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Guidance for Use 
The Wales Integrated In-depth Substance Misuse Assessment Tool (WIISMAT) has been developed whilst considering service user (adult only) and professional needs within the in-depth assessment process.  This is in addition to its relationship to the principles of independence, standardisation, person-centred and outcome centred approaches as specified within the guidance for Local Authorities and Health Services ‘Creating A Unified and Fair System For Assessing and Managing Care’ (Welsh Assembly Government, 2002) and ‘The Care Programme Approach for Mental Health Users’ (Welsh Assembly Government, 2003).  

Throughout the tool and this guidance the term substance misuse when used refers to all substances of misuse including solvents and alcohol etc.

It is assumed within these guidelines that the person completing the in-depth assessment is suitably qualified, competent and experienced to undertake this role.  The following guidance notes have been developed to steer the professional through the purpose of each core section and annex (as appropriate) and to provide clarity for use.  Each core section and or annex should be completed by the most appropriate trained and educated professional staff.  The way in which the questions are phrased within the assessment tool is recommended but may be modified as necessary in accordance with professional judgement and context.  
WIISMAT has been primarily designed as an in-depth assessment tool and therefore is the first stage in the specialists’ systematic approach towards providing care.  If WIISMAT is used in its entirety it will provide a detailed and in-depth assessment of the service user in relation to their substance misuse.  The professional assessor should subsequently use existing care planning and care management documentation.

The WIISMAT has been linked to the Unified Assessment Process (see Appendix 1).  This Process is not linear and has five sections within it.  

	Enquiry
	Contact
	Overview
	In-depth
	Comprehensive


There are three kinds of enquiry those for information, straightforward service requests and those leading to a contact assessment.  The Contact assessment contains Basic Personal Information, the Seven Key Issues, User and Carer perspectives and 2 further domains.  The Overview assessment comprises of twelve domains in total and their relevant sub domains.  Should an assessor explore a single domain, then all the sub domains within it should be explored in their entirety.  

The in-depth assessment is undertaken by a professional assessor and guided by that professional group’s models of practice, experience and context of assessment.  

Within a mental health context the Care Programme Approach is prescribed.  However this is perceived within practice in relation to the Unified Assessment Process , the WIISMAT will form the in-depth assessment for substance misuse.

Within the Contact assessment phase of the Unified Assessment Process (see Appendix 1), the CAGE assessment tool is recommended (see Appendix 2).  This has been modified slightly to reveal an early indication of potential issues in relation to both drugs and alcohol.  

Within the Overview assessment phase of the Unified Assessment Process (see Appendix 1), the use of DAST-10 (Appendix 3) is recommended for assessment of drug misuse and AUDIT for assessment of alcohol misuse (see Appendix 4).
In order to complete all information requirements within the Unified Assessment, the practitioner/ service should utilise the Unified Assessment and Care Management documentation already developed within their locality to support this in-depth assessment. To do this the practitioner/ service must contact their Unified Assessment Process Project Manager.

The WIISMAT is designed in two parts, PART ONE contains seven Core Sections and PART TWO contains five Annexes.  Firstly, you should aim to complete PART ONE (Core Sections) in the first session with the client.  

Secondly, you should also aim to provide an indication of which Annexes need completion (if any) within subsequent session(s).  

It may be possible to complete the core and relevant annexes within one session depending on the complexity of your client.

Preface
The Preface serves as an introductory section at the beginning of the WIISMAT in addition to an index.  The Preface in relation to PART ONE is self explanatory.  PART TWO also provides initial guidance especially in relation to the use of the Annexes.  A series of questions are posed for the professional completing the assessment.  These will ultimately produce an indication as to whether the Annexes need to be completed.  If needed the priority order of completion of the Annexes is to be decided by the professional in partnership with the client and noted in the boxes provided.  

It may be necessary in the opinion of the professional completing the assessment that some or all of the Annexes need to be completed and acted upon as a matter of urgency.  This decision is the responsibility of the professional assessor and should be clearly documented in the comments section provided within the Preface.  The professional assessor is required to sign and date the preface.

PART ONE

CORE SECTION 1: Basic Personal Details

The Service User’s Basic Personal Information (BPI) is linked to the core minimum dataset within the Unified Assessment Process (UAP).  This section relates to the Enquiry assessment of the Unified Assessment Process.  The first question asked within this Core Section will identify whether the client is known to the service.  This affords an opportunity to retrieve previous assessments and potentially minimising duplication of this section.

The following codes are listed within the dataset and are only to be repeated within this document if there has been a change in the service provider e.g.  from generic social worker to Community Drug and Alcohol Team (CDAT) or in accordance with local policy.  
NHS NUMBER 

E1 code is the unique identifier allocated to a person by the NHS.
ORGANISATION CODE (CODE OF PROVIDER)

E2 code used within the minimum data set.

This is the organisation code of the organisation acting as a health care provider.
LOCAL PATIENT IDENTIFIER   

E3 code used within the minimum dataset

This is a number used to identify a PATIENT uniquely within a HEALTH CARE PROVIDER.  It may be different from the Patient’s case notes number and may be assigned automatically by the computer system.  This is PERSON IDENTIFIER TYPE.  Classification ‘Local Patient Identifier (‘PAS’ Number)’ for a PERSON IDENTIFIER.

LOCAL AUTHORITY CODE 

E4 The identifier of a Local Authority within the UK.
CASE NUMBER 

E5 Unique number assigned to a person when they are formally recognised as a social service user and have a case open for them.

E72 PERSON NAME (CARE MANAGER OR CO-ORDINATOR)

This is the PERSON NAME where PERSON NAME TYPE classification is 'Preferred Name' of the Care Manager or Co-ordinator.  NAME FORMAT CODE indicates whether it is a PERSON NAME STRUCTURED or PERSON NAME UNSTRUCTURED.  Identifies the contact details for the person’s care manager or care co-ordinator.

Core Section One asks for information on domicile children or vulnerable adults, in addition to children or vulnerable adult(s) with whom the client has significant contact.  The professional assessor must consider the need to refer to social services for a holistic assessment of a child/children’s and /or vulnerable adult(s) needs.  Please also link to the risk assessment in CORE SECTION 6: Sample Evidence Based Risk Assessment.

Domestic Violence

Consideration has been given to the direct modified questions from Antenatal Routine Enquiry DA1 & The Partner Violence Scale. In this Section the three recommended indirect questions have been included. Also see Section 7 where the four recommended direct questions have been included from the above scale.

Confidentiality and Consent Form

Confidentiality and consent to collect and share information should be sought in accordance with the local Information Sharing Protocol (ISP) and the local Unified Assessment Process documentation and policy document.

CORE SECTION 2: Current Substance Misuse

The professional assessor should explore the current patterns of substance misuse, including length of time they have had the problem and the impact it’s having on their life.  

In relation to Unified Assessment Process this section should draw on the information gained within D4.4 (Disease Prevention.  drinking and smoking history) and D8.3 (Mental health.  substance misuse) domains and sub-domains.

