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As part of the process for preparing its response to the NTA’s consultation Building Recovery in Communities, the Faculty asked its Patients and Carers Forum to convene a focus group to discuss the consultation document and the Faculty’s draft response.  The following points emerged in the discussion.

Service-user led recovery plans (NTA Consultation page 8)
Service users do need to be involved in care planning.  “Being told to do things doesn’t work”.  “Maybe I failed so many times because I was always doing what my drug worker wanted, not what I wanted.”

And those supporting service users need to be very careful they genuinely listen and respond to the person.  “It’s easy to [supposedly] ‘reflect back’ things that aren’t actually what the person wants”.
Service users often have many skills, so it is unnecessary and unhelpful for services to take over all responsibility for their care.

However, assuming that every service user can take full responsibility for their recovery planning would be “quite dangerous”, particularly at the early stages of recovery, when people are just beginning to build an understanding of what their goals are, and what kinds of support and treatment are available.  While most people in recovery can, at the very least, identify some small, short-term goals, and should receive support to achieve those, nonetheless, “you don’t always know your goals, especially at the beginning”.  “You ask for what you think you need, as opposed to what you really need”.  “Sometimes you have to show people their potential”.
Indeed, a concern was expressed that giving service users too much responsibility for recovery planning could amount to “giving them enough rope to hang themselves”.  It was important that more service-user led recovery planning did not lead to service users being “blamed when things go wrong”.

A paradigm of collaboration between professional and service user, with good communication as key, was seen as more appropriate than one of “service led” vs “service user led”.
Mutual Aid & Peer Support (Pages 9-10)
Mutual aid and peer support can be powerful aids to recovery.  [The focus group did not see a clear basis for distinguishing between them.]  They “are currently undervalued” and more needs to be made available.  They provide a distinctive and valuable complement to professional support (“When there are professionals in the room, it’s a different group.”)  For example, it can be very helpful if initial contact with services is through someone who has recovery experience.
However, “peer support could never replace professional involvement” and should not be used to replace existing services.  Some thought it was inappropriate to include it in care plans.  While peer support is “better than not seeing anyone”, “replacing professional support with peer support is not the best way of doing things.”  “The danger is that people will see it as a cheap option”, and that it will prove “the thin end of a wedge” leading to disinvestment in vital services.  “Do it because it works, not because it’s the cheap option”.
Moreover, it is important that informal and drop-in peer support and mutual aid remain available and value – peer support should not become too prescribed and organised.

Keyworkers should be pointing out peer support and mutual aid options from the beginning, and providing information on what’s available.

More practical support for mutual aid groups, eg use of treatment service premises, would be helpful.

To increase provision of peer support, better training and supervision needs to be made available.  Training can help increase confidence and develop skills, which also can also help the peer support-giver with their own recovery - “knowledge is important” for peer support-givers.  Good peer support requires a clear understanding of the nature of the relationship (“It’s not the same as talking to your mates”), and lack of training and supervision sometimes “can leave [peer support-givers] in a vulnerable position”.  Accredited volunteer training in peer support already exists and could be built upon.

However, it is important that training opportunities be seen as ways of supporting and valuing peer support-givers, not as imposing requirements on them - which would only scare people away.  Training does not need to be too formal or classroom-based.  And training and supervision need to avoid undermining the basis of peer support, which is shared experience, by “putting [peer support-givers] on a pedestal”.
Families, Partners and Carers (Page 12 & 14)
At the right time, joint work with service users and their families/carers is beneficial, as long as it is led by the service user.
At the same time, it brings its own challenges and risks for family members, so they need to be offered the right support.  As one carer put it, “the family can do huge damage to treatment” if involved in recovery inappropriately.  And not all service users have family or carers involved with them, so treatment services should not make family work an expectation of treatment, but more of an enhancement.
Access to information and support for families and carers themselves also needs to be available independently of any involvement they may have in supporting service users’ recovery – especially for any children or young people in the household.
Barriers to employment (Page 15)
Offending history continues to present a barrier to employment.  There is anecdotal evidence that it also restricts access to volunteering opportunities, and volunteer co-ordinators are sometimes unwilling to take on volunteers who are in recovery.

Advice and mentoring schemes for employers to help them employ people with a history of drug or alcohol use would be helpful, as well as support for the employee.
Support to move from voluntary work into paid work can be helpful.  Treatment services using volunteers could be a beacon for this model of recruitment.
Services need to be flexible, eg with opening hours, to adapt to people’s needs as their recovery progresses.  Eg “some professionals can’t deal with service users who have a job”.

It is important that payment by results does not mean that services are reluctant to ask people to leave detox if they start using, which just “brings more people down”.
Substitute prescribing (Page 21)
[The focus group included a range of relevant experience, including someone for whom methadone had provided a crucial “space to get organised enough to go into treatment”, and someone who had been prescribed methadone for nine years without being offered alternatives.]
Regular reviews of the service user’s aims of treatment should continue, even if they are on a longer term methadone prescription.  No-one should be “forced” toward abstinence, because it doesn’t work.  But there can be value in encouraging service users to make changes towards recovery and abstinence, even when they feel “comfortable” with their lifestyle.

So all doctors prescribing methadone and other substitutes need to have the skills and awareness to do this, and consultations need to provide enough time to have a proper conversation.  (Page 17)
Factors that help support completion of treatment (Page 22)
Good collaboration and communication between the service user and the professionals supporting them.  “Building relationships” with professionals strongly supports completion of treatment, and so one-to-one relationships important.
Rapid availability of treatment and shorter waiting times.  “If abstinence is the goal, then there will have to be more detox and rehab [facilities].”
Specialist, experienced treatment providers make completion of treatment more likely.  (Page 17)
Availability of aftercare – including out of hours support, both in the form of emergency cover and flexible opening hours for services.  “Being ejected from services is very different from leaving when you’re ready to”.
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