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1 Introduction 
 

Somerset County Council Public Health has commissioned an overarching review of 
evidence-based best practice and audit against the current service specification for 
their integrated drug and alcohol service for adults and young people. 
 
The review and audit is intended to ensure the current service specification (dated 
29th May 2013) remains relevant with the most up-to-date guidance; highlight 
changes and/or additional guidance and provide options for future development of 
service specification(s) for drug and alcohol provision. 
 
It is important to note that successive UK governments have prioritised substance 
misuse and invested in prevention and treatment at a local and national level under a 
series of national strategies.  As a result government agencies and non-
governmental bodies have provided significant levels of research and guidance to 
support the strategies.  These bodies include: 

 Public Health England (and formerly the National Treatment Agency) 

 National Institute for Health and Care Excellence (NICE) 

 Department of Health 

 Advisory Council on the Misuse of Drugs 

 Royal Colleges 

 
In addition, a range of national independent and voluntary sector organisations have 
produced research and guidance to support or assist policy and practice.  These 
include: 

 Alcohol Concern 

 The Health Foundation 

 Centre for Social Justice 

 Substance Misuse Skills Consortium 

 Society for the Study of Addiction 

 Alcohol Research UK 

 National Addiction Centre 

 Federation of Drug and Alcohol Professional 

 Adfam 

 
The review covers treatment provision for adults and young people and prevention/ 
early intervention for adults.  This will include provision for transitions years (18-25) 
and for carers and family members affected by other’s use. 
 
In light of the differences in outcomes and prevalence for different problematic 
substances, guidance and best practice will be considered in the context of the 3 
main substance groups used by Public Health England: Opiates; Non-opiates and; 
Alcohol. 
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1.1 Current Service Specification 
 

The service specification (“Recovery focused Drugs and Alcohol Services for Young 
People and Adults”) used to commission the current provision, which commenced 
as Somerset Drug and Alcohol Service (SDAS) in February 2014, was produced in 
May 2013.  The specification focused on a set of strategic outcomes that had been 
agreed by the programme board and reflected Public Health priorities and those of 
the national drug and alcohol strategies: 

 ‘Reducing Demand, Restricting Supply, Building Recovery:  Supporting 
People to live a drug-free life’ (2010) 

 HM Government’s Alcohol Strategy (2012)  

 Department of Health ‘Healthy lives, healthy people: our strategy for Public 
Health in England’ (2010) 

 
The specification states: 

“This specification is not intended to provide a detailed description of 
the service to be delivered; rather it is a description of the outcomes to be 
achieved.  Specific requirements and characteristics are specified where 
appropriate. It is expected that bidders will provide a comprehensive model 
which delivers the outcomes and that this proposed model becomes part of 
the specification of the service(s) commissioned.” 
 
The approach adopted in the specification is to set out the outcomes required with a 
clear expectation that the successful bidder(s) describe the way in which their 
services will deliver these outcomes.  For each of the 9 strategic outcomes there are 
references to guidance and best practice documents that should inform delivery. 
 
The outcomes described in the specification are closely aligned to the outcomes 
identified in the 2010 UK Drug Strategy1 and used by the National Treatment Agency 
(now part of PHE) to group guidance and best practice in their web-based Recovery 
Resource (http://www.nta.nhs.uk/recovery-resources.aspx).  To date, a new national 
drug strategy has not been published although it was expected to be produced in 
2016. 
 
The two sets of outcomes are shown below. 

Somerset Drug and Alcohol Service 
Outcomes 

 Prevent problems with alcohol and 
drugs developing and escalating 
(early intervention) 

 Reduce alcohol and drug related 
deaths 

 Reduce alcohol and drug related 
offending 

 Improve the mental and physical 
health of alcohol and drug users 

2010 National Drug Strategy 
Outcomes 

 

 Freedom from dependence on drugs 
or alcohol 

 A reduction in crime and reoffending 

 Preventing drug related deaths and 
blood borne viruses 

 Sustained employment 

 The ability to access suitable 

                                                
1
 Drug strategy 2010 Reducing Demand, Restricting Supply, Building Recovery: Supporting People to Live a 

Drug Free Life 

http://www.nta.nhs.uk/recovery-resources.aspx
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 Increase the numbers of people 
achieving abstinence from alcohol 
and drug use 

 Increase the numbers of alcohol and 
drug users in safe and stable 
accommodation 

 Improve alcohol and drug users 
social and family relationships 

 Increase alcohol and drug users 
access to and engagement with, 
education, training and employment  

 Promote independence and the 
development of independent support 
networks for people recovering from 
alcohol and drug problems 

accommodation 

 Improvement in mental and physical 
health and wellbeing 

 Improved relationships with family 
members, partners and friends 

 The ability to be an effective and 
caring parent 

 

 
The outcomes described above are also reflected in the key features of recovery 
identified through the UK Drug Policy Commission consensus group statement, 
published in 20082 which is set out below. 
 

The UK Drug Policy Commission 
Recovery Consensus Group 

 Recovery is about the accrual of positive benefits, not just 
reducing or removing harms caused by substance use. 

 Recovery requires the building of aspirations and hope from the 
individual drug user, their families and those providing services 
and support. 

 Recovery may be associated with a number of different types of 
support and interventions or may occur without any formal 
external help: no ‘one size fits all’. 

 Recovery is a process, not a single event, and may take time to 
achieve and effort to maintain. The process and the time required 
will vary between individuals. 

 Recovery must be voluntarily-sustained in order to be lasting, 
although it may sometimes be initiated or assisted by ‘coerced’ or 
‘mandated’ interventions within the criminal justice system. 

 Recovery requires control over substance use (although it is 
not sufficient on its own). This means a comfortable and 
sustained freedom from compulsion to use. This is not the same 
as controlled use, which may still be harmful. Having control over 
one’s substance use means being able to make the choice to use 
a substance in a way that is not problematic for self, family or 
society. For many people this will require abstinence from the 
problem substance or all substances, but for others it may mean 
abstinence supported by prescribed medication or consistently 

                                                
2
 http://www.ukdpc.org.uk/publication/recovery-consensus-group/ 
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moderate use of some substances (for example, the occasional 
alcoholic drink). 

 Recovery maximises health and well-being, encompassing 
both physical and mental good health as far as they may be 
attained for a person, as well as a satisfactory social 
environment. The term ‘maximises’ is used to reflect the need for 
high aspirations to ensure that users in treatment are enabled to 
move on and achieve lives that are as fulfilling as possible. 

 Recovery is about building a satisfying and meaningful life, as 
defined by the person themselves, and involves participation in 
the rights, roles and responsibilities of society. The word 
‘rights’ is included here in recognition of the stigma that is often 
associated with problematic substance use and the discrimination 
users may experience and which may inhibit recovery. Recovery 
embraces inclusion, or a re-entry into society and the improved 
self-identity that comes with a productive and meaningful role. 
For many people this is likely to include being able to participate 
fully in family life and be able to undertake work in a paid or 
voluntary capacity. 

 

1.2 Public Health Outcomes Framework (PHOF) 
 

Following a refresh, the PHOF now includes sub-indicators for successful completion 
of alcohol treatment, deaths from drug misuse and a revised indicator relating to the 
interface between custody and community services.   
 
The new PHOF outcome measures that directly relate to drug and alcohol service 
provision are as follows: 

2.15 Drug and alcohol treatment completion and drug misuse deaths 
2.15i - Successful completion of drug treatment - opiate users 
2.15ii - Successful completion of drug treatment - non-opiate users 
2.15iii - Successful completion of alcohol treatment 
2.15iv - Deaths from drug misuse 

2.16 Adults with substance misuse treatment need who successfully engage 
in community-based structured treatment following release from prison 

2.18 Alcohol-related admissions to hospital 
 

NICE local government briefings 
Tackling drug use 
http://publications.nice.org.uk/lgb18 
Published: 21 May 2014 
NICE recommendations 

This section highlights the type of activities that NICE's 
recommendations on tackling drug use, published up to May 2014, 
cover. Those with responsibility for directly commissioning, 
managing or providing services are advised to read the 
recommendations in full. 
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Following NICE's recommendations on tackling drug use will help 
you make the best and most efficient use of resources to improve 
the health and wellbeing of people living in your area. 

Recommendations 
Aim to prevent and reduce drug use among vulnerable young people 
Local authorities should develop a local strategy that will help them 
to reduce substance misuse in vulnerable young people in their 
area. Services and professionals should identify young people who 
are at risk of using drugs, and refer them to services that can support 
them. These services should include family based support and 
parental skills training. Also see NICE's pathway on Reducing 
substance misuse among vulnerable children and young people. 

Provide clean injecting equipment to people who inject drugs to 
prevent the transmission of blood-borne viruses 
The NICE pathway on Needle and syringe programmes provides 
details for commissioning and coordinating needle and syringe 
programmes. It sets out a 3-tier model of service provision and 
advocates assessing local need to ensure that services are targeted 
to where they are most needed, including information about 
providing needle and syringe programmes to young people and 
people who use image and performance enhancing drugs. 

