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Introduction

In the new drug strategy, the Government has set out a clear ambition for individuals to achieve recovery
and support people to live a drug-free life. This vision recognises that people do not take drugs in isolation
from what is happening in the rest of their lives. It acknowledges that the causes and drivers of drug and
alcohol dependence are complex and personal. Thus it argues that the solutions need to be holistic and
centred around each individual, with the expectation that full recovery is possible.

The strategy recognises the achievements of the treatment system in the past, by building capacity and
bringing about substantial gains in both health and crime reduction. However, a fundamental difference
is that it challenges the whole system to go much further in the future. It specifically rejects the emphasis
of its predecessors on the harms caused by drug misuse, in favour of a new approach that offers every
support for people to choose recovery as an achievable way out of dependency. Ministers have made clear
their determination (over the next four years) to break the cycle of dependence on drugs and alcohol, and
the wasted opportunities that result.

For the first time, the 2010 drug strategy seeks to bring together all aspects of substance misuse
treatment. As well as treatment for dependence on illicit drugs, it covers alcohol, ‘legal highs’, and over-
the-counter and prescribed medications. It also seeks to tackle drug treatment in all settings, whether
community, in-patient, residential or prison. Our task, therefore, is to create an integrated system of
recovery that not only effectively engages people in treatment and reduces harm, but also supports them
to move through that system with the ultimate aim of overcoming their dependence for good.

The strategy pledges to consult on a new national framework for recovery. This will replace Models of
Care for Treatment of Adult Drug Misusers (originally published in 2002 and updated in 2006) with an
up-to-date evidence-based model to support local areas in increasing the recovery orientation of local
systems. It could also replace the elements that focus on the treatment of dependence in Models of Care
for Alcohol Misusers (2006).

The existing evidence base underpinning effective treatment interventions for substance misuse has been
set out in influential publications including NICE guidance and the 2007 Clinical Guidelines. However, if
the system is to be truly recovery-focused, we must now enter relatively uncharted territory. Learning
from experience about what is effective to support people moving through the system, and gaining new
evidence about how they sustain recovery after leaving treatment, will be essential.

The NTA now wishes to invite the drug and alcohol treatment field to participate in developing this new
recovery-orientated framework. We will also canvass the views of other specialist agencies in relation to
key recovery issues such as housing, employment and re-offending. The consultation will last 13 weeks,
and interested parties will be offered a variety of opportunities to share their ideas and evidence. We want
to encourage the widest possible participation, not only through formal responses to this document, but
also via other communications channels and activities such as local focus groups hosted by the NTA.
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Note to respondents

We want as wide a response to this consultation as possible. You don’t have to answer every question -
answer as many or as few as you wish.

We have not put a limit on the number of words in your response, but it will help us to process the
anticipated high volume of responses if you could be as brief and succinct as possible. In responding
please do provide any evidence and/or examples of good practice that you may have either in your
response or as an attachment when submitting your response. If you submit additional documents as an
attachment please indicate clearly the question that the information corresponds to.

This consultation is anonymised and you do not need to give your name. However, to help us ensure we
have a balanced response, it would be helpful if you could tell us a little about yourself. This information is
optional, though, so please leave any part of it blank if you would prefer.

We plan to use extracts from responses when we report back on the consultation exercise. Please indicate
if you would prefer us not to use any of your response. The deadline for responses is 4 May 2011.

If you have any queries, or require the questionnaire and/or supporting information in an alternative
format, please email yourviews@nta-nhs.org.uk

This questionnaire is available as an interactive document which you can save and email to
yourviews@nta-nhs.org.uk or it can be printed off, filled in manually and posted to
Paul Hammond, NTA, Skipton House, 80 London Road, London SE1 6LH.

Job title (if any):
Organisation name (if any):
Region where you work/live:

Sector - drug treatment professional/alcohol treatment professional/drug and alcohol
treatment professional/service user/family member or carer/criminal justice sector/other,
please specify:

Do you consider yourself to be a keyworker?
Q10

We plan to use extracts from responses when we report back on the consultation exercise.
Are you happy for us to use extracts from your responses?

yesO noO
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Widening the focus to consider dependence on all drugs
(HM Government Drug Strategy 2010)

For the first time, the 2010 drug strategy brings together all substance misuse treatment. This includes

treatment for dependence on illicit drugs, alcohol, ‘legal highs’ and in all settings (community, in-patient/
residential and prisons). The focus is on the individual, not the drugs they are using at any given time and
to ensure that there is better continuity of care between prison and community-based treatment settings.

The drug strategy commits us to consult on whether it is desirable to replace Models of Care with a single

recovery-focused framework that applies equally to drugs and alcohol dependence. The principles will
apply to all settings.

Do you think the proposal to replace Models of Care with a new unified document is justified? If so,
what are the key issues in bringing together all substance misuse treatment in a single framework?

yesO noO

please list and describe key issues

Drug Misusers (MoCDM) and the elements that focus on treatment of dependence in Models of Care for

I What do you see as the advantages and disadvantages of bringing together Models of Care for Adult
Alcohol Misusers (MoCAM] into a single recovery-orientated framework?

advantages disadvantages
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What, if any, are the areas of the framework that may be more difficult to implement in the context of
prison-based treatment? Please list and describe any difficuties.

gender reassignment, disability, age, sexual orientation, religion/belief, pregnancy and maternity

I How do the systems promoting recovery need to reflect specific factors relating to ethnicity, gender,
considerations? What proportionate measures could address those issues?
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Recovery can only be delivered by addressing the needs of
the WhOl.e person (HM Government Drug Strategy 2010)

As set out in the new drug strategy, recovery involves three overarching principles - wellbeing, citizenship
and freedom from dependence. We know that there are a wide range of changes that people may make

in the course of a recovery journey and therefore recovery may be best defined by the outcomes that are
achieved in the course of an individual's journey. A number of best practice outcomes have been identified
in the new drug strategy. These include:

e Freedom from dependence on drugs or alcohol

e Prevention of drug-related deaths and blood borne viruses

e A reduction in crime and re-offending

e Sustained employment

e The ability to access and sustain suitable accommodation

e Improvement in mental and physical health, and well-being

e Improved relationships with family members, partners and friends
e The capacity to be a caring and effective parent.

These principles will help inform the development of the Payment by Results (PbR) for drugs recovery

pilots, which aim to incentivise and reward providers that support individuals, to recover from their
dependence, resulting in clear outcomes for the individual, their families and communities.

l How do you think these best practice outcomes could be defined and measured?

please list each outcome domain - accompanied with a short paragraph indicating how they can be defined and measured

How can services that focus on reducing drug-related deaths and the spread of blood-borne viruses
act as a platform for individuals to access structured, recovery-focused treatment?
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Recovery is an individual, person-centred journey as
opposed to an end state and will mean different things to
d|ffe rent people (HM Government Drug Strategy 2010)

The NTA proposes that the framework will support the development of a system where recovery is viewed
as an achievable and realistic goal for the majority of service users and their families. This will require
local areas to rebalance their systems to support multiple pathways to achieve recovery outcomes while
continuing to be effective in reducing drug-related harm. Recovery is an individual person-centred journey
with self-defined pathways that may include:

1. Abstinence from drug(s) of dependence

2. Abstinence from all drugs & alcohol

3. Controlled or low-risk use of alcohol

4. Medically assisted recovery using substitution or other medications

What are the key things that partnerships and service providers can do to increase the opportunity and
access to a range of recovery pathways?

We want to encourage people to take responsibility for their
health, and Support them tO FreCOVeIrIHm covernment Drug Strategy 2010)

We propose that the new framework promotes a shift in care-planning practice towards service user
led recovery planning. We recognise that in a small minority of cases (and often at specific times in an
individual's treatment journey) client identified goals may present issues of risk/harm for the user, their
family and the community, or may appear unrealistic.

In the same way that we want to enable local treatment systems and providers to find their own innovative
solutions to delivering a recovery-orientated system, we want to empower service users to be able to take
greater responsibility for planning, delivering and sustaining their own recovery. A recovery plan could
provide a tangible list of objectives, actions, and steps that the service user may undertake each day/
week to accomplish their goal for a particular period. It aims to empower service users, helping them

to recognise their ownership and ultimate responsibility for their recovery and rebuilding their lives. A
recovery plan could also be explicit about the role of others.
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Do you agree with the proposal to shift care-planning practice towards service user-led
recovery planning?

l What are the key components of recovery planning?

please list the key components and provide a description where necessary

| How can the role of recovery planning be operationalised?

