FEATURE

Bums on Seats

A speculation on the future of drug training in Britain

Converging pressures could force a move to

IN 1991 [ VISITED all seven drug training
units in Britain and interviewed a member
of staff in each.’ It became clear during
these visits and in transcribing the inter-
views that there was a remarkable unanim-
ity in how the units taught, despite the great
diversity in funding, location and staffing.
As Cranfield and Dixon® had found in their
earlier survey:

“The majority of full-time trainers were
committed to the use of experiential learning
techniques.”

Mark Namsgaud of the Cheshire Drug
Training and Information Centre explained
the experiential method:

“It’s ... things such as role plays and airing the
views of the learner group, discussions, things
like this. Those get people more interested. they
get more involved, and it helps them examine
their own attitudes rather than just giving them
information ... It’s already going that way in this
field; most of the training is experiential where
people get involved themselves rather than just
sitting back and listening to somebody talking to
them. It’s using that approach that gives you
most benefits.”

The logic of this experiential mode and
its methods are set out clearly and suc-
cinctly in a recent book from the training
organisers of the Stirling Drug Training
Project.” As one of Stirling’s trainers, Dave
Macdonald, said in interview:

“Our approach ... is that if you come to our
training we will base it on the skills and
knowledge you already possess. It’s basically
about top-up training. We assume you already
have the skills and most of the knowledge (o do
the job although nobody has ever told you that
to your face and you certainly don't feel it
because you are so unsupported, underfunded
and under-resourced that you re running around
like a headless chicken. We then would bring
you into a training situation where we would
alrcady have found out in more detail what your
individual training needs were.”

The implication of teaching in this way
is that you need small groups, personal
attention and trust between trainer and
learner. This experiential mode of teaching
had been present in the units from their
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‘teacher knows best’ training

inception. However, a number of factors
were leading to a rethink of training
methods at the time of the interviews in

1991.

Forces for change

HIV disease. The first factor producing
change was the advent of HIV infection and
AIDS: more particularly — if perhaps
cynically — the fact that funding now flowed
through grants for AIDS rather than for
drugs.

Initially this change only reinforced the
use of experiential methods. Workers
dealing with AIDS and HIV need to be able
to cope with the emotional trauma caused
by AIDS symptoms and by the death of
young clients. It was argued that small
groups within which trust had been estab-
lished were required before workers would
frankly air these issues.

Similarly. the other AIDS-related issue,
safer sex, required small groups to facilitate
discussion of this taboo arca. Eleanor Atack
at the North West Regional Drug Training
Unit pointed out:
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A study of drug training units in Britain
revealed the dominance of experiential train-
ing methods that draw heavily on the exist-
ing experience and skills of trainees. But
several forces are creating a move away
from this towards a more conventional
teacher-student relationship that devalues
trainees’ experiences. Among these forces
are the greater numbers to be trained, the
need to charge fees, pressure for standard-
isation in order to award qualifications, and
competition in the health services market.
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“For instance, [the| Death, Dying and
Bereavement [course] would probably be
limited to about 15 or 20, with two tutors
running it because of the nature of the course
and the participatory way it was run.”

However, as HIV infection becormes
more general in the population, generic
workers in the caring professions, not just
specialist drug workers, need to know how
to cope with it in legal and practical as well
as in emotional terms. :

The report from the Advisory Council on
the Misuse of Drugs on training® begins its
argument for increased training provision
by talking about the link between drug
injecting and AIDS:

“The 1980s have witnessed a considerable
increase in the prevalence of problem drug use.
The potential threat of HIV infection and
development of HIV disease has brought
urgency to the problem. Injecting drug use is 4
major route of transmission of the virus.”

In the following chapter it goes on to
argue that:

“As the numbers of those misusing drugs has
grown, more generalists have been drawn into
the provision of services alongside increasing
numbers of specialist drug workers ... We would
set as a common goal across all professions that
every individual who becomes involved in a
professional capacity with a problem drug user
should be sufficiently well trained to be able 1o
intervene in an informed., eftective and
confident way.”

Drawing in generic workers creates a
much larger pool of potential students than
the constituency of drug workers; if all these
new groups are to be trained using experien-
tial methods. funding will need to be
massively increased. The more likely
alternative is that this widening of the
training constituency will lead to a change
in teaching methods to cope with the
increased numbers.

Raising money. The second force for
change is associated with changes in the
complex and varied way units are funded.
Initially they had no need to charge for their
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courses as funding was provided directly by
the state. When the initial pump-priming
money ran out, units were faced with the
possibility of closure. They responded in a
variety of ways, but for every unit this came
to include charging for many or most of
their courses.

