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Introduction
The purpose of this document is to to support a shared understanding and vision of recovery and developing a coordinated approach across Newcastle.
It aims to set out a vision for the city to support those who have been affected by drugs or alcohol into long term sustainable recovery. It also includes supporting recovery for those family members who have been affected by someone else’s addiction, to see their loved ones recover but also recognise their personal recovery too.

The local authority, through Public Health, plays a key role in commissioning services to tackle substance misuse. Following the direction from the National Drug Strategy 2017
 and National Alcohol Strategy 2012
, relevant policy and research, it is now pertinent that Newcastle takes a coordinated approach to a consensus of ambition for recovery. Likewise, recovery orientation has become a key feature of contemporary reform to substance misuse and this has influenced commissioning plans for the city. It draws upon research and best practice from a range of documentation to try and provide Newcastle with a useful resource.

The aim for more people to recover is legitimate, deliverable and overdue. This document builds upon research and evidence across substance misuse and mental health, and is intended to ensure that all services commissioned by the local authority to deliver drug and alcohol treatment care and support:

· Recognise their part within our recovery orientated treatment system

· Are clear about the shared vision
· Are equipped with knowledge and understanding about the vision and options for recovery in the city (not all of which are commissioned – such as the growing recovery communities)
· Committed to focus activity on the identification, pursuit and achievement of this ambition to then support individuals to reach their full potential and live healthy, positive lives. 
It aims to influence practice to become recovery orientated, giving examples and considerations for practitioners. It is also aimed at anyone, including other services, which may meet those affected by substance misuse to help them understand the shared vision of recovery, and what help and support is available. 

The document discusses definitions of ‘recovery’ and aims to help with a shared understanding, although recognising that it is an individual and personal process and journey. It has been worked on in partnership with a range of organisations, including local service user groups, working across the commissioned substance misuse sector.
Background, history and context
Addiction is a complex but treatable condition. It can be incredibly damaging to an individual and those around them and is associated with poor health (both physically and mentally), homelessness, offending, and family breakdown. 

Nationally there were 193,198 people aged 18 or over in treatment for drug dependency in 2013-2014. The annual cost of drug related crime is estimated at £13.9 billion at a cost to the National Health Service (NHS) £4.88 million. 
The Government alcohol strategy figures show that alcohol related harm cost society £21 billion annually. This can be broken down to NHS costs of £3.5 billion approx. and alcohol related crime costs are estimated at £11 billion (2010-2011).

Nationally, through recognised policy and the National Drug Strategy, substantial investment has been made available, providing local partnerships with resources for tackling drug misuse. This has primarily been aimed at reducing offending linked to substance misuse and to reduce the burden on health services. Much of the focus has previously been on heroin and crack cocaine, and ensuring prescribing and pharmacological interventions are available in a timely way, and getting people into treatment and retaining them has been a major success. 

But as we see a changing pattern in demand, including the increase of problematic alcohol use and the issues around the availability of Novel Psychoactive Substances (NPS) there is recognition that all local areas need to establish services able to respond to the needs of the individual irrespective of the substance being used. Tackling alcohol problems has not seen the same investment as drugs, and in some areas alcohol services are not as available or wide ranging as those for drugs. With the transfer of Public Health responsibilities to local authorities, and with drug and alcohol as a continuing priority for Public Health, it gives opportunity for closer working and commissioning to ensure we can provide effective services to meet the needs of individuals irrespective of the substances. 
In Newcastle we need to focus on enabling people to successfully complete treatment and to progress within their recovery journey, and for some to achieve abstinence. Our future vision will focus on ‘recovery orientated treatment systems,’ ensuring that the specialist services are integrated into systems to support whichever substance is problematic, treating the individual in a holistic manner to support their recovery. This concept is behind our commissioning proposals for change in Newcastle. This approach will support recovery movements within mutual aid and community groups, that are non-commissioned and largely operated through volunteers and non-professionals but which have been supporting recoverees and those affected by substances through peer led approaches for many years. This includes groups such as Narcotics Anonymous, Alcoholics Anonymous and SMART recovery. Newcastle is in an enviable position to have such a thriving recovery community and we aim to ensure that the commissioned and non-commissioned services can be better integrated to provide better outcomes for our residents. 
The importance of mutual aid groups is evident from members’ feedback: a 2009 Narcotics Anonymous Survey showed that 92% of respondents said their family and social relationships had improved, 86% said their social connections had improved and 56% had increased their level of education advancement through attendance of mutual aid meetings.

Throughout work in this area, it has become apparent there is not a generically accepted definition of recovery as it means different things to different people. Those who are in recovery know what it means to them, and don’t necessarily need a ‘formal’ definition.  However, there isn’t a shared view of what recovery is and means to individuals, their families and communities which has resulted in many views or opinions forming across service provision. 
Newcastle 

There are an estimated 2221 Opiate and Crack users (OCU) residing in Newcastle, which equates to an estimated rate of 11.38 per 1000 of the 15-64-year-old population.  This includes an estimated 2021 opiate users, 597 crack users and 659 injecting drug users.
 In 2013/14, there were 1587 adults accessed drug treatment in Newcastle, but 1,350 were in receipt of effective drug treatment in Newcastle (1125 opiate users and 225 non- opiate users in effective treatment).  
Newcastle has seen a decline in the number of opiate user and non-opiate users accessing treatment between 2009/10 and 2013/14. The main substance used by those accessing drug treatment is still opiates, despite the decline in number accessing treatment. However, although we are seeing a decrease in numbers accessing and completing treatment, we have an increasing number of individuals engaged in harm reduction services.
Newcastle also has an aging treatment population, with 23% of the treatment population aged 30-34 years and an increasing percent aged 35 years plus, which is seeing a year on year increase. At the same time, Newcastle has seen a decline in those aged 18-24 accessing structured treatment. In 2009/10, this age group accounted for 19% of the treatment population, this reduced to 9% in 2013/14.
In 2013/14, 61% of the opiate treatment population had been in treatment for 2 years or more and 45% had been in treatment 4 years or more. There has been a year or year increase in the percentage of people in treatment for 4 years or more since 2006/07.  