How can systems and services best ensure that recovery planning is sufficiently ambitious and
challenging yet does not place the service user at unnecessary risk or set them up to fail?
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Active promotion of mutual aid networks will be essential
(HM Government Drug Strategy 2010)

The terms mutual aid and peer support are often used interchangeably. While these two functions share
some similarities, initial consultation suggests two different functions within a recovery-orientated
system. These differences may be captured in the following descriptions:

Mutual aid: is used to refer to a defined relationship - underpinned by a structure, theoretical model or
set of traditions or expectations - whereby the individual is both the donor and recipient of support based
on shared life experiences. This is a completely voluntary relationship.

Peer support: is used to refer to a supportive relationship, where an individual who has experience of
drug or alcohol problems may be specifically recruited on a paid or voluntary basis to provide support
and guidance to peers. Peer support can also include less formal supportive arrangements where shared
experience is the basis but generic support is the outcome (e.g. as a part of a social group).

I How do you see the role of mutual aid in an integrated recovery-orientated system?

l How do you see the role of peer support in an integrated recovery-orientated system?
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Recovery can be contagious. People tell us they are most
motivated to start on their individual recovery journey by
seeing the progress made by their peerssm covernment brug strategy 2010)

There are an increasing number of mutual aid and peer support networks becoming available within

local communities. They can provide an important source of enduring support to service users and their
families, both during and after the successful completion of treatment. These networks have been shown
to reduce service users’ dependence on formal services and empower people to take more control of their

lives (Humphreys, 2004).

We propose that all service users have the opportunity to see what recovery looks like, what it offers and
that it is a realistic and achievable ambition, by actively promoting recovery and through the development
of active recovery communities. The new drug strategy encourages local areas to establish ‘recovery
champions’ at three levels (strategic, therapeutic and community recovery champions).

How can the new framework best support the development of local systems in which mutual aid and
peer support are well integrated and valued resources?

How can systems and services best implement the three levels of recovery champions as described in
the drug strategy?

please address each level in turn
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l What are the key components of a recovery community?

l How can the impact of a recovery community be demonstrated?

Evidence shows that treatment is more likely to be
effective, and recovery to be sustained, where families,
partners and carers are closely involvedum covernment brug strategy 2010)

Evidence indicates that treatment is more likely to be effective and recovery to be sustained where
families, partners and carers are closely involved in service users’ recovery. This can provide an important
source of social support and helps the service user build crucial social capital.

The drug strategy acknowledges the need to encourage and support local areas in promoting a whole
family approach to recovery; and also the need to provide support services for families and carers in their

own right.
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How can local systems and services better involve families, partners and carers in the treatment and
recovery process?

What are the key sources of support that families, carers and partners need to enable them to
participate in the service user’s treatment and recovery?

please list and describe where necessary

How can the framework support local areas in strengthening the support that is available for carers,
partners and family members?
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An integrated approach to support people to overcome

their drug or alcohol dependence must be the priority
(HM Government Drugs Strategy 2010)

Parts of the recovery system need to become more joined up with greater continuity of care (for example,
between prison and community based services including residential settings). Systems will need to be
dynamic, integrated and flexible enough to meet the recovery needs of individual service users and their
families. Models of Care (MoC) set out a national framework for the commissioning of adult substance
misuse treatment, in effect, providing a blueprint for a standardised treatment system based around a
four-tiered model of service delivery.

There is a possibility that the model of tiered treatment may have implied treatment was sequentially
based, creating barriers to accessing particular interventions and settings (e.g. residential rehabilitation
and injectable clinics). To support the development of a well integrated recovery-orientated system the
NTA is considering moving away from a four-tier model to a model that places service users and their
recovery journey at the heart of commissioning and service delivery, in an effort to break down some of
the barriers that may have emerged as a consequence of the four-tier model.

How can the framework best support systems in developing greater continuity of care between prison
and community services?

Do you consider that moving away from a four-tier model will be beneficial in supporting the
development of integrated recovery-orientated systems?

yesO noO please explain your answer, providing the advantages and disadvantages

advantages disadvantages
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Recovery is not just about tackling the symptoms and
causes of dependence, but about enabling people to
successfully reintegrate into their communities

(HM Government Drug Strategy 2010)

Systems will require a step-change in joint working between specialist treatment and mainstream
services in order to address a greater emphasis on wider reintegration and recovery support. Support

to gain employment and secure suitable housing play a crucial role for many in the development of
personal and social resources that will help service users move through the treatment system and sustain
recovery, and as such should be made available right from the start of the recovery journey. The new
national drug strategy recognises that in the past a lack of effective employment and housing support has
eroded for many individuals the benefits that treatment had offered them.

How can local systems best work with those in the employment and housing sectors to support
successful reintegration into communities?

I In delivering an integrated recovery-orientated system we would expect treatment systems and
services to work in a more family-orientated way. How could the framework best support this?
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What are the main barriers to individuals who are recovering in securing employment (including
volunteering) and how could we best overcome them?

please list each barrier separately and indicate whether it is specific to paid or voluntary employment

What do you think are the best ways to get local employers to think of individuals in recovery as
potential employees?

How can the framework support improved access to mental health services for individuals with a
mental health dual diagnosis?
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Improving effective practices and integrated approaches
to safeguarding the welfare of children mcovernment brug strategy 20101

The new drug strategy acknowledges the need for drug treatment systems and services to do more to
‘keep children safe and rebuild families’'.

A third of the people accessing treatment have childcare responsibilities (NTA, 2009). This will, for some
parents, encourage them to enter treatment, stabilise their lives and seek support. For some children

it may lead to harm, abuse or neglect and others may take on inappropriate caring roles putting their
education, health, well-being and future life chances at risk. Although some services have effective
practices and integrated approaches to safeguarding and parenting support, the needs of the children of
substance misusing parents are still too often invisible.

What can be done to ensure that services and staff are confident and competent to safeguard children
and promote improved parenting capacity?

How can the framework support the development of systems and services that are integrated, identify
and respond to the impact of parents behaviour on the child?
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Developing an inspirational recovery-orientated
workforce; promoting a culture of ambition, and a
bel.|ef |n recovery (HM Government Drug Strategy 2010)

An integrated recovery-orientated treatment system will need a competent workforce, working in a
collaborative effort to deliver positive outcomes. The range of competencies will need to be diverse and
yet all working to a shared set of recovery-orientated values and principles.

Systems will need a full range of specialist and non-specialist medical competencies. This includes
sufficient access to the specialist competencies required to provide direct clinical care for complex clients
and provide clinical leadership, development and support for the local treatment system. It will need

a workforce able to deliver a full range of evidence-based psychosocial interventions, harm-reduction
interventions and effective key working. Systems will need to support and train those delivering peer
support and have personnel competent to champion recovery in the system.

How can the new framework support systems in developing a competent and inspirational recovery-
orientated workforce?

B Which areas of competence do you think will need the most development?

please list and explain your answer
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Developing patient placement criteria to deliver better
clinical outcomes, increase value for money, and most

importantly to help individuals find the right treatment
(HM Government Drug Strategy 2010)

There is no effective ‘one size fits all’ approach to the treatment of drug and alcohol dependence. Dr
David Best is currently chairing an independent cross-sector group of leading clinicians and academics

to look at how we might better match individuals to packages of care that best meet their needs. These
‘patient placement criteria’ will be designed to indicate the most appropriate interventions and setting
for an individual service user and also allow local commissioners to plan services depending on how their
population ‘'segments’ into different recovery categories.

The drug strategy 2010 suggests that local areas may wish to consider implementing a single assessment
and referral processes. Such processes are being evaluated as part of the Payment by Results (PbR) pilots
in the form of Local Area Single Assessment and Referral Systems (LASARS). While the LASARS may
differ in detail across local areas, this service will provide triage, assessment and referral for all service
users based on their individual needs.

We propose to develop a framework that supports the delivery of personalised packages of care, drawing
on a menu of options. The system will need to understand an individual's problems, but also focus on
their strengths and coping capacities, and what can be drawn upon (and strengthened) throughout their
recovery journey.

scope to enable individuals to draw upon and develop their strengths and capabilities and address

I How can the new framework best support a personalised patient placement model that includes
their needs?
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How can the framework ensure that systems deliver a range of effective psychosocial interventions,
delivered as the mainstay of treatment and enmeshed with prescribing interventions as appropriate?

l How can we improve people’s capacity to choose between residential and community based options?

How can the framework best support local areas in implementing single points of assessment and
referral, and avoid repeated assessment?
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Encouraging offenders to seek treatment and recovery at
every opportunity in their contact with the criminal justice
system [CJS] (HM Government Drug Strategy 2010)

The link between substance misuse and crime is well understood, as is treatment’s ability to facilitate
significant reductions in offending and re-offending. An individual’s clinical need is not affected by his or
her legal status. The Integrated Drug Treatment System in prisons and the Drug Interventions Programme
in the community have made real progress in the treatment of drug-dependent offenders, but there are
still too many people whose treatment is interrupted in the transition between prison and the community.

