiling Elide statistics, and in developing
drug policy for the EI¥ The system is coordinated by staff at the HRB on behalf of the
Department of Health. RHSRquires all publicly funded drug and alcoh@nsces to
complete the NDTRS for all people who use services (action item BIRHSR and while
many service level/funding agreements between statutory agencies and community/
voluntary groups also specifically require services to provide NDTRSHhists, not always

the case. Approximately 30,000 records (including both treatment entries and exits) on
average are reported annually.

The NDTRS captures cases (or episodes) of treatment for problem drug and alcohol use during
the calendar yearin anygiven year As there is currently no national system wide unigue
identifier in the Irish health system, individuals may appear more than once if treated in
different centres or if they return to treatment in the same centi@ata is provided by
statutory and nonstatutory drug treatment centres in Ireland includimgitpatient services,
residential services, general practitioners (GPs) who provide &®Tprisons. Bta from

prisons in the NDTRS&not complete as is currentlyonly providedby addictioncounselling
services contracted by the Irish Prison Servaned community/voluntary sector #neach
servicesThe addiction treatment services provided by the medical units in priéoakiding
methadone substitution, detoxifications étare notroutinely captured in the NDTRS because

7 Drug treatment options include one or more of the following: medication (detoxification, methadone
reduction, substitution programmes and psychiatric treatment), brief intervention, counsellingpdherapy,
family therapy, psychotherapy, complementary therapy, and/orgitdls training.

8 The NDTRS follows a standard Europe@te protocol for collecting data on treatment demairorotocol
available at http://www.emcdda.europa.eu/publications/manuals/teirotocol3.0_en, this methodology
ensures that information on people entering drug treatmentcsllected in aharmonized, reliableand
comparable way across &lropean countries.
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these consultarted inreach addiction services and addiction specialist GP services, do not
actively participate in the reporting system.

Service providers collect data including client demographic and socioecononrimatian,
referral and assessment details, current problem drugs (up to four substances), treatment
history, injecting risk behaviours, treatment interventions providadd details of treatment
outcome at the time of discharge or transfer to another servid@tional recording of
treatment discharge data was implemented in 2009 and provides a complete picture of
treatment provided and reasons for discharge.

Data is tansmitted to the HRB electronically usinga standard form. In 218, 96% of cases
reported were submitted electronicallNDTRS data allows for the calculation of incidence
and prevalence rates of drug and alcohol treatment. The NDTRS also collectsaiidaron
cases where the main problem was not drugs or alcohol e.g. gambling, these were not
included in the paper. Data for several of the performance indicators were requested from
the NDTRS in close consultation with the HB&a wasreceived and is r@gsented in the
paper.

NDTRS data presented for Goals 2, 4 and 5 relate to treatment entrants. Within Goal 2, section
4.3.3 relates to treatment exits or discharges. Treatment discharge information and discharge
status is categorised by the treatment ptiéioner at the time of discharge. Only cases with
valid discharge information are included in section 4.3.3 (exclude@ssessewnly cases,

those still in treatment and those with incomplete discharge information).

Limitations

As there is no unique [ath identifier in Ireland, the NDTRS records episodes of care rather
than individual records and thus cannot provide a longitudinal view of individual treatment
patterns. The database provides limited data on treatment history.

The number of services gaipating in the NDTRS varies annually, making small fluctuations

in the numbers of cases difficult to interprét must be noted that not akddictiontreatment

services were participating in the NDTRS during the period under reMetwithstanding

thS | w. Qa SFF2NIa yR Ffaz2 (GKS NBI|dANBYSyd 7T
returns, somealcohol treatment services managed by thaddiction andmental health

servicesdo not participate Therefore, it may be assumed that the data presentediam

estimates the true extent of treatedruguse in Ireland.

The NDTR&atabase givesfor as complete coverage of services as possibl2019 the HRB
reported that 70% of services known to them report data to the NDTRS. The HRB have
estimated that heir register of current services (services known to them) is more than 90%
accurate. Further, not every addiction service would fall under the remit of the NDTRS, for
example, services that only provide needle exchange are not included. Coverage offtR& ND
will be further discussed unde@Goal 5, Develop sound and comprehensive evidence
informed policies and actiofnsThe vast majority of NDTRS services are public. There are a
small number of services which are part publicly funded, for example the HSE may purchase
places in a residential service and other places in that same residential service may be funded
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through private health insurance for example. In this case, the NDPdde&es data for all
episodes in these services regardless of the funding stream.

Ly GKS SINIe& wnnnaz GKS 1{9Qa ! RRAOQUAZ2Y {SNID
the NDTRSherefore it should be noted that theris some overlapAs the NDTRS includes

data from both HSE addiction services and -statutory service providers, it is a more
comprehensive measure of treatment demand nationally.

HSHBPerformanceData

The HSE Social Inclusion (office) collects data &8 addiction services within the nine
CHOs on a range of indicators related to substance misuse services. Some of these indicators
are reported internally and aligned with the HSE Operational Plan, with others reported
publicly and aligned with the HSEtNaal Service Plan. The type of data recorded includes;
number ofpeople who usesubstancewho present for treatment; percentage people who
usesubstance who commence treatment within a designated timeframe after assessment;
percentage of clients whbave a written care plan; number of clients in receipt of Opioid
Substitution Therapy (OST); average wait time to OST; and number of pharmacies and
individuals engaged in the Needle Exchange Programme. The HSE Social Inclusion Key
Performance Indicator Madata 2019(34) report outlines the indicators aligned with the
National Service Plan that are pubkshby the HSHData for the years 2012016 were
extracted from published HSE Management Data Reports and data from 2017 onwards was
received from HSE social inclusiblowever, due to data quality issues it was not possible to
report HSE data related tantely access to treatment for both alcohol and drug misuse and,
data on written care plans.

Limitations

As mentioned aboveHSE data from 2012016 was extracted from published HSE
management data reports, whereas data from 2017 onwards was receivedidifienn the

HSE Social inclusion office. HSE social inclusion data is collected manually with datasets
evolving over time. This has led to variations in the data reported for a particular time point
in management data reports. For example to illustratetadir the month of March on a
particular indicator may differ slightly in the April management data report when compared
to the May data management report. Collection of data has also improved over time,
therefore the 20142016 data is less complete thane data from 2017 onwards. Further,
there are also likely slight discrepancies between the figures reported for-2018 versus
final figures maintained by the HSE, however the overall trend should remain consiiémt.
guality issues were identifieef certain HSE performance indicators related to timely access
to treatment and written care plans and as such these could not be included in the paper.

Revenuand An GardaSiochana&ustoms Data

Data for drug seizures are recorded independently by both the Revenue Commissioners
Customs Division and An GaisiimchandAGS). Revenue annual reports include data on drug
seizures occurring each year by Revenue Commissioners Customs Division. Theafumber
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seizures, quantity (kg) and value of seizures are reported in total and for three categories of
drugs,- cannabis (herbal & resin), cocaine, heroin and amphetamines, ecatakgther.
Seizures conducted by AGS are reported by the HRB in their natpoat on drug markets

and crime(35)in their capacity as the Irish Focal Point to tid@EDDA The total number of
seizures and the number of seizures by drug type are reported for each Data.was
extracted from published repts and collated for presentation in the paper.

CSO Crime Data

The CSO publish recorded crime statistics based on the provision of PULSE data by AGS. This
data includes the number of criminal offences related to possession, cultivation, and
importation of drugs, as well as driving under the influence of drugs and alcohol. Data is
reported quarterly. It is important to note that the CSO publishes this data under a new

OF 4S32NE a! y RBibldaegsrs&iohimticatethatth® quality of these stats

do not meet the standards required of official statistics published by the Tl¥®data was
downloaded from the CSO website for inclusion in the paper.

Limitations

'8 AYRAOFGSR 11020Ss /{h ONRYS adl GAt@néet O& | NJ
the standards required of official statistics published by the CSO. Although they are presented
in this paper there should be cautious interpretation of this data.

Survey Data

Data from two international surveys of children and young adults weresssx for this
assessment. The European School Survey Project on Alcohol and Other Drugs (E#3PAD)
undertook its seventh dataollection wave in 2019. The main purpose of the ESPAD is to
collect comparable data on substance use and other forms of risk behaviour amao¢l &5
yearold students in order tanonitor trends within, as well as between, countries. Between
1995 and 2019, seven waves of data collection were conducted across 49 European countries.
The ESPAD target population is defined as students who reach the age of 16 years in the
calendar year bthe survey and who are present in the classroom on the day of the survey.
Datafrom ESPARas accessed via a published dataset.

The Health Behaviour in School Aged Children (HB3GPB)is a World Health Organization
collaborative crossational study which collects data every four years on children and
I R2f SaOSy i QabeikgSdaitl @nkirohmérs agd$iéalth behaviours. The first wave
of data collection in Ireland took place in 1998, with the most recent wave taking place in
2018. HBSC Ireland surveys sckgmihg children aged-28 years. The survey includes a
number of questionsn substance us®ata from HBSC was extracted from published reports
of findings.

Limitations

Datafrom ESPAD was extracted from publicly available data only, there is likely further data
available on request. There were some depanciesbetween figures reported imvaves of
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the HBSGQCesearch, in this case the most recently reported data was uBeth sets of data
are alsdimited by their nature as survey datasets, with issues in relation tergptirting at

play.
Department of Health @@ on Participation of Subcommittee of RHSR

Data was requested from within the Department of Health on the participation of relevant
sectors and experts in the Early Warning and Emerging Trend€&uhittee, one of the
subcommittees detailed irFigure 2 on the oversight of RHSR. Data was received and
presented in the paper.

4.1.3 Data Analysis

Datafrom all sourcesvere collated andprocessed irExcel,with charts created to facilitate a
trend analysis of each indicatofhe year 2014 was chosen as the starting year for most
indicators to allow for an analysis of the trends before RHSR was launched, thus
demonstrating trends from the previous nationalugs strategy, as well as since RHSR was
launched. The exceptions to this are for survey data where data is presented from 2006/2007
as this data is collected every four years and starting from 2014 would not provide enough
data for a meaningful analysig trends. Differences between groups and over time were
highlighted for each indicator. It is important to note that unless specified, these differences
are not necessarily statistically significant.

