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Guidance for inspectors: 

Residential services for Drug and alcohol addiction   

MAIN POINTS 

1. This guidance is designed to assist the regulatory inspection of residential services for people recovering from addiction to drugs or alcohol. It recognises that this is a distinct sector which has many differences from other residential services for younger adults. The aim is to interpret the National Minimum Standards so that they can be understood and applied consistently to this sector.

2.  This is a small sector of approximately 205 homes, some of which are registered to provide nursing care if they provide a detoxification service. Essentially this sector provides short-term task focused care of between 3 and 12 months duration which marks it out as being different in ethos from other sectors. 

3. This document has been drawn up in consultation with key stakeholders such as the National Treatment Agency and EATA (European Association for the Treatment of Addiction) the principal providers representative body, and FDAP (Federation of Drug and Alcohol professionals), which represents people who work in the sector.

4. As with other inspection activity the views of service users should be central to the inspection process. Service users will usually be well able to express themselves because treatment tends to focus on the development of awareness and insight into the problems leading to addiction. One factor to bear in mind is that service users are often challenged about their beliefs and lifestyles during treatment in order to achieve the changes necessary to overcome addiction. 

Therefore care needs to be exercised in order to fully triangulate and test out negative views, which may indirectly relate to the recovery process. Legitimate complaints should be dealt with in the usual way.

5. There are distinct phases or stages of treatment which the sector recognises. These include: -

a. Detoxification. This is a medically assisted withdrawal from an addictive substance. It often requires medical monitoring and nursing input to help manage side effects.

b. First stage treatment. This is highly intensive individual counselling and group work. People usually enter this after detoxification which may have been undertaken in a hospital setting. It tends to last 3 – 6 months at maximum.

c. Second stage treatment. This is where service users need less intensive counselling or group work. Their recovery can be more self- directed. It is the stage immediately prior to after care or independence.

6. There are some key themes specific to this sector to bear in mind:

a. Contractual restrictions of Freedom.

i. When entering treatment service users need to comply with a structured treatment programme in order to work towards their recovery. If entering a residential service rather than remaining in the community it makes sense that they should keep to the rules of the establishment which are set out for good clinical reasons e.g. contact with a previous drug-dealing network would harm recovery because there would be ready access to addictive drugs.

ii. These are acknowledged in NMS 2.5, which recognises that there can be restrictions on choice, freedom, services or facilities, which are based on specialist, needs and risk and/or required by a treatment programme.

iii. Note that such restrictions need to be clearly agreed with the service user on assessment or admission. This does not infringe a persons Human Rights i.e. they will not lose their liberty or be locked in to the establishment against their will, rather they may forfeit their continued participation in the residential treatment programme if they break their agreement, and therefore may have to leave.

b. Environmental Considerations
i. The ethos of some residential centres is based on peer support and this may extend to room sharing as an integral part of the programme. 

ii. This is in line with NMS 25.5, which allows for up to 4 people sharing. Regarding room sizes the fact that much of a residents time is spent in the communal areas rather than the bedroom should guide decisions on bedroom size compliance. 

iii. In addition it may not be necessary to insist on en-suite toilets provided that there is an adequate provision of communal toilets where privacy and dignity can be maintained. 

iv. Also the gender balance within the home needs to be considered, including facilities to allow privacy and dignity to be upheld. How this works should be subject to regular consultation with the user group.

c. Detoxification programmes
i. Most centres, which operate a detoxification regime, are registered to provide nursing care because the side effects require skilled monitoring and a quick response time.

ii. A small number of centres operate a “community detoxification” programme where a specialist GP takes responsibility for the care of the residents. Care needs to be taken in these centres to ensure that a proper contract is in place with the GP and that the assessment process includes a risk assessment of the likely side effects on withdrawal.

d. Diversity
i. Although these services offer primarily short-term care an awareness of the diversity agenda in respect of age, race, disability, gender, sexuality and religion is still important. It is a priority of CSCI to promote this agenda and therefore residential services need to be encouraged to consider these issues throughout their operations, as it is easy to overlook them amongst the emphasis on the treatment programme.

ii. Within the sector there will be found a range of treatment approaches. The principal ones are 12- step, which is aligned with Alcoholics Anonymous; Cognitive Behavioural models which focus on learning how to develop new behaviours; Therapeutic Communities which focus on developing a socially productive lifestyle; and those with a faith based philosophy, primarily Christian. Others are also entering the field although they are small in number. The ethos of each needs to be fully understood as it guides the nature of the treatment programme on offer.