Around 31% of the adult drug treatment population in 2013/14 lived with children, and almost 30% were parents not living with children.  

Newcastle has seen a decline in the numbers and percentage of people successfully completing drug treatment and not re-presenting to treatment within 6 months, which is something Newcastle is working on to improve. This measure is also a key Public Health Outcome Framework measure. 
Newcastle has an estimated 4,066 dependent drinkers (defined as having “a primary, chronic disease with genetic psychosocial, and environmental factors influencing its development and manifestation) 
, i.e. those aged 18-75 years who have an AUDIT score of 20 plus. National guidance indicates that 10-15% require structured treatment. This equates to between 446 and 669 dependent drinkers in alcohol treatment.  In 2013/14, Newcastle had 707 adults in alcohol treatment (461 were receiving alcohol only treatment), which is 16% of the estimated dependent drinking population. It is important to make the distinction between these dependent drinkers and problematic drinkers who are defined as “those having moderate to substantial levels of alcohol consumption and possibly alcohol abuse but who are unlikely to have physical dependence on alcohol”.

However, the numbers accessing alcohol treatment have declined. There are also around 24% of those in drug treatment in Newcastle in 2013/14 that cited additional problematic alcohol use.

Parental substance misuse is also a key priority area for the alcohol treatment population. In 2013/14 around 20% of those in alcohol treatment were living with children and around 39% were parents but not living with children. 

Drinking at higher risk levels is also a concern for our alcohol treatment population, with 85% of adults in alcohol treatment reporting drinking at a higher risk level in the 28 days prior to entering treatment and around 49% report they consumed over 600 units in the 28 days prior to treatment. 

Successful completion from treatment is also a key area for the alcohol treatment population, with 35% of the overall alcohol treatment population having a successful completion from treatment in 2013/14.  
But there are many individuals that may not access structured, commissioned services and recover within their community. Evidence suggests that casual users and persons who naturally resolve drug problems differ significantly from the most dependent users who are admitted to addiction treatment programs. Comparisons of the characteristics of those who achieve natural recovery in community populations with the characteristics of those entering treatment reveal that the former are distinguished by less personal vulnerability, lower problem severity, less medical / psychiatric comorbidity and greater family and social supports. 

Alcohol related hospital admissions are used as a way of understanding the impact of alcohol on the health of the local population. Admissions can be considered wholly related (e.g. alcoholic liver disease) or partially attributable to alcohol (e.g. assault), and do not include attendance at Accident and Emergency departments. In Newcastle there were 2917 hospital admissions per 100,000 partly attributable to alcohol and 828 per 100,000 wholly attributable. Many of these people will not enter formal services.
 If people do have multiple admissions are targeted for specialised alcohol support.
In terms of families, Adfam estimate that for every problematic drug user, there are at least 3 family members. With an estimated opiate and crack using population of 2,221, this would mean that Newcastle has at minimum 6,662 people – parents, partners, children, grandparents – affected by drugs alone in their home or family, and this is without alcohol.

The services commissioned contribute to the Public Health Outcome Framework outcomes and measures. The three outcome areas linked to substance misuse are:
· Successful completions of drug treatment

· People entering prison with substance dependence issues who are previously not known to community treatment

· Alcohol-related admissions to hospital 

There are also a range of key performance areas, which are now linked to ‘payment by results’ for the Public Health Grant. These are:
· Number of people in effective treatment

· Successful completions from treatment

· Re-presentation to treatment 

Recovery – a proposed definition for the city 

After reviewing relevant documentation and research, we have considered the following definitions of recovery for this document. These we feel resonate with the ambition of the city.