Alcohol

This is self explanatory and the professional assessor should use the current advice and guidance available (DoH, 2007) when describing the clients units of alcohol consumed in the last 7 days.  In particular the professional assessor should discuss with the client to what extent they believe their alcohol intake is harmful and make a judgment on this from their professional perspective.
Recent History of Substance Misuse 

This requires a detailed inventory of the type, amount, route of administration and the length of episode of each substance of misuse.  The financial cost of maintaining current use is also explored.  The professional assessor may want to consider using the ‘Maudsley Addiction Profile’ (MAP) or other appropriate tool(s): in addition to the WIISMAT.  Again, the professional assessor should discuss with the client to what extent they believe their alcohol intake is harmful and make a judgment on this from their professional perspective.

CORE SECTION 3: Currently Prescribed Medication

It is important that the assessor records all prescribed medication as well as complementary and over the counter medication.  This information will greatly assist a consulting pharmacist or ‘prescriber’ if you have any concerns regarding recently or currently prescribed medication.

The information in this section should initially be drawn from any data gathered within D3.3 (Clinical background, medication use and ability to self medicate) from within the Overview assessment within the Unified Assessment Process.  
CORE SECTION 4: Injecting History (N.B this is not an examination)

The professional assessor needs to take a detailed injecting history from the client including marking on the diagram sites.  This does not require a physical examination.  It is appreciated that non- health professionals may not be comfortable with asking questions about where on the body the service user is injecting.  We suggest therefore that the professional assessor refer to their local protocols for guidance on how to proceed here.  

This section further explores risk behaviour in association to sharing of equipment and the possibility of the client having acquired a blood/ fluid borne virus as a result of this behaviour.  Specific guidance is given within this CORE SECTION, however please note that the nature of some of these questions can be perceived as intrusive and the professional assessor should be sensitive to this.  If the client has not been tested for blood/fluid borne viruses and a test is requested or being considered extreme caution and sensitivity should be observed and counselling offered or sought as per local guidelines and policies.
With regard to the Unified Assessment Process, the professional assessor should consider the information which may have already been gathered within D4.3 (Disease prevention.  History of screening); D5.4 (Personal care and wellbeing.  Skin care); D10.2 (Safety.  Personal safety); 10.3(Safety.  Public safety/hazards) of the Overview assessment.
CORE SECTION 5: Physical & Psychological Health -Interim Assessment

N.B This CORE SECTION contains a number of very sensitive questions, in particular questions 5.11 and 5.12.  Indeed all questions in this section must be approached in a sensitive manner.  If you doubt your competency in asking these questions or you feel its too early in your therapeutic relationship with the client, please take advice from your supervisor and/or refer to local polices and guidance.  
This CORE SECTION serves as an interim assessment only.  If a more detailed physical and psychological assessment is indicated following this assessment then the professional assessor is advised either to complete or make arrangements for the completion of Annexes B & C in addition.  The professional assessor needs to take an interim history of both the service user’s past and current psychological and physical health status including recording any disease or illness acquired through misusing drugs and alcohol.  

Question 5.9 Is an opportunity to explore pregnancy status with the client and establish collaborative relationships with maternity and peri-natal services.

Question 5.11Please ask this question sensitively and link any summary conclusions to the risk assessment at section 6.

Question 5.12 The professional assessor is prompted to consider whether to ask a question around issues of abuse which the client may have experienced.  Many clients may never feel comfortable enough in any relationship whether therapeutic/ professional, personal or otherwise to disclose the type of information asked here.  The professional assessor must think very carefully about approaching this area with the client at all.  The question is phrased as sensitively as possible but the wording and how/when the question is asked will need to be judged by the professional assessor.  It may be likely that this will not be an appropriate area to explore in the first or subsequent meeting(s).  
The professional assessor must consider the impact that such knowledge and discussion with the client in this context will have on them as practitioners.  Consequently, they must have access to appropriate supervision.  

Consideration should be given to any scales previously used within these domains to ‘signpost’ a service user’s problem or need relating to substance misuse.  In addition to this, any other medical, psychiatric problems or needs the client may have, should also be recorded and explored.  
With regard to the Unified Assessment, consideration should be given to the information drawn from E29 (Mental Health Status) and domains such as  D3 (Clinical background); D4 (Disease prevention);D5 (Personal care and physical wellbeing);D8 (Mental health)within the Overview assessment.

CORE SECTION 6: Sample Evidence Based Risk Assessment 

A risk assessment is compulsory for all service users.  However, we recognise that there are a number of existing risk assessment tools in use within organisations which the professional assessor may required to complete.  This risk assessment tool represents the minimum amount of information required by the Welsh Assembly Government and in the context of substance misuse services.  Should you be required to use an alternative tool then please ensure that it includes the minimum amount of information as represented in CORE SECTION 6.  

A risk management plan is an expected consequence of this or any risk assessment tool.  

In particular please note that section 6.7 refers to risk of harm to children and vulnerable adults.  Professional assessors should be alerted to any evidence that a child or vulnerable adult’s health or development is currently or likely to be impaired.  The professional assessor must also be alert to identifying any current or potential risk of children or vulnerable adult(s) suffering significant harm.  See also CORE SECTION 1.
If there is evidence of a risk of significant harm to any child or vulnerable adult a referral must be made to social services without delay in accordance with local child protection procedures and /or Protection of Vulnerable Adult Procedures (POVA).  Professional assessors should be familiar with and act in accordance with the Guidance in Safeguarding Children Working Together under the Children Act 2004, particularly the section on substance misuse, and also the core standards set out in the National Service Framework for Children, Young Children and Maternity Services, particularly standard 5 Safeguarding and Promoting the Welfare of Children and Young People.  

Guidance on how to complete and score the risk assessment tool is contained within the document.  This risk assessment tool has been validated for use within England and has been adapted by the authors of WIISMAT without compromising its reliability and validity.  In this risk assessment tool if the answer is yes this indicates a positive score.

NB Shaded areas indicate objective statements and you may need to verify information from other sources if possible.

Questions in BOLD and underlined emphasise the risk factors towards children and/or vulnerable adults.

Statements in ITALICS and underlined indicate factors the professional assessor observes.

With regard to the Unified Assessment, consideration should be given to information already obtained within E (Enquiry) and D10 (Safety).
Domestic Violence

*NB. Questions in bold with an Asterix* 

These questions/enquiries indicate high potential risk to children or vulnerable adult(s). Due to the nature of the questions/ enquiries, it is considered imperative to respond by urgently discussing them in a multi-agency context and/or taking immediate action, based on professional judgment. Throughout the risk assessment a numerical value to most questions has been offered, however in these questions/enquiries (6.2.1a; 6.2.6a; 6.2.7a; 6.2.10a; 6.2.11a) a response in the affirmative must be regarded as a serious and immediate threat to the welfare of those involved and is reasonably off any scale that could be alluded to. 