4.2 Analysis of findings und&oal 1

Goal 1¢ Promote and protect health and wellbeing

Goal 1 ofRHSRargely focuses on the prevention of children and young people turning to
substance misusfpoth currently andater in life) and on the promotion of dalthier lifestyles

in line with Healthy Ireland. The actions under this goal include; improving the delivery of
substance use educatiomproving the supports for young people at risk of early substance
use; encouraging the completion of education fok, atitigating the risk and reduiag the
impact of parental substance misuse on babies and young chjldrahsrengthening early

harm reduction responses to current and emerging trends and patterns of dru@atsying

the age of first drink, reductiomibinge drinking among young people amaluction inthe
prevalence of illicit drugiseamong young adultare some of the indicators included under
Goal 1.
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4.2.1 Use of drugs and alcohol among children and young eeopl
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=@=—"0 10-17 year olds who reported having ever been drunk

% 10-17 year olds who reported cannabis use in the last 12 months

Figure7: Percentage of children who have ever been drunk and used cannabis in past 12 months

Sources: 1992014 data extracted frorhiIBSC Trends Report®8 2018 data extracted from HBSC 2018 report

According toHealth Behaviour in School Aged Children (HB&®gyresults in Ireland, the
percentage of children aged ¢07 who reported having ever been drunk has been gradually
declining, with the biggest drop evident between 2010 and 200 number of children
reporting being drunk ha continued to decline in recent years falling from 21% to 17%
between 2014 to 2018.

The HBSC study also reports on cannabis use in this age cohort. Cannabis use among children
has declined sinc2006, reducing to 9% in 2010 and continuing to gradually decline to 7% by
2018.

Of particular relevance to this paper is the period from 2@048 during which RHSR was
implemented. Within this period, having evereen drunk reducedby 19%, dropping by a
lesser extent than the previousyearperiod 20102014, where there was a 30% drop, but
more thanall other previousd-year periods.The proportion of childrerreporting cannabis
use in the past 12 months dropped by the same amount between-20148 as itlid between
20102014.
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Figure8: Percentage of children aged-10 who have been drunk in the past 30 days

SourceExtracted from HBSC reports
Note: This data is availabligom 2006.

The HBSC survey also collects data on the number of children who have been drunk recently,
i.e. in the past 30 dayEigure8 aboveshows the percentage of children afjbetween 1617

who reported being drunk in the past 30 day$hisgives an indication of thprevalence of
binge drinkingamong children and young adults in IrelariRhates for this indicator have been
declining since 2006 to a low of 6% in 2018. The Isigdecline occurred between 20X0
2014, but a considerable drop is also evident since RHSR was launched betwe@0 2814
These figures reflect the rates among all children aged 4 Gowever, the HBSC repo(B7)
provides further detail on these rates lolfferent groups. According to the report, there are
statistically significant differences by age group with younger children less likely to report
having been drunk in the last 30 days thanesldhildren There are no significant differences
across gender or social class growgisge drinking is further explordzelow.

The ESPAIDs another valuable source on drug and alcohol use of young aalgés 1516
yearsin Ireland Results oESPARre presented below for the years 2007 to 2019 (where
available). The ESPAD target population is defined as students who reach the age of 16 years
in the calendar year of the survey and who are present in the classroom on the day of the
survey.

Notes on analysis

The colours in the following graphs refer to the comparison ¢

Legendor ESPAD results: data point with the previous wave. Green denotes that the d:
point is statistically significantly lower than the previous wa
Significantly lower yellow denotes that the data point is not significantly differe

N iqnifi v diff from the previous wave, and red denotes that a data poini
ot significantly aifrerent significantly higher than the previous wave. The colours de
Significantly higher the change from the second data point onwards.
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Figure9: Lifetime use of alcohol: 202019 (percentage) FigurelO: Heavy episodic drinking (5 or more drinks on ¢
occasion during the last 30 days): 262019 (percentage)
SourcePublished ESPAD tables, 12949

Lifetime use of alcohol amoridh-16-yearoldshas beerdeclining steadily since 2007, from a
prevalence of 86%n 2002 to 72% in 2019.ifetime wse refers to having ever used the
substance.There were significant reductions between the years 2007 and 2011 and again
between 2011 and 2015. In 2019, lifetime use of alcohol continued to decline though not to
the same degree as the previous two waves.

In terms of heavy episodic drinkirfgr binge drinkingyjin the past 30 daysetween 2011¢

2015 there wasassignificantdecline in prevalence amorig-16-yearoldsdropping from 40%

to 28%. However, between 2015 and 2019 prevalence has risen significantly once again, with
32% ofl5-16-yearoldshaving engaged in binge drinking during the last 30 dag®19.
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Figure 11: Lifetime use of cannabis: 20@D19 Figurel2: Current use of cannabis: 20Q019 (percentage)
(percentage)

SourcePublished ESPAD tables, 12989

Lifetime use of cannabis has remained relatively iaince 2007, with in and around one
fifth of 15-16-yearolds havingusedcannabis at least once in their lifetime. Current use of
cannabis has also remained relatively stable in the period with about 10% 18-yearolds
using cannabis in the past 3ays.
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Figurel3: Lifetime use of illicit drugs other than cannab Figurel4: Lifetime use of tranquilisers or sedatives withc
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Source: Published ESPAD tables, 2949
Note: llicit drugs ncludes amphetamine, cocaine, crack, ecstasy, LSD or other hallucinogens, heroin and (since 2(

Lifetime use of illicit drugs amorih-16-yearolds declined significantly from 2007 to 2011
falling from 10% to 6% in this period. The prevalence of illicit drug use has remained stable
since 201Jand was at 6% in 201%he use of tranquilisers or sedas/has remained at 3%
between 2007 and 2019.

Notes onAnalysis

There was other relevant trend data reported in ESPAD results and this data is included below.
However, information on the statistical significance of changes over the waves of ESPAit@railable
for this data.
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Figure 15: Perceived availability of cannabis: studer Figurel6: Cannabis use at thege of 13 or younger: 2007
NEBalLl2yRAYy3a OFyyloAa WTFL Al 2019 (percentage)

2007-2019 (percentage

Source: Published ESPAD tables, 949

Figurel5demonstrates the perceived availability of cannabis from 22079 amondl5-16-
yearoldsin Ireland. This figurbas remained relatively stable over the perjadth ~40% of
Irish15-16-yearoldsreporting that cannabis is easy to obtain.

Figurel6shows thepercentage ofl5-16-yearoldswho reported that they first used cannabis
at the age of 13 or youngerhe data shows that the rates of early onset of cannabis use have
been reducing over the period.
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4.3 Analysis of findings und&oal 2

Goal 2 Minimise the harms caused by the use and misuse of substances and prot
rehabilitation and recovery

Goal 2 of RHSR fosas on improving access to drug and alcohol servenad service
outcomes preventing relapsend minimising the harms associated with substance Tike
actions under this goal includexpandngthe availability geographical spreacdandrangeof
drug and alcohol servicesmproving the availability of Opioid Substitution Treatments;
improving relapse prevention and aftercare servigcescreasing the range of progression
options for those recoveringfrom drug use improving the availabilt of services and
outcomes for at risk groups (women, people who are homeless, peuitbea ccoccurring
mental health and substance use problgpeople in contact with the criminal justice system
members of ethnic minority groupgeople who have usedubstancesong term,among
others); expanding harm reductiomitiatives focused on people who inject drygand,
continuing to target a reduction in drugelated deaths and noiffatal overdoses The
percentageof successful exits from treatment in a giveear, and the percentagef people
with problematic drug useccessing treatment within 1 month of assessmardg some of
the indicators included unde®oal 2.

4.3.1 Timely access to treatmefior people who ussubstance

The NDTRS collects data on the time between assessment and access to treatment for all drug
treatment services in Irelandlhe HSE similarly reports the percentage of people with
problematic substance use (drugs and alcohol) aged 18 years and ovdravirgy completed

a needs assessment, commenced treatment for their substance use at a HSE treatment centre
within one calendar month of that assessment, as well as, the percentage aged under 18 who,
having completed a needs assessment, have commencednisgdtat a HSE treatment
centre within one week of that assessmeHbwever, it was not possible to present this data

due to the data quality issues specified above. NDTRS fdatéreatment entrantsis
presented in this section.
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Figurel7: Percentage ofasesaccessingservices within 1 month where their main problem was drugsselxyNDTRS
20142019(Unpublished data)

Note: The total is based on cases where gender is known. In a small number of cases gender was not refoared
these have been excluded from the tgiafcentage calculated

Figurel7 showsthe percentage otasesaccessing treatment for drug use within one month

of assessment for the total sample abg sexAs noted previously, the NDTRS captures cases
of treatment, rathe thandistinct individualglue to the absence of a unique health identifier

in Ireland The overall percentage ofasesaccessing treatment within one month of
assessment drops slightly over the period from 94% to a low in 2017 of 91% before climbing
slightly to 92%. There is no consistent difference in access times by segasil fomales
exceeding females in 2042D17anda reversal from then onwards. Differences between the
sexes at any point in time are never more than BHSR includes actionsatd to improving

the availability of services and outcomes for women, winay have contributed to tis shift

from 2017.Additionally, the NDTRS moved to a new online portal in 2017 which could have
had an effecbn these ratesas well aghanges irsewiceparticipation in the NDTRS database

As mentioned above, promoting recovery by improving access to services for specific groups
of people and for all regions are key elementsSotl 2 of RHSR. Timely access is therefore
analysed by various groupsthis section based on data available from the NDTRS, including
age, residence type, CHO, ethnic background, and drug type.
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Figurel8: Percentage afases ofJnder18s accessing treatment in under 1 week, by SEXTR2014-2019(unpublished
data)

Note: Total is not reported due a large proportion ofcases under 18 where gender is not known

Figurel8 shows the percentage afases ofuinder-18s accessing treatment in under a week
where either drugs or alcohol is the problem substance. There is no consistent difference in
access times for dier males or females though it should be noted that the percentage of
cases ofmales accessing in under a week has dropped from 90% to 87% over the period. The
average access rate across both sexes for the period is 90%.