e. Routes into Treatment
i. There are essentially two distinct routes into treatment; a) the public health route through medical or drug/alcohol teams referral, or b) the criminal justice route where orders such as “rehabilitation orders” are made as an alternative to custody. Residents may arrive with different agendas and different motivations towards treatment, however the treatment programme is usually no different and outcomes are broadly similar.

f. Other inspection information

i. The National Treatment Agency (NTA) undertakes Improvement Reviews of the drug treatment system in partnership with the HealthCare Commission. During 2005/6 this focussed on care planning and community prescribing. In 2008 it will cover residential treatment. Up to date information can be found on the NTA website, www.nta.nhs.uk.
GUIDANCE AND PRINCIPLES 

KEY NATIONAL MINIMUM STANDARDS

	Key National Minimum Standard
	Guidance
	Link to other guidance

	Standard 1

Choice of Home
	· This is a generic standard applicable to this sector. Transparency and accurate information about the treatment approach on offer needs testing, to ensure that service users can make informed choices.
	

	Standard 2

Needs assessment

	2.3 (vii)
	· Consider whether service users have a primary or secondary mental health need – called a dual diagnosis

· Has the home ensured that if dual diagnosis is present there is a through and robust assessment process which includes a medical assessment

· Is there proper provision to meet the needs of someone with dual diagnosis

· Good practice would indicate that assessments are multi-disciplinary
	

	2.3 (viii)
	· The home is able to specify how it has identified “specific condition related needs” e.g. effects of addiction.

· The home is able to outline what specialist input is available e.g. not only in terms of addiction but related needs such as past criminal activity, childhood abuse, family relationships, etc.
	

	2.3 (x)
	· Some treatment programmes require adherence to a particular philosophy e.g. 12 step homes will require abstinence, religious based homes may require sympathy with a particular philosophy such as Christianity. This needs to be clear to potential service users from the outset.
	

	2.5
	· Are potential restrictions on choice and freedom set out? These may include restrictions on visiting arrangements.

· Have the potential restrictions been clearly agreed in writing with the service user on admission or during assessment?

· It must be clear that Human Rights are not infringed on matters such as restrictions on liberty or freedom of movement, rather service users have consented to any restrictions which are clinically necessary for participation in the treatment programme. 

· Also to be specified are the circumstances under which service users may leave the premises during treatment (in early stages this may involve escorts to minimise risk of contact with dealers or possible relapse into drinking or drug taking).

· Discharge arrangements also need to be very clear to avoid an unreasonably quick timetable in the event of substance misuse which would leave a service user vulnerable e.g. without suitable accommodation arrangements for ongoing care.  In conjunction with purchasers of services homes need to be aware of their duty of care.
	

	Standard 6 – Service user plan

	6.4
	· The service user plan needs to reflect the restrictions outlined in NMS 2.5 including changes over time e.g. restrictions on movement often change as a person progresses through treatment.
	NMS 2.5 

	6.8
	· In homes offering structured treatment decisions an allocation of key worker may be made on clinical grounds e.g. relating a service users specific needs to the expertise of a counsellor, rather than the expressed wish of a service user.

· Frequently an allocated key worker may challenge the belief or behaviour of a service user. It is usually more helpful for a service user to work through this rather than change keyworker in order for personal change to take place.  Requests for change need to be handled appropriately in line with their treatment objectives.
	

	6.10
	· The recovery process will benefit from reviews which are more frequent than the minimum six monthly given the short-term nature of the arrangement. 

· Frequency of review may be either set at time intervals e.g. weekly, or according to progress through the 12 steps e.g. review when completed each step. 

· Reviews often include peer feedback, as openness and honesty are values to which service users are encouraged to aspire. 
	

	Standard 7 Decision Making

	7.3
	· Alcoholics Anonymous or Narcotics Anonymous often provides local peer support networks. It is considered helpful for service users to join these networks as they provide useful support when treatment is completed.
	

	7.5
	· On admission to detoxification, or even first stage treatment it is unlikely that service users would be capable of managing their finances due to the chaotic nature of their behaviour and lifestyle immediately prior to admission. 

· However the management of finance is often a goal of second stage treatment alongside other independence related issues such as accommodation, employment, family relationships, etc.
	

	Standard 9 Risk taking

	9.1
	· In the early stages of treatment the risk of relapse and early discharge is usually high. Management of risk needs to be robust.

· In later stages of treatment it is appropriate for homes to change the risk assessment dependent upon progress.

· In second stage treatment the risk assessment needs to reflect the goal of independence for service users.
	