CORE SECTION 7: Forensic History 

Please record here details of all offences in a chronological order with the most recent listed first and outcomes of the criminal justice system.  It is important to specifically note those that have been a direct result of the person’s drug and alcohol problem.  Please consider information gained in CORE SECTION 6 (Sample Evidence Based Risk Assessment) and Annex E (Family History).

Consideration has been given to the direct modified questions from Antenatal Routine Enquiry DA1 & The Partner Violence Scale. In Section 1 the three recommended indirect questions have been included. However, Section 7 deals in a more direct way with domestic violence by incorporating the four recommended direct questions from the above scale.

With regard to the Unified Assessment, consideration should be given to information already gained in E30 (Legal status), D9 (Current Risk) and D10 (Safety), D11 (Family History, impact of domestic abuse on child’s health and development).  Please record if the client has a history of domestic abuse and explore details.  This is specifically related to D10.1 (Safety abuse and neglect- risk assessment).
PART 2

ANNEX A:  Motivation and Self Concept

The aim of the section is to explore the service user’s motivation for changing their current pattern of drug and/or alcohol misuse.  This includes the reasons that might be preventing the person from changing behaviour and how their self concept and motivation may be exacerbating the situation.  Assessors should consider using a model of change such as Prochaska and DiClemente (1983).  

With regard to the Unified Assessment, consideration should be given to information already gained in D1 (User’s perspective) but use it to gain the in-depth information required.  
NB.  You may consider completing ‘The readiness to change questionnaire (RTCQ)’in the context of both drug and alcohol (Rollnick et al, 1992) or any other appropriate, relevant and validated tool.

ANNEX B:  Psychological Examination/ Observation
These must be conducted by a doctor or other appropriately trained, educated and competent staff such as Nurse Consultants, Nurse Practitioners, CPN, or those with Advanced Practice Skills and in line with local Clinical Governance protocols.
It is recommended that the assessor completes a ‘Mini- Mental State Examination’ which is included for your use in addition to any other appropriate scales agreed within your locality.

ANNEX C:  Physical Examination /Observation
These must be conducted by a doctor or other appropriately trained, educated and competent staff such as Nurse Consultants, Nurse Practitioners, CPN, or those with Advanced Practice Skills and in line with local Clinical Governance protocols.
It is recognised that this format for the physical examination may not be concomitant with the professional assessor’s model of physical assessment.  However, the information asked for in Annex C is the minimum amount of information required by the Welsh Assembly Government.  

ANNEX D:  Social Inclusion Issues in Relation to Drug and/or Alcohol Misuse

This section in broken into subsections requiring the assessor to explore and ask questions on social issues over an above those within the Overview domain of the Unified Assessment Process and specifically in relation to their substance misuse.  

With regard to the Unified Assessment, consideration should be given to information already gained in the appropriate Domains and sub-domains, see some suggestions below.  The headings within Annex D are:

· Housing 
Link to D5.5 (Personal care and physical wellbeing.  mobility in and around the home); D5.6 (Personal care and physical wellbeing.  climbing stairs);D6.9 (Activities of daily living.  ability to make choices and have control over environment); D11.3 (Instrumental activities of daily living.  heavy housework);D11.4 (Instrumental activities of daily living.  keeping warm);D11.6 Instrumental activities of daily living.  care of the home);D12(Immediate environment and resources.)

· Employment 

Link to D12.4(Immediate environment and resources.  work, education, learning and participating in community activities).

· Benefits 
Link to E6 (National Insurance Number);D12.2 (Immediate environment and resources.  level and management of finances and need for benefits advice).  
· Education 

Link to D12.4 (Immediate environment and resources.  work, education, learning and participating in community activities).

· Mobility

Link to E31 (Disability Registration); D5.5 (Personal care and physical wellbeing.  mobility in and around the home).

· Driving 

Link to D12.5 (Immediate environment and resources.  transport needs).

ANNEX E: Family History

This is an extension of the information provided within the Contact and Overview documents.  It specifically asks about relevant drug and alcohol problems in any family member.  It further explores the information on the service user’s current support systems/ networks provided by family and friends.  

With regard to the Unified Assessment, consideration should be given to information already gained in D2 (Carer perspective and need for carer assessment;D9 (Relationships).

SUMMARY SHEET
The Summary Sheet is the document within which key information is gathered and summarised (with the client) and outcomes of the assessment clarified.  Any decisions regarding referral to a relevant professional for further alternative in-depth assessment (e.g.  dietetics) should be clearly recorded and communicated to the care co-ordinator in a formal and locally agreed format.  

The WIISMAT Summary Sheet provides the link with the Unified Assessment Summary Record which is the minimum amount of information which is currently required to be shared with other professionals or agencies.  The professional assessor is reminded that when sharing information between professionals and/or agencies, locally agreed information sharing protocols must be followed and client must be included within this process.  The WIISMAT Summary Sheet (when completed) should be kept within the Unified Assessment Summary Record.  

NB If any section has not been completed please indicate the reason(s) for this.
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	CORE SECTION 1 - page
Basic Personal Information 
	PART ONE

All core sections must be optimally completed during the first interview with a newly referred client. However, Core Section 1 may be already completed if the Unified Assessment Process has been adopted.

These core sections represent the minimum information required within an in-depth substance misuse assessment. 

These core sections represent the minimum information required by commissioners.

	CORE SECTION 2- page
Current Drinking or Substance Misuse
	

	CORE SECTION 3- page
Currently Prescribed Medication
	

	CORE SECTION 4- page
Injecting History
	

	CORE SECTION 5- page
Physical & Psychological Health- Interim Assessment
	

	CORE SECTION 6- page
Sample Evidence Based Risk Assessment
	

	CORE SECTION 7 - page

Forensic History
	


PART TWO

	 You will need to complete the Annexes below based on the client’s needs. They will be completed in an order of priority that is negotiated with the client and influenced by your professional judgment.
The following questions will be considered as part of the core assessment. They are designed to assist you in determining with the client which annexes (if any) will need to be considered either in this first or later interview(s). A ‘yes’ answer indicates the need to complete the appropriate Annex. Please state order of priority for Annex completion. 


	
	Question
	Yes
	No
	Order of priority 

	ANNEX A  - page

Motivation and Self Concept          
	Have you concerns about the client level of motivation and why they’re seeking help?
	
	
	

	ANNEX B- page
Psychological Examination  Observation
	Have you concerns about the client’s mental health?
	
	
	

	ANNEX C - page

Physical Examination /Observation
	Have you concerns about the client’s physical health?
	
	
	

	ANNEX D- page

Social Inclusion Issues in Relation to Drug and/or Alcohol Misuse
	Have you concerns about the client’s social inclusion issues e.g. housing, employment, benefits, education, mobility and driving?
	
	
	

	ANNEX E - page
Family History
	Have you concerns about the client’s social support structures and the extent of alcohol or substance misuse within these?
	
	
	

	Comments- In relation to urgency of Annex completion pending action.