What do you consider to be the key difficulties and opportunities in implementing a recovery-orientated
framework in a prison setting?

please list key difficulties and opportunities separately

How can recovery services for drug and alcohol dependence be developed within prisons, building on
the recent improvements in prison drug treatment?

l What would help promote recovery for offenders being released from prison?
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Substitute prescribing continues to have a role to play in the
treatment of heroin dependence, both in stabilising drug
use and supporting detoxification:m covernment brug strategy 2010)

As the new drug strategy acknowledges, prescribing interventions play an invaluable role in the treatment
system. Opioid substitution therapy - when allied with psychosocial interventions - is among the best
evidenced treatment that we have. While it is clear how substitute prescribing can be recovery-orientated
(e.g. White 2010) there is a common consensus that in some cases more could be done to help people
move on after a period of prescribing stabilisation.

It is accepted that no one should be on opioid substitute medication, whether high or a low dose, without
the offer of help to detoxify as soon as they wish. There are, of course, some people who will have a
genuine need to be on a prescription for a long period of time, but a system of regular, time-bound reviews
should ensure that no one will be in this position unless it is really clinically necessary.

Professor John Strang is currently chairing an independent cross-sector group on this topic and we would
like to be able to feed your views into this process through the questions below:

package of care that assists the service user in achieving recovery outcomes (for example, recovery-

I How can we ensure that substitute prescribing is recovery-focused, and provided as part of a wider
orientated methadone maintenance or medically assisted recovery)?

What can be done to ensure that service users with genuine needs for long-term treatment continue to
be supported in a recovery-orientated system?
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We need to become much more ambitious for individuals to
leave treatment free of their drug or alcohol dependence so
they can recover fUllY[HM Government Drug Strategy 2010)

Getting people in to treatment and engaging them long enough to derive benefit from treatment is
important but too many people drop out before successfully completing. We know that people who
successfully complete treatment have a better chance of sustaining recovery than those who leave in an
unplanned way (NTA, 2010).

Our task is to create a system of recovery that focuses not only on effectively engaging people in treatment
but also supporting them in moving through that system, successfully completing treatment and
ultimately overcoming their dependence for good.

How can the framework best support local areas in optimising the number of people who move
through the system and successfully complete treatment?

What do you think are the key factors that prevent individuals successfully completing treatment? How
can the framework best support local areas to overcome these?

please list each factor - with a description of how the framework can support local areas in overcoming them
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What are the key interventions and support that people need to assist them in sustaining long-term
recovery following the successful completion of treatment?

please provide examples, where appropriate

We are committed to continuing to review new evidence
on what works in other countries and what we can learn
from |t (HM Government Drugs Strategy 2010)

We know that drug treatment works. Outcome studies from the UK and abroad, regardless of
methodological or definitional differences, consistently show that people’s lives improve markedly on a
whole range of domains once they enter treatment.

However, nearly all the evidence concentrates on changes in behaviour while people are in treatment
rather than after they leave. There are understandable concerns about the limitations of a slowly
emerging evidence base (Best, 2010) and what sort of treatment works best for which sort of person, and
how to work with people to give them the best chance of recovery in the long-term.

The past ten years has seen a significant increase in the availability and choice of treatment services. To
a large extent, we have now implemented, through the old Models of Care frameworks, what we know to
be effective. If the system is to be truly recovery-focused we must now enter territory that is relatively
uncharted in terms of what is effective after people leave treatment - learning from experience and
gaining new evidence as we progress.

What are the key points that need to be incorporated into the framework to support partnerships in
continuing to develop a balanced treatment system i.e. placing a greater emphasis on moving people
through the system and into sustained recovery while maintaining the improvements that have been
achieved in terms of waiting times, access and retention?
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| What are the key gaps in the recovery evidence base and how do you think they could best be filled?

Please provide evidence to support your response, where possible

We need to respond to new and emerging evidence, to
respond flexibly to the changing nature of the drugs trade
and the Outcomes being aChieVed[HM Government Drugs Strategy 2010)

Around 70,000 people every year access psychosocial-only treatment (i.e. with no prescribing component
to their care). This has been a big change for the drugs field, and it probably reflects the large increase

in cocaine powder and cannabis use during the past decade. Alcohol services have always worked
predominantly with the provision of psychosocial support and there may be opportunities this presents in
local systems of care.

Services also need to be able to address new patterns of drug misuse. ‘Legal highs’ are becoming more
prevalent and this is bound to be reflected among the people entering drug treatment. Providers and
commissioners need to be alive to these emerging needs.

The drug strategy also gives a new focus on over-the-counter and prescription medicines. Again, this
presents new challenges to a field that has traditionally focused on heroin, crack cocaine and alcohol.

What are the main challenges for the field in moving to treat a wider range of substance abuse
problems?

please list main challenges
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What are the key challenges in developing and implementing a single framework that deals with drug
and alcohol dependence together?

please list main challenges

l How can these challenges best be overcome?

Thank you for taking the time to complete this consultation.
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	Job Title: Royal College of Psychiatrists
	Organisation name: 
	Region where you work/live:: 
	Sector: 
	Do you consider yourself to be a keyworker?: Off
	Are you happy for us to use extracts from your responses?: Off
	Models of care: Off
	Do you think the proposal to replace Models of Care with a new unified document is justified? If so, what are the key issues in bringing together all substance misuse treatment in a single framework?: The replacement of Models of Care with a unified framework with the recovery journey as the core is a justified and welcome proposal.

The proposal not only helps the whole field re-focus on recovery but also formally includes all substances, (illicit drugs, aclcohol or legal highs).

This is particularly important for alcohol as a key challenge is ensuring that alcohol services develop to meet the considerable unmet need.

These challenges include:

1.6 million people are estimated as being dependent on alcohol (compared with 320,000 on heroin and crack)

Approximately 80% of alcohol dependent people do not use other substances. Treatment systems therefore must be flexible with respect to this population.

There are increasing rates of alcohol dependence and harm, particularly in older people.
 
There should be clarity about how the new framework will tackle this challenge.
 
The proposed commissioning arrangements and  resulting service design should be based on a good needs assessment of the population and services should be designed to be accessible to the wide range of people with alcohol and drug problems. 

All people should be able to access specialist treatment, where indicated, irrespective of locality to ensure the system optimises recovery potential and progress through treatment.
 
Evidence must inform the framework. NICE guidance on prevention, management of physical complications and management of dependence should be integrated into a single pathway. 

The NTA (or in the future Public Health England) should hold commissioners to account to ensure that the new framework is implemented appropriately.
 

	What do you see as the disadvantages of bringing together Models of Care for Adult Drug Misusers (MoCDM) and the elements that focus on treatment of dependence in Models of Care for Alcohol Misusers (MoCAM) into a single recovery-orientated framework?: May lead to less attention being paid to the needs of people with alcohol dependence.
 
May lead to services being primarily designed for those with opiate dependence, with alcohol as a "poor relation"
 
May lead to alcohol services being developed only for those whose demographic profile and needs are close to those with other drug problems.
 
May prevent alcohol care pathways integrating effectively if services for severe dependence are commissioned separately.
 

	What do you see as the advantages of bringing together Models of Care for Adult Drug Misusers (MoCDM) and the elements that focus on treatment of dependence in Models of Care for Alcohol Misusers (MoCAM) into a single recovery-orientated framework?: May lead to more attention being paid to the needs of people with alcohol dependence
 
May improve the response for those with co-existing alcohol and drug problems.

Allows systems to focus on the patient's recovery from addiction rather than a particular substance.

Improves skills across the workforce.
	What, if any, are the areas of the framework that may be more difficult to implement in the context of prison-based treatment? Please list and describe any difficuties: Difficulties include:

1. Ensuring good quality Primary Healthcare in prison settings to improve general healthcare to those with alcohol and drug dependence.
 
2. Ensuring appropriate throughcare treatment.
 
3. The role of Criminal Justice services at all stages of the justice process is crucial. 

4. Development of intervention skills, especially in psychological interventions, in this section of the workforce should be high priority.

5. Prison population may lack recovery champions and the often transient nature of the prison population will impede recovery networks from developing.
	How do the systems promoting recovery need to reflect specific factors relating to ethnicity, gender, gender reassignment, disability, age, sexual orientation, religion/belief, pregnancy and maternity  considerations? What proportionate measures could address those issues?:  
Systems should ensure the provision of: 

Women only interventions (e.g. relapse prevention groups)

Specific expertise for managing the care of older people (community recovery support, management of acute and chronic physical health problems related to addiction)

Services for young people (with specific expertise regarding new drugs- e.g. Ketamine)

LGBT specific interventions (with specific esperise regarding new drugs- e.g. GBL/GHB)

Ensure that all staff have undergone equality and diversity training.