Provide other harm reduction services through needle and syringe 
programmes 
NICE's pathway on Needle and syringe programmes shows how 
these programmes provide an opportunity to engage people in a 
range of harm reduction services and can act as a gateway to both 
drug treatment services and other health and social care services. 
For details see community pharmacies and specialist needle and 
syringe programmes. 

Increase testing and treatment for blood-borne viruses among drug 
users 
People who inject drugs should be encouraged to take tests for 
hepatitis and tuberculosis in accordance with NICE's pathways on 
Hepatitis B and C and Tuberculosis. Also see Interferon alfa 
(pegylated and non-pegylated) and ribavirin for the treatment of 
chronic hepatitis C (NICE technology appraisal guidance 75). 

Support people who are trying to stop using drugs 
The NICE pathway on opioid detoxification (how to stop using 
heroin) provides information about how people who are trying to stop 
using drugs can be supported. The pathway includes 
recommendations about assessment of people who are trying to 
stop using drugs, the best settings for opioid detoxification and other 
recommendations about delivering detoxification services. 

Provide treatment for managing opioid dependence 
For details see maintenance treatment with methadone and 
buprenorphine (opioid substitution therapy) and naltrexone treatment 
after opioid detoxification in NICE's pathway on 'Drug misuse'. 

Provide assessment and psychosocial support to drug users and 
their families 
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For details see identification and assessment in NICE's pathway on 
'Drug misuse'. Also see principles of care in the same pathway. 

Also see the Formal psychosocial interventions for drug misuse path 
in the 'Drug misuse' pathway to see recommendations about 
providing psychological therapies to people who misuse substances 
and NICE's pathway on Psychosis with coexisting substance misuse 
for details about working with people who have a psychosis and are 
also misusing substances. 

 

1.3 Current configuration of the model 
 

Under the existing arrangements the integrated service was divided into specific lots 
with descriptions of some of the key functions of each lot.  However, the specification 
states that  

 
“Whilst lots may be delivered by one or several providers, all elements 

of the service model will be delivered as an integrated system known as 
Somerset Drugs and Alcohol Service. This means that users accessing 
any, or all, aspects of the service will experience one seamless journey.” 
 
The lots are as follows: 

 Contact 

 Recovery 

 Housing Related Support  

 Information / Case Management system 
 

1.4 The context of a whole systems approach 
 

The drug strategy recognises that tackling drug misuse and supporting recovery 
requires a wider range of support, interventions and actions than simply offering 
‘treatment’.  The concept of recovery, described as wellbeing, citizenship, and 
freedom from dependence, extends beyond the traditional view of treatment and the 
outcomes include employment, accommodation, wellbeing and relationships. 
 
This ‘recovery capital’ has been shown to be a key factor in successful recovery3.  
Some drug and alcohol users will have good levels of recovery capital and may 
require limited support and intervention.  However, for many others in contact with 
services, the levels of need and lack of recovery capital will require intensive 
support. 
 
The guidance provided by PHE in the Recovery Diagnostic Toolkit states (authors’ 
emphasis): 

 “… Ensure the local system is sufficiently integrated for targeted work to build 
recovery capital among this group. Drug treatment services have only a part to 
play in this – it depends heavily on contributions from other health and social care 
services, housing and employment, family, friends and peers.4” 
 

                                                
3
 Best, D. and Laudet, A.B. (2010) The Potential of Recovery Capital, RSA 

4
 PHE Recovery Diagnostic Toolkit for Somerset, www.ndtms.net 
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Delivered using a ‘whole systems’ approach 

Recovery can only be delivered through working with education, 
training, employment, housing, family support services, wider health 
services and, where relevant, prison, probation and youth justice 
services to address the needs of the whole person. This has been a 
continuing theme through the majority of the consultation responses. 

When building a recovery focused system, we will encourage local 
areas not to commission services in isolation, but to jointly 
commission and deliver ‘end to end’ support. They need to build 
close links between community, in-patient and residential treatment 
and rehabilitation providers, who in turn need to forge close links 
with aftercare services. 

A key challenge is to ensure a ‘seamless transition’, particularly for 
those adults who move between the CJS and community services. 
We will therefore encourage local areas to make the most of 
increasingly pooled funding to jointly commission recovery services. 
In particular, local areas may wish to consider implementing single 
assessment and referral processes that would provide a single 
integrated care plan. This approach is something that will be trialled 
as part of a series of Payment by Results pilots. Local arrangements 
will work best if they involve all relevant agencies, jointly 
commissioning drug rehabilitation services with other local, and 
where appropriate, national services. 

 
Extract from Reducing Demand, Restricting Supply, Building 
Recovery: Supporting People to Live a Drug Free Life 

 

This review is intended to focus on substance misuse treatment, early intervention 
and prevention.  However, these components must be understood in the context of 
the recovery-focussed system envisaged by the national strategy and set out above. 
 
In order to retain a level of focus within this review, it is set out in sections covering 
the main components of treatment/structured interventions: psychosocial and 
pharmacological interventions.  Areas of practice that have received a higher level of 
prominence in guidance and policy since the production of the last service 
specification have also been given separate sections:  Mutual Aid and the Whole 
Family Approach. 
 
Opiate users, non-opiate users and alcohol users tend to have very different 
experiences of treatment and have different treatment needs.  In general, opiate 
users are likely to spend much longer in treatment, require more intensive packages 
of care and experience multiple episodes of treatment.  This can be clearly seen in 
the work undertaken for Somerset using PHE’s Recovery Diagnostic Toolkit.56 
 
Less than 10% of the opiate users in treatment will successfully complete and exit 
treatment in a given year whereas around 39% of non-opiate users and alcohol 

                                                
5
 PHE Recovery Diagnostic Toolkit for Somerset, www.ndtms.net 

6
 A review and workshop findings using the PHE Recovery Diagnostic Toolkit, Somerset Public Health July 2016 
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users will complete.  86% of non-opiate clients and 87% of alcohol clients in 
treatment in 2015/16 had spent less than a year in treatment whilst the proportion of 
opiate clients in treatment for under a year was 31% (and many of these had multiple 
previous treatment journeys).  However, this does not necessarily mean that different 
treatment approaches are required between these groups.  There are clear 
differences in pharmacological interventions discussed later in this text but the other 
mechanism for structured interventions to enable behaviour change and support 
recovery is a psychosocial (and psychological) approach where the underpinning 
theoretical frameworks will be the same regardless of the substance used; it is the 
level and intensity of the intervention that changes according to the complexity of the 
individual’s needs. 
 

1.5 NICE Behaviour Change Guidelines 
 

NICE have produced general guidelines that provide a set of generic principles that 
can be used as the basis for planning, delivering and evaluating public health 
activities aimed at changing health-related behaviours7.  Some aspects of these 
guidelines are discussed in section 9 on prevention and early intervention.  However, 
it is important to consider the guidelines in relation to the entire public health 
substance misuse agenda.  Treatment (in the context of psychosocial interventions 
for drug and alcohol use) and prevention/early intervention are components of the 
behaviour change model discussed in the guidelines. 
 

Behaviour plays an important role in people's health (for example, 
smoking, poor diet, lack of exercise and sexual risk-taking can cause 
a large number of diseases). In addition, the evidence shows that 
different patterns of behaviour are deeply embedded in people's 
social and material circumstances, and their cultural context…. 
 
Interventions to change behaviour have enormous potential to alter 
current patterns of disease. … However, many attempts to do this 
have been unsuccessful, or only partially successful. Often, this has 
been because they fail to take account of the theories and principles 
of successful planning, delivery and evaluation. At present, there is 
no strategic approach to behaviour change across government, the 
NHS or other sectors, and many different models, methods and 
theories are being used in an uncoordinated way. Identifying 
effective approaches and strategies that benefit the population as a 
whole will enable public health practitioners, volunteers and 
researchers to operate more effectively, and achieve more health 
benefits with the available resources. 
 
Extracts from: Behaviour change: general approaches, NICE PH6, 
2007 

 
 
 

                                                
7
 Behaviour change: general approaches, NICE PH6, 2007, nice.org.uk/guidance/ph6 
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1.6 NICE Quality Standards 
 

In 2011 and 2012, the National Institute for Health and Care Excellence (NICE) 
produced two sets of quality standards. 

 QS11 - Alcohol-use disorders: diagnosis and management, August 2011 

 QS23 - Drug use disorders in adults, November 2012 
 
Each of these contained a series of quality statements that linked to relevant NICE 
guidelines and included an explanation of the implications for providers and 
commissioners together with a system for measuring performance against each 
statement. 
 
The table overleaf sets out the quality statements, together with the equality and 
diversity considerations, where identified, for each of the statements. 
 
It is interesting to note the differences between these sets of statements in terms of 
scope: 

 The alcohol statements start at an earlier point with an emphasis on generic 
health and social care staff undertaking advice and screening and also 
receiving training in alcohol awareness. 

 The alcohol quality statement makes no reference to residential rehabilitation. 