CORE SECTION 1: Basic Personal Information

	1.1 Have you ever had a specialist or in-depth assessment for alcohol and/ or substance misuse before? If yes, when and briefly what was the outcome?



	Surname
	Forename(s)

	Other Name(s)
	Wishes to be called:

	DOB                                Age
	Gender: M/F

	Ethnicity:
	Any Allergies:



	Religion:
	

	Perm. Address 

Postcode:
	Temp. Address

Postcode:

	Tel. No:
	Mobile No:

	G.P Practice
	Address:

	GP. Name
	

	Tel./FAX No:
	

	EMERGENCY CONTACT:

	Address
	Relationship:

	
	Tel No:              

	
	Mobile No:

	NEXT OF KIN 
	Relationship

	Address:


	Tel No:

	
	Mobile No:

	Probation Officer: Tel No:
	Social Worker: Tel No:

	Other key professionals e.g.  Solicitor/ midwife
	Tel No:

	Referral route: GP / A&E / Other
	National Insurance Number:



	Case Number E5


	Care Co-Coordinator (E72-E78)

	Local Authority Code E4
	NHS Number  E1



	Organisation Code (Code Of Provider) E2
	Consent & Confidentiality Explained as per Local Policy

Yes/No


1.2 Please give details of the client’s own children, children living in the same household or vulnerable adult(s). Please indicate legal status, relationship to the client, place of residence (if residence order please indicates whether there is an injunction in place)

	Surname
	Forenames
	DOB
	Legal Status
	Relationship (e.g. own child/step child) 
	If not there name and address of the person the child is living with.

	1
	
	
	
	
	

	2
	
	
	
	
	

	3
	
	
	
	
	

	4
	
	
	
	
	


1.3 Please give details of any other child/ children or vulnerable adult(s) with whom the client has significant involvement. 

	Surname
	Forenames
	DOB
	Relationship to client
	Name and address of parents

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	

	4
	
	
	
	


1.4 Is everything alright at home?
1.5 Is your partner supportive and caring?
1.6 Will you get plenty of support at home after coming here?
The assessor should consider the appropriateness of referral to social services for a holistic assessment of a child/children’s and /or vulnerable adult(s) needs. Please also link to the risk assessment in CORE SECTION 6: Sample Evidence Based Risk Assessment and Annex E. 
CORE SECTION 2: Current Substance Misuse
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(Link to D4.4 and D8.3)
	PLEASE PROVIDE EITHER A YES/NO ANSWER AND COMMENT AS NECESSARY

	2.1 Do you currently have a substance misuse problem? 

	2.2 What help are you seeking?



	2.3 When was the last time you misused substances?



	2.4 When did you start using substances of misuse for social reasons?



	2.5 When did your misuse of substances become problematic?



	2.6 How do you currently fund your substance misuse? (be specific, weekly income and sources)



	2.7 When did your substance misuse become a daily occurrence?


	2.8 Do you get up in the night to take a relief drug or drink of alcohol?



	2.9 Do you need to take drugs or alcohol to start the day?



	2.10 Have you had any periods of abstinence from substances of misuse – if so when/how long?



	2.11 Please describe your usual day in the context of substance misuse.



	2.12 Has your substance misusing pattern changed recently?

If yes, how and why?


	2.13 Alcohol

Units consumed in the last 7 days

For up to date information regarding units of alcohol please visit Dept. of Health http://www.dh.gov.uk/en/PolicyAndGuidance/HealthAndSocialCareTopics/AlcoholMisuse/AlcoholMisuseGeneralInformation/DH_4062199 accessed at 06/09/07



	Days
	Spirits


	Wine
	Beer/

lager
	Alcopop
	Cider
	Fortified

wine
	Other (specify)

	Today


	
	
	
	
	
	
	

	Yester-day
	
	
	
	
	
	
	

	Day before
	
	
	
	
	
	
	

	Day before
	
	
	
	
	
	
	

	Day before
	
	
	
	
	
	
	

	Day before
	
	
	
	
	
	
	

	Day before
	
	
	
	
	
	
	

	Sub Totals
	
	
	
	
	
	
	

	Comment




2.14 Recent History of Substance Misuse 

	Substance

Please list the recent and current substances your client has misused in the past month
	Please indicate the number of days you have misused in past month
	How much do you take on a typical day
	How much  do you spend on average per day, per week, or per month
	What route do you use to administer the drugs?
	Have you experienced any withdrawal problems?
	How old were you when you started?

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Comment
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Wales Integrated  In - depth  Substance  Misuse Assessment Tool (WI I SMAT)    


CORE SECTION 3: Currently Prescribed Medication

(Link to D3.3)

3.1 Please list all your current and/or recently prescribed medication*, including both complementary and over the counter medications. (Please use a new line to record any change).

	Drug Name
	What dosage are you taking?
	When did you start taking this medication?

	When did you stop taking this medication?
	Indicate route of administration.
	How frequently are you taking this medication?
	Where are you getting this medication from?

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Is the client on medication requiring daily supervised consumption?

Explore details




*Please ensure that you discuss any concerns regarding recently or currently prescribed medication with a pharmacist. 
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APPENDIX 1:   Care Pathway    

WAG   Data  Set   Commissioning  and Service  Provision  

Breadth   Depth  

CORE SECTION 4: Injecting History (N.B this is not an examination)

 (Link to D4.3; D5.4; D10.2; 10.3)

4.1 When did you last inject?

	Today  


	Within last 

Week
	Within last  

month
	Within last  

3 months
	Within last  

6 months
	Within last  

Year


	Over 1 year

	Comments:




4.2 How often do you inject?
	


4.3 What do you inject?
	Drug
	Preparation (pills, amps, etc.)
	Comments

	1.
	
	

	2.
	
	

	3.
	
	


4.4 Which part of your body have you injected in the last month? Please mark diagram with X’s. NB. This does not require an examination. However, if possible verbally ascertain the condition of the injecting site(s).
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4.5 Do you have any problems with injecting?

	4.6 Has someone else injected you within the last month?
	Yes/No
	Comments

	4.7 Do you access to needle exchange services?


	Never 
	Sometimes  
	Usually   
	Always  

	4.8 Have you ever shared injecting equipment  Yes/No

If Yes, when did you last share injecting equipment? 