98%
96%
94% =
92%
90%
88%
86%

2014 2015 2016 2017 2018 2019

—=@=—18-19 years =8==20-24 years 25-29 years =—=@==30-34 years
=@-—=35-30 years ==@==40-44 years ==@==45-40 years «==@==50 years or over

Figurel9: Percentage otasesaccessingservices within 1 month where their main problem was drugs, by KBRS
20142019(unpublished data)
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Figure19 depicts access to drug treatment services éaseswithin one month byeight
different age groupsCases foyounger cohorts tend to have slightly higher rates of access
than cases for oldeage cohorts. The highest average rate over the period ZIIW is
evident among cases 4B¢19-yearoldsand 20¢24-yearoldsat 94%. Cases fdi8-19 years
experienceda considerable increase in access from 2017 to 26dfin,the move to an
online portal and changes in participatior the NDTRS may be playing a fudee. Thecases

for 35-39-yearolds and 4044-yearolds have the lowest rates of access within a momf
assessment, though the average for this group over the period is still higi¥at 9
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Figure20: Percentage ofasesAccessing Services within 1 month where their main problem was drugs, by residenc
NDTR2014-2019(unpublished data)

Figure20 shows the percentage afasesaccessing treatment®r drug usewithin 1 month

by residence typeCases forlose residing in prisons have the highest access times. In
interpreting this it is important to note that data for people residing in prisons comes mainly
from in-reach servicesThere are significant data gapsthe data for the prison population
using drug services as currently the IPS does not provide data on addiction treatment to the
NDTRS, with the exception of counsellidg.such, tb Prisordata seriess not representative

of the total access timéor casesin prison Access times are in general lowest for those in
institutions (residential care/halfway hous)ith the percentage between 88% and 90% over
the period.Timely access has reduced somewhatdases othose who are homeless and
those who eside in institutions in the period.his may reflect the increase in homelessness
in the laterperiod under investigation here.
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Figure21: Percentage ofasesaccessingserviceswithin 1 monthwhere their main problem was drugsy CHONDTRS
20142019(unpublished data)

Figure21 shows the percentage afasesaccessing servicegithin one monthwhere their

main problem was drugsy Community Healthcare Organisation (CHO). In general, the
percentage otasesaccessinglrug services within CHO 5 was highest while the lowest was
CHO 3CHO 5 includes Carlow, Kilkenny, South Tipperary, Waterford and Wexford and CHO 3
includes Clare, Limerick, and North Tipperary. The lowest recorded percentage in the period
was for CHO $i2016 at 83%. CHO 6 includes seedist Dublin, and east Wicklo¥.should

be noted thatNDTRSoverage for CHO 3 is below the national average with just 65% of
addiction treatment services located in this region actively participating in NBFRS.
Coveage for CHO 6 ranks second lowest nationally with just 59% of services in this region
actively participating in the NDTRS
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Figure22: Percentage otasesAccessing Services within 1 month where their main problem was drugslftgfined
ethnicity, NDTR20142019(unpublished data)

Figure22 shows thepercentage otasesaccessing servisavithin 1 month where their main
problem was drugs by setfefined ethnicity. Other relevant ethnic groups include the Roma
community, however, there are small numbers from this group in the NDTRS and as such they
are not reported lere. Timely &cesgatesare typically higher for those in thesh Traveler
Community than for either Irish people or those of another white backgrouddses for
members of thelrish Traveler Community have an averageccess rateof 95% over the
period. Improvingthe availability of services and outcomes for at risk groupsch as
members of ethnic minority grougs included undeGoal 2 of RHSR.

98%

96% —
94%
92%
90%
88%
86%
84%
2014 2015 2016 2017 2018 2019
=@=C0pioids ==@=Cannabis Cocaine ==@=Hypnotics & sedatives ==@==Other drugs

Figure23: Percentage ofasesaccessing services within 1 month, by main problem dNDF;R2014-2019(unpublished
data)

Note: some drug types are excluded from this chart due to low numbers reporting use
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Figure23 shows the percentage afasesaccessing services within 1 month by their main
problem drug. In general, thoseases where thenain problem drug i€annabis had the
highest percentage accessing treatment within 1 month. Those accessagnent for
Hypnotics & Sedatives had the lowest percentage accessing treatment within 1 month in
2019, which is a result of a downward trend over the peribdosecases where thenain
problem drug isan opioid, experience less timely access thaases Were themain problem

drug iscannabis, cocainer other drugs.

4.3.2 Timely access to treatment feeople who usalcohol

The NDTRS collects data on thember of cases, where themain problem isalcohol
accessing treatment within 1 month agsessment for all treatment services in Irelante

HSE similarlyeports data on thegercentage of people with problematic alcohol use aged 18
years and over who, having completed a needs assessment, commencaddrgdor their
alcohol use at a HSE treatment centre within one calendar month of that assessment, as well
as, the percentage aged under 18 who, having completed a needs assessment, have
commenced treatment at a HSE treatment centre within one week (se\sts) of that
assessment. However, it was not possible to present this data due to the data quality issues
specified aboveNDTRS data for treatment entrants is presented in this section.
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Figure24: Percentage otasesaccessing services where their main problem was alcohol, byNE&R 0142019
(unpublished data)

Note: The total is based on cases where gender is known. In a small number of cases gender was not reported
these have beeaxcluded from the totgbercentage calculated

Figure24showsthe percentage ofasesaccessing treatment within one month of assessment
for the total sample otaseswith problematic alcohol usandby sex The overall percentage
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of caseswith problematic alcohol usaccessing treatment within 1 month of assessmieas
remained stable over the period between-96%.Cases of mles who uselcohol appear to
have slightly better access than their female counterparts, though differences between the
sexes at any point in time are never more than 1@erall, timely access to treatment
services is better focaseswith problematic alcohol usevith an average of 97%ases
accessing a treatment service within 1 montbmpared to an average of 93% for ass¢o

drug services withimne month.

Again timely access focasesvhich use alcohobre analysed by various groups iretfigures
below, based on available data from the NDTRS.
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Figure25: Percentage otasesaccessing services where their main problem was alcohol, byNRJERS0142019
(unpublished data)

Note:Due to the reporting of <5 for 1B year olds in 2015 and 2017, Heedata points are not reported here

Figure25 depicts access to alcohol treatment servicesdaseswithin one month byeight

different age groupsCases forl819-yearolds have the lowest rates of access, with an
average of 9% over the period whereas this age group leadongstthe highest rates of

access for substance use services. There was a considerable decline in access for this age
group from 2018 to 201,9dropping fom BHB% to88% Cases foR5-29-yearoldsand 30-34-
yearoldshave reduced somewhat over the perioghile the trend for cases of 2Z4-year

olds has been changeable. Casesadihier age groups have remained relatively stable over

the period
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Figure26: Percentage ofasesaccessing services where their main problem was alcohol, by resit»tR20142019
(unpublished data)

Note: Due to the reporting of <for those in prisons from 2012D18data is only available for those in prison in 20:
There are low numbeis generakeported to the NDTRS from prisofibereare missing values for Institution 2017 and
2019due to the same reporting issue

The graph above shows the rates of access to treatment serviceageswith problematic
alcoholuseby residence type. Thosmasesin stable accommodation have the highest and
most stable access rates over the periddcess rates within a month foases of peoplevho
are homeless exceeded those in stable accommodation in 2Uhdse in other unstable
accommodation have the lowest access rates with an average of 94% over the period.
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Figure27: Percentage otasesaccessing services where their main problem was alcohol, by NIBIOR20142019
(unpublished data)

Note: Due to reporting of <for CHO1 in 2014 on the NDTRS this data point is not reported.
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Figure27 shows the percentage afasesaccessing servicegithin one monthwhere their
main problem waslcoholby CHOThepercentage ofasesaccessinglcoholservices within
one month was highest in CHO 1, CH@rel CHO8 at B%while the lowest was CH®and
CHO7 at 94% The lowest recorded percentage in the period was for CHO 6 in 20B/at
CHO 6 includes south east Dublin, and east Wicklow.
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Figure28: Percentage otasesaccessing services where their main problem was alcohekhioycity, NDTR2014-2019
(unpublished data)

Note: 2015, 2017, 2019 data points not reported for Irish traveller due to reporting of <5 on the NDTRS. Data on t
community are not reported due to small numbers.

Figure28 shows thepercentage oftasesaccessing service withinone month where their
main problem waslcoholby seltdefined ethnicity. Other relevant ethnic groupeludethe
Romacommunity, however there are small numberd casedrom this groupin the NDTRS
and as such they are not reported hetmproving the availability of services and outcomes
for at risk groups, such as members of ethnic minority groups is included @oder2 of
RH®R.Timely acceswas highest over the period for thosasesf another white background
(not Irish) though access has declined slightly over the period for this droopa high of
98% to 96% in 2019imely access to treatment faraseswho are membersof the Irish
Traveller Communitywho use alcohol has declined slightly in the period.
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4 3.3 Successful Exits

Goal 2 of RHSR included a performance indicator accounting for the percentage of successful
exits from treatment in a given yea®ther NDTRS data presented in the paper relates to
treatment entrants, this data relates to treatment exits or dischargesatment discharge
information and discharge status is categorised by the treatment practitioner at the time of
discharge. Only cas with valid discharge information are included in this section (excluded
are assessedonly cases, those still in treatment and those with incomplete discharge
information). It is important to note that for all cases entering treatment in the period 2014
2019, he HRBprovided data on all treatment dischargstatus on 0101/2020. As the latest
possible treatment entry date was 31/12/20and discharge data was available until at least
01/01/2020Q, the minimum followup period wasone day Similarly, the Ingest followup
period wassixyears (01/01/204-01/01/2020).