 The drug statements include support to access services that support recovery 
and reintegration including housing, education, employment, personal finance, 
healthcare and mutual aid. 

 
This is probably largely a result of the differences in prevalence of drug and alcohol 
use and that drug use is generally more covert due to legal and social constraints.  
However, it could create the impression that screening, identification and brief advice 
could not be undertaken by generic staff for drug use and that people with alcohol 
problems will not require support with recovery and reintegration.   
 
In practice, it is entirely feasible that generic staff can, and do play a role in 
screening and brief advice in relation to drug use, as highlighted in the public health 
guidance “Substance misuse interventions for vulnerable under 25s” (NICE PH4) 
and in guidance produced in response to the prevalence of a range of novel 
psychoactive substance and ‘club drugs’: “Guidance on the Clinical Management of 
Acute and Chronic Harms of Club Drugs and Novel Psychoactive Substances” 
(Novel Psychoactive Treatment UK Network (NEPTUNE),  2015) and set out below. 
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Similarly, a number of dependent alcohol users are likely to need high levels of 
support to enable them to recover and reintegrate and this will include housing, 
education, employment, personal finance, healthcare and mutual aid. 
 
However, the set out quality statements and the associated metrics should form a 
basis for future commissioning and contract monitoring arrangements. 
 



Page 11 
 

NICE QS23 - Drug use disorders in adults 
Quality Statement Equality and diversity considerations 

Statement 1. 
People who inject drugs have access to needle and 
syringe programmes in accordance with NICE guidance. 

A number of specific groups of injecting drug users may require special 
consideration. These groups include: 

 homeless people, who are more likely to share needle and syringe equipment 
on a regular basis than others who inject drugs 

 women, whose drug use may be linked to specific behaviours and lifestyles that 
put them at an increased risk of HIV and hepatitis infections 

 users of anabolic steroids and other performance- and image-enhancing drugs 

 the prison population, which contains a higher than average number of injecting 
drug users. 

Statement 2. 
People in drug treatment are offered a comprehensive 
assessment. 

All assessments should be accessible to people with additional needs such as 
physical, sensory or learning disabilities, and to people who do not speak or read 
English. People who need a comprehensive assessment should have access to an 
interpreter or advocate if needed. 

Statement 3. 
Families and carers of people with drug use disorders 
are offered an assessment of their needs. 

All assessments should be accessible to people with additional needs such as 
physical, sensory or learning disabilities, and to people who do not speak or read 
English. People who need an assessment should have access to an interpreter or 
advocate if needed. 

Statement 4.  
People accessing drug treatment services are offered 
testing and referral for treatment for hepatitis B, hepatitis 
C and HIV and vaccination for hepatitis B. 

 

Statement 5. 
People in drug treatment are given information and 
advice about the following treatment options: harm-
reduction, maintenance, detoxification and abstinence. 

All information and advice about treatment should be culturally appropriate. It 
should also be accessible to people with additional needs such as physical, 
sensory or learning disabilities, and to people who do not speak or read English. 
People with drug use disorders should have access to an interpreter or advocate if 
needed. 

Statement 6. 
People in drug treatment are offered appropriate 
psychosocial interventions by their keyworker. 

 

Statement 7. 
People in drug treatment are offered support to access 
services that promote recovery and reintegration 

People in drug treatment should receive support to access services that promote 
recovery, tailored to their individual needs. 
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including housing, education, employment, personal 
finance, healthcare and mutual aid. 

Statement 8.  
People in drug treatment are offered appropriate formal 
psychosocial interventions and/or psychological 
treatments. 

 

Statement 9.  
People who have achieved abstinence are offered 
continued treatment or support for at least 6 months. 

 

Statement 10. 
People in drug treatment are given information and 
advice on the NICE eligibility criteria for residential 
rehabilitative treatment. 

Residential rehabilitative treatment should be available for anyone meeting the 
eligibility criteria. The needs of people with children should be considered so that 
children are appropriately looked after while their parents enter residential 
rehabilitative treatment. 

All information and advice about residential rehabilitation should be culturally 
appropriate. It should also be accessible to people with additional needs such as 
physical, sensory or learning disabilities, and to people who do not speak or read 
English. People with drug use disorders should have access to an interpreter or 
advocate if needed. 

 
 

NICE QS11 - Alcohol-use disorders: diagnosis and management 

Quality Statement Equality and diversity considerations 

Statement 1. 
Health and social care staff receive alcohol awareness 
training that promotes respectful, non-judgmental care of 
people who misuse alcohol. 

NICE clinical guideline 115 reports of stigma in healthcare settings towards 
people who misuse alcohol in general. In addition, women can be more likely to 
experience stigma in relation to their drinking than men and people from 
minority ethnic groups might find it more difficult to openly discuss their 
emotional problems due to cultural factors, such as cultural honour and 
respect. 

People who are homeless can be particularly vulnerable to discrimination. This 
quality statement advances equality by ensuring equitable staff conduct 
towards all patients, service users and clients, including those who (potentially) 
misuse alcohol. 
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NICE QS11 - Alcohol-use disorders: diagnosis and management 

Quality Statement Equality and diversity considerations 

Statement 2. 
Health and social care staff opportunistically carry out 
screening and brief interventions for hazardous and 
harmful drinking as an integral part of practice. 

Lower screening thresholds may be needed when assessing older and 
younger people. In addition, by recommending that those aged 16 and 17 
receive extended brief interventions (rather than structured brief advice) it may 
reduce the number of opportunities to receive an intervention, as extended 
brief interventions may be less readily available. Lower screening thresholds 
should also be considered for women and some black and minority ethnic 
groups too. 

Discussions broaching the subject of alcohol and screening should be sensitive 
to people's culture and faith, and tailored to their needs. Discussions with 
young people should be sensitive to the person's age, their ability to 
understand what is involved and their emotional maturity. Relevant specialists 
should be consulted when it is not appropriate to use an English language-
based screening questionnaire, for example when dealing with people whose 
first language is not English or who have a learning disability. 
 

Statement 3 
People who may benefit from specialist assessment or 
treatment for alcohol misuse are offered referral to 
specialist alcohol services and are able to access 
specialist alcohol treatment. 

This statement promotes equality by ensuring that all people who may benefit 
from specialist alcohol services are offered a referral and can access specialist 
alcohol services for assessment and treatment. 

Currently, some equality groups may be under-referred, such as older adults 
(due to a lack of clinical suspicion or misdiagnosis) and young adults 
presenting at emergency departments or in primary care. 

Homeless people can have difficulty accessing appointment-only services, 
women can regard services less suited to their needs in terms of children and 
childcare, and people from minority ethnic groups may find a lack of ethno-
cultural peers and staff a barrier to treatment access. There is a risk that 
people who are housebound (which may include a large number of older 
people) currently wait longer to access specialist treatment. 

Outreach and assertive engagement techniques should be considered with 
some of these groups who may otherwise find it difficult to engage in treatment. 
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NICE QS11 - Alcohol-use disorders: diagnosis and management 

Quality Statement Equality and diversity considerations 

Statement 4. 
People accessing specialist alcohol services receive 
assessments and interventions delivered by 
appropriately trained and competent specialist staff. 

 

Statement 5. 
Adults accessing specialist alcohol services for alcohol 
misuse receive a comprehensive assessment that 
includes the use of validated measures. 

When assessing the severity of alcohol dependence and determining the need 
for assisted withdrawal, the criteria should be adjusted for women, older people 
and younger people. 

All assessments should be accessible to people with additional needs such as 
physical, sensory or learning disabilities, and to people who do not speak or 
read English. People who need a comprehensive assessment should have 
access to an interpreter or advocate if needed. 

Statement 6 
Children and young people accessing specialist services 
for alcohol use receive a comprehensive assessment 
that includes the use of validated measures. 

All assessments should be age-appropriate and accessible to children and 
young people with additional needs such as physical, sensory or learning 
disabilities, and to children and young people who do not speak or read 
English. Children and young people needing a comprehensive assessment 
should have access to an interpreter or advocate if needed. 

This statement applies to people aged 10–17 years only, which is appropriate 
given the different needs of children and young people compared to adults who 
misuse alcohol. 

Statement 7. 
Families and carers of people who misuse alcohol have 
their own needs identified, including those associated 
with risk of harm, and are offered information and 
support. 

Discussions with families and carers of people who misuse alcohol should be 
individualised and culturally sensitive. 

Statement 8. 
People needing medically assisted alcohol withdrawal 
are offered treatment within the setting most appropriate 
to their age, the severity of alcohol dependence, their 
social support and the presence of any physical or 
psychiatric comorbidities. 

A lower threshold for inpatient assisted withdrawal, whether planned or 
unplanned, should be considered for people who are homeless, older people 
and children and young people, to ensure their safety. 
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NICE QS11 - Alcohol-use disorders: diagnosis and management 

Quality Statement Equality and diversity considerations 

Statement 9. 
People needing medically assisted alcohol withdrawal 
receive medication using drug regimens appropriate to 
the setting in which the withdrawal is managed in 
accordance with NICE guidance 

 

Statement 10. 
People with suspected, or at high risk of developing, 
Wernicke's encephalopathy are offered thiamine in 
accordance with NICE guidance. 