“Recovery is the experience (a process and a sustained status) through which individuals, families, and communities impacted by severe alcohol and other drug problems utilise internal and external resources to voluntarily resolve these problems, heal the wounds inflicted by other drug related problems, actively manage their continued vulnerability to such problems and develop health, productive and meaningful life”.
William White
“A voluntarily maintained lifestyle composed by sobriety, personal health and citizenship”.
Betty Ford Institute
“Voluntarily sustained control over substance use which maximises health and wellbeing and participation in the rights, roles and responsibilities of society”.
UK Drug Policy Commission
“A process or change through which individuals improve their health and wellness, live a self-directed life, and strive to reach their full potential”.
Substance Abuse and Mental Health Services Administration (SAMHSA)
The common theme in these definitions are wellbeing, health and quality of life, some measure of community engagement or citizenship, and some measure of sobriety emphasising the focus on the individual and their part within the recovery journey, and that this recovery improves health, wellbeing and purpose. The definitions recognise the individuality of recovery, building on holistic and tailored care, which underpins the need for a range of services and support to be available for each service user and that equitable access to all forms of treatment, care and support are required.  
What also appears to be common thread through research and policy is that recovery is a process, not necessarily an event. It could be the product of a sudden event that is unplanned – ‘transitional change’ – which can be the result of profound experiences, spiritual or otherwise, which then redefine personal identity and interpersonal relationships and suddenly and completely alter the prior pattern of substance use, or it could be other factors particular to the individual. But importantly, we must recognise that once a person achieves their recovery, it is not an end stage but part of a lived experience that will require ongoing control and differing elements of support.  
The pathways to recovery are also undefined. So, we need to ensure that services are available at the right time and right place, that they are flexible and varied support, the principles of recovery we work to and focus on the central ideas of hope, choice, freedom and aspiration which are experienced rather than diagnosed and occur in real life settings rather than in the atmosphere of formal services. Recovery is a process of continual growth influenced by the person’s unique strengths, preferences, needs and cultural background and therefore is a highly personalised journey unique to and led by the individual which indicates it cannot be standardised.  
It is also important that we recognise the different forms of recovery. Many people find recovery from addiction through peer support and mutual aid such as Narcotics Anonymous (NA), Alcoholics Anonymous (AA) and SMART (Self-Management and Recovery Training), others through support of close family / friends, and others through formalised treatment services. Likewise, individuals in structured treatment, who are maintained on buprenorphine or methadone, consider themselves to be in medication assisted recovery (MAR). This document accepts that recovery experience is unique to the individual and that there is not a ‘hierarchy’; all forms of recovery are as equal and important, but this must be individually owned.  
Research also suggests a range of practices and behaviours at both organisational and individual practice levels can help create an environment supportive of recovery and that can be used to guide practice across clinical and non-clinical services, which is part of the purpose of this document and examples are quoted in later sections. 
We aim to have a commissioned drug and alcohol specialist workforce who are competent and who understand the concept of recovery, are aware of practices and techniques to support it, and are aware of and open to, the different forms of support including mutual aid, available to help build on each individuals recovery capital. As we see a growing number of recovering people who have completed their own treatment journey to abstinence, or who are in MAR, volunteering within the system and services they once used through peer led activity, through the Newcastle User and Carer Forum, Recovery Centre, and services own development or support of mutual aid groups (such as SMART recovery or mutual aid sessions being delivered), we need to utilise this resource to show that people can, and do, recover. It can also help energise the workforce by showing something different and more positive to the often-revolving door of chaos that addiction causes. 

In Newcastle, we propose the use of the SAMSHA definition when we are referring to recovery. A shared understanding will help us work better together to support those with substance issues, whether that be at policy level, commissioning or direct support working.
A note about balancing risk

Along with promoting choice and supporting recovery, services will also need to provide guidance, training and support with appropriate risk management obligations. This involves working with the inherent tension between encouraging positive risk taking, and promoting safety, which needs to cover, but is not limited to, supporting a ‘think family’ approach (including through the Common Assessment Framework and team around the child), Safeguarding (adults and children) and Children’s Social Care, domestic and sexual abuse (including the Multi Agency Risk Assessment Conferences for high risk victims), overdose and relapse, Multi Agency Public Protection Arrangements.
A framework for recovery orientated practice

The aim of recovery orientated practice across substance misuse service delivery, or through the range of other providers working with someone who is affected by substance misuse, is to support people to build and maintain (self-defined and self-determined) meaningful and full lives, personal identity and wellbeing. We want to utilise the SAMHSA definition when we are talking about recovery, recognising: 
“A process or change through which individuals improve their health and wellness, live a self-directed life, and strive to reach their full potential”.
We have also included in this section, the charters devised by the Newcastle User and Carer Forum’s service user and carer groups. These charters were developed to implement in commissioned services to show service users / carers rights and responsibilities and recommendations on good practice to foster better working relationships. 
Agreed principles for promoting recovery and hope 
A recovery oriented approach should represent a move towards a holistic approach to wellbeing that builds on everyone’s strengths and goals, while taking into consideration and building on their:

· Social capital – resources from relationships such as family, partners, children, friends and peers

· Physical capital – such as money and a safe place to live

· Human capital – skills, mental and physical health, employment

· Cultural capital – values, beliefs and attitudes held by the individual 

The principles below set out a way of working or approach, which emphasise hope, inclusion, community participation, personal goal settings and self-management. 

It is recommended that the following principles underpin work with individuals affected by substance misuse, and their families:

· Making every intervention matter – every contact and intervention should have meaning and purpose and be an opportunity for change.

· Never give up hope on an individual – addiction is a chronic relapsing condition, and people may present numerous times. Their recovery is a process which acknowledges lapse and relapse as part of the cycle. 

· Recovery is based on respect – SAMHSA acknowledge that taking steps to recovery may require great courage and be very difficult. Supporting an individual’s self-acceptance, developing a positive meaningful sense of identity and regaining or developing belief in one’s self are important. 