For the purposes of thiollowing figures a successful eidtdefinedas a treatment discharge
whereby the service user has completed treatment or was transferred/referred onwards for
additional treatment in another drug/alcohol servicéases who were assessed but who did

not go on to treatmentvere excluded from this definitiorT.he second group are those who
began treatment then declined further treatment, those not returning for appointrse

those who have deceased, and those with a premature exit from treatment for non
compliance’ For thisreason, it is not possible to establish a clear dichotomy between
successful treatment and failed treatmeE A 1 & FNR Y (NBI  Y&assiul v 2

R

SEAGAEQ INB y2i( 08 RSTrdA 0 WdzyadzOOSaaFfdAd SEAG

treatment may have been discontinued. This should be borne in mind when interpreting
findings from this sectionAgain the data below reflectsases, rather than individual$he

year refers to the year of treatment entry, not exlt only includes data for those with
complete exit dataFor example,ltose cases beginning treatment in 2019 but who were not
yet finished treatment are not includedt is also important to say that figures presented are
for all treatment exits for all types of substances grouped (alcohol and all drug tigess)lts
may vary by main problemrugtype.

9 This secondgroupingW? SEA (0 SR T 2 Nkhauld @ netedsBilba higrfréded as an wuccessful
outcome. The definition is based solely on the reason for treatment discharge as recorded by the treatment
provider. The definition does not capture positive outcomes, for example, a reduction in the use of
drugs/alcohol.
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Figure29: Percentage of successful exits from treatment, total and byNBXR20142019

Figure29 showsthat among those with complete exit dathe rate of successful exitsas
lowest among the2014entry cohort and was greatest among the 2017 entry cohort \aith
peak of48.76 in 2017, aér which it declinedslightly again ta16.9%among the2019entry
cohort. There is a higher rate of successfut@among females than malesith an average
rate of 50% for females and 46.3% for males from 22Q#9.
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Figure30: Breakdown of percentage successful exits by age cateffd@yR2014-2019(unpublished data)
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Figure30 shows the age breakdown of successful exits from 280 for those cases with
complete exit dataCases of lder age cohortgdend to have higher rates o$uccessful exit
from treatmentthan younger age groupsvith the highest rates evident in the oldest cohort
aged50 years or overThe average percentage successful exit from 2200 for those aged
50 and over was 6.6% compared to @.3% for those age 18-19 years The cohort aged 17
years or under have a more changeable trend, reaching a peak of 51.9% in 2017.
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Figure31: Percentage of successful exits by residence NP&R20142019(unpublished data)

Looking at succeadfexits by residence type Figure3l, there are five main categories of
residence within the NDTRS datas€ases forhose residing iran institution such as a

halfway house or residential care have the lowest rates of sucdessfdrom treatment with

an average of 40.4% from 202919.CasesforKk 2 4SS NBAARAY 3 AYy Ly Aya
dzyaitalofS FOO0O2YY2RIUA2YyQ KI @S (i ®aSes tordigseiin @2t | (.
stable accommodationthose who are homeless arldose in prisorhavemore stable rates
with those residing in stable accommodation heypthe most stable rates of successful exit
from 201420109.
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Figure32: Percentage ofigcessful exits by main problem dridDTR2014-2019 (unpublished data)

Figure32 showsthe percentage obuccessfuexitsfor those with complete exit datahere

the main problem was alcohol artiree other drugs categoriesOpioids, Cannasb, and
Cocaine Those using alcohdiave the highest rates of successful exit with an average of
52.5%over the period Among those who have exited treatmenhg rates of successful exit
for those usingpioids, cannabis ancbcaine have been relatively stable betwed12-2019.
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Figure33: Percentage of successful exits by drug tiyieTR20142019(unpublished data)

The remaining drug categories are presented-igure33. There is more volatility among
caseausing these drug types in relation to successful exit from treatmehich is related to
small numbers in some of the categori€aiccessful exits for sas where stimulants and
hypnotics or sedatives are used are the most stable.

53



ndododm [T G2 GNBFHGYSyld F2N Kz2as SEAGAYS

Another way to examine access is in relation to the time lag between starting to use
substances and entering treatmenithis is referred to as lag to treatmerithe graptbelow

shows the median timé yearsit takes a case to access treatmaegiter first use for those

who successfully exited treatment. This is calculated as the number of years between the age
the casen question first used their primary drug and the age when they entered treatment.
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B Median lag to treatment in years (number of years between age first used primary drug and age at
treatment entry)

Figure34: Median time lag to treatment after first use of drugdDTRE014-2019(unpublished data)

Note: Data relates only to those whHwave successfully exited treatmenfear relateso year of treatment entry,
irrespective of when exited.

The median age at which people first used their primary dwmag stableover the period at

16 years of agdn terms of lag to treatment, the medmanumber of years between first use
and entry to treatment was at 18 years in 20Ifhere is an increase in the years to first
treatment from 2014 to 2017 rising from 18 to 20 years, however this was followed by a
decrease to a series low of 17 years irttb2018 and 2019. It is also important to note that
lag to treatment varies considerably by the type of main problem drugised

10 See published papefer more detail on lag to treatment for different problem substance types.

For alcohol misuse seéttps://www.hrb.ie/fileadmin/2._Plugin_related_files/Publications/2020_publication
related_files/2020_HIE/NDTRS/Alcohol_bulletin/Alcohol_treatment_in_lckl@a013 to 2019.pdf and for
opioid misuse seéttps://www.sciencedirect.com/science/article/abs/pii/S0376871618306896
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4.3.4 Opioid Substitutionréatment

According to RHSRinse 2009, the HSE has provided wider access to Ofiglititution
Treatment (OST) through the establishment of new treatment centres, the participation of
more GPs in the prescribing of OST and the involvement of more pharmacies in the dispensing
of methadone However, there are still barriers to OST for mamdividuals, witha lack of

local services and waiting tim@s many areasimproving the availability of OSTremains a
priority in RHSR and an important action undeGoal 2.

According tahe HSE KPI Metadata report 20@31), in Ireland, OST refers to the provision of
both methadone and buprenorphine / buprenorphimaloxone only products. OST is
provided in HSE drug treatment clinics and by GPs who have completed appropriate training
programmes. OST is considered a key component in the treatment of opioid dependence and
plays an important role in rehabilitation and recovery.
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Figure35: Number of clients in OST and average waiting time to OST;Z0204

Sources: 2012020 data received from the HSE, 2@DA 6 data extracted from HSE management data reports

Note 1: There is missing data in 262016 where datavas not available from management data reports. There are :

likely slight discrepancies between the figures reported in management data reports versus final figures mainte
the HSE, however the trestiould remain consistent.

Note 2: Waitingtiméi y 5SOSYO6 SN namt AYLI OGSR o6& | ydzyoSNI 27
be in receipt of other interventions e.g. assessment by a counsellor/ interaction with outreach services etc prior |
substitution treatment commencemeaor exit from waiting list (Correspondence with HSE).

The above graph depicts @unt of the number of clients (outside prisons) receiving OST in
all HSEsettings at the end of the calendar month as recorded on the Central Treatment List
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The average waiting time from OST assessment to treatment/&win wait listis also
presented from 2017The number in receipt of OST has been gradually increasing since 2014.
After an initial decline in 2020, there is a sharp increase evident, reflectmgribrity to
improve access to OST in response to Ca¥I(6) Since the launch of RHSR in July 2017
monthly figures increased from 9,716 to 9,974 by the end of 2019. In June 2020 there were
10,465in receipt of OST. The average wait time to treatment has been quite volatile over the
period avdable, ranging from a low of 16 days to a peak of 155.5 days.

4.3.5 HarmReductionlnitiatives

Continuingto expand Harm Reduction Initiatives focused on people who inject deums
important element ofRHSROne ofthe ways the document notes this will be achieved is
through the expansion afeedle exchange programmes
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Number of pharmacies recruited to provide a Pharmacy Needle Exchange Programme

== No of unique individuals attending the Pharmacy Needle Exchange Programme
Figure36: Number of pharmacies and individuals in Needle Exchange progra2®th42020

Sources: 2012020 data received from the HSE, 2@DA 6 data extracted from HSE management data reports
Note: There is missing data in 262@16 where data was not availableofn management data reports. There are al
likely slight discrepancies between the figures reported in management data reports versus final figures mainte
the HSEhowever the trendshould remain consistenf.here is also missing data on the Phargpn&teedle exchange
programme in 2018.

The above graph depictscaunt of the number of unique individuals attending pharmacies
as part of the Needle Exchange Programme each mivoth HSE data management reparts
The PharmacyNeedle Exchange Programme is an anonymous and confidential service
available in Community Hé#hcare Organisations (CHOSs) 1,2,3,4,5 an8l 8nique identifier

is used for each client attendingd.ccording to theHSE KPI Metadata report 20(®), the
Pharmacy Needle Exchange Programme is availalgedple who use substancés ensure

that people who inject drugs have access to sterile equipment and can dispose of used
equipment in a safe mannefhe graph also displays a count of the number of pharmacies
who provide a Needle Exchange Programateagreed service levels with the HSEis
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important to note that this does not represent all needle exchange services in Ireland and
does not take into amount needle exchage services provided by Merchants Quay Ireland,
Ana Liffey Drug Project or static and outreach sites in Dublin

Between 20142019 there was an upward trend in the number of unique individuals
attending the pharmacy needle exchange pargme The number attending reached a peak
at 2213 inJuly2019.However, a sharp decline in this number is evident in the first quarter
of 2020, likely reflecting the impacts of the first wave of Cad Numbers began to rise
again in May2020 The aveage numberof individuals attendingrom 20142019per month

is 1,726, whildor the full periodpresented itis 1,807. The average since the launch of RHSR
in July 2017s1,832.

