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STRUCTURAL REFORM

REPLACE THE NATIONAL TREATMENT
AGENCY WITH AN ADDICTION
RECOVERY BOARD.

® This will shift culture from maintenance and
harm reduction as an end-goal to full recovery.
The new board will be chaired by a minister and
led by an individual committed to full recovery
and evidence-based treatment.

® Alcohol treatment is patchy and managed by
Primary Care Trusts with little central direction.
The ARB would rectify this by bringing alcohol
treatment on a level with drug treatment and
providing an integrated strategy.

® Treatment of dependency on prescribed and
over-the-counter drugs is negligible. This would
also be strategised by the ARB.
ABSTINENCE-BASED TREATMENT
VOUCHERS.

Personalised treatment vouchers will more
quickly enable addicts who want to enter
residential treatment and break free of
dependency. With some provision made for the
unstable nature of recovery, vouchers will be
available on a time-scaled system.

TREATMENT REFORM

STANDARDS OF RECOVERY.

The system of tiered models of care and the
setting of targets should be replaced with new
standards of recovery. This would be a needs-led
system, monitored and measured in terms of
real outcomes — including abstinence, improved
mental health, employment and housing.

RESIDENTIAL REHABILITATION
EXPANSION.

Expansion should be undertaken to move from
2,400 beds to 10,000. In time, it should be
compulsory for addicts to be offered a residential
place should they be available, preventing beds
being left empty. We cannot continue to use
residential rehabilitation as a last resort
GREATER RECOGNITION AND USE OF
PEER SUPPORT GROUPS.

Drug and Alcohol Action Teams will develop
close contact with local groups and direct clients
to them, to take advantage of the sponsorship,
mentoring and peer support offered. Compulsory
signposting (not attendance) to meetings will
enable recovering addicts to access services.
EXPAND RESIDENTIAL TREATMENT
FOR FAMILIES AND YOUNG PEOPLE.
Families and children must be actively
prioritised for treatment in order to break the
cycle of addiction. Social workers, drugs
counsellors and child-protection services must
work together to identify and help families
where children are at risk from parental
substance abuse, and would otherwise be likely
to enter the care system.

PRISON TREATMENT REFORM.

We will end the present government’s fatalistic
approach to addiction. A strategy for drug and
alcohol reforms in prison will complement those
undertaken in communities. It will include
robust enforcement, a review of detection and
testing regimes — including the introduction

of innovative voluntary drug-testing regimes,
rebalanced treatment provision to move from
harm reduction and maintenance to recovery,
new approaches to judicial review, and sensible
measures to assist stable resettlement.

PROTECTING COMMUNITIES
REPLACE THE ADVISORY COUNCIL
ON THE MISUSE OF DRUGS (ACMD)
WITH A NEW ADVISORY COUNCIL ON

ADDICTION.

A new council will include social scientists, child
psychologists, psychiatrists and experienced
recovery-based treatment practitioners.

AN EVALUATION OF CURRENT DRUG
AND ALCOHOL PREVENTION.

An independent evaluation of existing prevention
provision will be commissioned.
OVERALL-ENFORCEMENT SPENDING
REVIEW.

An urgent and independent review of current
enforcement policy should be undertaken,
making full consideration of international
models and good practice.

REC®VERY

Leading personalities in the field of addiction treatment and recovery use their
insights and inside information to predict what they consider will be the major
opportunities and threats of the year to come. Start your preparation now.
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COVER STORY COMMISSIONING

Services must continue to be commissioned
to meet the full range of needs of the community,
from harmful use to complex, severe dependence.
Atatime of unprecedented change, commissioners
have a huge responsibility to make sure that the
most vulnerable are not left behind.

Excitingly, the evidence describing the ‘active
ingredients’ of treatment and recovery will continue
to emerge, helping services to offer the right
treatment, to the right person, at the right time.

MARTIN BARNES

. "
\5" There are positives for the
A

strong political commitment to tackling drug

drug sector: a continuing

misuse; central-government funding for drug
treatment, so far relatively protected; and the
outward face of the sector to government and
others is increasingly coherent and collaborative.
‘The Drug Strategy is an aspirational, balanced and
sensible framework for policy and practice.

But it is hard to feel optimistic. The economy,
deficit reduction and spending cuts cast a shadow:
the drug sector, despite a nominal ringfence round
the pooled treatment budget, is not immune.
Disinvestment has started, particularly in young
people’s treatment, drug education/prevention, and
in services key to delivering a genuinely recovery-
oriented system and the high-level ambitions and
outcomes in the drug strategy.

The biggest challenge facing the sector is
the new public-health service. From April 2013,

cuts — with other needs, including tobacco
control, obesity, winter deaths and so on.

The omens for how local authorities will
approach investment in treatment and recovery
are not encouraging, but there is time to influence
the local and national agenda. The new Crime
and Police commissioners, elected in November,
are an unknown commodity but will have a
stake in investment to tackle drug- and alcohol-
related offending and antisocial behaviour. The
governments (re)new(ed) focus on ‘troubled
families’ is an opportunity to emphasise the
multiple relevance of treatment and recovery.

The role of Public Health England, after the
National Treatment Agency, will be crucial for
influencing investment. Service users, people in
recovery and others will be key to champion this.

Despite the commitment to ‘localismy’, there
must be clear, consistent and bold leadership from
government. There must be pragmatism at the

centre if local disinvestment in drug treatment is
to be avoided.