Charging for courses is not a simple
matter, as Steve Cranfield of the joint
London Boroughs Training Committee/
HEA unit explained:

“There are all sorts of dilemmas ... You begin to
be faced with choices like: *Well. if it’s bums on
seats, what happens to the quality of the
training?” A lot of trainers feel ... not very happy
about sacrificing quality for numbers. At present
we have many people applying for our
subsidised courses and are able to vet them. but
if the majority were fee-paving. would we be
marketing ourselves out of business [bv being
so selective that students go elsewhere|? If
trainers are going to market their courses to
regions, will this mean having to be less
stringent about who comes on courses? As far as
were concerned, that's a disaster. We'll just end
up with very bad quality courses.”

There are also more subtle influences.
Competing for funds places a premium on
persuasion skills and it can be difficult to
separate that from the training process.
Steve Cranfield again:

“As experiential trainers vou like to discourage
the idea that training is about performance ...
and persuasion skills [so] it's difficult to
subscribe to an experiential philosophy and
[then] go out and be a persuader and a
manipulator | to get funds].”

One way of resolving that problem is to
clearly separate the roles of trainer and
fundraiser. The North West unit had already
employed a contracts manager. As Eleanor
Atack explained:

“It will be her role ... to draw up contracts
between us and the regional training bit of
probation or social services ... As a training
officer I'm not actually going to be getting
involved in that contract-making side of it. What
['m going to be getting involved in is actually
putting together proposals for training
programmes and doing thar end of it ... the roles
are going to be fairly clearly defined.”

A similar division of roles was being

The author acknowledges the help
received from all the trainers who kindly
agreed to be interviewed and the
support given by the Department of
Sociology and Social Policy at Stirling
University in Scotland and the National
Drug and Alcohol Research Centre in
Sydney. The opinions expressed are
however entirely his own.

considered at the LBTC/HEA unit. Such
moves are, of course, part of the ‘transaction
costs™ of moving toward a market, The so-
called free market needs oil to make its cogs
mesh smoothly, and this oil costs: funds
have 1o be provided to employ people who
are not engaged in the primary task of the
unit — training.
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Competition is likely to lead to
a move away from experiential

training to cut costs and

increase income
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The experiential method relies on
producing trust so people can talk freely
about their experiences, which are central to
the learning process. As Dave Macdonald
said:

“We provide a training arena where people can
take chances, they can take risks.”

To produce such trust takes time and is
best produced in a residential situation
where the total person is engaged.® How-
ever, such courses are costly. It is not so
much the accommodation costs — many units
have negotiated terms with local hoteliers
that would make a travel agent proud — but
rather the cost of releasing a worker for an
extended period of training. In consequence
training units are moving towards short two-
day or one-day seminars.

But there is a real. if non-monetary. cost
to this move. It is difficult to build up the
trust and understanding needed for experi-
ential methods in the shorter time available

]
Experience suggests the focus
on experiential knowledge will

soon be reduced to rhetoric
|

and thus to get students to contribute to the
training process. Furthermore, the unit’s
income per student is not as high as in the
residential situation.

To generate the same funding base the
unit must attract more students to each
course it provides —more ‘bums on seats’.
However, large numbers become difficult to
teach using experiential methods and the
temptation is 0 move towards a didactic
mode of teaching. As Mark Namsgaud from
the Cheshire unit pointed out:

“That’s another limitation with an experiential-
type course —even 20 [students] is pushing it a
bit when you want people to be involved. If you
get more than 20, people can fade into the
background or not get involved. Most of the
learning or the examining of attitudes does
come from them contributing.”

Accreditation. The temptation to move to
didactic methods 1s increased by a third
pressure for change in drug training — the
move to credentials, giving students a
recognised qualification at the end of their
training. Offering credentials is particularly
attractive because it appears to offer the
possibility of retaining the experiential
nature of courses while providing academic
respectability for trainers and career lines
for drug workers.

Two routes towards credentials are being
mooted at present: one, the academic. is
already well developed; the other, the new
National Vocational Qualifications (or
SVQs in Scotland), is still being discussed.

Pressure for credentials comes from
several sources. The trend to diplomas and
certificates at tertiary level is led by an
alliance of academics and trainers. At
present there is no career line for trainers or
for drug workers. Certificated courses will
provide at least the initial framework for
such career lines.