· “To make sure every service user and their families, are exposed to all options for recovery within the treatment system” – everyone’s journey will be different and every person should have all options available to them regardless of practitioner’s opinions.
· “Acceptance of the value that significant others can bring to recovery and of the validity of the lived experience of all parties” – a person’s recovery journey will impact and affect others’ in their lives. Those with family/significant others are likely to rely on them for support, during and after the treatment journey. This support must be acknowledged as a key part of the recovery process and journey, and each member of the family is entitled to their own support as well as being involved, as agreed with all members, in family focused assessments and care planning. When supporting parents with children, we want all families to be offered a Common Assessment Framework (where appropriate, and where there are no other significant concerns that would need to be reported to Safeguarding).
· “A genuine interest in social justice and commitment to improving outcomes for all individuals”. – We believe that integrated care and support can help to remove gaps and duplications in existing service provision and improve effectiveness, safety, and the experience of service users and people who use services. We also expect it to promote equality and improve access for all seeking recovery. 
· “Commitment to equality” – services should embrace diversity and promote equality of opportunity and service. Every worker should have a personal responsibility for promoting equality and diversity. 
· “Work with people to develop their social ecology and networks” – Social ecology advocates a reconstructive and transformative outlook on social and environmental issues. As a body of ideas, social ecology envisions a moral economy that moves beyond scarcity and hierarchy, toward a world that re-harmonises human communities with the natural world, while celebrating diversity, creativity and freedom.

· “Care Co-ordination and multi-agency working” – recovery is a process, and along the journey different services, interventions and approaches will be needed. No one service can ‘solve’ the issues, so commitment to working with other professionals or peer support, in a clear and professional way, to an agreed and shared plan, is essential to moving through the treatment and recovery process. This includes acknowledging non- substance misuse services as being a key support in the care plan (such as housing, employment etc).
· “Professional and emotional resilience” – working with individuals affected by substance misuse can be a difficult task, and it is acknowledged that this can bring stress and strain. Dealing with overdose, death, abuse, child protection and other negative elements may affect who we respond to individuals. Ensuring that this is communicated and worked through with line management is important, as staff require support at different times through different cases. This ensures that every client receives fair and balanced treatment / support and that any difficulties that arise within the journey / treatment are not taken ‘personally’ by staff / workers. 
· “The role of the peer in building positive messages that recovery can, and does, happen” – research and policy advocates for peer mentoring to also be a factor in the delivery of successful services, by those who have lived experience of substance misuse as ‘experts’ in their lived experience and recovery journey and acknowledging the staff role as ‘experts’ in their field or treatment service, while acknowledging their part of a wider system. 

· “Recovery is supported by addressing trauma” – the experience of trauma, such as physical or sexual abuse, violence, domestic violence, disaster, loss, poverty and others (which may soon include the effects of war), is often a precursor to, or associated with alcohol or drug use. Services need to be congruent of this and able to support and work with, acknowledge specialist support, to foster safety, trust as well as promote choice. 

Carers Charter: Newcastle Carers Forum 
This charter has been devised by carers of the Newcastle User and Carer Forum, as a set of proposed standards for services to consider and embed within their practice.
People close to us use drugs or alcohol
“Our vision is to receive services for ourselves and those we love and care for, which will help us and our families to lead happier and healthier lives. We have the right to be treated with honesty, openness and respect, free from blame and stigma, and valued equally by professionals as ‘experts in our caring roles’. Users and Carers want accessible support from staff within all services at the right time, in the right place, by the right people, whenever appropriate including and involving the ‘carer’, so that we are better equipped to support the individuals we care for to achieve success in the treatment they are receiving. Carers need to have their voices heard and services need to be responsive and proactive in understanding and dealing with carers more effectively, by adopting a non-threatening and sensitive approach”.
We expect

· To be treated in a patient manner, given time to speak, receive and understand information.

· To receive regular information in appropriate formats including verbal and written, to support my understanding of drug / alcohol issues, treatment provision and services.

· To be acknowledged as a significant point of contact for the person I care for

· To be offered honest and realistic support and not to be given false hope or promises.

· To know that all professionals will treat me with dignity and respect, and without bias, regardless of any personal or social factors of myself or the person I care for.

· To be offered referral for assessment of my own needs as a carer.

· To be signposted to the carers service (PROPS) when the person I care for enters the treatment system.

· To know that all services will be proactive in involving carers at every opportunity and at all levels, and will always encourage this in their service users, involving carers in the assessment and care-planning process wherever appropriate.

· To know that the person I care for will be offered referral, in a timely fashion, to the most appropriate professional according to their needs, including Mental Health Services, Rehabilitation, Social Care and therapeutic interventions.

· To be protected from the frustrations of confidentiality by a forward thinking and proactive system which values the unique contribution of carers?
· To see an ongoing development and improvement of services.

· To be made aware of a clear procedure for comments and complaints about the treatment system and receive a written response to any issue I raise.

Service User Charter
This charter has been devised by service users of the Newcastle User and Carer Forum, as a set of proposed standards for services to consider and embed within their practice.
For people who use services in the drug and alcohol treatment system

“Our vision as people using services in Newcastle is to be given the appropriate responsive treatment and support to cater for our needs.

We have the right to be treated with honesty, integrity, dignity, respect and genuineness.  People who suffer from addiction have the right to be treated by professionals (both clinical and non-clinical) with the skills and knowledge to work with addiction.

We have the right to be given all information to all services within the treatment system including links and routes to recovery networks, peer led groups and rehab both residential and community.

Our voices need to be the people who make the decisions about drug and alcohol treatment and suggestions that come from structured focus groups or service user forums must be considered and acted upon where appropriate”.
Expectations

· To be treated in a professional manner and to be given time to speak and to be listened to.

· To know that all professionals will treat us with dignity and respect and without prejudice of any kind and to be able to see this expectation delivered.

· To be signposted where appropriate to any commissioned or non-commissioned service. Including the recovery community and any peer support that will benefit us in our treatment or recovery.

