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1. Scene Setting (Paul Hayes)
Paul welcomed everyone and thanked them for their attendance. He said that the agenda was a vital one, but not one that the NTA and government could drive. The NTA needs to work with professional groups to maximise the skills of the workforce. The clear motivation for this is that the there have been substantial improvement in treatment in terms of the increased numbers in treatment and all the benefits to users and the community which that delivered. But we also know people come into treatment to move on from it and we therefore needs to ensure staff have the skills to deliver this.

He went on to say that many service providers have already tackled this issue well and they often performed well in the market place but that skills were not consistent across the workforce. He emphasised the importance of partnership and learning from each other to address this. He said that the NTA can direct but ownership, control and buy-in must come from the field. The skills agenda is not just another strand of the NTA apparatus.
Paul concluded by saying that this agenda was a long term enterprise. It should develop the skills sets and appropriate mechanisms for commissioners, managers and practitioners. Shared agreement (not necessarily unanimity) on what best practice looks like was the aim.

2. Views from the field 
A range of speakers form the field gave their view of the skills agenda from their perspective.
Peter Martin – EATA Chair
Key points:
· The coming together of component parts requires a vision & leadership.
· A fundamental question is- what we expect of users of services. 

· At the first spark of recovery they need to be heard and understood

· Workers need a clear vision for their clients. Major transformation is out of most workers’ sphere of experience.

· We need to focus on our ambition for service users – this is fundamental for scoping skills needed for drugs workers to do the job well.
· Transformation can be beautiful and mysterious: relapse prevention and eradicating crime are key.
· Harm reduction versus abstinence – both are required – different options for different clients. The polarised debate between the tow is not helpful
· The economic climate has also exacerbated the plight of many service users.

· It is important to remember that when progress is made – joy can be felt by both the service user and the drug worker.
· Techniques alone don’t work, we need relationships of trust and dedicated drugs workers.

· Psychosocial interventions are hugely positive/important but they are one part of good practice.
· The NTA has more than met targets on increasing workforce capacity, skilling them is now the challenge.
· We must never forget that there are unique individuals behind the ‘tick boxes’.
What next:
· The following are all useful: DANOS; Tools such as ITEP/BTEI; NICE guidance; Routes to Recovery tools; CBT; node link mapping
But we must not forget 

· Drug users are used to a life of chaos and inconsistency - therefore as a field we need to offer them consistent support, e.g. promises must be kept, yet boundaries held. 
· Supervision needs to be consistent.
· Assessment is key, but it is more than just form filling
· Another key question is: are workers using drugs themselves?

· Every individual should be engaged in a process that is potentially going to result in a complete transformation.
Carole Sharma – FDAP
Key points:
· FDAP has developed an accreditation scheme to demonstrate quality to users, employers, commissioners and others.

· Career progression isn’t that clear in the drug and alcohol workforce. We will need more advanced/senior practitioners in the future – there will need to be more layers to the drug and alcohol workforce hierarchy to allow for career progression. The current structure is too flat.
· We need to assess the ways we work and consider whether changes and improvements need to be made. We need to develop the skills and techniques and then organise ourselves to deliver them
· The first priority is skilling managers.  There is often too much focus on practitioners and we need to start by developing managers to ensure that :

· Continual professional development is in place and central.

· Reflective practice is supported

· Train people but ensure they work in operational environments which support the training and skills.

· We need to realise that effective practitioners need effective managers
Paul Wells – Coventry and Warwickshire Partnership Trust
· There has been a huge expansion of the workforce – in doing this we have lacked standards.
· Also playing out has been ‘Agenda for Change’ and equal pay issues – pay banding and equity issues. Equity between pay and qualifications has been problematic for the sector.
· Continuous professional development – is hugely important. The NHS KSF framework  slow to roll out and difficult to implement at times.

· We need to identify which courses are of a high value and understand what we need in the marketplace in order to improve standards.
· There needs to be more clarity and structure in terms of the expectation of treatment.  Currently drugs workers are expected to advise on issues surrounding housing, employment and general health – they have a large variety roles but can they deliver all of them. Should they be a ‘jack of all trades’. We need to realign the boundaries of treatment.
· Assessment – we need to get better at assessing people’s needs. Some workers are very good at collecting information but often don’t get the whole story.