The total number of pharmacies providing a Needle Exch&nggrammeat agreed service
levels with the HSEas been declining slowgynce2017. In the beginning of 2017, there were
112 pharmacies providing this service, Dgcember 2019 this had dropped to 96 and has
continued to decline into 2020. lflune 2020there were 90 pharmacies providing the service,
though the impacts of the Cowtd pandemic are also likely at play here.

There is also a large focus targeting a reduction in drugelated deaths and noffatal
overdosesn RHSR, with several tife indicators related to harm reduction based on dat
from the National Drug Related Deaths Index (NDRDI). Due to reporting delays for this
database the most recent dataset available is from 2017. As this data cannot provide insight
on patterns during the lifetira of RHSR, it has not been included in this report.
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4.4 Analysis of findings und&oal 3

Goal 3 Address the harms of drug markets and reduce access to drugs for harmful u

Goal 3 of RHSR focused on improving the contralhanagementand regulation of the
supply of drugsand minimising the harms associated with the drugs marHRéte actions
under this goal include; keeping legislation up to date to deal with emerging trends; reducing
rates of driving under the influence afrugs; reducing drug offending and promoting
rehabilitation; considering the approaches taken in other jurisdictions to the possession of
small quantities of drugs for personal use and making a recommendation for Ireladgd,;
monitoring and strengtheninghe response to drug markets. Participation in the Early
Warning and Emerging Trends Sbbmmittee, the volume of drugs seized that are
considered to be intended for the Irish market, the number of prosecutions for importation,
manufacture and distributiorof illicit drugs and the number of supply detection casae
some of the indicators included und€pal 3.

4.4.1 Offences associated with drug use

@ 400
O 345
o 350
=
o
o 300
£ 240 20 248
© 250
3 200 192
T 200
o
(&)
Q 150
©
g 100
o]
% 50 30 19 28 21 15 29
pd C—= o e ° @

0

2014 2015 2016 2017 2018 2019
Year
=@=|mportation of drugs Cultivation or manufacture of drugs

Figure37: Number of recorded crime offences for importation and cultivatiomanufacture of drugs, 2012019

Source: CSO
Note: This data is classified as under reservation, indicating that the quality of these statistics does not m
standards.

Looking at the period 21 to 2019 there is alownwardtrend in the number of recorded
offences for cultivation or manufacture of druggom the periodsince theintroduction of
RHSR2017) to present, there has been &% fall in the number of recorded offences from
24810 192.
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The trend for importation of drugffenceshasremained relatively stable ovehe period
2014to present.At apeak in 2Q4 at 30, the nadir was just 15 in 20182017, the year when
RHSRvas launchegthere were 4 recorded offences for the importatioof drugs This figure
dipped in 2018 andose again to 2% 2019. The RHSR policy naetthat there had been an
increased prevalence of cannabis cultivation facilities which led to a shift in the market, with
domestically produced high potency herbal products becoming more available and displacing
imported resin. This can be seen in the relatshifts in the number of recorded offences over
the period.
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Figure38: Number of recorded crime offences for possession of drugs for sale or augpgssession for personal use

Source: CSO
Note: This data is classifieas under reservation, indicating that the quality of these statistics does not meet
standards.

One of the actions included unddgeoal 3 of RHSR relates tedudng drug offending
behaviour and promang rehabilitation.However, here has been amcrease in the number
of recorded offences for possession of droger the period.

The number of recorded offences for possession of dfogsale or supplyeached a period
high of 4,827 in 2019. Much of the increase in the period occurred in recans yath a 33%
increase from 2016 to 2019.

There has similarly been an increase in the number of recorded offences for possession of
drugs for personal use with a 38% increase from 202619.However, withthe launch of

the new Health Diversion approacho personal possession offences, it is expected that this
will reduce in the coming years.

59



$ 8000 6,929 7365 7,094 6504
§ 7.000 6Af79 6,416 e :

S 6,000 B °
(D)

£ 5,000

S 4,000

©

$ 3,000

S 2,000 1,260
® 1,000 265 220 217 280 515

rs)

é 2014 2015 2016 2017 2018 2019
S Year

=z

=@=Driving/in charge of a vehicle while over legal alcohol limit
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Figure39: Number of offences for driving over the legal alcohol limit and driving under the influence of drug&0291-

Source: CSO
Note: This data is classified as under reservation, indicating that the quality of these statistics does not m
standards.

According to RHSRe Road Traffic Act 2016 gives An Garda Siochana new powers to test
drivers for drugs at the roadside and in Garda stations. Cutesting has been expanded to
provide both Mandatory Alcohol Testing (MAT) checkpoimtsd Mandatory Irioxication
Testing (MIT) checkpointgesting drivers for both alcohol and drugs. Se@ew measures
were introduced inApril 2017. The Road Safety Authomtigolaunched a campaigat this

time to increase awareness of the new measuagsl updated leaflés on drugs andiriving
andtaking medicines while drivingreducing rates of driving under the influence of drugs is
one of the actions in RHSR.

Rates of driving over the legal alcohol limit have risen slightly over the period since 2014.
Having reached peak at 7,365 in 2017, the number of offences reduced again to 6,594 in
2019.New garda initiatives may be encouraging this downward trend.

The number of offences for driving while under the influence of drugs were relatively stable
between 20142017 buthave risen sharply since then to a peak of 1,260 in 28b%ever, i

may be that new testing methods areetecting more incidences of driving under the
influence of drugsrather thananincrease in this behaviour
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4.4.2 Drug Seizures
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Figure40: Quantity (kg) of drugs seized, 262820

Source Revenue annual reports.

Figure40shows thetrend for the quantity of drugs seizdtat are considered to be intended
for the Irish markefrom 20142019 The trends quite volatileover the period From2016 to
2019 thee was arincreaseof 91%in the quantity of drugs seized
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Figure41: Number of seizures cerded annually for Revenue (262d20) and AGS (202018)

SourcesRevenue annual reports and HRB Report on Drug Markets and Crime (6)

Figure41showsthe number of seizures reported by both Revenue and AGS for the years
20142018, with data available up to 2020 for Revenue. From ZI the number of
seizures from both sources folloa similar trajectory Seizures reported by Revenue have
seen a considerate increase from 2620320.
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4.4.3 Participation afelevantSectors andExperts in the Early Warning and Emerging Trends
SubCommittee

Year Number of EWET
Subcommitteemeetings

2016 4

2019 3

2020 3

2021 (total at time of writing) 1

Table7: Yearand number oSubcommittee meetings

As illustrated in the table abovéour meetings of the Early Warning and Emerging Trends
(EWETgpubcommittee took place in 201iBreetook place in 2019 and 2020 andemeeting
has taken place so far in 2021.
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4.5 Analysis of findings und&oal4

Goal 4 Support participation of individals, families and communities

Goal 4 of RHSBcuses orstrengtheninghe resilience of communities impacted Sybstance
misuse ancenablingthe participation of both serviceisersand their familiesSome of the
actions included under this goake; supporting and promoting community participation in

all local, regional and national structures; measuring the impact of-telaged crime and
wider public nuisance issues on communities; enhancing the relationship between an Garda
Siochana and lotaommunities in relation to the impact of the drugs trade; gmmdmoting

the participation of service users and their families, including those in recovery, in local,
regional and national decisiemaking structures and networks in order to facilitate ithe
involvement in the design, planning and development of servicespatidies. Indicators
related to this goal include: theptiake of treatment in communities most affected by
substance misuse&hanges in problem substance use in communities affectedeipyivation

and the number of deaths associated with drug use in marginalised communities

Due to limitations in available data, the only indicator fr@oal 4 analysed in this paper
relates to theuptake of treatment in communities most affected by subste misusé! For

the purposes of this FPA those communities most affected by substance misusimitvelig
identifiedto be those people in th&ishTraveler, Roma, LGBTnd homelessommunities

and those currently injecting drugs. Measuring ugakithin the NDTRS or any dataset is
challenging. For a person to be recorded in a dataset they need to be in contact with some
relevant drug service, be in need of drug treatmantl for records to be kept on if thegke

up this treatmentor not. In thefollowing figures, uptake isxamined in terrs of non-uptake,
measured as those who were assessed by a drug service but did not actually take up
treatment. This measure obviously misses on those members of the above communities
who are in need of treahent but do not actuallgome into contact with oaccesservices
NDTRS data for treatment entrants is presented in this section.

Unfortunately, within the NDTRS this definition excludes those who are currently injasting
peoplewho are assessed for treatment, but who do not go on to access treatment do not
have aty data recorded in relation to their substance misysech as if they are currently
injecting drugsThere are low numbers of individuals represented in the follovgraphs.
Additionally, there werevery small numbers of Roma accessing drug treatment services and
as such their data is not presented here.

1The HRB are currently examining the uptake of treatment for communities defined on the basis of geographies
and deprivationas such te analysis presented here does not address this indicator from that perspective.
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Figure42: Percentage otases ofmembers of thdrish TravelleCommunityassessed kot taking up treatmenttotal
andby sex, NDTR2014-2019(unpublished data)

Figure42 shows datdor cases who arenembeisof the Irish Travetr Communitywho were
assessed for treatment but did not go on to take up treatment. The percentage is calculated
asthe number ofcasesassessed butlid not continue to treatment as a proportion of the
total number ofcases which werassessedThere is a clear upward trend in the percentage

of cases whicldo not go on to access treatmenising from 6% to 10% betwe@0142019,

This equates to an increase from 36 to 66 individuals in absolute térhese is no clear
difference for males and females over the period though female-ungtake is lower initially

and finishes higher.
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Figured43: Percentage ofasegegistered as homeless assessed but not taking up treatriwtatandby sex, NDTR3014
2019(unpublished data)
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Figure43 presentsdata for casesregistered as homeless who were assessed for treatment
but did not go on to take up treatmentSimilarly to members of thelrish Traveller
GCommunity, there is a upward trend incases of peoplevho arehomeless not taking up
treatment overthe period. There is a rise in the total cases from 8% to just under 12%.
Females had worse namptake levels between 2018018 but finished up at the same levels
as males in 2019.