(Please Note: Sharing is defined as anybody else’s including your partner’s or best friend’s injecting equipment, including needles, spoons, syringes, filters and washouts)


	Never
	Today


	Within last

week
	Within last 

month
	Within last

3 months
	Within last

6 months
	Within last 

year
	Over a

year ago

	

	4.9 Do you use sterilising equipment? Yes/ No                                            
	Comments 

Discourage Sterilisation- Always Use Clean Equipment


	4.10 Have you been tested /immunised for Hepatitis A virus?
Yes/No


	Date
	Where
	If yes, Outcome

Immune                                   Yes/No

Susceptible                              Yes/No

If no is immunisation indicated Yes/No

	4.11 Have you been tested for Hepatitis B virus?

Yes/No
	
	
	If yes, Outcome

If no is testing indicated            Yes/No


	4.12 Have you been immunised for Hepatitis B virus?

Yes/No
	
	
	If yes, Outcome

When is booster due?               Yes/No

If no, is immunisation required? Yes/No

	4.13 Have you been tested for Hepatitis C virus?

Yes/No
	
	
	If yes, Outcome

Antibody +ve/-ve

PCR       +ve/-ve

Genotype:-

Engaged with services Yes/No

Is referral indicated      Yes/No

	4.14 Have you been tested for HIV virus?

Yes/No


	
	
	If Yes are you willing to disclose your results

+ve/-ve/ Not Disclosed

Is referral indicated       Yes/ No




NOTE: If the client answers no to questions 4.10 - 4.14 ascertain if they wish to be tested and offer or refer for appropriate counselling in this context- see ‘WIISMAT Guidance for Use’.
CORE SECTION 5: Physical & Psychological Health -Interim Assessment
(Link to D3; D4;D5;D8)
	Physical Health- Past & current substance misuse related and other.

	5.1 Have you had liver disease? Cirrhosis, Hepatitis, Jaundice etc.

Yes/No    (explore details)

	5.2 Have you had any abscesses anywhere on your body?

Yes/No (explore details)


	5.3 Have you taken an overdose? Yes/No
Explore details

	5.4 Have you been a hospital patient? (D3.4)

Explore details

	5.5 Have you any other medical problems? For example diabetes, heart disease, respiratory problems, stroke, TB, digestive problems etc. (D3.1)
Explore details

	5.6 Are there any  issues which impact on your potential for independent living e.g. walking, personal hygiene, dressing, feeding yourself etc.

	5.7 Do you have any sleeping problems? (D5.8) Yes/No
Explore details

	5.8 Have you had any fits or blackouts? Yes/No
Explore details

	5.9 If female, are you on contraception; Yes/No 

Might you be pregnant? Yes/No

Explore details

	5.10 Do you have any problems with sensation? i.e. feeling pain or touch especially in your legs and feet; do you have difficulty with balance or walking; do you have any new problems with your eye sight. 
Yes /No

Explore details




	Psychological Health (Link to E29) (Link to D1;D9.1; D9.2)

Past & current    

 *Please read the guidance notes before attempting to ask the following two questions*

	5.11 Have you had thoughts of harming yourself?

If so, have you tried to harm yourself and/or attempted suicide? Yes/No

Explore details

	Approach this question with great sensitivity and at an appropriate time within the consultation. Do not ask the question until you read and fully consider the ‘WIISMAT Guidance for Use’. 

5.12 Are you able to tell me whether you have experienced any form of abuse and/or trauma as a child? Yes/No 
Explore details


	5.13 Have you suffered from depression?

[Consider the use of an appropriate scale e.g. Beck’s Depression Inventory (BDI)].

Yes/No Explore details

	5.14 Have you felt very ‘paranoid’ for a significant period of time e.g. people against you, wanting to harm you, which turned out not to be reality? Yes/No

Explore details

	5.15 Have you felt anxious?

[Consider the use of an appropriate scale e.g. Hospital Anxiety Depression scale (HAD scale)]. Yes/No
Explore details

	5.16 Have you had any previous contact with mental health services? Yes/No
Explore details

	5.17 Have you experienced any problems with your memory? i.e. forgetting new information, names addresses, appointments. Yes/No

Explore details




	5.18 Do you have at least one hobby or interest that uses some of your time? Yes/No 

Explore details



	5.19 Do you feel energetic most of the time? Yes/No

Explore details



	5.20 When you wake up in the morning do you generally look forward to the day ahead? Consider again the use of HAD scale as per 5.15.     Yes/No

Explore details



	5.21 Is there at least one person with whom you enjoy a rewarding relationship? Yes/No 

Explore details




	5.22 On a scale of 1 – 10: How much control do you think you have over your substance misuse? (Please circle)

	1

no control
	2
	3
	4
	5
	6
	7
	8
	9
	10

total control


CORE SECTION 6: Sample Evidence Based Risk Assessment 
Harbour Drug & Alcohol Service (2005) R01 Risk Triggers & Assessment of Current Risk. 9/10 Ermington Terrace, Mutley, Plymouth PL4 6QG
(Current Risk/ Past Concerns)

(Link to E; D10)

	Please complete all sections of this risk assessment form. Please score on each category and item if the answer to that item is YES. If the answer is no, it does not get a score. If the resulting score in any category is 0-23, this is seen as low risk, If the score is 24-50 this is seen as Moderate Risk and the Care Coordinator should discuss the result with their clinical manager and other key professionals involved in the care of the client.  If the score is 51-75 this is seen as High Risk and the Care Coordinator should discuss the result with their clinical manager and other key professionals involved in the care of the client. The impact of adult problems and behaviour on children and vulnerable adults should always be considered. Everybody should keep the interest of children and vulnerable adults uppermost and be alert to possible indicators of abuse or neglect. Where there is actual or risk of significant harm to a child or vulnerable adult a referral to social services should be made without delay and in accordance with local multi-agency policies (see guidance notes).

 NB. Questions in bold with an asterisk* indicate high potential risk to a child or vulnerable adult and must be discussed in a multi-agency context (See Guidance). 
 Please refer to local risk assessment, risk management, policy and protocols as appropriate to complete a risk management plan. However, as a minimum they must all cover all the issues identified here. 

NB. Shaded sections indicate an area where professional judgement is required and should not be asked of the client/service user directly. 

	 
	Past Concern
	Current Concern

	6.1 Indicators for Suicide Risk
	No
	Yes
	Score
	No
	Yes
	Score

	1
	Have you made a previous suicide attempt on your life? How recent?
	
	
	12
	
	
	12

	2
	Did you use a violent method i.e. hanging, jumping or shooting?
	
	
	12
	
	
	12

	3
	Do you use recreational drugs? Are you a poly drug user?
	
	
	9
	
	
	9

	4
	Do you use alcohol to excess?
	
	
	9
	
	
	9

	5
	Are you having any thoughts of self harm or suicide? Have you previously either intentionally or accidentally taken an overdose?
	
	
	5
	
	
	5

	6
	Have you considered and planned how you would kill yourself?
	
	
	5
	
	
	5

	7
	Do you believe you have little or no control over your life?
	
	
	5
	
	
	5

	8
	Are you experiencing a high level of distress/delusion/personal guilt/personal shame/ low self esteem?
	
	
	5
	
	
	5

	9
	Do you feel nothing has changed since your last suicide attempt?
	
	
	4
	
	
	4

	10
	Do you live alone?
	
	
	2
	
	
	2

	11
	Are you separated, divorced, or widowed?
	
	
	2
	
	
	2

	12
	Are you unemployed or retired? Do you have meaningful daytime activity?
	
	
	2
	
	
	2

	13
	Are you male?
	
	
	1
	
	
	1

	14
	Are you over 45 years of age?
	
	
	1
	
	
	1

	15
	Are you in poor physical health?
	
	
	1
	
	
	1

	Total 
	
	
	


	
	Past Concern
	Current Concern

	6.2 Indicators for Risk of Violence/Aggression
	No 
	Yes
	Score
	No 
	Yes
	Score

	1
	Do you have thoughts of harming another person?
	
	
	12
	
	
	12

	1a
	Do you have thoughts of harming a child (or children) or vulnerable adult (e.g. an elderly person)?
	