· As managers, we need to give more direct supervision and more get directly involved. What are workers doing in treatment delivery? 

Chris Ford – SMMGP

· Expansion of drugs workforce has resulted in differentials in competency and inconsistency in practice. 

· Lots of service users are getting referred on to secondary services when they could/should be managed in primary care.

· There are lot of workers with no confirmed competencies - no formal training.
· There also issues in relation to clear roles and responsibilities.
· The boundaries between specialists and non-specialists needs clarity and each needs a greater understanding of the other.
· Continuous professional development is central.

· People need to care about what they are doing and the end result for the service user, i.e. passion.

· Service Users need to be at the heart of everything we do, we need to focus on how they are benefitting from what we deliver.

· We are swinging from harm reduction to abstinence and we need to recognise a need for both. We also need to accept that not everyone will get better.

· We’re in danger of treating people as a homogenous group but they are not and we can’t treat people as such. We need to treat everyone as an individual with individual needs (people not drug users).

· Delivery has been distorted by the criminal justice agenda.

· We have as a field become ‘data obsessed’.  Data has become more important than the people we see. Evidenced based treatment is important but not everything, we need to recognise the importance of values and beliefs and create a balance.

· The re-tendering/de-commissioning destabilises the field.

· Certain groups within the drugs field have retreated a lot – perhaps because of disagreements within the field.  Consultant psychiatrists have to come out of isolation.

· There has been lots of progress in training doctors – SMMGP has 1500 members – lots of progress surrounding the certification of course, but more is needed.

· However, there are still many challenges to tackle and lots of opportunity for improvement.

· There are a lot of senior GP’s moving away from direct general practice to managing practices.

· Primary care based services are expanding, but there is still no consistency and no recognised training for shared care facilitators.
Prof. Colin Drummond - SCAN

· How do we make sure that continued professional development is at the forefront of best practice?

· We need to map our workforce. Knowing exactly who our workforce is enables us to train them.

· There is a lack of clinically orientated, advanced courses in addiction.

· We need to engage existing expertise to train others, training the trainers.

· As a profession we need to promote discussion to focus on best practice (defining/finding it).

· We need to create the ability to review current research/guidance to inform the field.
· Is there sufficient training orientated towards managers and working in the multi-discipline teams?

· Governance includes audits and reflection on practice. We need to consider a depository for audits, disseminating learning. 

· One of the issues with research is that it is seen as a luxury in the U.K, whereas it should be seen as absolutely essential.  We need good quality research (similar to that undertaken in other parts of Europe).  Services that undertake good research have better results in practice.
Other contribution from the floor:
Emma Champley – Commissioner - Stockton

· Stockton DAT has just gone through a tendering process which looked at how people are managed in system and other questions. Responses were very poor.
· One key criterion that they looked at was whether the Service User was central to the process – in quite a lot of cases they were not. So re-tendering can help
· This raises the question of whether workers know what they’re there for? The Warehousing of service users in treatment has been an issue.
· Service user should be at the forefront of all considerations.

· The process should follow structure of:
· Start – commissioning

· Middle  - provision

· End – re-integration

· Another important question is whether training providers have an understanding of the client group.

· One of the questions asked by Stockton DAT was where client groups go if they had a drugs problem – answers given were GPs or police.

· This clearly emphasises that GPs are key, however, despite this, GP practices are not that interested in engaging with drugs users.

· Re-integration is key – people both coming into treatment and exiting treatment successfully.
Dr. Daren Britt – University of Brighton

· Good quality training takes time and resources – it is expensive.
· A strong commitment is required to utilise the training.

· There are excellent courses out there – yet the places are not getting filled – places left empty due to lack of interest in them – we as a field need to utilise the training opportunities.
· We need guidance and leadership from the NTA

· Workers with no professional background are key to the agenda.

3. Suggested draft workforce/skills strategy
David Skidmore, NTA Regional Manager for the West Midlands, gave a presentation on some of the NTA’s current thinking on the skills agenda.
· There three key factors which provide vital context:

· The evidence base

· The treatment system

· The skills agenda
· There are three clear ‘must do’s’ 
· organisational competence
· care coordination/case management competency
· evidence-based psychosocial interventions.  