The Drug Trainers Forum, a body
representing many drug trainers in Britain,
is particularly keen on accreditation as a
step towards the creation of a profession of
drug worker instead of their current very
uncertain status. As Dave Hicks. chair of
the Drug Trainers Forum, explained:

“The tier we are trying to develop now ... is to
do with professional recognition really ... One of
its strengths — the drugs field - is that it’s pulled
in people from a lot of different professions,
[but] it is not recognised as a profession itself ...
[With] so many disparate types of people
working well in the field ... how do we cater for
them to provide accredited courses that will
eventually lead to a profession in the drug field
being recognised as a profession?”

Academics, such as those at the
Maudsley Hospital and the Centre for
Research on Drugs and Health Behaviour,
also are pushing in the same direction as it
gives them a clear role and academic
territory. Both the Drug Trainers Forum and
the academics had considerable influence
on the recent report of the Advisory Council
on the Misuse of Drugs, which took the
same line.”

Despite their suspicions of academia. for
many trainers the new diplomas and
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certificates seem to offer a way of retaining
experiential (raining because all involve
fieldwork as part of their course structure.
The longer period for which these courses
run, 60 days, six months or a year, also
promises the possibility of building up the
trust between trainer and students that was
once accomplished by the shorter but more
intensive residential courses.

NVQs also seem at least to offer a
concentration on the practicalities of the
workplace, and thus to focus on experiential
rather than academic knowledge. But how
the NVQs are to be evaluated and examined
remains unclear; past experience suggests
the focus on experiential knowledge will
soon be reduced to rhetoric.

Despite their apparent promise, 1t is
likely that both the tertiary certificates and
the NVQs will lead to a downgrading of
experiential knowledge, for two reasons.

First, credentials must be fairly and
equitably assessed, so there will be pressure
to standardise courses. With its inevitably
idiosyncratic nature, personal experience is
unlikely to form part of the assessment of
trainees. The result will be that personal
experience will not be solicited by trainers
or, if solicited, will be treated as anecdote
rather than as integral to the teaching/
learning experience. It will not be concen-
trated upon by students. who will know it is
not evaluated and will therefore see it as
unimportant,

Secondly, the necessity for curricula to
be decided in advance to gain acceptance by
academic boards at the tertiary level, and by
national assessors at the level of NVQs, will
again mean idiosyncratic experience will be
neglected as it cannot be pre-specified.

Once students cannot reflect on their
own practice to develop a theory of that
practice then, inevitably, there will emerge
that separation of theory and practice which
has been such a ubiquitous feature of both
teacher and nurse training. Elements of this
can already be observed in the certificate
offered by the South East Thames unit. in
which a division of labour has left one tutor
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with the theory section of the course and
another with the practical placements. This
1s not a criticism of that unit, merely an
illustration of a process also occurring
elsewhere.

This division of courses into theory and
practice will be accelerated by the prefer-
ence for a modular format. seen as a way
students can undertake sections of a course
as they see a need. It also gives employers
the flexibility of being able o release
workers for some modules one year and
others in later years instead of having to
commit a worker to a full-time course for
six months at a time. In this format, the
‘theory’ may be undertaken at a drug
training unit while the “practice’ may occur
back at the workplace and contribute to the
agency’s work.

e
The new training will not be
between equals: it will be
‘us the experts, them the

bums on seats’
[E==a e S -

Market forces. A vitally important pressure
for change are the new NHS funding
mechanisms in which units may find
themselves competing in a quasi-market of
training purchasers and providers. Competi-
tion is likely to lead to a move away from
experiential training as units attempt to cut
costs and increase income; the simplest way
to do this is to move towards short courses
attracting large numbers.

A rhetoric stressing experience will
remain, being attached to NVQs as skill-

and work-based credentials on the one hand,

and to diplomas and certificates with their
practical placements on the other. Differen-
tiation between trainers is probable, with
some concentrating on tertiary level training
while others, most likely not part of the
present training unit network, becoming
specialist NVQ assessors.

In short, there will be a differentiation of
product, but neither will be offering
experiential training — whatever rhetoric they
may care Lo use.

Bums on seats

The training method which will emerge
from these forces will be the result of
several processes interacling with each
other: the underlying problem of funding,
itself related to political decisions about the
importance of drug training and political

views about enterprise and social welfare;
the unforeseen contingency of HIV and
AIDS; the career interests of drug workers
and academics who together push for
credentials to create a new profession.

This new training method will be
profoundly different from the experiential
method it will replace:
® [t will be non-experiential but focused
on practice, and will present all the prob-
lems of the theory/practice divide that
bedevil both teacher and nurse training.

@ It will not be derived from the tradition
of apprenticeship and consequently will not
require the teachers to be masters of their
craft. Already some trainers have been
appointed who are experts in training but
have no drug work background.