	
	*
	
	
	*

	2
	Have you ever used a weapon to assault another person?
	
	
	12
	
	
	12

	3
	Have you had a previous admission to a high security unit (Prison/Special hospital)?
	
	
	9
	
	
	9

	4
	Have you had a previous admission to a low/medium security unit?
	
	
	9
	
	
	9

	5
	Is there evidence of being dangerously impulsive to others?
	
	
	5
	
	
	5

	6
	Is there a history of assault on others, requiring medical attention:
	
	
	5
	
	
	5

	6a
	Is there a history of assault or abuse to children or vulnerable adults?
	
	
	*
	
	
	*

	7
	Has the person threatened physical/psychological harm to other people?
	
	
	5
	
	
	5

	7a
	Were the other people, child/children or vulnerable adult(s)?
	
	
	*
	
	
	*

	8
	Has the person expressed but not demonstrated aggressive behaviour?
	
	
	5
	
	
	5

	9
	Has the person expressed paranoid delusions featuring specific individuals?
	
	
	4
	
	
	4

	10
	Is there evidence (or are there reports) of sexually inappropriate behaviour?
	
	
	2
	
	
	2

	10a
	If yes, was that behaviour toward a child/ children or vulnerable adult(s)?
	
	
	*
	
	
	*

	11
	Do you have convictions for violent/sexually inappropriate behaviour?
	
	
	2
	
	
	2

	11a
	If yes, was any conviction related to a child/children or vulnerable adult(s)
	
	
	*
	
	
	*

	12
	Are you aware of any triggers you have which leads to your violent behaviour?
	
	
	2
	
	
	2

	13
	Do you use recreational drugs? Are you a poly drug user?
	
	
	1
	
	
	1

	14
	Do you use alcohol to excess?
	
	
	1
	
	
	1

	15
	Have you refused to take part in treatment to reduce the potential of danger from you to others?
	
	
	1
	
	
	1

	Total
	
	
	


	
	Past Concern
	Current Concern

	6.3 Indicators for Risk of Neglect
	No
	Yes
	Score
	No
	Yes
	Score

	1
	Is your diet and non-alcoholic fluid intake adequate?
	
	
	12
	
	
	12

	2
	Are you sharing injecting equipment?
	
	
	12
	
	
	12

	3
	Do you live in accommodation without electricity, gas for heat, or lighting?
	
	
	9
	
	
	9

	4
	Are you unable to manage your physical health problems? Do you have any concerns about your sexual health?
	
	
	9
	
	
	9

	5
	Do you have debts that significantly impact on your life?
	
	
	5
	
	
	5

	6
	Do you regularly experience financial difficulty? (e.g. to buy basic needs, food etc.)
	
	
	5
	
	
	5

	7
	Do most of your friends take drugs or alcohol to excess?
	
	
	5
	
	
	5

	8
	Is the client living in inadequate accommodation?
	
	
	5
	
	
	5

	9
	Does someone else do your basic food shopping?
	
	
	4
	
	
	4

	10
	Is the client unable to adequately communicate their needs?
	
	
	2
	
	
	2

	11
	Are you worried about being evicted or having your home repossessed?
	
	
	2
	
	
	2

	12
	Do you live with other alcohol or drug users?
	
	
	2
	
	
	2

	13
	Is the client unable to adequately manage their own personal hygiene?
	
	
	1
	
	
	1

	14
	Do you have little or no contact with people from your own culture?
	
	
	1
	
	
	1

	15
	Is the client’s accommodation detrimental to their health?
	
	
	1
	
	
	1

	Total
	
	
	


	Assessment of Current Risk

	Date of Completion:



	6.4 Risk of Suicide
	
	
	

	( Low (0-23)                  ( Moderate (24-50)          ( Severe  (51-75)

	6.5 Risk of Violence/Aggression
	

	( Low (0-23)                  ( Moderate (24-50)          ( Severe  (51-75)

	6.6 Risk of Self Neglect

	( Low (0-23)                  ( Moderate (24-50)          ( Severe  (51-75)



	6.7 Risk of Harm to a child/children or vulnerable adult(s) (tick yes or no)

 yes (    no (


	If yes, refer to Child Protection Guidelines and / or Multi Agency Child Protection Handbook/ or the protection of vulnerable adult policy (POVA).See Safeguarding Children: Working Together Under The Children Act 2004


This risk assessment combined with any local risk assessment protocols will be used to inform an individual risk management plan for this client.

	Signed by ………………………………………………… Service User

Signed by ………………………………………………… Professional

Name & Designation of professional completing risk assessment form   
…………………………………………………………………………………

(in CAPITAL LETTERS please)
Agency  ……………………………………….

Contact telephone number(s)………………………………………

Date completed ……………………….

Line Manager Signature  ……………………………… Date……………….
Name & Designation of Line Manager 

……………………………………………………………………………

(in CAPITAL LETTERS please)

Date of review ………………………………………….




CORE SECTION 7: Forensic History 

(Link to E30; D10)

Please provide details of any of the following and indicate in your opinion if there was or is a relationship to your alcohol and/or substance behaviours.

(in chronological order) e.g. violent offences, domestic violence, criminal activity (Incl. drug related) or child abuse. 

7.1 Does the client have a forensic history?                                   Yes/ no

If yes, please complete the box below.

	Offence
	Date of offence
	Sentence
	Related to drug / alcohol use

	
	
	
	

	
	
	
	

	
	
	
	

	7.2 Does the client have a history of causing domestic abuse? (D10.1) Yes/ no
If yes, please complete the box below.



	Approximate Date
	Details (related to drug and/or alcohol use)

	
	

	
	

	
	


7.3 Do you ever feel frightened of your partner or anyone else at home? Yes/ no
7.4 Have you been hit, kicked, punched or otherwise hurt by someone within the past year? Yes/ no
7.5 Do you feel safe in your current relationship now? Yes/ no
7.6 Is there a partner from a previous relationship who is making you feel unsafe now? 
Yes/ no
Where there is a child/children, vulnerable adult(s) in the same household consider the impact of this history on their safety, health and development. Relate to Core Section 6 (Sample Evidence Based Risk Assessment) and ANNEX E. 
ANNEX A: Motivation and Self Concept          

(Link to D1- User’s Perspective)

	A1.1 What were your reasons for starting drug and/or alcohol misuse (why/how)?



	A1.2 What are your reasons for continuing drug and/or alcohol misuse?



	A1.3 Have you made any previous attempts to change (Self only, GP, AA/NA, CAT, Residential Rehabilitation, other agency)?