	Standard 12 Education and Occupation

	12.1.
	· In the early stages of treatment the obtaining of employment is not relevant as the primary aim is to recover from addiction. 

· Assistance in obtaining employment or the skills associated with that activity is more relevant for second stage treatment.
	

	12.2
	· Service users will not be encouraged to take engage in some of the activities prior to entering care as many will be related to their addiction. 

· The establishment of potentially new activities relevant to the interests and aspirations of service users will be a more helpful approach frequently adopted by homes. 
	

	12.3
	· Homes would normally not focus on further education opportunities in the early stages of treatment as the primary focus is on recovery from addiction requiring full time attendance and participation in a structured treatment programme.

· Later on in second stage treatment further education becomes more relevant. The short length of stay may limit participation e.g. 3 – 6 months.
	

	Standard 13 Community links and Social Inclusion

	13.1
	· The overall aim of treatment is to re-integrate service users into the community

· In the early stages the primary activity will be participation in a structured treatment programme.
	

	Standard 15 Relationships

	15.2
	· Good practice is to specifically address how relationships with family and friends can be re-established following treatment.

· Homes will usually specify that there is minimal contact during the early stages to avoid distraction.

· Service users who are parents of young children will need specific plans to ensure that the child’s needs for contact are being fully met and bearing in mind any existing court orders.
	

	15.3.
	· There is often a significant risk of re-establishing previous unhelpful networks that were associated with addictive behaviour.  Homes need to be clear how they manage visitors. 

· Visiting arrangement will usually be specified in the care plan as well as general “rules of the house”. 
	

	15.5
	· Homes usually have clear guidelines about intimate personal relationships which, for clinical and therapeutic reasons, often discourage such relationships developing. 
	

	Standard 16 Daily Routines

	16.1
	· Homes will be expected to publish daily routines and house rules. This will usually involve adherence to a structured treatment programme. 

· The ultimate aim is to promote independence.  In the early stages this is not appropriate, instead there will be restrictions to reduce risk of relapse and enable full participation in treatment.
	

	16.2
	· Homes will be expected to have a clear policy on room searches, which will allow staff to look for addictive substances routinely, or if they believe that they may have entered the premises. This will necessary to protect all service users.
	

	16.3
	· Some homes operate a policy of no individual room keys because their aim is to encourage the development of trust and honesty. In this case adequate arrangements to ensure privacy and the storage of personal possessions must exist.

· Good practice is for risk assessments to be developed with regard to keys especially as a key risk is for service users to isolate themselves and possibly resume the misuse of substances within their own room.
	

	16.4
	· Homes are expected to have a policy regarding the opening of personal mail to take account of the risk of potentially harmful substances entering the premises. 
	

	16.7
	· Homes need to balance the requirement for service users to be afforded privacy with the risk of “isolation” leading to a return to addictive thinking and behaviour.
	

	Standard 17 Meals & Mealtimes

	17.1
	· The provision of a healthy diet and a routine of mealtimes is a major benefit of residential treatment as it overcomes the often chaotic lifestyle issues present when a service user was addicted to either drugs or alcohol.
	

	17.4
	· Good practice is for homes to have a policy on how service users are involved in planning and preparation of meals. Some consider that this is a distraction during the early stages of treatment and only focus on it when a service user is preparing for independence.

· Other homes, especially therapeutic communities, insist that this happens right from the start in order to ensure a coherent community ethos.  
	

	17.5
	· Homes do not usually offer a choice of where and when to eat, as it would be inconsistent with the operation of a timetabled and structured treatment programme. 

· The establishment of new routines of mealtimes is considered key to recovery.

· Choice is only relevant therapeutically when a service user is preparing for independence.


	

	Standard 18 Personal Support

	18.4
	· Homes will be expected to have a timetable which includes getting up/mealtimes. Flexibility is not usually regarded as helpful as the re-establishment of routines in a persons life is essential for recovery
	

	18.7
	· Good practice is for homes to provide same gender counsellors when helping service users who may have suffered abuse.
	


	Standard 19 Healthcare

	19.1
	· Most residential treatment centres have an arrangement for registration with a local GP who has some specialist knowledge in substance misuse. Homes should be able to produce information is support of this specialist knowledge.

· The actual nature of the GP contract varies i.e. some register service users as temporary NHS patients, other take them on as a private contract with the home. Liability may be different in each case so this could be asked for by inspectors.
	

	19.2
	· Homes usually have arrangements in place as specified in 19.1 so service users will not necessarily have to manage their own healthcare.

· It is specifically important for homes to be responsible for organising healthcare where detoxification is undertaken.
	


