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overseeing the effectiveness of the drug treatment system in the UK, decided that individuals 

not retained in treatment for at least three months were unlikely to experience long-term 

benefits [11]. Accordingly, the NTA introduced a retention target in treatment plans for the 

first time in 2004/05, with 75% of individuals expected to be retained for 12 weeks or more 

during each annual reporting cycle [12].  Treatment provision, overseen by drug partnerships 

called Drug (and Alcohol) Action Teams (D[A]ATs), were clearly expected to change their 

practices in order to achieve this retention target but were obviously not expected to distort 

their treatment data accordingly. This risk was monitored by the NTA to expose any services 

and systems that manipulated their delivery in order to appear to achieve this performance 

indicator, in the absence of any real improvement [11]. 

 

To date, there has been little independent assessment of the impact of this government target 

on the number of drug users actually retained in treatment for 12 weeks. Furthermore, most of 

the existing evidence regarding factors associated with longer treatment episodes is derived 

within the USA, with less information available about factors that influence treatment 

retention in other countries. Factors associated with retention in the UK, where the majority of 

treatment is delivered via the National Health Service and charitable/voluntary organisations 

may be very different from those influencing treatment retention in the USA where patients 

pay for treatment and are discharged for non-payment [13]. In the UK, the factors that 

influence treatment retention and attrition remain poorly understood.  

 

The North West of England (mid-year population of 6,846,249 in 2005) is a region containing 

both urban and rural and both deprived and affluent areas. It is also a region with a relatively 

high prevalence of problematic drug use. While the exact number of drug users living in the 

region remains unknown due to the covert nature of the behaviour, estimates suggest that the 

level of problematic drug use is as high as 52 per 1,000 of male population aged 15 to 44 

years in some metropolitan centres [14]. Between 1st April 2005 and 31st March 2006, 35503 

North West residents were in contact with structured drug treatment services and these 

individuals accounted for almost 20% of the total number of people in contact with treatment 

services in England [15]. The North West region was therefore chosen as the setting for this 

study because it represents an area with a high prevalence of problematic drug use and 

treatment activity. The study set out to quantify the proportion of individuals retained in 

treatment in the North West of England for 12 weeks or more and to investigate the factors 
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Asian drug users and the reasons why they are more likely to drop out than their white 

counterparts, once contact has been initiated. 

 

With respect to other individual characteristics, studies in the USA have reported longer 

durations of treatment for older drug users [8, 10, 25] and for male drug users [10]. Evidence 

from a UK-based retrospective cohort study showed no difference between men and women 

in rates of drop out compared to drug free discharge but that younger drug users (aged 10 to 

19 years) were more likely to drop out than their older counterparts [18]. Here, bivariate 

analysis showed that the odds of drop out exhibited a significant inverse linear relationship 

with age. However, the multivariate analysis showed that age was not significantly associated 

with drop out once adjusted for deprivation and that a significant interaction between 

deprivation and age existed. The effect of deprivation was not included in the retrospective 

cohort study just detailed so no assessment of the relationship between age and deprivation is 

available.  

 

A wealth of data exists which shows the relationship between socio-economic status and 

health. In the North West of England, standardised mortality rates by deprivation show that 

the all-age rate for those in the most deprived quintile of population is one and three quarter 

times the rate for the most affluent quintile of the population [26]. However, results presented 

here show a complex relationship between deprivation and age and their effects upon drug 

treatment outcomes (Figure 1). For those aged between 18 and 24 years, people living in least 

deprived areas were almost twice as likely to drop out of treatment than those living in the 

most deprived areas. A similar effect, of smaller magnitude, was observed for those aged 25 

to 34 years. For those in the oldest age group, (55 to 74 years) the converse was true and those 

living in the most deprived areas were less likely to drop out than those living in the least 

deprived areas. A similar, though smaller, effect was observed for those aged 45 to 55 years.  