This statement applies only to groups at high risk of developing Wernicke's 
encephalopathy. People with alcohol dependence who are homeless are likely 
to be included in this group. 

Statement 11. 
Adults who misuse alcohol are offered evidence-based 
psychological interventions, and those with alcohol 
dependence that is moderate or severe can in addition 
access relapse prevention medication in accordance 
with NICE guidance. 

This statement promotes equality of access to evidence-based psychological 
interventions as well as relapse prevention medication for those most likely to 
benefit. 

Statement 12. 
Children and young people accessing specialist services 
for alcohol use are offered individual cognitive 
behavioural therapy, or if they have significant 
comorbidities or limited social support, a 
multicomponent programme of care including family or 
systems therapy. 

This statement applies to people aged 10–17 years only, which is appropriate 
given the different needs of children and young people compared with adults 
who misuse alcohol. In general the range of specialist services for younger 
people is less comprehensive than for adults. This statement therefore 
promotes equality in providing interventions suited to the needs of children and 
young 
people. 

Statement 13 
People receiving specialist treatment for alcohol misuse 
have regular treatment outcome reviews, which are 
used to plan subsequent care. 
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2 Summary of Key Points 
 

1. There is significant focus on delivering a whole system approach to drug and 
alcohol problems with an emphasis on the concept of recovery (Sections 1.1 
and 3). 

 
2. This review was intended to focus on treatment (adults and young people) 

and early identification and intervention (adults).  Whilst this has remained the 
case, it is clear that any decisions that are made in relation to drug and 
alcohol (mis)use must be in the context of recovery and the outcomes 
described in the National Drug Strategy’s chapter on Building Recovery in 
Communities (see Section 1). 

 
3. Recovery is underpinned by the concept of ‘Recovery Capital’ and the idea 

that the more ‘resources’ an individual has, the greater the likelihood of 
successfully recovering (Section 3).  As a consequence of this framework 
there is a need to ensure that there is a whole system of services and support 
that extends beyond the traditional ideas of treatment.  Provision should be 
designed to recognise clients’ existing recovery capital and work with clients 
to build or develop their capital (strength-based assessment; segmentation, 
Section 5.1) 
 

4. The quality statements and associated metrics provided by NICE for Alcohol 
and Drug disorders (QS11 and QS23) should be used to inform the basis of 
future commissioning and monitoring arrangements. 

 

5. Mutual Aid (Section 4) 
In line with the recovery focus highlighted above, mutual aid and ‘visible 
recovery’ are important aspects of drug and alcohol treatment rather than 
‘add-ons’ or post-treatment support.  A future service specification should put 
greater weight on the role of mutual aid as an integral part of ongoing 
recovery-focused treatment.  Specifications should require prospective 
providers to set out a clear plan for facilitating and resourcing the 
development of peer-led mutual aid and recovery communities that must be 
actively promoted as part of the recovery journey from the outset. 

 
6. Psychosocial Interventions (Section 5) 

Psychosocial Interventions are the cornerstone of all drug and alcohol 
treatment and a range of approaches are supported by a strong evidence 
base although the evidence does not show that one particular intervention is 
universally more effective than others. 

 
7. Distinction should be made between psychosocial interventions delivered by 

keyworkers as part of their interaction with service users and the formal 
psychosocial interventions described by NICE and covered in the updated 
Clinical Guidelines, which may require higher levels of competency and 
supervision to deliver. 

 
8. Providers must clearly set out their model for ensuring that all clients in 

treatment receive structured psychosocial interventions.  This is likely to 
include significant levels of groupwork and providers should specify overall 
capacity, frequency and duration of groups, and the expected level, capacity 
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and availability of structured psychosocial interventions delivered on a one-to-
one basis. 

 
9. A specification that clearly sets out an expectation that a provider makes 

effective use of assessment and ongoing review in order to segment clients 
and target resources based on evidence, as described in the Recovery 
Diagnostic Toolkit should also be considered, together with a clear 
assessment of the approach that is being proposed during the tender process. 

 
10. Providers should be required to describe the way in which they would 

implement the stepped care approach advocated in the key guidance. 
 

11. Involvement of Family Members, Whole Family Approaches (Section 5.3) 
There is some variation in the guidance on the extent to which adult family 
members should be worked with in relation to the substance use of another 
family member, ranging from advice and support through to involvement in the 
therapeutic process.  However, it would seem that services should ensure not 
only that carers/affected others are taken into consideration in formulating and 
delivering interventions but that specific interventions that work with both the 
user and their partner/carer should be available. 

 
12. As highlighted in the Scottish Government guidance, commissioners should 

also consider including specific work with substance misusing parents to 
support parenting skills and family relationships. 

 
13. Clearly, these interventions extend beyond direct treatment interventions for 

drug and alcohol users although the contribution to both successful recovery 
and wider health and social care needs is an important factor. 

 
14. There may be opportunities to work collaboratively with colleagues in social 

care to identify the likely demand and potential broader benefits of adopting a 
stronger family focussed range of interventions under any future 
commissioning arrangements. 

 
15. Pharmacological Interventions (Section 6) 

Opioid substitution therapy (OST) is a major component of treatment for 
heroin and other opioid users.  However, OST alone is less likely to enable 
clients to successfully recover, and the main guidance documents on 
pharmacological interventions clearly emphasise the need for psychosocial 
interventions to be delivered alongside OST.  (Section 6.1) 

 
16. Whilst OST is commonly used in response to opiate dependency, there is 

very little evidence that equivalent pharmacological interventions should be 
used for non-opiate users. (Section 6.3) 

 
17. Guidance for alcohol treatment cover the use of medications to manage 

medically assisted withdrawal, where indicated. But, as with non-opiate 
clients, pharmacological interventions comparable to OST are not 
recommended. (Section 6.2) 
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18. Medications for relapse prevention for alcohol users are covered in NICE 
guidance.  The NICE alcohol use disorders pathway8 includes disulfiram, 
naltrexone and acamprosate but not nalmefene although the NICE technology 
appraisal for nalmefene is still in use. (Section 6.2) 

 
19. Treatment for Young People (Section 7) 

Many of the treatment interventions that are effective for adults are also 
applicable to young people.  However, the competencies, knowledge and 
skills required will be very different and there are significant additional 
considerations when delivering interventions to young people. 

 

20. Specialist substance misuse services should be integrated with wider 
children’s services that include universal and targeted services. 

 
21. Whilst there is a need to ensure that young people can access specialist 

treatment interventions, this does not necessarily mean that a dedicated 
young persons’ specialist treatment service should exist as a separate entity. 

 
See also number 41 below on the configuration of the service model. 

 
22. A number of the key documents and guidelines on interventions for substance 

misuse include specific guidance on the treatment of young people.  The view 
expressed is that similar treatment interventions can be effective for young 
people and adults.   

 
23. Transition Services (Section 8) 

NICE have published guidance on the transition from children’s to adult 
services health and social care provision which fully relevant to drug and 
alcohol services. 

 
24. Key points in the transition from young person to adult services include: 

transition planning; support before and after transition.  Service managers 
should ensure there are developmentally appropriate services for children, 
young people and adults to support transition, for example age-banded 
clinics. 

 
25. Early Identification and Intervention (Section 10) 

Whilst there is a significant level of guidance and evidence in relation to 
screening and early intervention for alcohol use, much of the work on drug 
use is contained within the stepped-care approach described under 
psychosocial interventions (section 6).  Specific guidance on identification 
and early intervention for drug misuse in vulnerable under 25s has been 
produced and contains 3 recommendations that relate to young adults. 

 
26. Substance use or intoxication is not an indicator for treatment and that many 

people will make substantial changes to their substance use without formal 
treatment. 

 
27. NICE Public Health guidance on Behaviour Change (PH6) covers a range of 

principles that are equally applicable for drug and alcohol use and the 

                                                
8
 https://pathways.nice.org.uk/pathways/alcohol-use-disorders# 
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commentary provided on health inequalities and social and economic factors 
that influence individuals’ ability/capacity to make changes are highly pertinent 
to the role of recovery capital and enabling successful recovery. 

 
28. AUDIT (or its abbreviated equivalents) is recommended for screening for 

alcohol problems although there are some other validated screening tools that 
are also suitable.  There is not an equivalent, validated screening tool 
recommended for adult drug users. 

 
29. Action should be taken by health and social care, criminal justice and 

community and voluntary sector professionals in both NHS and non-NHS 
settings who regularly come into contact with people who may be at risk of 
harm from the amount of alcohol they drink. 

 
30. NICE Evidence update 54, “Alcohol-use disorders: preventing harmful 

drinking” published in March 2014 provides additional insight on the 
effectiveness of screening, brief advice and interventions in a range of 
settings.  These are set out in Section 10 and summarised below: 

 Evidence suggests that simply asking questions about drinking does not 
seem to affect drinking behaviour.  

 Some support for targeting screening to at-risk groups if universal 
screening is not possible.  