· To receive information about changes or new services in both written and verbal formats as this could be beneficial to our treatment or recovery journey. And given the opportunity to give appropriate feedback to these changes.

· To be challenged in a professional manner especially on drug seeking and manipulative behaviour. 

· To be encouraged to include or get in contact with family or carers at the beginning or during treatment and that all services will be proactive in enabling this process where applicable. Involving family and carers at every opportunity.

· To see an ongoing development and improvement of services.

· To be made aware of a clear procedure for comments (positive and negative) and complaints about the treatment system and receive a written response to any issue I raise.
Section 3
This section presents elements / domains that are part of a recovery orientated system, or recovery journey. Not all will be applicable to everyone: but the intention is to give a vision for each domain, along with core principles and practice recommendations, to support practitioners, carers, volunteers or service users in moving through their recovery journey. 

Recovery Orientated Treatment System – Working towards a recovery culture
Introduction to section

Recovery from addiction is real and achievable; hope that is instilled from this belief is a motivating factor for those accessing services and the families that support them. This is the cultural approach we are striving for in Newcastle. Our aim for all individuals struggling with addiction is that they can recover from their addiction and maintain a life where recovery is sustained.  

Core principles

· Recovery from Drug and or alcohol addiction is a real and achievable goal for all clients accessing treatment. It is our fundamental belief that all individuals have the potential to recover.

· Recovery does not happen in isolation it involves family members, communities and wider services including health, housing, and employment.

· Recovery is supported by mutual support of other recovering people. The sharing of experience, knowledge and the hope that change can and does occur is invaluable

· Recovery is visible in the services in which people access

Key capabilities for staff and frontline workers

· The ability to inspire, instil hope and raise aspirations of those accessing services.

· The ability to ensure every contact matters, maximising the opportunities for recovery to occur.  

· The ability to facilitate healthy decision making to bring about sustainable change and resilience building in the individual.

· A full and comprehensive understanding of the possible causes and effects of addiction on a person’s lifestyle and how this impacts the choices they have.
· A full and comprehensive understanding of the recovery orientated treatment options and wrap around services available to service users in Newcastle.  
· A respect for the choices made by individuals recognising that there are different paths that will enhance wellbeing and support healthy decision making.
Leadership and development 

· Recovery needs to be embedded culturally within services at all levels.

· A culture of continuous improvement and development, embracing change and new practices is our aim.

· The experience of those in recovery, their family members and communities in which they live and the individuals working in the sector will be respected.
· Services to be commissioned in a recovery orientated way.
Mutual aid

Introduction to section

Most of what is known about mutual aid and recovery outcomes is based on studies of the effects of involvement in Alcoholics Anonymous of individuals following addiction treatment. Seen as a whole, these studies conclude that participation in recovery mutual-aid societies typically enhances long-term recovery rates, elevates functioning, and reduces post-recovery costs to society among diverse demographic and clinical populations. However, we recognize that individual responses to recovery mutual aid groups are variable, including those who respond optimally, those who respond partially, and those who fail to respond. 
Core principles 
· Recovery mutual aid participation has multiple active ingredients, including:

· motivational enhancement for recovery

· reconstruction of personal identity

· reconstruction of family and social relationships

· enhanced coping skills

· the personal effects of helping others. 
· Mutual aid should be a part of the ‘offer’ to all service users and should be considered at all parts of the individuals journey

· Practitioners should not prejudge or allow their own perceptions to influence links to mutual aid

· Practitioners should be assertive in their linkage to mutual aid groups – research shows that the potential positive effects of recovery mutual aid participation are often not achieved due to weak linkage procedures 

· Mutual aid can provide a visible and tangible evidence to service users and staff, that people can, and do, recover

· Mutual aid should be embedded in referral pathways

· Recoverees can be an effective support to those in treatment and services should encourage active participation and links with the Recovery Centre and Newcastle User and Carer Forum to foster and develop these links 

· Mutual aid is an important aftercare support once the treatment journey has finished, and effective in supporting people to sustain their recovery.

· Mutual aid work in prisons is also an important support and offer for those remanded and community workers should encourage participation 

· Provides and ‘out of hours’ resource to support individuals out of, and on top of, traditional provision hours

Key Capabilities


· Practitioners are advised to attend open meetings of mutual aid groups to help with their understanding, and to challenge any preconceptions or prejudgments

· Practitioners should have an open-minded view of all offers of treatment and support

· The ability to provide a non-judgmental attitude and support, regardless of individual choices

· Respect for choices 

· Ability to tackle judgmental attitudes

· An awareness of mutual aid groups, meetings (venues, times etc.) and contacts who can help with a buddying approach to access groups (through the Recovery Centre or Newcastle User and Carer Forum)

Leadership and Development

· A single point of contact within each team, to coordinate any changes or developments in mutual aid groups or meetings, and to develop links with groups in the community along with the Recovery Centre and Newcastle User and Carer Forum 

· Staff should be supported to attend mutual aid open meetings

· Judgmental attitudes should be tackled

· Mutual aid should be part of the referral pathway and effective case management 

· Service user representation should be considered at management groups, or during any service changes 

Five Ways to Wellbeing
Introduction to the section 
The “Five Ways to Wellbeing” have been developed by the New Economics Foundation as a set of evidenced based public health messages which aim to promote and maintain positive wellbeing. These messages help people to understand what they can personally do to look after their own wellbeing by incorporating the five ways in their daily lives:
1. Connect