Ensure all staff are competent in identifying trauma and helping with recovery from trauma. 
 
 
The impact of adult substance misuse on early years development is considerable and is not limited to pregnancy. There should be a high level of awareness and skills in responding to substance misuse in early years services.
	How do you think these best practice outcomes could be defined and measured?: 1. Freedom from dependence on drugs or alcohol 

Appropriate measures include TOP self-report, drug screen results.

It is crucial that patients who have succeeded in stopping illicit drug/ alcohol use through medically assisted treatments (e.g. Methadone, Acamprosate) be considered within the 'free from dependence' category. 

2. Prevention of drug-related deaths and blood borne viruses

Blood borne virus outcomes can be measured using existing NDTMS data (offer of testing, completion of vaccination for Hepatitis B). In addition, data should be routinely recorded for HIV testing. 

Pathways into Hepatitis treatment should be defined and monitored to ensure that, where appropriate, all patients have access to specialist hepatology services. 

A full range of harm reduction services including Hepatitis B vaccination and needle exchange must be available to all patients irrespective of locality.

Drug related deaths can be measured nationally and mapped onto local areas through coroners reporting.

3. Reduction in crime and re-offending

Appropriate measures inlcude TOP self report. Other sources include activity reporting from DIP.

4. Sustained employment

Complex to meaure as it will be hugely influenced by locally available employment opportunities. Sustained empolyment is likely to be a very poor indicator of the quality of a treatment service/system.

The terms 'sustained' and 'employment' will need to be defined. Training and educational activities should be included. Incentives to local employers could be considered. Stigma against people with substance misuse problems will be a significant barrier.

Patients undergoing medically assisted recovery (e.g. Methadone, Acamprosate) should be actively encouraged into employment.

5. Ability to access and sustain suitable accommodation

This is a poor indicator of the quality of an individual treatment service/system as access to sustained, suitable accommodation falls to a much broader set of organisations

6. Improvement in mental and physical health and well-being

This is a crucial outcome as sustained recovery is unlikely to occur in the absence of physical and psychological health. 

There are many appropriate ways to quantify mental and physical health and well-being as well as change over time. These include TOP self report, PHQ-9, GHQ, HoNOS. Others include ICD-10 coding (for physical and psychiatric diseases), medication audits and rates of referral to mental health/ acute services.

7. Improved relationships with family members, partners and friends

Difficult to meausure and also difficult to attribute with particular interventions. Probably the most accurate measurement would be self report from patient, family and friends. 

8. The capacity to be a caring and effective parent.

Indirect measures could include assessment of social services involvement/child protection.
	How can services that focus on reducing drug-related deaths and the spread of blood-borne viruses?: Services that focus on reducing drug related deaths and the spread of BBV are an ideal platform for individual in early recovery to make sense of the next steps they need to take.

These services facilitate recovery in the following ways:

Engagement - Allowing people who may have no previous experience of treatment to engage with non-judgemental professionals who will sign-post recovery options (e.g. mutual aid).
 
Confidence and trust - Allow a person to develop confidence and trust in the value of treatment.

Interventions - Offer evidence based interventions that allow the individual to stabilise their lives and set the groundwork for sustained recovery. Stabilising physical and mental health will hugely improve a persons ability to engage in recovery and define their personal recovery goals.

Information- Offer information on other resources available (e.g. local recovery champions/networks)
	What are the key things that partnerships and service providers can do to increase the opportunity and access to a range of recovery pathways?:  
1. Shared vision of recovery embedded in local treatment systems

2. Collaboration between providers to enhance recovery networks

3. Collaboration between providers and peer led and family services

4. Commissioning must support local partnerships through
 a) Local needs assessment including an understanding of local levels of co-morbid physical and psychiatric morbidity
b) Evidence led decisions
c) Data sharing protocols
d) Sound governance systems including partnership-wide audit
e) Robust outcome measurement
f) Partnership wide re-engagement strategies for those who drop out
g) Partnership wide recovery directories

5. Thorough initial assessment by the most experienced/qualified service/professional to plan recovery journey with patients. Assessment should include broad range of needs including physical, psychiatric, social, housing and occupational.

6. Specialist interventions should be offered to specific groups (e.g. LGBT, elderly, co-morbid psychiatric problems) to optimise recovery potential.

7. All patients should be able to access specialist treatments where indicated (e.g. complex psychological , medical interventions)

8. The evidence base for recovery interventions should be supported by commissioners through research within the partnerships


	Do you agree with the proposal to shift care-planning practice towards service user-led recovery planning?: Recovery objectives should form the guiding principles governing substance misuse services.  

Recovery planning has benefits for both patients and practitioners.  It can improve the quality of services, the experience of patients and expand and improve the outcomes.

Recovery planning allows for patient defined goals which will be well beyond the narrow definition of abstinence. 

Recovery-orientated treatment has the potential to improve the practice of psychiatry and the satisfaction and working lives of practitioners by engaging them in hopeful and optimistic vision for their patients. 

The Faculty of Addiction organised a specific BRIC workshop with patient representatives at the Royal College of Psychiatrists. This is a summary of the discussion:

Patients 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 patients 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”.

Patients often have many skills, so it is unnecessary and unhelpful for services to take over all responsibility for their care.

However, assuming that every patient 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 patients too much responsibility for recovery planning could amount to “giving them enough rope to hang themselves”.  It was important that more patient led recovery planning did not lead to patient being “blamed when things go wrong”.

A paradigm of collaboration between professional and patient, with good communication as key, was seen as more appropriate than one of “service led” vs “service user led”.

	What are the key components of recovery planning?: Individually defined.

Includes physical, psychological and social components of recovery

Described in the language of the patient rather than the service.

Expertise of the service assists the patient in making informed choices.

Clearly defined goals which evolve during the patient's recovery journey.

Hope, agency and opportunity




Hope
•	Hope is a central aspect of recovery and some would say that recovery is impossible without hope.  Relationships are central to hope, as we all know that it is difficult to believe in yourself if everyone around you thinks you will never amount to very much, and when you find it hard to believe in yourself, you need others to believe in you

Agency
•	This refers to people gaining a sense of control.  In this sense recovery involves service users taking control over their own problems, life and destiny.  For example, control over the way they understand what has happened to them, their problems and the help they receive, what they do in their lives and their dreams and ambitions.  In this sense, Recovery is concerned with self-management, self-determination and responsibility.

Opportunity
•	The idea of opportunity links us with the idea of social inclusion and is concerned with participation in a wider society.  Social inclusion is important for recovery as people with mental health problems wish to be part of our communities, not apart from them; they wish to be a valued member of those communities; to have access to the opportunities that exist in those communities; and to have the opportunity to contribute to those communities.


(This is taken from: Recovery is for All, Hope, Agency and Opportunity in Psychiatry, A Position Statement by Consultant Psychiatrists
South London and Maudsley NHS Foundation Trust & South West London and St Georges NHS Foundation Trust, June 2010 which I helped write)


	How can the role of recovery planning be operationalised?: A greater emphasis placed on recovery and its implications for practice in the education and training clinicians at all levels and in continuing professional development.

Treatment planning of physical, psychological and social elements of recovery.

Recovery ideas built into the annual appraisal process 

The delivery of services which address not only the improvement of symptomatic outcomes for people, but also social outcomes.  These should be given priority when commissioning specific services.

The development of best practice guidelines that give priority to a range of approaches to support recovery goals and planning that emphasises hope, agency and opportunity.

The development of a culture throughout provider and commissioning organisations in which recovery principles are embedded and supported by, for example,  managerial practices, risk policies, recruitment, training and service delivery.

A change to way in which patients participate in their own treatment and involvement in treatment services, which places greater emphasis on partnership and the active involvement of services in such roles as trainers and peer professionals.

A review of the current workforce which highlights the role of people with lived experience of mental health problems as peer specialists.

Interventions that have an evidence base with clear operationalised protocols.

Good access to treatment, for example, rapid access to assessment, same day prescribing. 

Improving employment outcomes.  There is strong evidence, from random-controlled trials undertaken in several different countries, for the effectiveness of an ‘Individual Placement and Support’ (‘IPS’), a specific approach to vocational rehabilitation.  IPS has been shown to achieve employment rates 2-3 times better than traditional alternatives such as interview training and sheltered workshops.  

Empowerment.  One means of empowerment is through the involvement of patients in key decisions regarding their treatment and management.  There is extensive evidence that a reduced sense of empowerment is associated with lower self-esteem, higher sense of stigma, poorer quality of life and a range of negative outcomes (Warner, 2009).  This includes shared decision making and joint crisis plans.

Peer support.  This concerns the use of others with a history of addiction problems acting as workers who directly help others with these problems.  