 Brief interventions in people admitted to hospital for reasons other than 
alcohol use may be effective in reducing alcohol consumption, particularly 
those interventions that involve multiple sessions. 

 This evidence suggests that brief advice or lifestyle counselling in primary 
care may not reduce drinking more than personalised feedback after 
screening plus a patient information leaflet. 

 Nurse-led brief interventions to reduce alcohol use delivered in a sexual 
health clinic may be acceptable to patients in this setting but may not be 
effective in reducing harmful or hazardous drinking. 

 Brief intervention to reduce alcohol use delivered in the emergency 
department may not reduce subsequent injuries. 

 Brief or extended multi-contact interventions delivered in primary care may 
be effective in reducing alcohol consumption. This evidence is consistent 
with the recommendation in NICE PH24 to offer up to 5 sessions of brief 
intervention. 

 
31. Computer-based initiatives that deliver health information, education and 

interventions are becoming more prevalent.  There is limited research or 
evidence to demonstrate conclusively that they are effective across all 
populations.  However, this will be partly due to the relatively recent 
development of the approach and the technology.  The absence of evidence 
of their effectiveness is not necessarily because they are ineffective. 

 
32. Service Specification Considerations (Section 11) 

Where multiple lots are offered, each lot, or component part, should have its 
own distinct suite of performance indicators.  Commissioners should 
undertake work to ensure that the individual indicators for each lot fit together 
to deliver the overall outcomes, or set the lots so that the outcomes from each 
part are totally independent from the other parts. 
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33. Where multiple lots are offered, consideration should be given to the overall 
value of each part to ensure that all components are of sufficient value to 
benefit from an appropriate level of central and local management by each 
provider. 

 
34. Commissioners could choose to let the entire adult and young people’s 

substance misuse service as a single lot.  Sub-contracting arrangements 
could be encouraged to enable smaller, local groups and organisations to 
receive financial support if this was considered to be beneficial to the local 
communities 

 
Scope of Specification (Section 11.1) 
 

35. Prescribing Costs (Section 11.1.1) 
It is recommended that money transferred from Public Health to the CCG in 
lieu of GP prescribing under shared care is reviewed to identify: 

 Whether there is significant prescribing being undertaken outside the 
shared care arrangements (clinical governance issue). 

 Whether the costs associated with GP prescribing for substance misuse 
are in line with the money transferred from SCC Public Health to the CCG. 

 
36. Supervised Consumption (Section 11.1.2) 

Public Health are currently liable for a cost that it has no direct control over.  
Options that should be considered for future commissioning/contracting 
arrangements are: 

 Including supervised consumption costs as part of the provider’s liability. 

 Establishing a set limit to either the number of clients on supervised 
consumption or the total value available for supervised consumption and 
holding the provider responsible for any additional costs. 

 
37. Needle Exchange (Section 11.1.3) 

If supervised consumption was also included under future contracts, it may be 
more streamlined to have a single provider working with community 
pharmacies covering Needle Exchange, Supervised Consumption and liaison 
with regard to prescribing/dispensing issues. 

 
38. Criminal Justice Interface (11.1.4) 

Custody suite work is commissioned by the Police and Crime Commissioner 
and it will be advantageous to establish whether this will continue beyond the 
current contract duration.  Based on the PCC’s intentions, consideration 
should be given to supporting/maintaining a presence in custody suites. 

 
39. Lower intensity interventions within probation/CRCs should be reviewed.  It 

may be more effective and efficient to undertake this function as part of the 
main service.  This is likely to strengthen governance and improve pathways 
into more intensive interventions, where required. 

 
40. Young People’s Services (Section 11.1.5) 

Commissioners could consider whether it would be more effective and 
efficient to: 

 Embed specialist YP substance misuse services within targeted youth 
services 
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 Ensure that the adult service has named staff with specific skills and 
competencies to support delivery of substance misuse interventions for 
very complex cases (including prescribing interventions) 

 Use the named staff within the adult services to support clients’ transition 
from YP to adult services. 
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3 Background 
 

In 2002 the National Treatment Agency published Models of Care for Treatment of 
Adult Drug Misusers.  This was the de facto National Service Framework for 
commissioning of drug treatment services in England and described best practice in 
the delivery of drug interventions.  Models of care for drug misusers were aligned 
with the Department of Health publication Drug Misuse and Dependence: UK 
Guidelines on Clinical Management (1999). Models of Care for drug misusers was 
updated in 2006 and the guidelines on clinical management was updated in 2007 
 
Models of Care for Alcohol Misusers were published in 2006 alongside the ‘Review 
of the effectiveness of treatment for alcohol problems’, which provided more detail of 
the evidence-base and rationale for the approach described. 
 
These documents set out frameworks for the commissioning and delivery of a 
consistent, comprehensive set of interventions for drug and alcohol misuse for 
adults.  The interventions were structured into four tiers, which at the most basic 
level were described as follows: 
 

 
Models of Care for Drug 

Misusers 
Models of Care for Alcohol 

Misusers 

Tier 1 
interventions 
Include: 

provision of drug-related 
information and advice, 
screening and referral to 
specialised drug treatment. 

alcohol-related information and 
advice; screening; simple brief 
interventions; and referral 

Tier 2 
interventions  
Include: 

provision of drug-related 
information and advice, triage 
assessment, referral to 
structured drug treatment, brief 
psychosocial interventions, harm 
reduction interventions (including 
needle exchange) and aftercare. 

open access, non-care-planned, 
alcohol-specific interventions. 

Tier 3 
interventions 
Include: 

provision of community-based 
specialised drug assessment 
and co-ordinated care-planned 
treatment and drug specialist 
liaison. 

community-based, structured, 
care-planned alcohol treatment 

Tier 4 
interventions  
Include: 

provision of residential 
specialised drug treatment, 
which is care planned and care 
coordinated to ensure continuity 
of care and aftercare. 

alcohol specialist inpatient 
treatment and residential 
rehabilitation 

 
Both publications described the concept of a treatment system with components 
working in a consistent manner within the system, as appropriate to the needs of the 
client and the competencies of the component parts. 
 
Following the government’s 2010 Drug Strategy “Reducing Demand, Restricting 
Supply, Building Recovery: Supporting People to Live a Drug Free Life”, the NTA 
undertook a consultation process in order to develop replacements for Models of 
Care in response to the Building Recovery in Communities aim of the 2010 Drug 
Strategy. 
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The new strategy placed a greater focus on recovery and set out the following 
outcomes: 

 Freedom from dependence on drugs or alcohol; 

 Prevention of drug related deaths and blood borne viruses; 

 A reduction in crime and re-offending; 

 Sustained employment;  

 The ability to access and sustain suitable accommodation; 

 Improvement in mental and physical health and wellbeing; 

 Improved relationships with family members, partners and friends; and 

 The capacity to be an effective and caring parent. 
 
The strategy goes on to say: 

 
“Central Government will not seek to prescribe the approaches that 
should be taken in delivering these outcomes but will instead take a 
central role in carrying out research to develop and publish an 
evidence base as to ‘what works’ and in promoting the sharing of 
best practice.” 
 

The National Treatment Agency has now been assimilated into Public Health 
England.  It published the key findings on the consultation for a replacement to the 
Models of Care documents but a comprehensive framework, based on best practice, 
was not published.  However, PHE continues to maintain and update the NTA’s 
legacy website (www.nta.nhs.uk) and this now holds information on, and links to, 
over 65 separate pieces of evidence, guidance and best practice organised under 
the same headings as the Building Recovery in Communities section of the national 
drug strategy.  A list of the relevant resources is at appendix 2. 
 
The Recovery Resources section also contains links to the PHE Alcohol Learning 
Centre (www.alcohollearningcentre.org.uk).  There is significant overlap in the 
evidence and guidance available between these two sites. 
 
Whilst the Models of Care publications are no longer considered National Service 
Frameworks, the conceptual structure still underpins much of the work in the 
substance misuse field and the evidence base for the interventions described in 
them remains valid. 
 
A relatively recent innovation for reviewing and accessing NICE guidance, quality 
standards and other NICE information on a specific topic are the online interactive 
NICE Pathways (http://pathways.nice.org.uk/).  By their nature, they are best used as 
an online tool but they have the advantage of linking guidance that is cross-cutting.  
For example following the drug misuse overview pathway 
(http://pathways.nice.org.uk/pathways/drug-misuse) will take you to the pathway for 
interventions for under 25s and ultimately to the guidance on transitions from 
children’s to adults’ services, which is not a substance misuse-specific piece of 
guidance but is fully applicable to the transition from young peoples to adults 
services. http://pathways.nice.org.uk/pathways/transition-from-childrens-to-adults-
services.  An example of these pathways has been included at appendix 1. 
 