	Standard 20 Medication

	20.3
	· Service users often enter residential treatment having a history of chaotic administration of often illegal substances. It is not good practice for service users to control or administer their own medication in the early stages

· In second stage treatment or preparation for independence administration of medication to be seen as a key task to learn.
	Professional advice: Administration of medicines in care homes.

& Training care workers to safely administer medicines in care homes

	Standard 22 Concerns & Complaints

	22.2
	· Listening to service user complaints is important for recovery because the expression of feelings is key to the gaining of insight and behaviour change

· Sometimes complaints may be used to deflect from other challenges to belief, behaviour or attitude which may be necessary for meaningful change to take place.

· Homes must have transparent and robust procedures for sensitively and responsibly dealing with complaints as they occur.

· The changes to our own complaints policy and procedure need to be reflected in this procedure.
	CSCI complaints policy

	Standard 24 Premises

	24.3 & 24.4
	· Note that flexibility is offered for homes intended for short term and/or rehabilitative services

· When assessing new homes for registration it is not necessary to limit the maximum size to twenty people.

· When planning how a home offering a structured treatment programme might operate inspectors should bear in mind that an optimum size for group work may be 12, therefore if for example two groups are running simultaneously it would make sense to accommodate 24 people.

· Accommodation for structured treatment will need to demonstrate that the elements of the programme will be adequately met e.g. separate rooms for 1:1 counselling offering privacy, comfortable rooms for groupwork, office facilities for administration purposes, etc. 
	

	Standard 30 Hygiene & Control of infection

	30.6
	· A sluicing facility is not usually required, unless any nursing procedures undertaken make this necessary.
	

	Standard 34 Recruitment

	34.3
	· Homes may recruit people who, in the past, used to misuse substances but have since recovered. It is likely that during this time they accumulated a criminal history linked to their misuse. This should not debar them from obtaining employment in this sector as their experiences are often valuable, a risk assessment should be made based on the success of their recovery
	

	34.4 & 34.7
	· Homes may not be able to include service users in recruitment due to the short-term nature of their stay.

· Homes should be encouraged to think of ways of indirectly involving service users e.g. in discussions of staff approaches and views on what works in practice.
	

	Standard 35 Training & Development

	35.1
	· For homes in this sector there is in existence a framework entitled DANOS (Drug & Alcohol National Occupational Standards). These have modules which are specific to this sector and need to be borne in mind when designing training for staff

· See also NMS 32 regarding staff qualifications
	Link to - www.danos.

org.uk

NMS 32

	Standard 39 Quality Assurance

	39.1
	· Homes may participate in a peer review system such as QuADS (Quality in Alcohol and Drug Services) which is helpful but not necessarily comprehensive for residential care

· During 2006 EATA introduced their own accreditation scheme which assesses the quality of the treatment programme. However this would not apply to non-members and does not deal with all the infrastructure issues dealt with by inspection e.g. premises, meals, etc. 

· Views of service users remain central to the inspection process.
	EATA website


ADDITIONAL NATIONAL MINIMUM STANDARDS (that are not key)
	Additional

National Minimum Standards

	Guidance
	Link to other guidance

	Standard 3 – meeting needs

	3.4
	· Our own guidance on staffing qualifications should be applied. Also cross reference with standard 33
	

	3.6
	· Pre-admission planning is important in assessing vulnerability and suitability
	

	Standard 4 – introductory visits

	4.2
	· Many service users are placed away from their home area in order to separate themselves from their social networks which supported their addiction. This may make introductory visits impracticable and may unnecessarily lengthen the admission process when early admission would reduce the risk of relapse. This can be compensated for by good preparatory information being available.
	

	4.3
	· Homes would not be expected to provide a three-month settling in period for a short-term stay.
	

	Standard 5 Contract

	5.2
	· Particular attention needs to be given to any discharge clauses which specify the conditions under which this may happen. The actual arrangements need to ensure that there are expectations of liaison with the funding authority and that the duty of care is adequately fulfilled. For example there have been instances of 30-minute discharge policies, which would not be acceptable.
	

	Standard 8 Participation

	8.1
	· Homes would not be expected to include service users in review of policies etc on a regular basis, as the stay is short-term. Nevertheless homes should be encouraged to consider arrangements such as residents committees for regular participation in the running of the home on a day-to-day basis.
	

	Standard 11 Personal Development

	11.3
	· In this sector it is expected that people with the relevant professional qualifications deliver counselling and any psychological therapy. 

· There are many academically accredited qualifications, for example addiction counselling.
	