2. Be active

3. Give

4. Take notice

5. Keep learning
The Five Ways have been used by health organisations, schools and community projects across the UK and around the world to help people take action to improve their wellbeing and promote positive mental health. 
We want to encourage individuals, communities and organisations to adopt the Five Ways to Wellbeing so that there are more people promoting and maintaining their own wellbeing and recovery. 
Key capabilities for staff and frontline workers
· The Five Ways of Wellbeing are designed to provide a simple and non-threatening way of talking to people about looking after their own wellbeing. Staff should be aware of how to use within care planning and key working. 
· The Five Ways to Wellbeing are also a useful self-help approach to encourage and motivate individuals to look after their own health. They can be used to help set goals and celebrate achievements. 
Good practice examples / considerations

· The New Economics Foundation – Centre for Wellbeing has published ideas cards which can be used in different ways to get people thinking about wellbeing. http://www.neweconomics.org/projects/entry/five-ways-to-well-being. People can be encouraged to think of their own ideas and share them with others.

· Organisations could use the Five Ways of Wellbeing to develop their staff and to improve wellbeing in the workplace. 

· The Five Ways could be used to assess need, or identify an individual’s personal assets or the assets within the community.  

· Information and resources should be available within all services. 

Leadership and development 

· Managers should promote the Five Ways to Wellbeing to staff as part of their daily work

· Managers should use the Five Ways within their own supervision, recognising it as a tool for supporting their work force 
Service user and carer involvement
Introduction to section
Service user and carer involvement is a key aspect of the National Drug Strategy, policy and research where it is recognised as essential in building and delivering effective treatment and supporting changes in delivery. Building effective involvement, engagement and peer led approaches can contribute to recovery, through the belief in the therapeutic value of one addict helping another, as is demonstrated through the success of mutual aid groups which have been developing and growing for many years. 
Newcastle is recognised as having strong and effective service user and carer forums, which sit under the umbrella of the Newcastle User and Carer Forum and contribute to local, regional and national agendas. The Forum does not have a definitive answer to what recovery is, but works to the principle of inclusion. 

Core principles 

· Involvement, including volunteering, can help provide structure to time management 
· Involvement can help foster access to other services, and can help with esteem and confidence 

· It can help promote access to employment, education and training opportunities alongside social and recovery networks.
· Provides valuable aftercare 
· The strength of recovery and peer led approaches contributes to effective treatment and system outcomes 
· Provides and ‘out of hours’ resource to support individuals out of, and on top of, traditional provision hours, 
· Is a valuable part of commissioning effective services as it ensures feedback throughout the commissioning and planning cycle valuing the unique expertise and experiences of service users and carers who understand the resources they require, necessary to start and sustain recovery from drug and alcohol dependence
· Is a critical component of successful drug treatment and recovery
· Is a useful resource to gain feedback on ‘live’ issues 

· Involvement also brings about positive changes to service users and carers overall health and wellbeing, and helps create a more effective locally owned and locally led drug treatment system.
· Helps support building on the recovery capital available to individuals 
· Enables, and supports access, including buddying, to mutual aid 
· Provides positive role models, mentoring and befriending opportunities 
· Are valuable resources to support the development of services and to support staff by providing access to peer support networks which can help as part of care planning 

· Can help support staff understanding of drug seeking behaviour and challenge 

· Is a useful tool to engage in peer led approaches, such as research, the views of those affected by substances at different parts of the treatment and recovery journey in a timely way

· Can help provide solutions to issues within services by bringing a different perspective  

Key capabilities

· Staff are aware of service user and carer forums and their purpose, and refer to them

· Service user feedback is built into development

· Staff, or the Specific Point of Contact (SPOC) for this theme, attend the user and carer forums to help understand their purpose and function, and to support referrals and links

Good practice examples/considerations

· Professionals attending service user run groups such as the NUCF and directly engaging with and listening to members.
· Service User involvement in commissioned services around Newcastle to show the face of recovery. For example, at Plummer Court NUCF volunteers are present and visible two days a week.

· Service Users building links with the local communities such as visiting schools and universities.

· Service providers recognising the benefit of service user involvement on a full-time basis with peer mentor courses and full time paid opportunities.
Leadership and development 

· A SPOC within teams is recommended to link, participate, attend and support the local service user and carer forums

· Building in service user and carer feedback to management meetings of service changes is recommended as best practice 
Harm Reduction

Introduction to section

Harm reduction approaches are an essential part of substance misuse services and systems. Additionally, as a confidential point of access into the system, a specific harm reduction service provides effective engagement with active drug or alcohol users who may be at a precontemplation point of treatment, or for those who have disengaged or dropped out of treatment. The service is a specialist support designed to promote visible recovery, provide needle exchange facilities, BBV screening and vaccination, safer injecting advice, overdose prevention, sexual health screening, access into housing providers, wider health and wellbeing interventions and due to growing demand from the client group, specific steroid and stimulant clinics, including Novel Psychoactive Substances (NPS). 

Core principles

· Accepts, for better and or worse, that licit and illicit drug use is part of society and chooses to work to minimise its harmful effects rather than simply ignore or condemn them.

· Does not attempt to minimise or ignore the real and tragic harm and danger associated with licit and illicit drug use.

· Understands drug use as complex, encompassing a range of behaviours from severe abuse to total abstinence, and acknowledges that some ways of using drugs are clearly safer than others.

· Ensures that drug users and those with a history of drug use have a real voice 

· Recognises that the realities of poverty, class, racism, social isolation, past trauma, sex–based discrimination and other social inequalities affect both people’s vulnerability to and capacity for effectively dealing with drug–related harm.