A1.4 What are your specific/recurrent causes of relapse?



	A1.5 What has or has not helped you in the past? What issues do you think may hinder your progress?


	A1.6 What help are you seeking? 

 

	A1.7 How do you feel about yourself?

(Self esteem may need appropriate scale e.g. Rosenberg Self Esteem Scale)



	A1.8 How confident do you feel you are as a person? 




N.B. You may consider completing ‘The readiness to change questionnaire (RTCQ)’ in the context of both drug and alcohol (Rollnick et al, 1992).

ANNEX B: Psychological Examination/ Observation
This section can be conducted by doctors and other appropriately trained and educated staff such as Nurse Consultants, Nurse Practitioners or those with Advanced Practice Skills and in line with local Clinical Governance protocols and within their competencies. A more detailed mental state examination is desirable, however, B1.1- B1.7 are a minimum enquiries. If AUDIT (Babor et al, 2001) or DAST-10 (Skinner, 1982) have not been considered you may find them (or other appropriate tools) useful in complementing this Annex. 
B1.1 Please describe your service user’s appearance and behaviour.
B1.2 Please describe your service user’s speech. 

(Questions to the service user)

B1.3 How do you feel?

B1.4 Are you experiencing any strange or unusual thoughts? 
(probe for persecutory ideas/delusions)
B1.6 Are you experiencing any hallucinations? 

B1.7 Why do you think you’ve been referred for this assessment?

It is recommended that the assessor completes a ‘Mini- Mental State Examination’ if indicated, especially in alcohol related conditions. It is included for your use and can be used in addition to any other appropriate scales agreed within your locality.

B1.8 MINI-MENTAL STATE EXAMINATION

Patient identification________________________________ Date_______________

Necessary materials:  Pencil, watch, paper:
Signature_____________________
	
	Tick for a correct response 

	1.
What day of the week is it?
	

	2.
What is the date today?
	

	3.
What is the month?
	

	4.
What is the season?
	

	5.
What is the year?
	

	6.
Where are we now?
	

	7.
What floor are we on?  (upstairs / downstairs)
	

	8.
In which town are we?
	

	9.
In which county / district are we?
	


	10.
In which country are we?
	

	24. I am going to name three objects.  After I have finished saying all three, I want you to repeat them.  Remember what they are because I am going to ask you to name them again in a few minutes.


Apple
	

	12.
Table
	

	13.
Penny
	

	14.
Now I want you to take 7 away from 100.
	

	15.
Now take away 7 from the number you get.
	

	16.
Now keep going until I tell you to stop.
	

	17.        What were the three words I asked you to repeat a little while ago?
	

	18.        What is this?  (show pencil)
	

	19.
What is this?  (show watch)
	

	24. I am going to say something and I would like you to repeat it after me.


“No ifs ands or buts”.
	

	21.       I am going to ask you to carry out some actions, please listen to the whole command before trying.  “Take this piece of paper, fold it in half and put it on the floor”.
	

	22.
Please do this.  (Close your eyes).
	

	23.
Write a sentence of your choice on this piece of paper.
	

	24.
Copy this drawing on a piece of paper.
	

	
Total correct
	




CLOSE YOUR EYES 
ANNEX C:  Physical Examination /Observation

This section can be conducted by doctors and other appropriately trained and educated staff such as Nurse Consultants, Nurse Practitioners or those with Advanced Practice Skills and in line with local Clinical Governance protocols.

Please use the continuation sheet to develop your assessment.





Annex D: Social Inclusion Issues in Relation to Drug and/or Alcohol Misuse

(See suggested links below)

Housing

(Link to D5.5; D5.6;D6.9; D11.3;D11.4;D11.6;D12)

	D1 Are you homeless or under threat of homelessness? 

Yes/ No


	Explore details as necessary and consider referral for specialist housing assessment. 

If there are children or vulnerable adults involved, also consider the implications for them and any welfare/safeguarding issues which may need assessment by social services.



	D1.2 Are you in receipt of housing benefit? 

Yes/ No
	

	D1.3 Are you in arrears with your rent or mortgage? 

Yes/ No


	


Employment

D2

	D2.1 Are you in paid employment at present?

Yes/ No


	Explore details as necessary and consider referral to employment agency/ employment training. 



	D2.2 If no, do you wish to work in the future?

Yes/ No
	

	If yes, further details and explore the need for employment assessment.

Yes/ No
	


Benefits

E6;D12.2 

	D2.3 Are you in receipt of any benefits? 

Yes/No


	Explore details and consider referral to benefits agency. Also, if necessary consider how the client manages the debt and consider referral to a debt counsellor.



	D2.4 Do you need assistance with benefits?

Yes/No


	

	D2.5 Are you in debt?  Yes/No


	


Education

D12.4

	D3.1 Can you read and write? 

Yes/ No


	Explore details and consider referral to appropriate service/agencies for adult literacy/community support. 


	D3.2 Do you have any qualifications? 

Yes/No


	

	D3.3 Do you want to explore the possibility of further education/ qualifications? 

Yes/No
	


Mobility

(Link to E31; D5.5) 

	D4.1 Are you capable of independent transport? 

Yes/No


	Explore details and consider referral to appropriate service/ agency e.g. physiotherapy, occupational therapy, social services. 



	D4.2 Do you have any physical disabilities? Yes/No   


	


Driving

(Link to D12.5)

	D5.1 Do you drive?

Yes/No
	Please comment on actions taken.

	D5.2 Do you hold a current driving licence? 

Yes/No

The DVLA states ‘If you have had, or currently suffer from a medical condition or disability that may affect your driving you must tell the Driver and Vehicle Licensing Agency (DVLA). You’ll also need to provide details if you develop a new condition or disability or one that has become worse since your license was issued.’ 

If the assessor believes that the client whilst driving is a potential danger to themselves or to others, then the assessor must remind the client that both parties have a legal responsibility to inform the DVLA in writing as outlined above and in particular this will apply if a maintenance prescription is in use.  

Give the client a leaflet regarding fitness to drive.  Acknowledge that this has been done. 
      Signature:………………………………….

Print Name:……………………………….
	


ANNEX E: Family History

(Links to D2; D9)

	E1.1 Are you married or have a partner? (including current partner’s drug and alcohol use) 

Yes/No


	Provide a client profile statement around these questions.



	E1.2 Where were you born/brought up?


	

	E1.3 Please give details about your parents (use support network map on opposite page). 

Yes/No


	

	E1.4 What is/was your relationship you’re your parents (early childhood experience, childhood trauma)? 

Yes/No


	

	E1.5 Do you have any brothers and/or sisters?

Yes/No


	

	E1.6 What is your relationship with family significant other? Yes/No


	

	E1.7 Have you any other relevant relatives/close friends?

Yes/No


	

	E1.8 Are there any relevant drug and alcohol problems in any known family member, including significant others?

Yes/No
	

	E1.9 What current support, if any do you have from both family and friends?