Self management.  Through an educational approach patients can learn more about their conditions and make supported decisions based on this learning.  Self management aims to enable people to develop practical tools of everyday living in order for them to make daily decisions that will maintain or improve their health.  

	How can systems and services best ensure that recovery planning is sufficiently ambitious and challenging yet does not place the service user at unnecessary risk or set them up to fail?: Recovery is not an all or nothing concept but should be viewed as a journey so any progress is a positive.

Recovery can be conceptualise as physical, psychological and social. 

The key to supporting an individual on their recovery journey is access to multidisciplinary services with the range of specialist skills and expertise necessary to provide a more complete assessment of needs and a comprehensive plan of treatment and management for people with multiple and complex problems.  

From a recovery-orientated perspective, these services should contain the complete range of necessary skills, covering all the areas that are likely to have an effect on illness and outcomes, which include finances, housing, employment, and social integration.  

Patients and their carers are part of this team. The establishment of these collaborative partnerships is  a central role of modern professionals.  

There should also be a range of workers within the teams – welfare advisors, vocational specialists, housing and resettlement officers, as well as a significant number of peer support workers who have had experience of addiction to act as Peer Professionals

RIsk assessment and management must remain a core task, particularly for patients with significant physical, psychological and social morbidity.

	How do you see the role of mutual aid in an integrated recovery-orientated system?: 
Recovery from addiction is a process that continues long after the initial treatment episode has finished. 
 
Participation in recovery mutual aid groups during and following addiction treatment is known to enhance long-term recovery outcomes. 

Mutual aid programmes such as NA or AA are cost effective, and widely available.

They can be accessed independently of any formal treatment system, but can also run in parallel with formal treatment provision.

Treatment organisations can facilitate engagement with mutual aid in a variety of ways including:-

o	simple signposting (e.g. the availability of leaflets, meeting times, help line numbers etc), 
o	encouraging meetings to be held in facilities, 
o	providing opportunities for members of the mutual aid group to meet patients in treatment
o	providing opportunities for members in residential treatment, including inpatient units, to attend mutual aid groups

To facilitate engagement in mutual aid, staff in treatment services should have a good understanding of the rules and boundaries of the mutual aid organisations concerned.

Mutual aid can act as a long term “aftercare” provision, and can continue for as long as the individual feels that they need it.


The Faculty of Addiction organised a specific BRIC workshop with patient representatives at the Royal College of Psychiatrists. This is a summary of the discussion:

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”.

	How can the new framework best support the development of local systems in which mutual aid and peer support are well integrated and valued resources?: The guidance should detail the evidence that this way of working is associated with improved choices, satisfaction and outcomes for service users.  

Examples of the wide variety of mutual aid and peer support available should be given.  

A variety of case studies showing different models of implementation that have been successful. 

Each area should undertake a local mapping exercise of their mutual aid/peer support resources which should be widely available and be followed by local consultation to identify gaps.  

Mutual aid/peer support representatives should participate in developing local clinical governance strategy.

Commissioning must support the development lf local partnerships
	How can systems and services best implement the three levels of recovery champions as described in the drug strategy?: Strategic recovery champions

A local recovery lead should be identified who is responsible for ensuring that a recovery-orientated approach operates throughout the system.  They will need to have a sound knowledge of recovery philosophy and be able to articulate and implement this.  They will identify other strategic recovery champions who may include commissioners, providers and community leaders.  Together they will identify therapeutic recovery champions.



Therapeutic recovery champions

Early adopters of the recovery approach should be identified locally forming networks across services and including community recovery champions.  They should be inspirational, positive people who “go the extra mile”.  They should include individuals with experience of working towards abstinence.  Their role should include disseminating recovery-orientated practice to their professional peers and supporting community recovery champions.



Community recovery champions

Although they will mainly be individuals in recovery, they will also include family members and the others in the community who want to support recovery activities and reduce stigma.  They will be identified by mapping local resources and recruiting willing individuals.  They will then recruit others to join them.  Their role should be in the community and also in all treatment services.  All service users should have the opportunity to meet a community recovery champion. 

	What are the key components of a recovery community?: Vibrant mutual aid, including 12-step widely available.  

All service users encouraged to use mutual aid/social networks including assertive linkage to these.


Other social networks that give a face to recovery, promote recovery and decrease stigma including self-stigma.  

There is increasing evidence to support the impact of social networks on a range of health and lifestyle issues.  Social networks should include mobile phone and online resources.  They need to work in partnership with local treatment services.

	How can the impact of a recovery community be demonstrated?: It is still unclear the best way to measure the impact of recovery communities and there is currently a significant gap in the evidence base regarding the efficacy of recovery orientated approaches. 

In the absence of any NICE approved recovery-orientated interventions in substance misuse, the new Drug Strategy offers an ideal opportunity to develop research protocols to define what works and what does not.

Possible ways to measure the impact of recovery communties include:

Number of people in the recovery community

Measurement of their quality of life scores

Neither of these measures in isolation will be robust enought to prove the value of recovery orientated treatment. 

Defining  and measuring complexity (physical, psychological and social) will be an important first step to refining which interventions are most effective and cost effective.  
	How can local systems and services better involve families, partners and carers in the treatment and recovery process?: Sustaining recovery will, for some people, require substantial social support from family, friends, partners etc especially after they have successfully completed formal treatment.

There is the need for increasing the availability and access to a range of psychosocial interventions which involve family and carers as recommended by NICE , where clinically appropriate (for example; BCT, Family therapy, SNBT etc)


Family members may be well placed to assist in the process of reengagement following relapse – families could be incorporated into patient post-treatment support plans e.g. rapid re-engagement, providing motivational support and encouragement


Include carers in the planning and development of services (not just patients)


The Faculty of Addiction organised a specific BRIC workshop with patient representatives at the Royal College of Psychiatrists. This is a summary of the discussion:

At the right time, joint work with patients and their families/carers is beneficial, as long as it is led by the patient.

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 patients 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.

	What are the key sources of support that families, carers and partners need to enable them to participate in the service user’s treatment and recovery?: Education about substance misuse and the process of recovery

Identification of relapse

Help with coping with the change that the family may experience as a result of recovery. For example; the family experience of someone using will be very different to their experience of that person when they are ‘clean’.

There is the potential that family members may need to access professional therapy themselves (services/systems should be able to facilitate access to this)

Mutual aid/peer support e.g. families anonymous other local peer support groups

	How can the framework support local areas in strengthening the support that is available for carers, partners and family members?: Acknowledge and communicate the potential benefits of including and supporting family members through the treatment and recovery process.

Clarity regarding patient confidentiality.

Highlight the resources/services that could be made available to support families.


Use case examples of good practice from around the country to illustrate the points that are made.

	How can the framework best support systems in developing greater continuity of care between prison and community services?: Integration is a priority because of the often complex needs of patients. This is the case for both physical health (e.g. Hepatitis B vaccination) and mental health (e.g. antidepressant prescribing). 

Lack of integration of services could potentially increase mortality with prescribing mistakes and lack of continuity of care. This is particularly the case for opioid substitution treatment.

The framework needs to address information sharing, particularly with the multiple access points in prisons and in communities to avoid patients falling between services


The framework must ensure a consistent approach from different prisons and from different communities –eg the treatments and transfer protocols should be standardised across the prison sector.

The framework must support competencies in treatment of physical and mental health and management of these disorders 

Separate commissioning structures and competition with numerous different sectors involved may lead to variety, but also leads to a competitive issue with a high risk of fragmentation 

	Do you consider that moving away from a four-tier model will be beneficial in supporting the development of integrated recovery-orientated systems?: Off
	Do you consider that moving away from a four-tier model will be beneficial in supporting the development of integrated recovery-orientated systems? Disadvantages: Need for re-organisation at a time of financial strain.

Move from a system that has been well established and functional.

Risk of losing the understanding that different services are able to offer different levels of skill.

Risk of losing the understanding of a need for 'spectrum' of treatment intensity to  match the needs of the patient.

Lack of evidence to support new model.

Lack of proven or validated recovery-orientated outcome measures. 
	Do you consider that moving away from a four-tier model will be beneficial in supporting the development of integrated recovery-orientated systems? Advantages: The tiered model of care related to a simple framework of a spectrum of intensity of treatments and of services, often with integration of services to manage all of the needs of the patient (eg tier 3 and 4). It has worked well in CAMHS etc. 

The drug field’s interpretation of the model, with use of the tiers often as a sequential model has at times been unhelpful. There is an opportunity to rework Models of Care to be more aligned with the patient recovery journey.  


Any new systems still needs to understand the intensity of treatments, the range of providers required. However a more competency orientated framework for practitioners based on needs of the patients might be more useful. 