· For many clients harm reduction is their first point of contact for access into their treatment and recovery journey, and a point of immediate access when they disengage with other structured services. 

· The service acts as a reference point for knowledge on “street level” drug trends e.g. providing information to the police on the availability of legal highs, heroin purity etc.

· Coordinating needle exchange is an important service, utilising pharmacy provision in areas of high need to support communities and build capacity.

· Works to reduce stigma attached to service users, enhance local intelligence on drug dealing activity (in partnership with the police) and promote awareness raising strategies in dealing with drug related litter.

· Providing wider health and wellbeing interventions are a key component to delivering holistic approach for harm reduction services
Key capabilities for staff and frontline workers

· There is value in promoting the use of peer supporters and volunteers within a harm reduction service who are on their own recovery journey. 
· Promoting visible recovery within harm reduction is key to enhancing the possibilities for a vision for the future for clients even before their formal recovery process has begun. Staff should be able to use relevant skills and techniques to plant the seed to enable recovery to grow in the mind-set of the service user.
· Knowledge and awareness of local mutual aid groups, the Recovery Centre and Newcastle User and Carer Forum to be an integral part of the ‘offer’ for all service users.
Good practice examples/considerations

· By integrating behaviour change for wider lifestyles interventions to the standard harm reduction service, including stop smoking interventions, healthy eating, increasing the uptake of physical activity and mental health promotion helps to break down barriers to change in multiple areas in a client’s life.

· The approach to clients using steroids, a growing cohort of those accessing harm reduction and needle exchange and who are often poly drug users is to employ the same recovery messages relating to behaviours change within a key-working role as with all other substances. A steroid worker is available at the central exchange to support this. 
· All members of staff within the treatment system need to be aware of the need for harm reduction advice and information for all clients, their families and carers regardless of the substance being used

Leadership and development 

· Promoting and integrating harm reduction as a key access point to support a recovery journey to the system and service users. 
· Supporting staff to develop and foster links with mutual aid groups and forums, to help with pathways. 

· Supporting staff who may be dealing with presenting chaos and crisis, to maintain a recovery focus. 
Pharmacological Recovery
Medical assisted recovery (MAR)

Introduction to section

Pharmacological interventions are often a necessary and important part of treatment for those with drug and/or alcohol dependence. Treatment systems and services will have a clear and coherent vision and framework for recovery that is visible to people in treatment including appropriate assessment, planning and outcome focused measuring.  This will be supported by adoption of ‘phased and layered’ interventions that reflect the different needs of people at different times alongside optimising of programmes and medication according to appropriate evidence and guidance.

For those who are alcohol dependent, medically assisted withdrawal programs are relatively short, this unlike the stabilisation associated with those with Opiate Substitution Treatment (OST). The evidence base internationally does support the provision of OST this has a legitimate place in the recovery framework. We do know that entering and staying in treatment, coming off OST and exiting structured treatment are all important indications of an individual recovery progress but do not in themselves constitute recovery.
 Not everyone who comes into treatment will overcome their dependence, nor is it possible to predict which individuals will overcome their dependence. Therefore, it is crucial that there is a treatment system that makes every effort to provide the right package of care and support to maximise all chances of recovery. However, whilst the evidence base is compelling, the delivery of treatments must be in accordance with guidance. However, this in itself is not enough. Well delivered OST provides a platform of stability and safety that protects people and creates the time and space for them to move forward in their personal recovery journeys. OST has an important and legitimate place within recovery orientated systems of care. The drug strategy is clear that medication assisted recovery can and does happen. We need to ensure OST is the best platform it can be, but focus equally on the quality, range and purposeful management of the broader care and support it sits within.
Core principles
· Medically assisted recovery can and does happen.
· Well delivered OST provides a platform of stability and safety that both protects people and creates time to move forward on individual recovery pathways. 

· Regular review of treatments is crucial to ensure benefits of treatment.
· Reviews should not just be about current benefit but of progress to outcomes agreed with user. 

· Treatment must be accessible, evidence based and flexible. 

· Treatment must be delivered according to existing guidance but able to be flexible with complex needs delivered by specialist staff. 

Key capabilities for staff in a Recovery Orientated Treatment System would include:
· All staff should aim to inspire recovery in all whilst maintaining a professional, honest and genuine attitude 
· Staff who are delivery treatments must be fully aware of the broader concepts and aspirations of recovery and seek to inspire change always  

· Staff must deliver treatments that are purposeful, integrated, supportive and challenging though realistic 

· Staff must be competent to deliver evidence based treatments  

· The treatments must be delivered with close adherence to the evidence and existing guidance  

· Staff must have supervision, have their competencies reviewed and audited 

· Ability to assess and review treatments, with optimisation of treatments in accordance with guidance for those who may have relapsed
· Treatments must be broad based and delivered within an integrated system.

· Participate in the development of action plans based upon service user and carer needs 

· Maintain documentary evidence and excellent standards of records 

· Maintain and develop own awareness of local, regional and national involvement developments

· Be prepared to report and challenge stigma surrounding negative attitudes, jargon, barriers towards involvement
Good practice examples / considerations
· Review of those who are on long term prescriptions to assess benefit 

· Regular purposeful reviews with all involved 
· Ensure access to recovery champions/suggest allocation of a champion to each new presentation
Leadership and development 

· Inspirational and infectious enthusiasm from management and clinical leaders that provides radical changes to ensure the Service User has a brand-new experience that will motivate them to change.