· Evidence suggests that the quality of the organisation has a more substantial impact on effective outcomes than either the intervention chosen or worker involved.
· Better support for managers and clinical supervisors – need for ‘management intervention tools’ to be as accessible to service managers and clinical supervisors as structured treatment programmes are to drugs workers. We need to be more supportive towards managers and more coherent.
· Improved care coordination skills is not simply a matter for a drug treatment system – it has to interface with offender management, employability services, mental health etc.
· ITEP – not just link node mapping – is also about organisational capability.
· The quality of ‘arguments’ between the service user and key worker are very important – relationship needs to be good and effective discussions.

· There are no ‘either or’s’ just ‘an ands’. E.g. case management plus psychosocial interventions.
· There is a real issue in prisons and it’s growing.  In one local prison 50% of the nursing staff positions are vacant – and this probably echoes a challenge in many prisons.

· We need to collect do more mapping of the workforce to understand who is out there.
· Careful consideration needs to be given to how we include the voice of service users to ensure their involvement is meaningful.
· Modern apprenticeships may also present significant opportunities.

· Commissioning: we have the Oxford Brookes course but we need to go beyond that now.
4. Groupwork

The meeting divided into 4 smaller groups to consider and develop a shared sense of the agenda and the way forward.
Group 1 – facilitated by Peter Burkinshaw
Key issues which emerged from the group discussion:
· We need clear baseline. There needs to be focus on defining: 
· The client group 
· Roles and responsibilities of the professionals involved. They need to work together and understand different roles and how they compliment each and how they are different. Some of the problems are caused by a lack of role demarcation. 
· The agenda should be based on competence and not focused on professional background/qualifications. However some professional backgrounds clearly bring specific competencies. 
· Mainstream/generic services are central to the agenda, as this is where our service users often fail. 

· Treatment systems are central to the agenda. Skilled workers are far more effective when operating in an effective/complete/functioning treatment system. 
· Manual such as ITEP are useful but most effectively support workers who do not have highly developed skills. 
· Supervision and continuous professional development are key. They should underpin everything. 
· Any new initiates should not conflict with existing mechanisms, such as KSF. 
· Services having: clear principles; aims; specifications; and target client groups, are all key. The skills agenda is more clearly addressed when these fundamental building blocks are in place. 
· Not everything can be got ‘off-the-shelf’. ‘Off-the-shelf’ products, such as manuals, have their place but there are broader issues. Organisational capability and leadership are vital. 

· All too often training gets lost in the work place. The learning is often not sustained in the workplace due to: operational constraints; poor and un-integrated supervision; and it can often lead to conflict with employers. 
· Commissioners have a key role in the agenda. They can commission for outputs with quality standards to help shape how outputs are achieved, but in addition they can lead and broker local training initiatives etc. 
· The agenda should be relevant to all degrees of competence not just ‘lowest common denominator’. There is lot of ‘unevenness’ in the sector. 
Group 2 – facilitated by Luke Mitcheson and Miranda Askew
The role of NTA

· Provide leadership around standards and quality, outputs and outcomes 

· Provide money and resources

· Refer different factions

· Include smaller providers

· Include service users

· Facilitate cross agency governance structures and sharing good practice between potential competitors

· Facilitate discussion within the group; act as referee; crystallise and articulate views

· Enlist ‘early adopters’ of new initiatives 

Key issues / projects

· Focus on management. Recognise and accredit various organisational development schemes (e.g. CRI’s and Phoenix’s)

· Map training providers and set standards for delivery / content including structures for delivering quality and consistency (especially level of supervision provided)

· Audit accredited courses

· Identify gaps in training opportunities (addiction specific training highlighted); Provide ‘stepping stones’ for frontline staff to develop their skills

· Consider the potential for a shared curriculum between credible training courses

· Educate staff around ‘structured recreation’.
· Raise profile of research

See attached slide for possible project management structure and where NTA fits in / plus additional issues to focus on. 
Group 3 – facilitated by Clive Willis
The group was in broad agreement with the issues raised by the speakers and felt the following were key to the agenda:

Management and supervision:

· Seen as key issues in creating a culture within which training is not only seen as essential in terms of effectiveness but also in identifying training needs, staff development/support and wider implementation of acquired learning/skills.