The Drug Misuse and Dependence: UK Guidelines on Clinical Management (2007) 
are due to be updated and are currently out for consultation.  The draft updated 

http://www.nta.nhs.uk/
http://www.alcohollearningcentre.org.uk/
http://pathways.nice.org.uk/
http://pathways.nice.org.uk/pathways/drug-misuse
http://pathways.nice.org.uk/pathways/transition-from-childrens-to-adults-services
http://pathways.nice.org.uk/pathways/transition-from-childrens-to-adults-services
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guidelines reflect the drug strategy’s emphasis on recovery and the role of mutual 
aid.  The draft updated guidelines have been used in the writing of this text as it is 
unlikely that there will be major changes to the content prior to their publication. 
 
The 2010 Drug Strategy placed significant emphasis on recovery with a clear view of 
what this means:  “Recovery involves three overarching principles– wellbeing, 
citizenship, and freedom from dependence.”9 
 
It made reference to the work of Best and Laudet10 which had identified that one of 
the best predictors of recovery being sustained is an individual’s ‘recovery capital’.  
The components of recovery capital are described as: 

 Social capital - the resource a person has from their relationships (e.g. family, 
partners, children, friends and peers). This includes both support received, and 
commitment and obligations resulting from relationships; 

 Physical capital - such as money and a safe place to live; 

 Human capital – skills, mental and physical health, and a job; and 

 Cultural capital –values, beliefs and attitudes held by the individual. 
 
The approach highlighted the importance of visible recovery and the role of mutual 
aid in supporting and promoting recovery. 
  

                                                
9
  Reducing Demand, Restricting Supply, Building Recovery: Supporting People to Live a Drug Free Life:  HM 

Government, 2010 
10

 Best, D. and Laudet, A.B. (2010) The Potential of Recovery Capital, RSA 
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4 Mutual Aid 
 

Of the 29 documents available under the outcome “Freedom from dependence on 
drugs or alcohol” on the Recovery Resources section of the NTA website, there are 
8 items covering mutual aid.  The evidence base is summarised in the PHE 
publication “A briefing on the evidence-based drug and alcohol treatment guidance 
recommendations on mutual aid” (PHE, 2013).  These reference 3 key sources:  
Recovery Orientated Drug Treatment Expert Group; NICE and; the Advisory Council 
on the Misuse of Drugs and emphasises the following points: 
 

 involvement with mutual aid can significantly improve recovery outcomes 

 more active or frequent involvement, such as becoming a sponsor, is 
associated with greater improvement in outcomes 

 substance misuse treatment providers can improve sustained recovery 
outcomes (including abstinence) by actively encouraging service users to 
engage with mutual aid11 

 
The report recognises that the vast majority of research on mutual aid has focused 
on the 12-step fellowships (AA, NA etc) and have been undertaken in the USA.  
However, it does suggest that there should be a close linkage between a person’s 
beliefs and the type of mutual aid that is likely to benefit them and that there is 
‘emerging evidence’ to support other mutual aid approaches such as SMART 
Recovery (Self-Management and Recovery Training)12. 
 
As previously stated, the draft clinical guidelines out for consultation also highlight 
the important role of mutual aid in supporting recovery 
 

“There is evidence that mutual aid is effective through enhancing motivation 
for recovery, helping members to reconstruct a positive identity, improving coping 
skills and through the positive effects of altruism. There is some evidence that post-
treatment engagement in mutual aid has benefits to the children of substance-using 
parents. More active engagement with mutual aid groups (for example attending at 
least weekly, committing to a group, helping others or becoming a sponsor) is 
associated with better outcomes.  

 
Likelihood of engagement is influenced by professional attitudes to mutual aid, and is 
increased if attempts at linkage are active (e.g. through taking someone along) 
rather than passive (e.g. through leaflets). Timing is important, as it is better to link 
during treatment than after treatment. Weak linkage procedures are likely to result in 
less positive effects.”13 

 
Whilst mutual aid, and in particular 12-step programmes, have been a key 
voluntary movement in addressing substance misuse, there has not 
consistently been such a strong ‘push’ towards its inclusion as a 
fundamental part of mainstream provision until recently.  There are a number 
of substance misuse service providers who use the 12-step philosophy in 
their treatment programmes (the Minnesota model) and many others will 

                                                
11

 A briefing on the evidence-based drug and alcohol treatment guidance recommendations on mutual aid (PHE, 
2013) 
12

 http://www.smartrecovery.org.uk/ 
13

 Drug misuse and dependence: UK guidelines on clinical management Consultation on updated draft 2016 
(Dept of Health 2016) 
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actively support clients to access 12-step mutual aid groups.  However the 
impetus for visible recovery and the idea of recovery communities has 
highlighted the need for commissioned systems to both strengthen links with 
existing mutual aid groups and to facilitate the development of 
additional/alternative mutual aid groups. 
 

4.1 Mutual Aid discussions/options 
 

The current service specification highlights a role for mutual aid.  However, this is 
described in the context of ‘aftercare’ under Outcome 9 of the specification: “Promote 
independence, and the development of independent support networks for people 
recovering from alcohol and drug problems.” 
 
In light of the evidence described above, a future service specification should put 
greater weight on the role of mutual aid as an integral part of ongoing recovery-
focused treatment.  As well as developing links with existing mutual aid groups, 
which are likely to be predominantly 12-step fellowship groups, specifications should 
require prospective providers to set out a clear plan for facilitating and resourcing the 
development of other peer-led mutual aid and recovery communities that must be 
actively promoted as part of the recovery journey from the outset. 
 
Prospective providers should be able to demonstrate their understanding of the need 
for mutual aid and recovery communities that reflect diverse perspective and beliefs 
in relation to drug and alcohol use and dependency. 
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5 Psychosocial Interventions 
 

Evidence for the effectiveness of psychosocial interventions is well documented and 
approaches are set out in Routes to Recovery: A framework and toolkit for 
implementing NICE-recommended treatment interventions [NTA, 2009].  This 
references the range of NICE guidance for the treatment of drug and alcohol use and 
common mental disorders and sets out a competency-based approach to delivering 
PSIs.  The guidance highlights the need to deliver these interventions alongside 
what is described as standard care (keyworking and pharmacological interventions, 
as appropriate). 
 
The draft update to the DH Clinical Guidelines covers psychosocial interventions in 
significant detail setting out a framework for the delivery of PSIs as well as providing 
guidance on the types of PSI set within the conceptual framework of a recovery 
journey described in Medications in Recovery14 and shown below. 
 
 

 
 

The draft clinical guidelines make the clear distinction between psychosocial 
interventions usually delivered by keyworkers and the formal psychosocial 
interventions to address substance misuse that were identified by NICE15 as having 
a high quality evidence base.  However, it does go on to state “It is important to 
remember that the absence of empirical evidence for the effectiveness of a particular 
intervention is not the same as evidence for ineffectiveness.”16 
 
The question of delivering interventions in group or one-to-one settings is also 
discussed.  “Many interventions can be provided either in groups or on an individual 
basis. Group interventions can be helpful and a good way of delivering effective care 
to a larger number of patients. They are not popular with all patients but concerns 
can be mitigated by having low threshold groups, ‘taster’ or introductory sessions 
and ensuring there are alternative one-to-one interventions.” 
 
Medications in Recovery and, to a lesser extent, DH Clinical Guidelines were written 
primarily with a focus on opiate users.  However, the conceptual framework remains 
valid in the treatment of non-opiate and alcohol users and the draft update of the 
Clinical Guidelines expands significantly on the use of PSIs in the treatment of those 
using drugs other than opiates. 
 

                                                
14

 Medications In Recovery: re-orientating drug dependence treatment (NTA, 2010) 
15

 Drug misuse in over 16s: psychosocial interventions (25 July 2007 nice.org.uk/guidance/cg51) 
16

 Drug misuse and dependence: UK guidelines on clinical management Consultation on updated draft 2016 

(Dept of Health 2016) 
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Key guidance on the clinical management of club drugs and novel psychoactive 
substances17 states (authors’ emphasis): 
 
 

“There is a large body of evidence on the effectiveness of 
psychosocial interventions (PSIs) for the management of substance 
misuse problems, as well as national guidelines. It is therefore 
possible to make specific and robust recommendations.  

Effective treatment for all substance misuse problems includes 
PSIs. These in fact are the primary form of treatment 
intervention for the misuse of, and dependence on, the majority 
of substances, as few types of substance misuse have 
recognised pharmacological interventions. Where 
pharmacological interventions do have a role, for instance in opioid 
dependence, PSIs are generally believed to enhance treatment 
outcomes. PSIs are important in helping people prepare for planned, 
medically assisted detoxification and are essential following 
detoxification, to sustain changes.  

The evidence for the effectiveness of PSIs for a range of substance 
use problems is very positive. However, in what Orford terms the 
‘outcome equivalence paradox’, no single approach is regarded as 
universally superior. In the UK, several specific psychosocial 
approaches reach the standard of evidence to be recommended by 
the National Institute for Health and Care Excellence (NICE; formerly 
the National Institute for Health and Clinical Excellence) and meta-
analyses such as Cochrane reviews.“ 

 
The Effectiveness Review for the treatment of alcohol problems18 summarises the 
key psychosocial interventions used in treatment services and provides commentary 
of their use and effectiveness amongst different groups with alcohol problems 
including those with mild, moderate and severe dependency.  The review also sets 
out the competencies required to deliver these interventions  

5.1 Stepped Care and Segmentation 
 

A common feature of each of these sets of guidelines is the use of a stepped care 
approach.  Whilst the exact detail of each ‘step’ is described slightly differently 
across the publications, they set out a system that provides a range of interventions 
from brief advice and information through to structured drug treatment and formal 
psychological therapies that are delivered according to the client’s needs.   
 