	Standard 14 Leisure

	14.2
	· The focus of a stay in residential rehabilitation is on recovery explicitly.  Hobbies or interests would be secondary. 

· Specifically interests and hobbies should be screened to ensure that they are not linked to past substance misuse
	

	14.3
	· Homes would normally expect to screen entertainment such as music or video/DVD to ensure that it doesn’t put substance misuse in a favourable light.
	

	14.4
	· An annual holiday would not be relevant for a short-term stay.
	

	Standard 21 Ageing & Death

	21.1 & 21.7
	· It would be unusual for a death to occur in short term care.  If necessary palliative care would be expected as in any other residential care home.

· Some homes specifically care for people with long-term conditions such as Korsakoffs syndrome, other liver conditions or alcohol induced dementia for example. Staff would need to be appropriately skilled to deal with such conditions. 
	

	Standard 25 Individual Rooms: Space Requirements

	25.5 (iv)
	· It is reasonable to expect homes to provide a degree of privacy in room sharing arrangements.

· Screens are not essential as this would work against the ethos of peer support based upon a risk of “isolation”.
	

	25.8 (ii)
	· The clinical need for a mixture of single and double rooms needs to be clearly stated, preferably in the homes statement of purpose.

· Good practice would be for service users to move to single rooms as they progress through treatment unless there is a specific reason to remain in a double room e.g. to take responsibility for a peer in a more vulnerable condition.
	

	Standard 26 Individual Rooms: Furniture & Fittings

	26.2 (v)
	· It is expected that a home would have a policy on TV aerial points given that entertainment is usually provided communally. Individual provision of TV may result in unhelpful isolation.

· Homes would normally have a policy on telephone points as this may give rise to unhelpful contacts with previous contacts such as drug dealers.

· Later in treatment it is expected that risk assessments may conclude that service users could expect to be considered sufficiently recovered to use such facilities responsibly.
	

	26.3
	· It would not normally be expected that service users would bring in their own furniture for a short-term stay.

· It is reasonable to expect a degree of personalisation with service users own small items, pictures etc.
	

	Standard 32 Qualities and Qualifications

	32.1
	· Where there are staff with relevant professional qualifications e.g. nurses, doctors, social workers, counsellors, etc., it is recommended that they should undertake “continual professional development” (CPD) relevant to the field and in line with their own professional registration requirements.

· There is an independent organisation FDAP (Federation of Drug & Alcohol Professionals) that has developed a system of accreditation ensuring that staff have sufficient relevant training in this sector.  Their website explains their approach.


	FDAP website

CSCI policy on qualifications of care staff.

	32.5
	· There are occupational standards mapped to NVQ’s prepared by DANOS (Drug and Alcohol National Occupational Standards) which are specific to this sector.

· The benchmark is still NVQ level 3 in health and social care which can be obtained including modules specific to the sector

· Past experience may be a useful determinant of skill and aptitude where NVQ was not available during a staff members training period.

· The skills for care web site has useful information about NVQ 
	There is dedicated website for DANOS.

Skills for care website

	32.6
	· Staff will not have been able to achieve NVQ in addiction related modules by end 2005 due to their unavailability.

· Checks should be made with registered managers to assess what progress is being made in identifying relevant NVQ training.
	

	Standard 33 Staff Team

	33.2 (iv)
	· The management of emergencies includes the provision of staff cover overnight. Most homes will employ support staff alongside management or counsellors operating remotely.

· Occasionally a home will risk assess its service and decide that no staff are needed on the premises overnight.

· This is only acceptable where the service users have completed the first stage of their recovery. Factors which will inform a risk assessment are; ethos of group responsibility, whether this system has operated previously, and robust on-call arrangements.
	

	33.3
	· Homes are expected to staff their activities according to the nature of the work being undertaken. For example good practice suggests that group work sessions are normally facilitate by two people, one of whom may be a trainee.
	

	Standard 36 Supervision & Support

	36.5
	· Homes need to ensure that they provide the right level of supervision and support for professional staff particularly counsellors

· The British Association of Counselling and Psychotherapy will have recommended levels of supervision for registered counsellors
	British Association of Counselling & Psychotherapy 

	Standard 37 Day to Day operations

	37.2
	· The registered managers award and NVQ 4 are still relevant. The development of the NVQ 4 that is DANOS compliant had not arrived by June 2006. Further checks need to be made for an up to date picture. 
	

	Standard 43 Conduct of the Service

	43.6
	· Service users are usually present for a short-term stay; therefore it would be inappropriate for them to be involved in business and financial planning.
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