	How can local systems best work with those in the employment and housing sectors to support successful reintegration into communities?: Substance misuse services require training, an understanding of employment and housing sectors.

Joint working protocols are needed to define pathway for patients.

Integrated/joint working is a robust way for different services to learn about each other and offer the opportunity for patients to access interventions they would normally have to travel to.
	What are the main barriers to individuals who are recovering in securing employment (including volunteering) and how could we best overcome them?: Considering paid or voluntary employment:

1.  Stigma from employers

2. Lack of expertise, knowledge and ambition from serivces

3. Low levels of motivation from patient resulting from addictive process or co-morbid mental health problems e.g. depression

4. Chaotic behaviour secondary to substance use leading to poor engagement

5. Poor physical health

6. Lack of role models demonstrating that employment is a realistic option

7. Impact on benefits of volunteering (e.g. expenses payments)

The Faculty of Addiction organised a specific BRIC workshop with patient representatives at the Royal College of Psychiatrists. This is a summary of the discussion:

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 patients 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”.

	What do you think are the best ways to get local employers to think of individuals in recovery as potential employees?: Label individuals differently

Use mentor/peer support to facilitate placements 

Early intervention if the placement breaks down to maintain confidence of employer

Celebrate success
	How can the framework support improved access to mental health services for individuals with a mental health dual diagnosis?: The first step is the timely and accurate diagnosis of co-morbid mental health problems. All patients should have access to appropriate psychological/psychiatric assessment.

This requires assessment by an addiction psychiatrist or other professional with similar training and competency in mental health diagnosis.

Protocols for shared management between acute mental health and addiction services should be developed locally supported by the large and compelling evidence base. This evidence base includes specific NICE guidance on managing co-morbidity.

For patients under the Care Programme Approach (CPA), acute mental health serivces should assume care co-ordination.

Addiction services play a key role in advocating for patients and helping them navigate acute services.

Many patients with co-exisiting mental health and substance misuse problems will not be considered eligible by mental health serivces for a range of reasons (current substance use, symptom severity not deemed sufficient, not describing psychotic symptoms). For this group of patients, care should be provided by substance misuse services otherwise the patients will "fall through the gap".

Where possible all interventions should offered in a manner most convenient for the patient. This requires flexibility and innovation from both addiction and acute mental health services.

Bereavement, trauma, suicidality, depression and relationship problems are common in people who are dependent on alcohol and drugs and help for these problems should be an integral part of what is provided by substance misuse services. Patients are unlikely to achieve their recovery potential if they suffer with untreated mental health problems.
 
The impact of substance misuse on individual and population with mental health problems received some attention in the Governments 2011 mental health strategy "No Health Without Mental Health."

A higher level of attention to substance misuse in such strategic documents would help improve the awareness and response of mental health services.
 
 
	What can be done to ensure that services and staff are confident and competent to safeguard children and promote improved parenting capacity?: Challenge the widely held assumption that parents who use substances are bad parents.


There is a vast amount of literature and good practice recommendations including 'Every child matters' (2003), NSF for children, young people and maternity services, Think Family and Hidden Harm. Some elements of these reports should be incorporated into Payment by results programmes

Competencies for all clinical staff relating to safeguarding and parenting should be clearly to be outlined in line with DANOS/KSF’s


Mandatory child protection training, safeguarding procedures training and parenting assessment training should be provided regularly for all clinical staff


Compulsory review of all dependent children of adult substance misusers within 3 months of entry into treatment and at least annually thereafter. Too often harms only come to light when they are severe.


TOP should incorporate an assessment of parenting.


Embed use of CAF and pre CAF forms in adult substance misuse treatment services


Regular parenting groups sponsored by local agencies with opportunities for these groups to feedback to treatment services

Examples of good practice should be effectively disseminated

	How can the framework support the development of systems and services that are integrated, identify and respond to the impact of parents behaviour on the child?: Better intelligence on needs in these areas in local regions to be collected and disseminated.


Disseminated evidence based practice.

Ensure the treatment system is aware of who provides  services for assessing and managing parental behaviour towards child.

Develop better intelligence on local needs and disseminate these throughout treatment system.


Compulsory review of all dependent children of adult substance misusers within 3 months of entry into treatment and at least annually thereafter. 

Clear documentation and communication of risk

Developed pathways between substance misuse services, CAMHS, paediatrics and maternity services with Social Services


Strengthen peer support and carer groups so they can feedback into careplanning procedures

	How can the new framework support systems in developing a competent and inspirational recovery- orientated workforce?: A competent recovery-orientated workforce needs to be competent in assessing and treating a full range of subsance misuse presentations including opiates, alcohol, polysubstance depdence, emerging drugs including so called legal highs and 'over the counter' medications.

To be equipped to meet the needs of patients, a workforce positioned for recovery  should be composed of people from a variety of backgrounds including those in recovery themselves and those with specialist and non-specialist training in addiction treatment such as nursing, social work, psychology and medicine. 

The framework needs to be structured in a way that the different groups can work together and learn from each other. 

Competition is a hallmark of many current treatment systems with organisations working side by side in a nervous state, conscious of the next tender when they may be in competition with each other. This state of affairs acts to inhibit opportunities for learning and development across organisations. New frameworks should aim to enhance cross organisational learning and competence. The new Skills Consortium can provide a useful national vehicle for learning and standard setting.

Inspirational workforces are created when they are well led by leaders who recognise and nurture positive recovery oriented qualities in others. The framework should create a system in which leaders who achieve this are developed and used across the system for the greater good. 

The way in which the system needs to support the development of the work force has some distinct features when we consider the pathways for those in recovery themselves and for those from professional backgrounds (acknowledging the two groups have an overlapping relationship) .  The system should  supports services who mentor and develop those who wish to pursue volunteering and development and “learning on the job” routes to employment and career progression. 

Services need to have entry level posts which then link into a workforce pathway to more senior posts. The system needs to have a requirement for services to have posts whose holder’s role is to develop this section of the workforce (e.g. volunteer co-ordinator, training provider at level 2 NVQ and up)
  
The professional groups (nursing, social work, medicine, psychology) have their own training processes and schemes. However these are dependent on trainees having access to training placements and to experienced and well trained trainers on the job. A practical way to ensure this is for systems to require providers of services to be staffed by staff competent to provide training to students in the professions.
 
Addiction psychiatrists have a unique role to play in developing recovery oriented systems. As medical practitioners with certified competence and training in physical medicine, psychology, social  and behavioural science they are able to contribute holistically across a broad range of aspects of recovery. When in clinical leadership roles they can provide risk assessment and management, cost effective triage, ensure quality evidence based practice and good governance, support the management of more complex and challenging service users and act as clinical recovery champions. They also have a key role in training, supervising, supporting and developing other staff members. Systems should therefore ensure that addiction psychiatrists are in clinical leadership roles locally.  


NICE have recently published 3 sets of guidance which set out a series of recommendations. Work needs to be undertaken to ensure that this underpins the training.
 
Clinical Guideline 115 includes a baseline assessment toolkit for commissioners and services to ensure that they have the appropriate systems in place to ensure an effective response. 
	Which areas of competence do you think will need the most development?: Psychosocial interventions – competence in this area has been developing over the past few years, however there remains more progress to be made in ensuring fidelity to evidence based interventions (e.g. CBT, Social network therapies and behavioural couples therapy), especially supervision of staff and high intensity interventions. See NICE CG 115


Physical health skills – as sections of the treatment population age and develop complications of long term drug use, the ability to assess, intervene and promote decisions that maximize good health become vital. Appropriate medical and nursing skills are crucial in assisting people recover their physical wellbeing.

Employment – this is, quite appropriately, a target outcome for the recovery system. Skills to assess, intervene and refer on appropriately will become increasingly important.
 
Detoxification – this is an important component of recovery oriented systems and in many systems is still a relatively small part of the provision and therefore workforce. There will be a need to develop increased capacity in safe provision of detoxification both in the community and in-patient setting. See NICE CG 115

Alcohol skills - Recent funding systems have emphasized the needs of people using drugs and some services have accordingly focused on these needs. Given the prevalence of harmful and dependent alcohol use, services must ensure that high levels of competence in screening for and treating alcohol problems are prioritised. The experience in Scotland of the introduction of a nationwide programme of alcohol screening and brief  intervention in health settings merits examination.

Co-morbid mental health problems- For many patients, recovery is hindered by co-occuring mental health problems, often the direct result of substance misuse. Illnesses such as depression, anxiety disorder, drug induced psychosis and post-traumatic stress disorder commonly complicate a patient's recovery. It is crucial that services are able to competently assess and treat these conditions to enable the successful recovery. Mainstream mental health services are often poorly equipped to manage the complex needs of substance misuse. 

