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The objectives of the National Treatment Agency have been

welcomed by the drug treatment field. But is it built on solid
ground? Druglink poses some questions for Annette Dale-Perera

to look at what might lie beneath.

Druglink: Where did the NTA come
from? Whose idea was it?

Annette: | think we should be clear
that the NTA is a political invention
to enhance cross-government
departmental coherence around drug
treatment and raise standards and
consistency across the country. To
stop the ‘postcode treatment lottery’

Jack Straw announced it last June
as a joint English initiative between
the Home Office, Department of
Health (DoH) and UK Anti-Drugs
Coordinating Unit (UKADCU). It is
being established as a special health
authority to give it ‘operational
independence...in order to become
the authoritative national voice on
setting standards for drug treatment,
commissioning and provision’' But it
will clearly operate in a framework
set by ministers.

Druglink: What are the functions of
the NTA?

Annette: Its objectives are to raise
standards in provision and commis-
sioning; reduce variations in
availability and quality of treatment
and ensure the treatment field can
deliver improvements. These are
highly laudable.

It also aims to ensure equity of

access 1o treatment; address the needs

of currently under-represented
groups; ensure consistency with
other parts of the drug strategy and
ensure effective transitions between
treatment settings, for example
between prison and community.
One cannot argue with the
underlying principles of the NTA -
which is to increase the number of
clients treated and to raise the
effectiveness of that treatment. But,
there are questions about any sector’s
ability to increase capacity and

improve quality at the same time.

Druglink: What are the current
realities of drug treatment?

Annette: Government sees drug
treatment as that aspect of the drug
strategy with the strongest evidence
base. We should not underestimate
the degree to which policymakers
and politicians rely on drug treat-
ment to deliver the success of the
national strategy - one hell of an
expectation to live up to. We need to
examine just how realistic it is.

The specialist drug treatment sector
is relatively small, about 600
individual services with roughly
3,500 GPs actively involved in
prescribing to drug users. All sources
have told us that the sector is very
variable, especially in size, quality,
competence and the range of services

Agency

in local areas.

Until recently it was a sector
characterised by under-investment
with demand outstripping supply as

drug problems in localities increased.

The reality of drug treatment in 2001

is that we have insufficient compe-
tent staff with clinical and managerial
skills to staff current services, before
any of the projected expansion. In
19990, the Advisory Council on the
Misuse of Drugs (ACMD) found that
levels of skills and expertise in drug
treatment services remained inad-
equate.”

This was underlined by the
independent review of drug treat-
ment published in 1996, which told
us that a number of people in drug
services ‘do not have the right skills’?

Recently a report for the National

Training Organisations confirmed

and emphasised that this is now a
chronic problem, which must be
addressed with urgency.

The financial legacy of Tackling
Drugs to Build a Better Britain has
meant more money coming into the
sector. The emphasis of the first
spending review in 1998 was funding
prison drug treatment, arrest referral,
Drug Treatment and Testing Order
pilots and implementation, with
much smaller increases in other
community-based drug treatments.

The current spending review will
double the central allocation for drug
treatment from £63m in 2000-01 to
£120m by 2003-04. But, a recent
DoH report estimates that criminal
justice drug treatment referrals alone
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will increase demand by 33% by
2002." It will be a challenge for drug
treatment services to cope with such
numbers.

It is also likely that some of these
types of referrals will test current
practice — such as younger less
motivated clients, primary stimulant
users, and those from black and
minority communities. They may
require new ways of working.

The new money will come with
greater accountability for providers
and commissioners. The need for
commissioners to improve their
competence cannot be over-stressed.
But many Drug Action Teams (DATs)
recently reorganised to have the same
boundaries as local authorities,
which disrupted commissioning.
While all this is going on DATs are
now required to submit treatment
plans for ratification by UKADCU
and the Drug Prevention Advisory
Service. To what degree can compe-
tence be improved in such a climate
of change?

Druglink: Surely the drug treatment
sector is not alone in the health and
social care field in having to raise
standards and increase accountability?

Annette: Absolutely not. There are
major national drives across the
health and social care and criminal
justice sectors to improve services.
There is no reason why the drug
treatment sector should be any
different. It should provide the best
possible responses to all drug users
and their families.

Some overall health and social care
initiatives will affect the drugs field
anyway. Increased professionalisation
of all sectors means, for example, that
managers of all registered care homes
will have to be qualified, together
with 50% of their staff, by 2004, in
accordance with standards set by the
National Training Organisation for
Social Care (TOPPS). This will affect
many drug rehabilitation units.

We have the examples of the
National Service Frameworks (NSF},
for instance for mental health. These
provide models of treatment and care
and require an evidence-based
approach, and apply a range of
standards on clinical practice,
professional competence, and
commissioning. Drug treatment has

may/june 2001

many of these components, but there
are differences.

Druglink: Such as?

Annette: The big one for me is that
the mental health NSF had an
eighteen-month implementation
phase. Initial targets were set to allow
the infrastructure to be built first -
training and recruitment of staff,
introduction of performance
monitoring systems, building of local
partnership agreements and so on.
With drug treatment the focus has
been on treatment slots, without first
building the capacity to deal with
them.