· Training, development and ‘tool kit’ for managers was seen as a pre-cursor to, and key to development of skilling the wider workforce.

Career progression would:

· Motivate staff to acquire knowledge/skills, if salary/grade is clearly linked to evidence of learning/professional development.

· Need to provide the ability to reward equitably in both professional practitioner and professional manager.

· Professionalise the field e.g. move away from generic ‘drugs worker’.

· Enable and encourage recruitment from other professions, from within health as practitioners or ‘other’ as managers.

Commissioning needs to:

· Recognise the cost in contracting for on going staff development.

· Consider the impact from ‘localism’ agenda e.g. National organisations training their local services on locally agreed implementation tools.

· Consider agreement on implementation tools e.g. commissioners seen as lacking skills/knowledge in terms of treatment delivery and care pathway models.

Training:

· Needs to incorporate competencies in working in multidiscipline teams.

· Registration of trainers to enable organisations to identify which training packages contribute to or are recognised by the field as a ‘professional’ qualification.

· Who validates organisations such as FDAP?

· Training (as continued professional development) needs to be relevant to both clinical and nonclinical practitioners.

· Training needs to reflect career progression and ‘route in’ i.e. entry into the workforce.

Consortium:

· Awareness of market forces e.g. ability to broker deals between provider organisations.

· Alignment of NHS and voluntary sector provider agendas e.g. agenda for change.

· Recommendations supported by governing bodies e.g. NTA, DH

· Guard against London centricity.

· Be outcomes focused e.g. clear project management.

Initial tasks:

· defining and agreeing membership, terms of reference

· mapping of tools

· identification and prioritisation of skills/competencies

· mapping of available training

· development/validation of tools and training

Group 4 – facilitated by David Skidmore
The discussion prompted a ‘brain storm’ of issues that should inform future skills improvement work:

· Need to map career pathways into drugs work, linked to levels of qualification needed to support appropriate movement of staff into the sector

· Importance of balancing attention to ‘basic’ level skills of workforce with necessary attention to advanced skills

· Need for universities and clinical leadership to deliver training that combines academic with clinical frameworks

· Careers structures need to support clinical skills

· Importance of training wider nursing and other workforce, who provide care / services to substance users

· Take advantage of resources and approaches emerging through Skills for Health, SHA etc including e learning 

· SMMGP developing Cert in Harm Reduction and Well Being, aimed at practice nurses and GPs – evaluate and review sustainability

· Clinical governance structures as a key driver of skills development

· Different professional groups presenting their work to each other

· Suggested their may be scope to apply action learning set disciplines to this work

· Need to reduce the isolation of clinical specialists

· Suggested strategy of building ‘centres of excellence’ in addiction at regional level

· To build ‘on the job’ training

· To grow supervised practice

· Importance of retaining attention to international experience

· ‘Values’ or ‘frames of reference’ are key component of good service delivery  and therefore of quality improvement work  

· DH funded day release programme for trainee psychiatrists to give them experience of other treatment settings such as in patient units, opiate prescribing etc. potential for approach to be used more widely across the sector

· In turn this means that treatment centres that can offer useful supervised experience of this kind, are needed  

· Development of accreditation process for structured programmes

· Importance of attending to relationship between NHS and third sector providers

· Broadly shared agreement that improvement in case management skills is a key priority

· Training in assessment is key to engagement with service users

· Consortium can play a role in improving access to broader range of resources across the sector

· Joint training across professional and organisation boundaries is important
5. Next Steps – Paul Hayes

Paul Hayes concluded the meeting outlining the next steps. Paul said that the NTA would develop a prospectus on the way forward based on the outputs of the meeting. This would outline the following:

· the purpose of the programme 
· its ownership 
· governance arrangements 
· resources 
The NTA would then consult on this and begin to get the right people on board.

· Shape up Autumn/October time – realistic timescale…
· Need to consider how to reintegrate together in a much more consistent way – if we get the workforce skills agenda right, it is something that we as a field will be able to draw upon going forward for a long time.
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