Yes/No
	

	E2.0 Are you involved with or caring for children or dependent/vulnerable adult(s)? Include in support network map overleaf. What is your relationship with them, are they living with you, who supports you to care for them? See also section 1 (1.2 & 1.3).
	


E2 Please draw a map of your support network.  Who’s around, who’s important? (Partners, family, friends, professionals, others, pets etc.)

Be creative if you like!
Summary Sheet 

SUMMARY SHEET
N.B. If any core section has not been completed please indicate the reason(s). 

	PART ONE
	Needs identified from each of the sections

	CORE SECTION 2

Current Drinking or Substance Misuse
	

	CORE SECTION 3

Currently Prescribed Medication
	

	CORE SECTION 4

Injecting History
	

	CORE SECTION 5

Physical & Psychological Health - Interim Assessment
	

	CORE SECTION 6

Sample Evidence Based Risk Assessment
	


CORE SECTION 7 Forensic History 

	
	


	

	ANNEX A  Motivation and Self Concept          
	


ANNEX B

	Psychological Examination/ Observation
	

	ANNEX C Physical Examination /Observation
	


ANNEX D
	 Social Inclusion Issues in Relation to Drug and/or Alcohol Misuse
	

	ANNEX E Family History
	


Outcome of Assessment
	
	

	Summary of any ineligible presenting needs
	

	Date of Review
	

	Client Signature

and Date 
	


The professional assessor completing this summary is reminded that a care plan and care management documentation in accordance with your local policies/protocols will need to be completed. 
APPENDIX 1: Care Pathway

This diagram highlights how WIISMAT fits into the various assessment stages of the Unified Assessment Process.  It shows a potential care pathway for a service user who is being assessed for a drug and/or alcohol problem.  

APPENDIX 2: Cut down, Annoyed, Guilty, Eye opener (CAGE)

1.  Have you ever felt you should Cut down on your drug and/or alcohol use?

2.  Have people Annoyed you by criticizing your drug and/or alcohol use?

3.  Have you ever felt bad or Guilty about your drug and/or alcohol use?

4.  Have you had an Eye opener first thing in the morning to steady nerves or get rid of withdrawal symptoms/ hangover? 
 

 

Scoring:  One point for each positive answer


Score of 1-3 should create a high index of suspicion and warrants further evaluation.


Score of 1   
80% are drug and/or alcohol dependent


Score of 2
89% are drug and/or alcohol dependent

 Score of 3
 99% are drug and/or alcohol dependent

Score of 4   100% are drug and/or alcohol dependent

Guidance for use

This tool should be used as a trigger for an overview and/or in-depth assessment.  It is for use with a service user who is not known to current health and social care services.  It is assumed that through asking the questions associated with the 7 key issues that the service user may indicate drug and/or alcohol use, which may or may not be contributing to their current presenting problem.  It is then that this tool may be used by a trained non-professional member of staff during the contact stage.

APPENDIX 3: Drug Abuse Screen Test -10 (DAST-10)

1.  Have you used drugs other than those required for medical reasons?

2.  Do you abuse more than one drug at a time?

3.  Are you always able to stop using drugs when you want to?

4.  Have you ever had blackouts or flashbacks as a result of drug use?

5.  Do you ever feel bad or guilty about your drug use?

6.  Does your spouse ever complain about your involvement with drugs?

7.  Have you ever neglected your family or missed work because of your use of drugs?

8.  Have you ever engaged in illegal activities in order to obtain drugs?

9.  Have you ever experienced withdrawal symptoms (felt sick) when you stopped taking drugs?

10.  Have you had medical problems as a result of your drug use (e.g.  memory loss, hepatitis, convulsions, bleeding)?

Scoring: Each positive response receives one point.  Six or more positive responses indicates a need for the physician to address the problem immediately.

1-2 points = monitor patient and reassess later

3-5 points = investigate substance use further

6-8 points = address the problem immediately

Explanatory notes

This tool is for use during the overview stage and by a professional with or without a substance misuse background.  Its purpose is to highlight that a drug problem is present and the service user may need to be referred for an in-depth assessment by an appropriately qualified professional working within a substance misuse service.
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C1.1 General Appearance and Behaviour (including intoxication / withdrawal)











C1.2 Height                                    C1.3  Weight (evidence of recent weight loss)








C1.4 Jaundice�
C1.5 Anaemia�
C1.6 Cyanosis�
C1.7 Clubbing�
C1.8 Oedema�
C1.9 Spider Nevae


�
�



C 1.10 Track Marks


(sites, number, whether or not compatible with history of recent injection, evidence of poor technique, infection, hazardous sites, etc)





C1.10.1 Bruises�
C1.10.2 Injuries�
�
�
C1.10.3 Self Harm/ Scars�
C1.10.4 Deformity�
�
�
C1.10.5 Cardiovascular system�
C1.10.6 Pulse�
C1.10.7 BP�
�
�
C1.10.8 Peripheral pulses�
C1.10.9 JVP�
C1.10.10 Apex�
C1.10.11 H.S.�
�
C1.10.12 Respiratory system�
C1.10.13 Respiratory rate�
�
�
�
C1.10.14 Lymph nodes�
C1.10.15 Trachea�
�
�
�
C1.10.16 Expansion�
C1.10.17 TVF�
�
�
�
C1.10.18 Percussion�
C1.10.19 B.S.�
�
�
�



C2 Lungs


� HYPERLINK "http://images.google.co.uk/imgres?imgurl=http://www.ciggyfree.com/cigblog/wp-content/uploads/2007/02/lungs.gif&imgrefurl=http://bayo2pisay.wordpress.com/&h=900&w=771&sz=108&hl=en&start=12&tbnid=ACU8ywlqcA5GiM:&tbnh=146&tbnw=125&prev=/images%3Fq%3Dlungs%2Bmedical%2Bsketch%26gbv%3D2%26svnum%3D10%26hl%3Den%26sa%3DG" �� INCLUDEPICTURE "http://tbn0.google.com/images?q=tbn:ACU8ywlqcA5GiM:http://www.ciggyfree.com/cigblog/wp-content/uploads/2007/02/lungs.gif" \* MERGEFORMATINET ����


C3 Abdominal Examination


�





C1.30 B.S.


C1.31 P.R.





O





o





C1.30 B.S.





C1.31 P.R.





C4 Nervous System


�
�
C5 Tone





�
C6 Power�
C7 Reflexes


�
�
C8 Coordination (esp. cerebellar signs





�
C9 Sensation (esp. peripheral neuropathy)�
�
�
C10 Cranial nerves (esp. pupil size, nystagmus and eye movements


�
�
�
�
C11 Urine testing�
C12 Result Test 1�
C13 Result Test 2�
�
C14 Breathalyser sample �
C15 Result�
C16 Result�
�
C17 Is there a possibility of you being pregnant?�
Yes/No/ NA


If Yes, explore details.





�
�
Continuation sheet – Any other physical examination not identified above�
�
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