Addiction psychiatrists are well placed to deliver these services as well as train other staff to agreed competencies. Every service should have a clear referral pathway to specialist assessment and treatment for patients with mental health needs.
 
	How can the new framework best support a personalised patient placement model that includes scope to enable individuals to draw upon and develop their strengths and capabilities and address their needs?: Appropriate personalised placement models need to draw on a flexible matching of treatment package (e.g. detox, relapse prevention) with patient need/ preference. Patient need/ preference categories might best be considered as a combination of severity of illness (measured by a validated tool), risk assessment profile and patient preference. 

A budgetary tariff could be placed against each category for patients to choose which of the appropriate levels of treatment package best answers their need. 

Pilots are underway or been completed of various quality evaluating these categories, but further robust research will be required
	How can the framework ensure that systems deliver a range of effective psychosocial interventions, delivered as the mainstay of treatment and enmeshed with prescribing interventions as appropriate?: There is considerable experience of the development of Psychological Therapies through the Improving Access to Psychological Treatments (IAPT) programme.
 
A review should be undertaken of the links between substance misuse services and IAPT.

Topics should include

- The use of IAPT by people with substance misuse problems.
- The rationale for IAPT exclusion criteria
- Lessons for substance misuse from IAPT for needs assessment, workforce development and performance management.

There is currently inconsistent application of the combination of psychosocial and pharmacological interventions across the treatment system. Many drug services struggle to engage patients in psychological treatments whilst the mainstay of treatment is on substitute prescribing. Conversely, in alcohol services the mainstay of treatment is seen as psychosocial with many patients denied the opportunity for combination pharmacological relapse prevention treatments. 

Some treatment providers work with a single model of recovery (e.g. twelve step) which has the unintended consequence of denying access to other evidence based treatments (e.g pharmacotherapy) to patients who would benefit from them.

There is an opportunity within the new framework to use and develop the evidence base (and current clinical guidelines) to ensure that all patients have access to a range of therapeutic modalities to improve the likelihood of positive outcomes
	How can we improve peoples capacity to choose between residential and community based options?: Although patients may have important views on the potential benefit to them of residential or community based treatments, there needs to be a framework for making these decisions. This framework will need to account for a range of factors (e.g. patient preference, outcome of previous of treatments, severity of addiciton, social network, physical and psychiatric illnesses and motivation) to conclude which is the most effective option for a particular patient. 

These decisions are complex and usually require the input of the patient, their family/partner and the professionals involved in providing the care. 

Services providing residential and community based treatments should be explicit regarding the patient groups they treat (inclusion/exclusion criteria) and outcomes they achieve. Nationally comparable data should be available for scrutiny regarding treatment outcomes. This will ensure that patients are able to make informed decisions about the different options.

For patients to have choice, there needs to be sufficient provision of treatment programmes, which is not currently the case in much of the country outside London.

Matching of treatment packages (e.g. detox, relapse prevention) with patient need/ preference might best be considered as a combination of severity of illness (measured by a validated tool), risk assessment profile and patient preference.
	How can the framework best support local areas in implementing single points of assessment and referral, and avoid repeated assessment?: In recent years there has been a great improvement in enabling access to services for people with drug problems, recognising the need to make the most of opportunistic presentations in the criminal justice system, social care and health. This is less so with patients presenting with alcohol problems across all areas of the health system. 

Current commissioning in many areas is divided into different ‘silos’ of care. E.g commissioning of brief intervention service in an acute trust, being seen as a separate commissioning strand to one that deals with the dependent drinkers identified by the brief intervention worker, and the community services that will offer interventions to both groups. 

Treatment pathways should be commissioned that recognise that patients present across the whole health system with both harmful and dependent substance misuse.
	What do you consider to be the key difficulties and opportunities in implementing a recovery-orientated framework in a prison setting?: 
Difficulties include: 


Perceived lack of time.
Motivation different in prison setting.
Provider of therapy often not integrated with prescribing service/ nursing service.
Providers of recovery orientated programmes often rigid 12 step and abstinence orientated
Recovery programmes not yet evidence based.
Many prison based staff are poorly trained/ untrained in evidence based techniques such as MI.
Recovery-orientated frameworks may not be seen as a priority by prison service.
Teams in hospitals not linked to community providers and can become “institutional” and isolated in their methodology failing to take on new evidence based ideas.



Opportunities:

Large “static” population of drug/alcohol users.
Groups should be easy to organise.
Opportunity to build self esteem.
To integrate with healthcare.
To offer client centred approach based on range of recovery orientated approaches including motivational and 12 step approaches.
To widen idea of recovery to include those on substitute prescribing, rather than exclude them.
To welcome closer links with outside agencies.
To recognise the potential leadership from consultant specialists in addictions who would be well placed to work across teams enhancing best practice.

	How can recovery services for drug and alcohol dependence be developed within prisons, building on the recent improvements in prison drug treatment?: 
Recovery services should be integrated with treatment services both in and outside prison to avoid the current problem of fragmentation of prison services, often with separate medical, nursing, mental health, CAROT and recovery services . 

Ideally keyworkers should work across prescribing and therapeutic services to deliver patient specific recovery care package. The importance of having a named keyworker per offender should be emphasised. This helps keyworkers taking responsibility for individual offenders. 

This responsibility should extend post discharge with the keyworker being responsible for integrating the offender into the community team.

The concept of recovery must be broad to include individuals whose best option is to remain on substitute prescribing. Otherwise large numbers of patients will be exluded from recovery-orientated systems altogether.

Services must be broader than simply recovery orientated group work and need to engage in meaningful activities such as education/ training / lifeskills.


Services must be prioritised by prison management

	What would help promote recovery for offenders being released from prison?: Integration of community drug services with prison drug services or at the least improve communication between the two.


Keyworking responsibility within prisons to extend into community with the prison keyworker having responsibility for integrating the offender into community teams.

Tackle the significant problem of prisoners being released without notice (or sometimes communication) leading to community services being unaware of the release and having insifficient time to develop an appropriate treatment package. 

Release being planned so that prisoners can be introduced to their community teams and recovery supports prior to release. Ideally a prisoner should have a tailored package of care agreed prior to release including a named keyworker, housing, education/ training / employment


Better liasison with housing services so that prisoners know where they are going after release rather than simply being released onto the streets.
	How can we ensure that substitute prescribing is recovery-focused, and provided as part of a wider package of care that assists the service user in achieving recovery outcomes?: Maintenance substitute prescribing has a very substantial evidence base and has been shown to be highly effective in reducing crime, reducing drug related deaths, reducing transmission of BBVs and otherwise improving health and well being. It has to be provided at an adequate dose and well supervised to maximise both effectiveness and safety (see NICE technology appraisals and guidelines and clinical guidelines).

It is most effective when prescribed with a package of health and social care interventions which should be recovery focused. These include clinical interventions such as psychological treatment and treatment for BBVs and other recovery focused interventions such as support to gain employment and housing, peer support and support for families and carers. These intervention should be provide concurrently and not as “aftercare”.

Substitute prescribing should be hopeful, optimistic and aspirational. Prescribers should be trained in recovery orientated work and be a crucial part of the recovery team.  They should be able to identify clients who will be able to come  off medication. Prescribing should only be considered as one part of a total care package.

Patients on substitute prescriptions need to be offered informed choices and adequate support to make these.  These include choices about detoxification and dose reduction which should be available with proper support e.g. intensive community detoxification programmes.

There should always be a role for 'harm reduction prescribing' for complex patients who are early in a recovery journey.


	What can be done to ensure that service users with genuine needs for long-term treatment continue to be supported in a recovery-orientated system?: Through regular and systematic review, patients can continue to be offered choices. In most systems, longer term prescribing can be done in primary care as long as clients still have access to recovery interventions. Those who are benefitting from continued prescribing should be offered it but should be expected to continue to make positive changes. Recovery care plans should be goal related.

Patients regularly gain successful employment on substitute prescriptions and this should be strongly encouraged.

Those on longer tem prescription should continue to have access to dose reduction programmes with support.

Research should continue into more effective prescribing agents.

The Faculty of Addiction organised a specific BRIC workshop with patient representatives at the Royal College of Psychiatrists. This is a summary of the discussion:

Regular reviews of the patients' 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 patients 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.  

	How can the framework best support local areas in optimising the number of people who move through the system and successfully complete treatment?: In their paper Research for Recovery (Best et al 2010, Social Research Scottish Government Research Finding 23) made the point that there is little UK research to help to guide us.  

The Daddow R and Broome S 2010 paper Whole Person Recovery (RSA Projects) based their recommendations of a user-centred approach on the work in West Sussex.  The main finding was to have a better balance between psychosocial and medical interventions in services that are more personalised.  

As the research base is so small, the framework must support research to develop the evidence base. Advice on outcome monitoring must be incorporated into the new system from the earliest implementation to allow for evaluation. 