One treatment provider expressed
it as: "'We are in danger of becoming a
‘Buckeroo” service - you know that
children’s game where you load up a
donkey with extra packages until you
add one too many and it throws the
lot. We know we haven't got the
necessary management structures or
staff to expand anymore’

Not every services is in this
position but it has been difficult to
attract funding to develop infrastruc-
ture - particularly as services have to
reinvent themselves to fit the shifting
requirements of funding streams.
The number of drug treatment
services which cannot tell us how

many clients they see, the client

profiles, what treatment they receive

and what improvements have been
made during treatment would shock
many people. The best we can do at
the moment is the Regional Drug
Misuse Databases.

From the consultation exercise
conducted for the implementation of
QuADS, DrugScope and Alcohol
Concern discovered that providers
required a year to eighteen months to
reach QuADS standards.”

Many commissioners would struggle
to meet the Substance Misuse
Advisory Service (SMAS) Standards.®
Many current commissioners (with
more coming on-stream) are not
commissioning to local needs, and
have inadequate service specifications
and contract monitoring.

The guidance to DATs on pooled
treatment budgets, issued by the
UKADCU last December, required
DATs to complete treatment plans by
February 2001 - involving all key
players and using a joint commis-
sioning model.” Many, new DATS in
particular, have been asked to run
before they can crawl.

Druglink: So where does this leave
the NTA?

Annette: Four areas are outlined in
the NTA consultation document -
performance management and
development; commissioning,
development of a knowledge base,




and policy management and guidance from above. [see In retrospect, we may say that
development. There are some key DrugScope website at http:// Tackling drugs to build a better Britain
unresolved issues. www.drugscope.org.uk/membership/ has not sufficiently invested in drug

It needs to be clarified whether the member_news_item.asp?intID=208 treatment infrastructure, including
NTA is in the business of perform- for the full results of the consultation human resources and performance
ance management, telling local exercise| monitoring, before making high
agencies what to do and stopping The NTA has at least two other ‘hot demands on expanding treatment
monies flowing downwards - a topics’ to consider. One is, should slots.
command and control model. Or alcohol be included in its remit? The long-term strategy of the
whether we are talking about There is a general consensus that National Training Organisations is to
performance monitoring, which is alcohol should be included, but only build competent work forces. We will
more to with guidance and advice. with its own strategy and funding. It have national occupational standards

Of particular interest is the role of includes alcohol at its peril if it in drugs and alcohol, for relevant
regional government offices in doesn’t have both a plan and professionals and drug and alcohol
vetting or approving treatment plans. funding, because the agenda is so specialists, probably within two years.
If they could do this maybe we need currently drug-driven and the money The NTOs have just completed the
to question whether they should. won't stretch. first stage of this work (the functional
Local treatment should be based on Another ‘hot topic’ is young people and occupational mapping of the
local need, so there are likely to be and what constitutes treatment. If sector). Within five years, basic and
tensions between local and national young people’s drug treatment is post-basic training of relevant
priorities in such an overburdened included it has implications for professionals will contain drug and
system. mainstream children and family alcohol competence modules and

It has already been stated that the health and social care systems. It career pathways for drugs specialists.
NTA will build on the existing wealth remains to be seen if the NTA is a big The challenge of the NTA Human
of good practice guidance already enough fish within this very big pool. Resources working group has been
available, and we have been assured what priorities the NTA should focus
the baby will not be thrown out with Druglink: So looking more globally, on in workforce planning. Other
the bath water. How far the NTA will where does the NTA fit? sectors also face chronic shortages in |
encourage implementation of competent staff - teachers, doctors,
existing guidance and standards, and Annette: The NTA is an excellent nurses and social workers — and the
what steps it will take if they are not opportunity to focus the manage- drugs field is deeply influenced by
met, are unclear. ment of change in drug treatment. It this.

Guidance alone is not enough. could promote real improvement in The NTA is trying to build a
Guidance plus performance monitor- drug treatment in the long-term. But coherent system on shaky founda-
ing is unwise. Providers and commis- it will not be fully operational for at tions, which need shoring up. I have
sioners need guidance and support to least another six months. Whether real fears that the NTA will attempt to
improve - investment with a realistic improvements will appear quickly build the performance management
timetable is required, not just enough for our political masters and and monitoring systems, at a |
checking if standards are met and the national drug strategy target is national and regional and commis-
using commissioning as a big stick. doubtful. sioning level, without proper

Commissioning and purchasing The NTA has to operate with attention to building from the ’
are multi-faceted activities, which existing health and social care bottom up.
include planning spend, assessment systems and we know there are Good quality drug treatment can
of need, allocation of money, direct problems within these, shown by help people turn their lives around.
purchasing and so on. The NTA recent reports on the state of care in We should also recognise that
needs to decide which elements prisons. The NTA can only be as research indicates that poor quality
should be at national, regional or good as the drug strategy it operates treatment can actually make matters
local levels. within. worse.’

The consultation document asked
the drug field whether the NTA
would maintain, encourage or stifle
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