GAVIN COOPER

For many it has been another tough year, with
the closure of some long-standing and respected
facilities. Have we learnt from this? Or are we
set to continue doing the same thing with the
expectation of a different resule?

i responsibility for drug. and alcohol treatment ... I am sure we've all-heard how:the National.

time heard that it is likely to be funnelled into
central coffers and used to offer family support
and address consequences rather than to treat the
root cause of the problem, the addict/alcoholic!

So what changes do I see?

Continuing to disburse a significant part of
the budget on methadone? Or practicing client
choice which includes an offering of structured
daycare, detox and rehabilitation?

Continuing to commission providers with
little or no experience of the assessed need? Or
opening the door to service providers who have
embraced true “recovery” all along?

Continuing to commission providers and
pump taxpayers money into services with little
or no experience in the true requirement but
‘happen’ to be part of the same PCT area, albeit
at a higher cost and producing lesser outcomes?

Further changes and challenges that await us
in 2012 are the threat of abuse of controlled drugs
acquired on the internet, the need for providers
to find partnerships outside our sector and the
fact that we will now be in direct competition
for funding from other more mainstream health
services, such as children’s health, smoking, etc.

I choose to concentrate on the effects on our
industry, particularly residential units, of the Care
Quality Commission. Much has been said, or
nervously whispered, of the negative effects of the
stringent requisites of accreditation, including the
closing of many smaller units. But many positive
changes will come, once the dust settles.

We are being forced to professionalise as an
industry, and in many right places, particularly
round safeguarding, clinical governance, risk
management, care planning and the respect and

~advocacy.of our.clients.and staff: —

For workers ‘on the ground’, a more pervasive
change is the need for more paperwork at ever-
higher levels. If managed well in organisations, it
will not mark the death of traditional addiction
workers spending treatment time talking about
feelings. Instead, I believe a new breed of worker
will emerge, able — through skills in MI, FRaMEs,
ITEP, etc — to turn the filling-in of a care or risk
management plan into a truly inclusive, realistic,
significant and inspiring therapeutic event.

DEIRDRE BOYD

Many factors in the coming year have been
predicted already in this article. Others come from
central and local government, and from newcomers
trying to exploit the recovery movement.

As an example of the first, the Department
of Communities and local government ministers
will use the Localism Act to reform social housing,
aiming for more flexibility in the way people
access social housing, and types of tenancies. There
should be chances to integrate housing into local
frameworks supporting recovery programmes.

Payment by Results is the great hope of this
government but there is anxiety about the practice
and quality of commissioning, the impact of
PbR on providers' cashflow, and the lack of
natlonally approved recovery outcomes. We are

will transfer o Tocal authorities, directors of

public health and the new Health and- Wellbemg
Boards. Up to half of the likely £2billion public-
health budget will represent current spending on
—ﬁrug anhcohol treatment Drug a-nd, aleohol
treatment w1ll compete — at a thC when local
authorities are managing unprecedented spending
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Treatment Agency is going to be disbanded and
swallowed up into the NHS — and at the same
time how it is going from strength to strength
and going to be around for eve—r-——_

T have been told about au.extra £b11110.ns
for the'system, a fair propomon of which is ring-

fenced for alcohol treatment — yet at the same
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~ Very high standard"and appropriate t trammg
and qualifications in the areas we -work in will
help shift away from the traditional need of
workers i in our sector to make up for deficiencies
- of local serv;ges i areas sﬂch as h@usmg, bencﬁts;
emi)loyment and educatlon towards a *more
multi-agency approach to the care of ouggli

1 ast 80% of the money in the i iR

sustain recovery but ministers tell of mcentmsmg
payment .using a w&ghtmg mechanism  to
encourage full Jecovery. There is a deslre that at

‘The Public Health Outcomes Framework will
be important in keeping local areas focussed
on issues round drugs and alcohol dependence.
So, too, should be local areas’ Strategic Needs
Assessments to include drug and alcohol users.

The Work Programme now operates across
18 contract areas where prime providers engage
with about 850 subcontractors. Work Programme
prime providers and subcontractors are to work
closely with and support drugs PbR sites.

Amid challenges will be work on stigma around
drug users — Addiction Today’s concern is the stigma
round recovery, the greatest stigma being not denial
but disinformation of what it is.

This brings me to the fact that 2011 was a
roller coaster year for the recovery movement. We
saw people claiming to represent us publicly attack
others in our movement. This in turn threatened
to polarise us because it was impossible to deny
what we witnessed. The tactics and style of the
attacks were brutal, unnecessary and unfounded
and not something we could support in a recovery
movement. But we learned from this, so that
those who really do support recovery in the UK

January February 2012

are now more cautious about what we support,
more critical in our assessments of people and
organisations who claim to be recovery advocates
and claim to represent us. It was a testing time but
what happened next confirmed that we are a strong
movement. Those who were on the receiving end
of the attacks found support from people and
organisations in a way that they had not previously
experienced. We came together in our support of
them. As a collective, it made us stronger and more
protective. This strength will grow in 2012.
Grassroots organisations will bloom. When
others in our field will be affected by the economic
climate, the organisations driven by the passion of
individuals will carry on regardless. Organisations
excluded from mainstream funding will remain
recession-proof. When bigger national services will
become more competitive with each other to stay
afloat, local grassroots organisations will continue
to encourage other diverse recovery organisations,
driven by their willingness to connect and inspire
in order to grow communities of recovery across
the UK. 2012 promises to be an exciting time —

anything and everything is possible!
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