9%

8% \
7%

6%

5%
4%
3%
2%
1%
0%
2016 2017 2018 2019

Figured4: Cases where persadentifiedas homosexual or bisexual assessed but not taking up treati®TR016
2019(unpublished data)

Note: The data field requesting sexual orientation was only added in 30 2016 thaumbersof cases reporting
their sexual orientatioris very low

Figure44 shows data for thoseasesdentifying as homosexualr bisexual over the period
20162019. The series is relatively stable over the period at aroundrgfitating that uptake

of treatment for homosexual and bisexual individuals has not changed over the period.
However the HRB has noted that thisay be an underestimation due to redtance of some
services to askervice usergabouttheir sexual orientation, as well #se non-participation of
some LGBJI specific services

65



4.6 Analysis of findings und@oal5

Goal 5 Develop sound and comprehensive evidencgormed policies andactions

Goal 5 of RHSR focuses on supipgrhigh quality monitoring, evaluation and research to

ensure evidencénformed policies and practice in the area of substance misAs@ons

under Goal 5 are;a 4G NBYy 3G KSYy Ay 3 L NB bystefrR Supportihdldviencé 2 y A { 2
informed practice and service provision; strengthening the N @&velogng a prioritised
programme of drug and alcohotlated research on an annual basasd; mproving

knowledge of rehabilitation outcomedndicators under his goalinclude completing a

CGeneral Population Drug Prevalence survey an@piate Prevalence study andhcreasng the

number of publicly funded drug and alcohol services completing NDTRS forms

Data related tahe latter indicatorare reported in this sectionhowever it was not possible
to extricate services that are purely publicly funded from the overall sample. Therevarg a
small number of services that are partially privately funded included in the presented data.

1000 80%
900 75%
800

70%

700 65%

Numbers of services
Participation %

60

50
2014 2015 2016 2017 2018 2019

o

60%

o

55%

50%

mmmm Total Service provider participaticmmmm Total Services providing treatment

=@-Participation as % of Treatment

Figure45: Service coverage of the NDTRBTR20142019(unpublished data)

It can be seen frorrigured5that there has beem slightexpansion in the number of services
providing treatment over the period 2@-2019. However, the numbers of services
participating in the NDTRS has been steadypgr@ximately 600 for the lash years.The
reason why participation in the NDTRS hest increased at the same rate as services
providing treatmentcan partly be explained by an-depth review of GPs participating in the
NDTRS. As many GPs retain the salmats for many years with limited new entries per year,
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a higher threshold was applied to be considered as participating in the NDTRS. However, the
review realigned the participation of this group to other types in the NDTRS which results in
a more accrate, but significantly reduced calculation of GP coverage. The falipgvaph
demonstrates the effect of this revised approach on participation rates by setting.
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Figure46: Percentage provider coverage by treatment settiN® TR2014-2019(unpublished data)

Notes*Prison data is limited to certain servicesGPreporting revised

Figure46 shows there is a fall in GP coverage from@&0dwards. In general, the four other
categoriesg Inpatient, Outpatient, Low Threshold, Prisgmvere higher in 2019 than any of

the previous yearswith Outpatient climbng above 80%for the first time since 2014
However it is important tonote that dai for prisons reflect participation in the NDTRS only
by the addiction counselling services contractedtbg Irish Prison Service and inreach
services provided by the community/voluntary sector. The addiction treatment services
provided by the medical uts in prisongincluding methadone substitution, detoxifications
etc) are notroutinely captured in the NDTRS because these consulehinreach addiction
services and addiction specialist GP services, do not actively participate in the reporting
system.
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4.7 Discussionf findings under each goal

Thissection presents a discussion of the main findings under each of the five goals of RHSR.
It is important toreiterate that it was not possible to secure data falt indicators under each

goal and furthermore the indicators do not cover all the strategic actions included in RHSR. It
was therefore not possible to make a conclusion on progress under each of tisehgoadver

key findings are discusselt.is againimportant to note that RHSR is the latest in a series of
national drugs strategies with ongoing impacts likely reflected in performance indicators.
Furthermore, performance indicators will be impacted by a wide rarfggomplex societal
issues and changes in indicators are not necessarily causally linked to the RHSR strategy

Goal 1 Promote and protect health and wellbeing

The majority of available indicatommderGoal 1 relate to substance use among children and
young adults Most of these indicators armoving in the right directioimn terms ofprogress

or holding steady. Heavy episodic drinking or binge drinking is the exception, with rates
increasing significantly from 2022019 amondl5-16-yearolds Results othe latest wave of

the Drug Prevalence survey were not available at the time of writing and will be an important
measure of progress under the goal of prevention when they becavadable andvill help

to determine if binge drinking imdeedbecoming moe prevalent.

Goal 2: Minimise the harms caused by the use and misuse of substances and promote
rehabilitation and recovery

The percentage otaseswith problematic substance usaccessing treatment iNDTRS
addiction services within a montbf assessmengfor those aged 18 and over) and within a
week of assessmenffor those aged under 18) have remained above 90% since December
2018. According to NDTRS data, some groups experiencing below average timely access rates
for substance misuse include: those id#sg in institutions (residential care/ halfway house)

and those located in CHO 3 (Clare, Limerick, and Nopierary) Access within a montbf
assessmentor cases oflcohol misusers across all services reporting to the NDTRS has been
stable, remaimg above 96% since 2014. According to NDTRS data, some groups experiencing
below average timely access rates for alcohol misuse include: those residing in unstable
accommodation and those located in CHO 6 (south east Dublin, and east Wicklow) and CHO
7 (Kidare/West Wicklow, Dublin West, Dubl8outh City, and Dublin South Wegt)though
participation in the NDTRS could be improved inrgggons listed above, this does not explain

the below average timely accesges. Access rateould be impacted b number of factors,

related to capacitanddemand in the region.

However, these indicators measure timely access d@ubset of those presenting for
treatment after some form of assessmerthe numbers waiting for this assessmemeanot
measured here Furthermore,there is still a gap in knowledge relation to those with
problematic substance use who are not in contact with drug treatment services.
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Understanding the unmet need for services is important in interpreting much ofdbelts
underGoal 2 and as such the conclusions that can be drawrc@mstrained by thisPrevious
research on opiate prevalender example,estimated that there were 18,988 people who
used opiates in Ireland in 20139). An update of this research is ongoing and will be helpful
in understanding unmet need

W{ dzOOS&a&aFdzx SEAGAQ -2005Aord $hase tades witht’comFeheRexit H N M
RFEGFIE GKSNB g¢gla | atA3aKi RSONBIFIAS Ay (GK24aS R
is not the case for all substance types and is likely impacted byigte number of cases

entering treatment in 2018/2019 who have not yet completed treatment. For certain
interventions cases may remain in treatment for longer periods and are not necessarily
finished treatment by the end of the calendar yeRDTRS datalso showsthat median lag to

treatment for those cases recording a successful lex# improved in recent years, dropping

from 20 to 17 years in 2018 and remaining at 17 years in 20idesting that individuals are
presenting for treatment slightly earlighan before. This lag to treatment time may vary
significantly by treatment typéelhis 17year delay however does represent a significant delay

to treatment and an area for further improvement.

Access to OST has been steadily rising in recent ye#insnumbers in receipt of OST rising
from ~9300 in 2014 to close to 10,000 by the end of 2019. Numbers in receipt of OST rose
further in response to Cowiil9, reaching 10,465 by June 202though these increases are
positive, thereareagain limitationsn what can be assessed in relation to frexformanceof

these services without knowing the levelwimet need There wasalsoan upward trend in

the number of unique individuals attending the pharmacy needle exchange programme since
2014, reaching a [k at 2,213 in July 2019. However, a sharp decline in this number is evident
in the first quarter of 2020, likely reflecting the impacts of the first wave of Cb®idThe
number of pharmacies providing this service hEsbeen slowly declining since 2D1

Finally,data from the HSE on timely access to treatment and written care plans could not be
presented due to data quality issues adata from the NDRDI was not availalidlem after

2017 at the time of writing, this data would also be relevant faessing progress under Goal

2.

Goal 3: Address the harms of drug markets and reduce access to drugs for harmful use

In relation to drug markets and access to drugs, there is a downward trend in the number of
recorded offences for cultivation or manufacéuof drugs from 345 in 2014 to 192 in 20109.

The trend for offences for importation of drugs has remained relatively stable over the period
2014 to 2019. However, possession offences (possession for sale and supply and possession
for personal use) have beencreasing sinc2015

There has been an increase in the quantity (kg) of drugs seized in recent years and the number
of seizures reported by Revenue has increased since 2017.

69



Reducingates of drivingvhile under the influence of substances is alsduded underGoal
3 and rates of driving whilever the legal alcohol limit have reduced since 20ih& number
of offences for driving while under the influence of drugs has risen in this, tihmugh
changes in the way drugs are detected may be impachisgtrend.

The limitations of CSO crime statistics detailed above should be borne in mind when
interpreting these findings.

Finally four meetings of the Early Warning and Emerging Trends Subcommittee took place in
2016,threetook place in 2019 and 2020 ande meeting has taken place so far in 2021.

Goal 4: Support participation of individuals, families and communities

Even those who coeinto contact with services may not necessarily go on to take up
treatment dueto numerous individual circumstances and barriers. Measuttieguptake of
treatment in communities most affected by substance misuses one of the indicators
included in RHSHror the purposes of the papand based on available dateommunities
most affected by substance use were definedraambers of thdrish Traveller, LGBTQI, and
homeless communitiesThere is an upward trend in the percentagecakesfrom the Irish
Traveller Communitywhichdo not go on to access treatment, rising from 6% to 10% between
20142019.There is alsoraupward trend incases of peoplevho arehomeless not taking up
treatment over the periodUptake of treatment foicases of individuals who@homosexual
and bisexuahas remained stable over the periol is not clear what might be influencing
this negative trend for members of tHashTravellerCommunityand homeless communities.
Data from theNDRDWas not available at the time of writirgnd would also be relevant for
assessing progress under Goal 4, in relatiom&rtumber of deaths associated with drug use
in marginalised communities

Goal 5: Develop sound and comprehensive evidefozened policies and actions

Data to be analysedrder Goal 5 was limited to NDTRS data on the number of services
providing treatment and completing formshé&re has beem slightexpansion in the number

of services providing treatment over the period1282019. However, the numbers of services
participating in the NDTRS has been steady at approxim#&@ly for the last 6 years
Improved participation of all services, in particular the medical units in the IPS, mental health
addiction services and GP O&duld be beneficial for the NDTRSnally, esults of the latest
wave of the Drug Prevalence survey were not available at the time of writing and will be an
important measure of progress under this goal in relation to conducting and publishing
prevalence sidies on substance use.