 

Encouraging treatment participation among younger drug users is a well-recognised problem 

[14]. Younger drug users are less likely to view their drug use as problematic or view 

themselves as dependent upon drugs [27] and young drug users living in affluent areas may 

be somewhat protected from the negative consequences of drug use from their affluent 

families. It is not clear why older drug users living in the most deprived environmental 

conditions were the least likely to drop out and this finding warrants further consideration. It 

should be noted however, that an ecological, rather than individual, measure of deprivation 
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[30]. That alcohol use is considered as part of the overall drug profile of people contacting 

drug treatment is therefore encouraging, particularly in light of the role of alcohol in drug-

related deaths [31, 32] and its exacerbation of chronic hepatitis C, currently the most 

significant infection affecting drug users who inject in the UK [33]. It is possible, however, 

that this finding is a feature of reporting. The NDTMS records up to three drugs for each 

person, with those identified as most problematic (used most frequently, associated with 

greatest health and criminal consequences) reported preferentially. Alcohol is generally 

perceived to be less problematic than illicit drugs and individuals whose drug profile does not 

include alcohol may represent drug users who use a larger range of illicit drugs – those with 

the most severe drug problems. Alcohol use may therefore act as a proxy measure of less 

severe drug problems. A recent investigation into the characteristics of drug users in contact 

with structured drug treatment reported that those whose drug profiles included alcohol as a 

supplementary drug were younger, were less likely to use heroin and were more likely to be 

referred into treatment via the criminal justice system [34].  

 

Previous research in the North West of England showed that those referred from the criminal 

justice system were significantly more likely to drop out and less likely to complete treatment 

drug free than those referred from non-criminal justice sources [18]. Here the route of referral 

was not significantly associated with treatment drop out in the bivariate analysis. Most 

community sentences last longer than 12 weeks; the now defunct Drug Treatment and Testing 

Orders for example (orders that required the offender to attend regularly both court and 

treatment and provide a urine sample for drug testing) became available nationally in October 

2000 and could last between six months and three years [35]. It is therefore conceivable that 

those referred from the criminal justice system were retained in treatment for 12 weeks due to 

fear of breaking their order but had poorer long-term outcomes because they lacked the 

intrinsic motivation for behaviour change. However, the identification of poorer outcomes for 

criminal justice referrals [18] relates to outcomes recorded between 1998 and 2001/02, while 

the present study was undertaken after the introduction of retention targets. If drug use is 

considered a chronic condition defined by relapse and re-presentation [18, 36], the present 

finding that a high proportion of both criminal justice and non-criminal justice referrals 

adhere to treatment for at least 12 weeks reflects positively on current policy and practice.  

 

While this study investigated the effects of a variety of variables, the goodness of fit test 

suggests that other important covariates were missing from the model. This finding hints at 



 14

the complexity of factors associated with treatment outcomes and confirms suggestions that 

drop out and retention is an index that capture the impact of many interrelated individual and 

process measures [7]. In particular, it was not possible to evaluate the effect of treatment 

modality on treatment retention because an individual’s entire treatment episode could be 

comprised of treatment within different modalities, yet treatment modality is likely to have 

considerable bearing on treatment outcomes. An examination of the covariate patterns of the 

goodness of fit test showed discrepancies between the observed and expected values for 

deprivation and further work looking at the interaction between deprivation and other 

explanatory variables is needed. However, the reliability of the findings presented here is 

enhanced by treatment outcome data being unavailable for only 272 (1.6%) individuals. 

Large-scale prospective cohort studies of drug treatment outcomes are costly and time 

consuming and the robustness of findings are often questionable due to follow-up losses 

occurring differentially across comparison groups. The use of well-established monitoring 

systems provides a cost-effective means by which treatment outcomes can be assessed [18] 

and while case control studies are also prone to selection bias (with controls not adequately 

reflecting the exposure history of cases), here controls would have been cases if they had 

dropped out of treatment before 12 weeks. Recall bias, an accepted weakness of case control 

studies, did not affect results of this study because data were collected prospectively; 

exposure data recorded before treatment outcomes were ascertained.  

 

Problems associated with the use of routine data (for example, inconsistencies in the manner 

in which information is recorded) are somewhat mitigated in this study by using nationally 

agreed definitions and reporting protocols, standardised coding framework and data validation 

checks [12]. Furthermore, the large sample size reduces the impact of slight non-systematic 

variations, increases the study power and reduces the likelihood of a Type II error. However, 

the study relies totally on self-reported data and the accuracy of such reports cannot be 

ascertained. The standardisation of the drug treatment and data reporting across England mean 

that the results from the North West of England can be generalised to other areas although 

results also show that the effect of factors specific to each region would require further 

consideration.   
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