· Involve Service User and Carer representation as members in Senior Management team meetings.

· Managers must fundamentally believe that Service Users are entitled to much more involvement in services and role model this to the staff group. 

· Managers should acknowledge that Service Users and their Carers often lack self-esteem and at times have a belief that they are not worthy of a good service. A philosophy should exist that, no one is a ‘lost cause’. This inspirational, compassionate and infectious style of leadership and care instils hope and belief to the user group.
Family and Carers Recovery
Introduction to the section
Some people are born into families and remain close to them throughout their lives. Other people for a wide range of reasons do not and in some cases relationships breakdown completely over time.  

For the purpose of this document the people who we refer to within “family recovery” are those people of significance both in relation to supporting an individual in recovery and those who have been affected by the destructive behaviour of problematic use of alcohol and /or other drugs. 

The impact of substance misuse on significant relationships is well documented (UKPDC 2010). Anecdotally, the impact of intergenerational substance use provides another context in which to consider intervention with families and the re–negotiation of the definition of what and who family is. 

Core Principles 
· Family and support networks have a significant role within an individual’s recovery.

· Family members and significant others have a right to access support which enhances their own personal recovery.

· Family must be considered in its widest context and evolve beyond kinship.

· Family members have the right not to be involved in an individual’s recovery journey should they choose. 

· Family members have the right to be consulted on all interventions that may impact on their personal circumstances.

· Promotion of the engagement of family must remain a constant throughout the treatment journey. 

Key Capabilities of staff and Frontline Workers Values
· Staff and Frontline workers must deliver an anti-discriminatory approach that seeks to include all individuals that are impacted upon by professional decisions. 

· Acceptance of the value that significant others can bring to recovery and of the validity of the lived experience of all parties. 

· A genuine interest in social justice and commitment to improving outcomes for all individuals as well as a commitment to equality.
Skills 
· Able to communicate effectively with all individuals and significant others with appreciation of the balance of rights. 

· Work with people to develop their social ecology and networks

· The ability to develop relationships with significant others.

· “Family Focused” assessment skills. 

· Care Co-ordination

· Professional and emotional resilience 
Knowledge
· An appreciation of the impact of alcohol and other drugs on family members and significant others. 

· An understanding of local support systems and services for families 
· Relevant legislation and guidance 

· Evidence base for supporting “families”

· Impact of stigma and discrimination on “families” 

Good Practice examples / Considerations
· The Carers Charter is a set of vision and principles that were developed in full consultation with Carers and provides a standard of expectations for service providers. The Charter is fully auditable and currently written into provide contracts. It is in section 13 
· The Carer Support Outcome Profile (CSOP) was developed by The Bridge Project in Bradford. CSOP is based upon the TOPS format and looks specifically at outcomes that Carers felt were important to them and that they would expect from working with services. The tool provides a comprehensive assessment format when working with family members and significant others. 
· Note: We recommend that family support services map service quality in line with the FDAP AdFam Family Practitioner Standards. 

Leadership and Development 
· “Family” recovery needs to be fully integrated within any vision of recovery orientated practice. Themes can be evidenced through system planning and lines of accountability. 

· It is recommended that “whole person” and "asset based” assessment is utilised to develop “whole family” multi–agency packages of care.
· The development of in service “Family Champions” provides clear communication and referral pathways ensuring that “family recovery” remains on the agenda. 

· Systems must be orientated to allow practitioners the environment in which to develop “family recovery orientated treatment systems”.
Section 4

Resources

There are a range of resources and services that may be useful, as detailed below.

www.drugsandme
www.talktofrank.com
These sites are also useful for general information and awareness, including resources you can use, in relation to drugs and alcohol. 
· Mutual Aid and Fellowship information
Alcoholics Anonymous:
www.alcoholics-anonymous.org.uk
www.aa-gb.org.uk/northeast/tyne-northumbria
Local AA Helpline 0191 521 4400

Narcotics Anonymous:
www.ukna.org
NA 24 National Helpline 0300 999 1212
· SMART

http://www.smartrecovery.org.uk
· Newcastle Families information service

www.newcastlefis.org.uk
If you’d like to feed back about this document, or discuss further, please contact Andy Hackett – andy.hackett@newcastle.gov.uk 

� National Drug Strategy 2017


� National Alcohol Strategy 2012 


� William White Papers, National Treatment Agency / Public Health England guidance (including Strang report and review), Mental health resources including ‘Framework for recovery orientated practice’, DoH, Victoria, Australia, Substance Abuse and Mental Health Services Administration (SAMHSA)











� Adult Drug Statistics from the National Drug Treatment Monitoring System (NDTMS) 2013-2014


� Governments Alcohol Drug Strategy 2009-2012


� Narcotics Anonymous Membership Survey 2009


� Estimates of the prevalence of opiate use and/or crack cocaine use (2011/12), Centre for Public Health, Liverpool John Moores University, Glasgow Prevalence Estimation Limited, April 2014


� American Medical Association (AMA) 


� The Institute of Medicine report (1990)


� Alcohol related hospital admissions 2012/2013. Source: Local Alcohol Profiles for England


� Medications in recovery: reorientating drug dependence treatment


Strang, J (2012)





� Medications in Recovery: best practice in reviewing treatment Supplementary advice from the Recovery Orientated Drug Treatment Expert Group 2012
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