In summary

Theperformanceof RHSR has been examined in terms of available data on the performance
indicators outlined in the RHSR documanid indings have been discussed under the five
goals of the strategyHowever, limitations in the availability of data hasonstrainedthe
conclusions that can be drawn on the progress made under eachauin turn the overall
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performanceof RHSRIt is clear that some indicators are moving in the right directifon (
examplerates of alcohol use among 4y year olds are reducinggpme ae moving in the
wrong direction for exampleincreases in nowuiptake of treatmentamong members of the

Irish Taveller and homeless communitieand for some it is difficult to determingof
example,increases in numbers in receipt of certain servicedctbe a positive if demand is
being met but could also indicate increased prevalence of harmful drug use, similarly
increased number of offences for certain crimes related to drugs could indicate successes in
supply reduction or an increase in this typecame).
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5. OverallDiscussiorof Andings

5.1 Discussion

Thissection will discuss the results $ction 3 onExpenditure, andsection 4 o Performance
together.

RHSR constituted a shifitthe policy orientation of drug and alcohol polioyvardsa health

led approach to drug and alcohol misuse anchoveaway from a criminal justice approach
An assessment ofhe extent to which changes in expenditure and performance indicators
reflectedthis shift in focus wouldake into account a number of factors.

Ideally, expenditure could be broken down by tx®portion which was directed towards a
health led response to drug and alcohol misuse (e.g. expenditure on preveatiorthat
whichrelates to a criminal led responge.g. expendituren incarceration)

Further, it would be necessary tareak down expenditurdy that which wasprincipally
demand drive expenditure (e.g. expenditure ddST) and that which resulted frasecisions

at policy leve) through resource allocation within government agenaieshrough changes

at the front linei.e. Gardai directing a drug user to health services rather than undertaking an
arrest

The current expenditure data does not quite allow for thisakdown. While it can reasonably

be inferred thatexpenditure by An Garda Siochéarad the Department of Justice is likely to
encompass expenditure which responds to drug use from a criminal perspective, the data
guality does not allow fotrend analysis ovethe relevant period.

A healthled response to drug misusmight be observed in expenditure increases in HSE
Addiction ServiceHSE Drug and Alcohidsk Force Projegithe Department ofChildren &
Youth Affairsthe Department oSocial Protection (forer FAS arealyish PrisorServiceand

the Department ofEducation & Skills

The labelled expenditure data availaleTable2 indicates that HSE addiction services has
had the largest increase in expenditureabsolute termver the period 2014 to 2019. The
period 20172019, the period covered by the RHSR policgyned an increase in expenditure
Ay | 6az2f dzi S.AddSionMiy, eperdituee prd@paftment ofSocial Protection had

the biggest percentage increase over the peritdhile this does somewhat tie in with a
pattern of expenditure changes which emise a health led response, it is not clear if these
are a result oflecisions at policy or operational levehabelled expenditure on other health
focused areas such as Drug and Alcohol Faske Projectsand Department of Health
remained stable while expenditure on Department of Education & Skills has reduced
somewhat from 2018019 Other areas ohealth policysuch as Slaintecare, Healthy Ireland
and Mental Healthnot included in this paper, would also contain expenditure which was
directed towardsa health led response and as such an overall assessment of the extent to
which public expenditure changes have reflected this shift in focus cannot be made here.
Further to this, a shift in public policy focus on drug misuse to a health fo@ysnot
necesarily give rise to expenditure changes at the aggregate level and as such, an assessment
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of the extent to which this has been achieved in public palicpublic service deliverglso
cannot be made.

The RHSR included performance indicators ungdeals Again, expenditure cannot be neatly
broken down by thapart which principallyserved each goalnderGoal 1which is focused
on promotion of welbeing and prevention of drug misuse in later lifthere were
improvements inavailableindicatorsexcept for binge drinking among 1% years Amongst
the expenditure dataDepartment ofHealth(which is largely spent on prevention measyres
Department ofEducation & Skillsnd Bepartment ofChildren & Youth Affairgre mostly likely
to target thisgoal, however, expenditure in these areas hasmained stableand in the case
of the Department of Education and Skills has reduced somewkabngst all thegoals
included in RHSRhis one is most likely to be driven hwider socioeconomic inflence
beyond government programmes and as such an attempt to link aggregate expenditure with
this goal is particularly fraught.

Performance Indicators under Goal 2, which focuses on treatment and rehabilitation, are
most closely related t@xpenditure forHSE Addiction Servicesd HSE Drugs and Alcohol

Task Force ProjectBnprovements observed undégoal 2 include increased access to OST,

YR NBRdzOSR 3 G2 0GNBI GYSy {théfparokhtdgk & daSes ¢ A K
accessing treatment with a month of assessment for substance misuse (or within a week of
assessment for those aged under 18) have remained above 90% since December 2018.
Similarly, 6ér cases of alcohol misuse access within a month of assessment has remained
above 96% since 2014y (G KS 2GKSNJ KI'yRZ GGNBIFGYSYyd SEAGA
reduced somewhat since 201%he number of individuals attending pharmacy needle
exchange programmes reduced in the first half of 2020 and the number of pharmacies
participating in theneedle exchange programme have reduced since 28%7was noted
previously, expenditure on HSE Addiction Services increased significantly although it is
challenging to identify how this is tied into improvements in specific performance indicators
without more granular detail at programme levdlhe unlabelled expenditure estimates on
drugrelatedhospitalisatior2 ¥ € H H coMdAafsd bk @atégorised under this goal although

it might reasonably be framed as expenditure on treatment of drug related harm which arises
because ofailures in efforts to treat and rehabidite drug users.

Goal 3which focusson supply reductia, is mainly delivered through funding through AGS,
Revenue Customs Serviemd theDepartment ofJusticeImprovementbserved under this
goal include increases in theimber and quantity of drug seizures reported by Rever@sO
crime statistics woulduggesthat the number of offences focultivation or manufacture of
drugsand diving/in charge of a vehicle while over legal alcohol liaxg reducing while
offences for pssession of drugs for personal upessession of drugs for sale or suplgg
driving/in charge of a vehiclehile under the influence of drugare increasing, though this
RFEGF KFa 0SSy RSS Wbtk Coday th GatdgudlByasSubds Was hokeg” Q
above, labelled expenditure estimates fromAGS, Revenue Customs Smgyiand the
Department of Justicare of insufficient quality to allow fanalysis, and further to this point
the fact that the CSChas placeddata from AGSPdzy’ R S NJ  NJindit$ duiZdapadit tg’ Q
understandhow these relate Unlabelled expenditure af n n  Ydniin€afc&afion due to
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controlled drug offences and drug related crimsalirected towards Goal 3 to the extent that
prison reduces incentives to commit crimes and recidivism.

Goal 4 which focuses on supporting participatiand Goal 5 which focuses on developing
evidence informed policies and actiondp not clearly link to the expenditure analysis
included here and so no commentary will be made.

In order to conduct a more conclive assessment of expenditure and performance in the
area of drug and alcohol misuse a numbedafa availability and quality issues would need
to be addressed.

Learninggor midterm reviewof RHSR

Section 3.1 of this paper analysed data labelled exgnditure across government
departments and agencies, however this was significantly constrained by the quality of the
underlying data and reporting gapd/hat this process highlights is the need to unpack the
expenditure data in a more systematic way tdlyfwnderstand its limitationsChallenges in
estimating public expenditure on drug and alcohol programmes are not unique to Ireland,
and for this reasorthe European Monitoring Centre for Drugs and DAdgiction provide
guidance for countries on how estates of labelled expenditure can be improved to enable
better cost effectiveness analysis of public expenditure. As per EMCDDA guidance, better
evaluation of public expenditure could be achieved in the latter half of the RHSR policy by a
review of the quéity and consistency of the data collection alongside a stakeholder mapping
exercise of relevant data holders to ensure comprehensiveness of the data.

An assessment of the status and availability of each of2B@erformance indicators was
produced and povided to the Drugs Policy Unit to guide their refinement for the -teiin
review, a summary of this assessment is included in AppendBofne instances where the
performance indicators were not clearly defined have been highlighted, instances where data
was not available have been identified and limitations of the available data have been clearly
outlined in the paper (e.g. CSihd HSEdata issues). This paper has also highlighted the
importance of understanding the demand and unmet need for treatment services in order to
assess how well the strategy is achieving its objectives.