@ [t will not be presented as equals
exploring a difficult situation together, but
rather as experts telling novices what to do.
In the words of one trainer, anticipating and
fearing its consequences, it will be, “Us the
experts, them the bums on seats”. W
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May 1991.
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WITH DRUG USERS. Dave MacDonald and
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PLATFORM

A response to Bums on Seats

Leading UK trainers foresee an alternative future

GARY EASTHOPE's series of interviews
has resulted in a picture that may meet with
a pre-set agenda but which is a mistaken
caricature of the past. present and likely
future of substance-related education and
training in Britain.

HIV has indeed been a major catalyst of
change and advancement in the drug and
alcohol field, but a move to training generic
workers is not among them. as generic
workers have always been the focus of
foundation-level training. Neither is there a
“move away’ from experiential awareness
training, nor is the situation likely to change
so much that in future the need for such
training will decrease.

“Vetting™ participants — which Gary
Easthope says will be thwarted by financial
requirements — would in any case be an
anathema to most trainers professionally
concerned with applications to courses.

The comments in “Bums on Seats”
regarding residential courses imply that
these are relatively lucrative, but many
trainers will confirm they can be far from
profitable. It has always been and remains
the case that residential training is optimum
for only a percentage of participants. There
has been no move away from residential to
non-residential training.

Similarly, accredited higher education
has developed in the drugs field but this is
not, as Gary Easthope implies, at the
expense of lower levels of training, or of
experiential methods which draw on the
participants’ experiences.

The pressure for accreditation has
actually come bottom up from fieldworkers
themselves. There is no evidence that their
and other people’s personal experiences
would be disregarded by quality

TRAINING

Jor British drug training

Training and education in
a continuum of learning

Level 1

Foundation training
+ Introduction to drugs
and drug issues
Drug awareness
Initial training on
working with drugs/drug
users
For generic workers
and workers new to the
field

-

—

Level 2

Concentrates on
specific issues and
skills

Develops from the
needs/wants/gaps
identified at the
previous level

For generic workers
and workers new to the
field

Level 3

Advanced training for
specialists

For experienced drug
workers and trainers
Enables them to deliver
level 1 and level 2
training

' Aécredlted highér) 81
* education
For workers advancing

drug training

_a careef in drug work or
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“Bums on Seats” admits, simply “specula-
tion” to crystal-gaze and see a vision of
practice and theory being divided by some
iron curtain of academic dogma.

An alternative vision

The danger of such ‘findings’ is that they
stir up a divisive and negative argument
that suggests there are two rival camps ~ the
‘experiential’ versus the ‘academic’ — one
right and one wrong. Instead it is more
helpful and more realistic 1o see drug
training as a series of complementary rather
than competing levels, a model set out in
Problem Drug Use: a Review of Training'
from the Advisory Council on the Misuse
of Drugs and now being put into effect in
(among others) the Northern and North
West Thames Regional Health Authorities
(see diagram). Some training agencies
implement all levels, some concentrate on
one or two. These levels are not independ-
ent entities but linked in a continuum of
education and training.

One definition of the difference between
education and training (rather than the
overlaps and similarities) is that education
is to do with knowledge while training is to
do with skills. Dave Macdonald has
expanded on this typology, seeing learning
about drugs as a shifting balance between
education and training.’

The point is that quality work needs not
only a mixture of both education and
training, but also trainers capable of
utilising the various techniques — all of
which are more complex than merely
‘giving lectures’ and include elements of
didactic and experiential lcarning.

Most alcohol and drug trainers in Britain

will probably share a concern that

accredited education and training.
Professional curriculum develop-

ment would maintain the optimum
balance. It s, as the subtitle to

1. Advisory Council on the Misuse of Drugs.
Problem drug wse: a review of waining.
HMSO. 1990.

2. Macdonald D. "Skills or issues: the nature
of drug training.” Druglink: 1989, 4(1). p.9.
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David Hicks, Jane Ward, Mike Blank,

Membery of the Drug Trainers Forum UK Executive. David
Hicks is Northern Regional Training Officer: Jane Ward is S.E.
Thames Regional Training Officer; Mike Blank is the Manager at
the Llanelli Drugs Project; Lvine Milburn is the Manager at the
N.W. Regional Drug Training Unit. Diagram by David HicKks

this field could be manipulated into
two camps by a staged argument
which artificially opposes didactic
and experiential training. There
should be no place for internal
snobbery suggesting that higher
education is divorced from reality,
or that experiential training is
devoid of educational structure. W
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