An independent enquiry in Scotland has recommended a fundamental change to what is described as a "circle of care" (Matthews J, et al 2010, Melting the iceberg of Scotland's drug and alcohol problem).  That approach might work in Scotland but not elsewhere thus flexibility to allow innovation would be essential.

The Faculty of Addiction organised a specific BRIC workshop with patient representatives at the Royal College of Psychiatrists. This is a summary of the discussion:

Good collaboration and communication between the service user 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.”

Specialist, experienced treatment providers make completion of treatment more likely.

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”.

	What do you think are the key factors that prevent individuals successfully completing treatment? How can the framework best support local areas to overcome these?: 
Difficulties for families - more family centred therapy and work


Difficulties for employers - more links between substance misuse services and Job Centre Plus with the need to share skills and training.

Inadequate assessment and treatment of co-existing, substance related mental health problems- every patient should have assess to a specialist substance misuse psychiatrist when indicated 

Poor access to high quality, evidence based psychological treatments- Appropriate competencies must be agreed. The Skills Consortium is well placed to do this. 

Training and supervision of appropriate standard must be established in all provider services. Regular assessments of competence should occur through appraisal.


Poor integration with Criminal Justice Services - greater integration


Difficulties with housing organisations - greater integration and more helpful policies and support
	What are the key interventions and support that people need to assist them in sustaining long-term recovery following the successful completion of treatment?: Greater community support for self-help organisations like 12-Step Fellowships and SMART Recovery

Greater flexibility to intervene early at lapse/relapse

Housing support

Employment support

Provision of NICE supported relaspe prevention prescribing (e.g. Naltrexone, Acamprosate)
	What are the key points that need to be incorporated into the framework to support partnerships in continuing to develop a balanced treatment system?: 
a) There needs to be a greater emphasis on coordination of care and integrated care pathways for individual patients, building on the research on case management, care coordination and assertive treatment approaches. 

b) Currently the treatment system is increasingly fragmented with an increasing number of small agencies involved in different aspects of an individual's care in a locality. Often care is coordinated by one agency and provided by another with the patient having to make transitions between numerous care providers, creating greater potential for disengagement and relapse. This has been an unwanted effect of the way in which models of care has been locally interpreted.

c) a better model would be to have a smaller number of agencies with potential to provide care across the whole pathway to recovery.

d) Addiction treatment is often conceived as short, episodic interventions, with individuals cycling through multiple episodes of care. There needs to be a greater recognition that not all patients need the same duration or intensity of intervention. Individuals with less complex needs may benefit and recover following a brief intervention, others with more complex needs may require a high level of input over more prolonged periods, sometimes for several years. This will need to be factored into the model.

e) Patients with drug problems and those with alcohol problems often have very different needs and the treatment interventions which are supported by the international reserach literature are different for the two populations, with some degree of overlap (e.g. CBT and motivational interventions). With integration of drug and alcohol services there needs to be a clear recognition of these differences, rather than attempting to create an administratively convenient 'one size fits all' approach to treatment.

f) The National Institute of Clinical Excellence has conducted and should continue to review the research evidence base and formulate guidance on drug and alcohol treatment. This should be the basis for service development.

	What are the key gaps in the recovery evidence base and how do you think they could best be filled?: a) There needs to be more reserach on the cumulative effects of treatment over the longer term. Most treatment research is focused on short (i.e. one year) outcomes, whereas the natural history of addiction is considerably longer. Thus the treatment needs of individuals are likely to be different at different stages of natural history.

b) Research often excludes patients with highly complex needs (particularly co-existing mental health problems) and hence is often not generalisable to this population.

c) More research is needed on the interaction between client characteristics and interventions. This is poorly understood in the drug misuse field.

d) More research is needed to identify the key 'quality' aspects of treatment which deliver more effective outcomes (particularly therapist, agency, service delivery model aspects of quality).

e) Research is needed on assertive engagement methods such as assertive outreach in drug and alcohol dependence.

f) Research is needed on improving compliance with alcohol treatment, including learning lessons from the drug  field (e.g. contingency management).

g) Research is needed on treating patients with more complex needs, including identifying the optimal intensity and duration of treatment and the cost effectiveness of more intensive/extensive approaches (which are likely to be more costly, but potentially deliver greater cost savings).

	What are the main challenges for the field in moving to treat a wider range of substance abuse problems?: Significant challenges include:

The focus on alcohol, heroin and crack have led staff to perceive themselves as lacking the skills to manage newer substances such as over-the-counter (OTC) medications and legal highs. 

Many core addiction skills, both psycho-social and pharmacological, will be applicable to newer substances but will require some substance specific training.

People using OTC and newer club drugs do not recognise existing services as having the skills to meet their needs. Consequently these individuals do not present to services.

Moving to the treatment of a wider range of substances requires strong clinical leadership and local innovation. Addiction psychiatrists are well placed to provide this leadership and innovation.

Research into treatment of newer substances is crucial. Collaborations between providers and research institutions should focus on developing an effective evidence base in line with that available for current substances.

Local commissioning processes should reflect the needs of the local population.
	What are the key challenges in developing and implementing a single framework that deals with drug and alcohol dependence together?: The main challenge is that of thinking afresh.
 
Within the drug strategy and this consultation, there is a recognition that this needs to broaden its aims to support recovery.
 
Alcohol is being invited to join this framework, but consideration must be given to the particular needs of the alcohol using population. There is little reference to the considerable work which has been undertaken in England and elsewhere in the UK on needs assessment and effective interventions for alcohol.
 
Models of Care for Alcohol Misuse advocated a stepped care approach, in line with the epidemiology and evidence of effective alcohol interventions. NICE recommends an integrated approach including prevention, early and brief intervention, and more intensive interventions in a co-ordinated pathway. There is a conflict between these "whole population" approaches to respond to alcohol problems and the approach being advocated for alcohol dependence in this strategy. This is an important disctinctionthat should be recognised.
 
At a service level, many staff identifiy themselves as working with a particular population. Although many of the skills are useful for other drugs, staff often feel de-skilled when working outside their particular patient groups. This challenge can be met by defining appropriate levels of competence, delivering targetted training and providing regular supervision. Appraisal must become routine for all clinical staff.

Addiction psychiatrists are well placed to lead teams managing alcohol and drug dependence, as their training covers both areas in detail. In addition, addiction psychiatrists are specifically qualified to provide training and supervision to teams.
	How can these challenges best be overcome?: A single framework for managing all substance misuse is an ambitious but reasonable goal.

The framework will need to include prevention, engagement, treatment all within a culture of recovery.

Recovery-orientated treatment should not mean the rejection of current treatments but rather an opportunity to build on much of success of previous frameworks.

To be credible, the framework must be based on evidence of clinical and financial effectiveness. There is now sufficent NICE guidance to define the building blocks of such a framework.

Research should be commissioned where the evidence is weak or absent. This is particularly urgent in the case of recovery-orientated treatments as these will form the foundations of the emerging framework.

Clinical teams will need to change culture and be innovative with respect to clinical practices. Recovery must be woven into these innovations.

To successfully develop services which genuinely meet the needs of alcohol and drug patients, clinical leadership will be essential. Addiction psychiatrists are a professional group who combine skills for managing the complex physical, psychiatric and psychological needs of  both alcohol and drug problems with the ability to train, supervise and appraise other staff. They are clinical leaders, whose experience should be seen as a valuable resource in implementing recovery-orientated treatments.

Commissioning processes must fund services which are able to manage the full range of complexity within the area, including co-existing mental health problems.

All patients should have access to specialist assessment of physical, psychological and social morbidity where indicated.

Treatment systems need to be informed by needs assessment and performance management. 
 
In the longer term, the formation of Public Health England offers an opportunity to develop a national alcohol strategy, including treatment services, with the provision of local services as part of the strategic approach. This should be an early priority for PHE. 
 
 
	How do you see the role of peer support in an integrated recovery-orientated system?: For patients, integrated peer support can appear to be less daunting than joining a group or organisation.

Provides a connection to the wider community of recovered and recovering people.

Peer support can provide crucial support relating to particular treatments (e.g. detoxification, rehabilitation, Hepatitis C treatment) 

People in treatment often complain that they never see anyone “getting better”.  The use of peer support can provide a visible presence of the recovering/recovered community.

Peer support should be linked into the criminal justice pathway e.g. by working closely with DIP.

	In delivering an integrated recovery-orientated system we would expect treatment systems and services to work in a more family-orientated way. How could the framework best support this?: Integrating family-orientated interventions into existing treatments services will require a change in culture for many organisations. 

Establishing the evidence base for such interventions is the first step to developing protocols which will spearhead such a culture change.

Treatment services will require training to develop expertise in providing family-orientated treatment.