The main principles of a stepped care approach are as described as follows:  

 The least intrusive intervention needed to achieve a required outcome is 
delivered first.  

 If an intervention does not achieve the desired outcome, service users should be 
offered the option of being ‘stepped up’ to a more intensive intervention.  

                                                
17

 Abdulrahim D & Bowden-Jones O, on behalf of the NEPTUNE Expert Group. Guidance on the Management of 
Acute and Chronic Harms of Club Drugs and Novel Psychoactive Substances. Novel Psychoactive Treatment UK 

Network (NEPTUNE). London, 2015. 
18

 A summary of the Review of the Effectiveness of Treatment for Alcohol Problems Nick Heather, 
Duncan Raistrick and Christine Godfrey, NTA, 2006 
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 Where a higher level of intensity of treatment is no longer required, ‘stepping 
down’ to a less intensive option should be offered.  

 Service users should have access to all levels of treatment within a treatment 
system.  

 Service users should have direct access to the intensity of intervention likely to 
be required to achieve their desired outcomes, and not unnecessarily proceed 
through lower levels in a stepwise order. 

 
NEPTUNE provides examples of the use of stepped care.  The following is an 
example provided for users of amphetamine type substances. 
 

Type of user suited to 
intervention  

Activities/interventions  

Step 1  Occasional ATS 
users believed to 
be at relatively low 
risk  

Personal care activities: Self/family care in 
reducing/ stopping drug use. Self-help 
groups, informal community-based care  
Information about the risks of drug use, brief 
counselling, peer outreach and education, 
drop-in centres, skills and vocational 
training, rehabilitation and reintegration 
services  

Step 2  ‘Problem’ ATS 
users  

Drug services in primary health-care 
settings: assessment, brief counselling, 
harm reduction information, needle and 
syringe programmes, referral to specialist 
services if required, assistance with basic 
symptomatic detoxification and withdrawal. 
Referral back to the community for support, 
rehabilitation and reintegration services or 
referral to expert care  

Step 3  Heavy/dependent 
ATS users  

Specialised drug dependence clinical care: 
Assessment of dependence, 
pharmacologically assisted withdrawal, 
harm reduction, needle and syringe 
programmes, outpatient and/or inpatient or 
residential treatment and specialised 
counselling, referral to rehabilitation and 
reintegration services, and back to the 
community for support  

Activities to 
be 
undertaken 
at every 
step  

All users  Case management and counselling are 
important at every stage – though the exact 
technique and intensity will depend on the 
profile of the ATS user  
Also important is the provision of 
opportunities for ATS users to undergo 
vocational training and assistance to gain 
employment, as well as improve family 
relations, deal with legal problems and 
assist in the development of new 
recreational activities and social networks in 
the community  
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Source: Guidance on the Management of Acute and Chronic Harms of Club Drugs and Novel Psychoactive 
Substances (2015) 

 

Effective responses to substance misuse will require the use of assessment and 
ongoing review in order to target interventions and resources appropriately.  The 
draft update to the clinical guidelines sets out this segmentation as follows:  
 

The variation between and within individuals over time, their differing 
social circumstances and the different configuration of services 
suggest that a ‘one-size fits all’ model for delivering psychosocial 
interventions is unlikely to be effective or practical. A flexible 
response for efficient treatment delivery may involve services 
segmenting their treatment population into recipients of different care 
packages, ranging from a low-intensity offer for clients not 
requiring/wanting more involvement to intensive packages of 
treatment for clients motivated to make changes or requiring 
intensive care such as pregnant women. 
 
A typical such segmentation might include three main groups: 

 High active need or complex clients, such as those with severe 
physical/mental health issues, child safeguarding risks, current 
injecting behaviour or dependent alcohol use. These individuals 
require immediate and frequent attention from their keyworker, 
and their care should be reviewed regularly by senior clinicians 
(consultant psychiatrist/psychologist/senior clinical practitioner). 
They may require interventions focused on sustaining 
engagement or may require enhanced interventions focusing on 
supporting positive behaviour change in the context of high or 
complex need. 

 Active, recovery-ready clients. These are clients who have 
stopped their problem drug use and may be fully abstinent and/or 
have a range of recovery capital (e.g. supportive social networks, 
housing, employment skills). They require careful on-going 
review of the benefits they have gained from treatment and 
assistance to progress further in their recovery. Strong linkage to 
mutual aid, peer-led and community based services is a key 
strategy. 

 Clients with basic support needs for maintaining their level of 
recovery. These individuals do not have complex needs but 
currently are not ready for, or interested in, discussing further 
change. This group requires a minimum level and quality of 
contact, regular review to ensure that they haven't moved into 
one of the two other groups, and are aware of all the services on 
offer in the treatment system. 

 
The balance of psychosocial interventions available, and the 
systems for monitoring and review, need to be able to meet this 
range of need, in order to deliver efficient care and to be responsive 
to changing clinical need. 
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The clinical prompts provided with PHE’s Recovery Diagnostic Toolkit19 also 
recommend segmentation in order to effectively target resources.  The RDT 
workshop and report produced for Somerset Public Health identified the need for a 
segmented approach as the evidence suggested that this was not currently being 
utilised20.  This segmentation expands on the approach described in the draft clinical 
guidelines and sets out the segmentation based on a number of criteria examined in 
the RDT. 
 

Segmentation of clients – Recovery Diagnostic Toolkit 

Long term clients: use the data and assessment to identify those 
clients who may be ready to escalate their efforts at recovery, and 
those who may need to continue to be held in treatment. Always 
discuss this data with the clinical team before taking action. (See 
Needs Assessment data and provider performance reports). 

Use on top: Identify which services have clients who are using on 
top of their prescribed medications. Undertake focused work to 
support them in thinking about making the change and abstaining 
from their presenting substances. Target resources proportionately. 

Treatment naïve clients: identify those clients who are likely to 
succeed following a relatively short and highly focused period of 
treatment and those who may need to be prepared for longer 
engagement. You can use the data and assessment to segment the 
treatment population.   

Re-presenting clients: use data and clinical expertise to identify 
which clients have a history dropping out of treatment. Using this 
information, and target treatment resources proportionately to 
minimise future risk 

History of early unplanned exits: use records, data and clinical 
expertise to identify service users at risk of leaving treatment early or 
who have done so before, and use the information to target 
resources in a way that minimises this happening. 

 

5.2 Psychosocial Interventions discussion/options 
 

The current specification states “It is expected that a provider will be able to 
demonstrate the evidence base for the psychosocial interventions delivered in 
community treatment, and that these interventions provide a consistent, recovery 
focused, treatment model.” 
 
There is clear evidence for the effectiveness of psychosocial interventions in tackling 
drug and alcohol use and, as stated above, the evidence does not show that one 
particular intervention is universally more effective than others.  However, there is a 
risk that terminology becomes blurred.  Distinction should be made between 
psychosocial interventions delivered by keyworkers as part of their interaction with 
service users and the formal psychosocial interventions described by NICE and 

                                                
19

 PHE Recovery Diagnostic Toolkit for Somerset, www.ndtms.net 
20

 A review and workshop findings using the PHE Recovery Diagnostic Toolkit, Somerset Public Health July 2016 
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covered in the updated Clinical Guidelines, which may require higher levels of 
competency and supervision to deliver. 
 
A key point is the term used by the National Drug Treatment Monitoring Service 
when classifying Tier 3 interventions:  this refers to structured psychosocial 
interventions, which distinguishes them from the more opportunistic brief 
interventions and some of the less-structured face-to-face and keyworking sessions 
that are delivered. 
 
Examples of a structured approach to psychosocial interventions that can be used to 
improve keyworking or used in groups include BTEI and ITEP21.  These are manual-
based tools that make use of a node-link-mapping to guide clients and workers. 
 
Similarly, Motivational Interviewing (MI) and the more formal Motivational 
Enhancement Therapy (MET) are described in a number of the key guidance 
documents that recommend their use, particularly as part of the stepped-care 
approach.22 23 24 
 
Whilst it is generally recognised that delivering interventions in a group setting can 
have advantages and is generally a more cost-effective method, consideration 
should be given to the way in which providers manage service users who, for 
whatever reason, are unable to participate in structured psychosocial interventions in 
a group setting. 
 
Future tender requirements should include a requirement that potential providers 
clearly set out their model for ensuring that all clients in treatment receive structured 
psychosocial interventions.  This is likely to include significant levels of groupwork, 
which should include specified overall capacity, frequency and duration of groups, 
and the expected level, capacity and availability of structured psychosocial 
interventions delivered on a one-to-one basis that also describes the theoretical 
framework used in the PSI. 
 