5.2 Continued Relevance
5.2.1 Impacts of Cowtb

The Covidl9 pandemic and its impacts will have important implications for the continued
relevance of RHSR up to the end of the strategy in 2025. The pandemic, associated restrictions
and public health measurdsmve had and continue to hawgnificant im@acts on drug usage
patterns, drug markets, drug and alcohol service provision and, demand for seificge$as
beenexplored elsewherdy IGEE#0) and findings are summarisdakelow. Although the
impacts of Covid9 are not yet evident imost ofthe available data reported in thpaper,

the below findings provide some information éne impacts of the pandemic in the area.
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These findings largely relate tihe shortterm impacts of the pandemic, the lofigrm
impacts are yet to emergand will be important to document for this arahy future national
drugs strategy

Drug Patterns and Drug Markets

The findings of the EMCDDA Mini Web surfas/reported elsewheré0)) have indicated a
number of changes to drug usage patterns as a result of €®viastrictions. Overall, it
appears the use of illicit drugs reduced during restrictions, with 60% of survey respondents
having not used or reduced their use of illicit drsysce restrictions began. The use of drug
types typically used in social settings have particularly reduced, with the largest reductions
seen in cocaine/crackocaine and ecstasy/MDMA usage. Drug taking behaviour during the
pandemic varies by drug type apte-pandemic frequency of use, with the majority who used
cannabis, heroinand other opioids once a week or more often before the pandemic
continuing to display frequent use during restrictions. A considerable number of respondents
(38%) have increaseteir use of cannabis, with this increased demand contributing to supply
issues in the market, which have been exacerbated by stockpiling behaviours. Despite
international travel restrictions, there does not appear to have been a major disruption to
drug trafficking, with the EU goods trade continuing throughout restrictions. Disruptions in
the supply chain have been largely at the distribution level, due to social distancing, travel
restrictions or other measures in place. The majority of both people whalusgs, and drug

and alcohol services have reported difficulty accessing drugs. There have also been reports of
price increases and reduction in the quality of drugs obtained. The use of drug drops,
purchasing via the internet and impersonation of foodlidery personnel have all been
documented in order to combat these challenges.

Despite the overall reduction in use reported among the general population who use drugs,
there does appear to be a cohort for which the pandemic has significantly worsengd d
taking behaviour and overall health and wellbeing. Drug and alcohol services have reported
increased levels of alcohol consumption, drug consumption, relapsing and netakiisg
behaviours among their clients, as well as very negative impacts oncphysid mental
health. The homeless community is considered the worst impacted population group who use
drugs, in terms of the effects of the pandemic on health and wellbgioy

Impacts on Service provision

According toa surveyof drug and alcohol servicgg0), the majority have been highly or
extremely impacted by the pandemic. 8ees have adapted to public health guidelines and
social distancing measures, meaning for most services, a reduction in capacity. The largest
reductions in service provision according to the survey, were in relation to the availability of
services and facto face contact with clients. Many services are also reporting increased
numbers attending (46%), and new clients presenting (63%). To manage the increased
demand and the challenges of public health guidance, services have adopted new methods.
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As discussd in section 2.3, a number of legislative, administrative and service delivery
changes occurred since the pandemic in order to reduce the potential harms associated with
the pandemic for people who use drugs, for example by increasing access to OST and
prescription medications to stabilise drug use. According to surveyed services, the majority
(83%) have reported developing new ways of delivering services. Methods employed include
telephone and online consultations/sessiongideoconferencing, the use ofepsonal
protective equipment and physical distancing.

There have also been impacts in terms of staff, work planning, operating costs, and reporting
to funders, all of which will impact on the capacity of services to respond to the increased
demands associated with the pandemi.total of 73%of servicedelt that new drug and
alcohol services or initiatives will be needed in light of the continuing impact of @8yid
particularly, alcohol services, dual mental health and substance misngees and outreach

and afterhours services.

The shoriterm impacts of Covid 9 will need to be considered in the midterm review of RHSR,

as well as any emerging longerm impacts. The continued monitoring of the impacts of the
pandemic on drug andi@hol usage and service provision will be important to ensure RHSR

can respond to these challenges. This is particularly relevant in the context of the fifth goal of

wl {wZ FTYR (4KS 202SO0GAGS (2 W{dzZJR2NI KAIK Ijc
ensure evidencd Y F2NX¥SR LRt AOASAE YR LINY OGAOS®Q ! &
swiftly to rapidly changing conditions using reliable information will be an essential attribute

Ay (GKS &a0GNIGS3IAO0 NBalLRyaS G2 adzonaidlyOS YAadz

5.2.2Resource allocation

While derivation of precise estimates of direct and indirect costs are challenging, the overall
economic burden of drug and alcohol misuse is considerable. Previous estimates of the
societal cost of problem alcohol use have prodece Sa G A Yl §1Sa 2F endn | yR
FyydzZ € KSFEfGKOINS 02adGa f2yS KIFE@gAy3d 6SSy Sa
fr0Stft SR SELSYRAGIINBE | ONRaa [ttt D2OSNYYSyid F
this, this paper contributesraestimate of unlabelled expenditure and lost productivity due
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million.

There is inherent uncertainty in attributing some of these costs to drug and alcabaoke)

and in understanding the magnitude and timing of any expected savings as a result of
improved services, which are of central importance to any future-effscctiveness analysis
designed to guide poliesnaking about the efficient use of resourcedta¢ aggregate level.
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5.3 Conclusions

Having an estimate of the total economic burden that problem drug and alcohol use places
on society, both in terms of the labelled expenditure on initiatives to ameliorate this problem,
as well as the costs of dealing with the consequences of it, istast@s in generating the
economic evidence base with which to evaluate public policy on substance misuse.

This paperassessed changes in labelled expenditbedore and after the introduction of
RHSR and for the first time, developed an estimate of unlabelled expenditure on drug misuse.
There remain significant challenges with evaluating drug expenditure in Ireland due to data
availability and qualityfEMCCDAuidance on drug expenditure evaluatiomhich synthesises

the approaches and best practice employed in other countsaggests Ireland is not alone

in thesechallengeshoweverthis paperdoes advance our understanding of these issues.

This papenlsoassessed thperformanceof the Reducing Harm Supporting Reco\arategy

by undertaking trend analysis dhe performance indicators listed in the 2017 document. A
significant number of these indicators were not availal#@me of thesedata gapswill
improve over time. Certain indicators for the period in question were not reported at the time
of writing but will be at a later dateln reviewing future health policies of this natyre
consideration may need to be given to the balance required betweeluatragpolicies soon
after their introduction to allow for an assessment of their performance, with the reality that
reporting of data on key performance indicators can sometime lag4¥6 months. Other
gaps were due tahallenges fitting data to perfarance indicatorsan absence of data or
issues of data qualitymprovements in data availability and quality will support the ongoing
monitoring of RHSR out to 2025 and any future evaluations in this area.
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Appendix 1

Indicators related to Goal 1

Named Source

Sourcing for paper

Presented in paper

Reduction in the use of illegal drugs in the last year

Drug Prevalence Survey (DP

Not available at time of writirtg

Reduction in the alcohol consumption rate

DPS

Not available at time of writirtg

Increase in knowledge with respect to the harms of alcohol, cannabis and other

DPS, other sources

Not available at time of writirtg

Delaying the age of first use of illicit drugs ESPAD survey V (in relation to cannabis use only V

Delaying the age of first drink DPS, ESPAD survey Not publicly available, likel
available on request from ESPAD

Reduction in binge drinking among young people ESPAD, DPS and HBSC Sur| V Sourced from HBSC and ESPA V

Stabilisation in recent and reduction in current prevalence of illicit drugs-24l\fear
old population

DPS

Not available at time of writirtg

Prevalence of children living with parental substance misuse

Growing up in Ireland Surve
NACDA research onhildren
living with parental substanc
misuse

GUI data isensitive data, officer of
Statistics status required. NACDA
research from 2011.

Identify the number of children who come to the attention of child protection serv
as a result of parental substance misuse

Children in Care dataset, HS

HSE do not collect this dat®ata
not available fronTusla.

Indicators related to Goal 2

Named Source

Sourcing for paper

Presented in paper

% of problem drug users accessing treatment within 1 month of assessment HSE Figures V Sourced from HSE and NDTRS V Presented for
NDTRS data only du
to HSE data qualit
issues

% of problem drug users ad under 18 accessing treatment within 1 week| HSE Figures V Sourced from HSE and NDTRS V Presented for

assessment NDTRS data only du
to HSE data quality
issues

Mental Health Clinical Programme on Dual Diagnosis and Joint Protocols be| HSE figures Data not available from HSE

Mental Health services and Drug and Alcohol services in place

% of successful exits from treatment in a given year NDTRS V  Successful exits defined in| V

consultation with NDTRS
% of problem substance users who have an agreed care plan HSE figures V Data not presented

due HSE data qualit
issue

82



Number of people who received NDRF training HSE figures Not available at time ofvriting
Reduction in the number of drugplated poisonings by 2020, as compared with 20 NDRDI Not available at time of writing
based on latest data available in the reference period

Reduction in the number of deaths where opiates are implicated NDRDI Not awailable at time of writing

Indicators related to Goal 3

Named Source

Sourcing for paper

Presented in paper

Participation of relevant sectors and experts in the Early Warning and Eme
Trends SulCommittee

Department of Health

\%

Vv

Timely and coherent response to adverse incidents

HSE figures

HSE do not hold this data

The volume of drugs seized that are considered to be intended for the Irish mali

I D{ kwS@SydzSQa

V' Quantity(kg)and na of seizures
by Revenue. No. of seizures by A

Vv

Number of prosecutions for importation, manufacture and distribution of illicit dr

Recorded Crime Offences

V Data sourced from CSO f
Importation offences, cultivation
manufacture offences, possessiq
of drugs for sale or supply an
possession for psonal use.

V with note CSQO
Recorded Crime
adlrGraianoe
NB & SN G A7

The number of supply detection cases

Recorded Crime Offences

V as above

V as above

Indicators related to Goal 4

Named Source

Sourcing for paper

Presented in paper

Uptake of treatment in communities most affected by substance misuse NDTRS V  Communities defined inV
consultationwith NDTRS and polig
unit and based on available data

Changes in problem substance use in communities affected by deprivation NDTRS NDTRS refers to DPS asmore
appropriate source

The number of deaths associated with drug use in marginalised communities | NDRDI Not available at time of writing

Indicators related to Goal 5 Named Source Sourcing for paper Presented in paper

General population survey completed and results published DPS Not available at time of writirtg

Opiate prevalence study completed and results published Department of Health Not available at time of writing

Increase in the number of publicly funded drug and alcohol services compl NDTRS V V

NDTRS forms

Annual Prioritised research programmeregd n/a n/a

*Results of the Drug Prevalence Survey have since been publigited HREnd are availablat: https://www.drugsandalcohol.ie/34287/
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