A specification that clearly sets out an expectation that a provider makes effective 
use of assessment and ongoing review in order to segment clients and target 
resources based on evidence, as described in the Recovery Diagnostic Toolkit25 
should also be considered, together with a clear assessment of the approach that is 
being proposed during the tender process. 
 
Providers should be required to describe the way in which they would implement the 
stepped care approach advocated in the key guidance. 
 
 
 

                                                
21

 Routes to Recovery parts 1 and 3, NTA 2009 
22

 A summary of the Review of the Effectiveness of Treatment for Alcohol Problems Nick Heather, 
Duncan Raistrick and Christine Godfrey, NTA, 2006 
23

 Abdulrahim D & Bowden-Jones O, on behalf of the NEPTUNE Expert Group. Guidance on the Management of 

Acute and Chronic Harms of Club Drugs and Novel Psychoactive Substances. Novel Psychoactive Treatment UK 

Network (NEPTUNE). London, 2015. 
24

 NICE PH24, Substance misuse interventions for vulnerable under 25s, March 2007 
25

 PHE Recovery Diagnostic Toolkit for Somerset, www.ndtms.net 



Page 33 
 

5.3 Involvement of Whole Families 
 

Two of the outcomes identified in the 2010 strategy are closely linked to families: 
improved relationships with family members, partners and friends; and the capacity 
to be an effective and caring parent. 
 

“Evidence shows that treatment is more likely to be effective, and 
recovery to be sustained, where families, partners and carers are closely 
involved. A whole family approach to the delivery of recovery services should 
be taken, and consideration should be made to the provision of support 
services for families and carers in their own right.”26 
 
For the substance using client, interventions that are focussed on developing better 
family relationships and/or improving parental capacity are building recovery capital 
and therefore increasing the likelihood of successful recovery. 
 
In addition, there is growing evidence that supporting the relatives of people affected 
by substance use can bring huge benefits to the whole family, as well as bringing 
potential cost-savings to services. Interventions targeting family members’ own 
needs can result in increased resilience, life satisfaction and relationship satisfaction, 
decreased stress and distress, and benefits for the people around them, including 
children and relatives with substance use problems.27 
 
In response to the recovery focussed outcomes set out in the national drug strategy, 
a number of key documents make reference to the following quote: 
 

“The definition of outcomes is the impact or end results of services 
on a person’s life. Outcomes focused services and support therefore 
aim to achieve the aspirations, goals and priorities identified by 
service users (and carers) – in contrast to services whose content 
and/or form of delivery are standardised or determined solely by 
those who deliver them.”28   

 
The Scottish Government has produced guidance that brought together national 
guidance on child protection and child and family services with the recovery agenda 
for families facing problematic alcohol or drug use issues. This guidance states: 

“It is not sufficient to protect children from the serious risks associated with 
parental alcohol and/or drug use. It is important to provide for the wider needs of the 
child and family for overall therapy, support and recovery. Co-ordinated interventions 
might include help for parents to develop their parenting skills and interventions 
aimed at reducing or stopping substance use. All staff should recognise that their 
efforts to assist their client are part of a complex set of interactions which will impact 
both on individual workers and also on the family as a whole. Not all problems can 
be solved, and often no single worker/service can solve them alone.”29 
 

                                                
26

NTA, Recovery Resources at http://www.nta.nhs.uk/r-Evidence%20and%20Guidance7.aspx 
27

 Focus on the families http://findings.org.uk/PHP/dl.php?file=families.hot&s=eb 
28

 Glendinning C et al (2008)  Progress and problems in developing outcomes focused social care services for 
older people in England  Health & Social Care in the Community  16  54-63 
29

 Getting our priorities right: Updated good practice guidance for all agencies and practitioners working with 
children, young people and families affected by problematic alcohol and/or drug use. The Scottish Government, 
April 2013 
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Although there is some evidence to suggest that the children of substance misusing 
parents are more likely to develop a substance misuse problem, Velleman and 
Templeton argue that the evidence is not as strong as previously assumed.30.  
However, there is clear evidence of a range of other risks and harms to the children 
of substance using parents and interventions that improve the parental capacity and 
skills of substance using parents, thus reducing the risk of harm to the children, 
should be utilised. 
 
In terms of the adult family members, the UK Drug Policy Commission makes the 
following observations: 

 

“Problematic drug use affects many people besides the person using 
the drugs. Family members and close friends, for example, can 
experience significant stress and health problems as a result of 
being close to and concerned about the person with the drug 
problem. The impact can also spread more widely, for example 
affecting family members’ employment, their social lives and 
relationships, and the family finances. 
….. 
Adult family members also often provide support to their drug-using 
relative and this has been shown to be important in three distinct but 
related ways: 

 Preventing and/or influencing the course of the substance misuse 
problem; 

 Improving substance-related outcomes for their drug-using 
relative, i.e. reduced substance misuse, as well as promoting 
better engagement with treatment; 

 Helping to reduce the negative effects of substance misuse 
problems on other family members. 

Thus adult family members may need help to meet their own 
pressing needs but also to assist them to provide effective support to 
their drug-using relative and to other family members.”31 

 
The review of the effectiveness of treatment for alcohol problems reviewed a range 
of therapeutic interventions that included family members and significant others32.  
This covered interventions that focused on the alcohol use and on non-alcohol-
focussed specialist treatment.   
 

The conclusions include the following: 

Alcohol-focused specialist treatment 

 The most effective treatments typically involve family members or friends who will 
be supportive of achieving the chosen drinking goal 

                                                
30

 Understanding and modifying the impact of parents’ substance misuse on children Richard Velleman & Lorna 
Templeton in Advances in Psychiatric Treatment (2007), vol. 13, 79–89 doi: 10.1192/apt.bp.106.002386 
31

 The Forgotten Carers: Support for adult family members affected by a relative’s drug problems,  Copello, A 
and Templeton, L.  UK Drug Policy Commission, 2012 
32

 Review of the Effectiveness of Treatment for Alcohol Problems, Duncan Raistrick, Nick Heather and Christine 
Godfrey, NTA November 2006 
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 The skills required to deliver more intensive treatments and especially to work 
with family and friends will be rooted in good quality training and clinical 
experience 

 A repertoire of intensive treatments to include those that involve family and 
friends should be available as part of an integrated treatment system. These will 
most often be abstinence oriented 

 
Non-alcohol-focused specialist treatment 

 There is a choice of effective treatments for couples, either together or alone 

 Family interventions are important because they are the most likely to benefit the 
whole family, irrespective of how well the person with the drinking problem may 
be doing 

 Getting involved in activities that just make you feel good can be important 

 Working with couples or families can be a useful part of an agency’s treatment 
repertoire – staff require particular competences 

 Social therapies have a strong evidence base – family interventions should be 
available in all service delivery tiers at appropriate levels of complexity 

 
NICE clinical guidelines33 recommend the that behavioural couples therapy should 
be considered for people who are in close contact with a non-drug-misusing partner 
and who present for treatment of stimulant or opioid misuse (including those who 
continue to use illicit drugs while receiving opioid maintenance treatment or after 
completing opioid detoxification). The intervention should: 

 focus on the service user's drug misuse 

 consist of at least 12 weekly sessions. 
 

Whilst there has been a focus on the ‘Think Family’ approach, the literature review 
published in support of this approach by the Cabinet Office34 identified a range of 
theoretical frameworks that underpinned substance misuse service delivery but 
highlighted only 3 that are specifically focused on family work.  The review goes on 
to state …”but the extent to which they underpin current practice is not known.” 
 
Of the frameworks identified, an approach that is commonly used is the 5 step model 
for family members35.  However, the literature review was inconclusive about its 
effectiveness at the time. 

5.3.1 Involvement of Family/Carers discussion/options 
 

There is some variation in the guidance on the extent to which adult family members 
should be worked with in relation to the substance use of another family member, 
ranging from advice and support through to involvement in the therapeutic process.  
However, it would seem that services should ensure not only that carers/affected 
others are taken into consideration in formulating and delivering interventions but 
that specific interventions that work with both the user and their partner/carer should 
be available. 

                                                
33

 Drug misuse in over 16s: psychosocial interventions (25 July 2007 nice.org.uk/guidance/cg51) 
34

 Think Family: A literature review of whole family approaches, Social Exclusion Taskforce, 2008 
35

 The 5-Step Method: Principles and practice, Copello, A, Templeton, L, Orford  J, & Velleman, R, 
Drugs: education, prevention and policy, December 2010; 17(S1): 86–99 
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The potential benefits to the substance using client in adopting this approach are 
further augmented by the benefits gained within the family overall.  This is likely to 
have wider health and social gains and commissioners should consider including 
specific requirements for recognised interventions that will both enhance the 
substance misusing outcomes and provide greater resilience within the families 
affected by substance misuse. 
 
As highlighted in the Scottish Government guidance, commissioners should also 
consider including specific work with substance misusing parents to support 
parenting skills and family relationships. 
 
Clearly, these interventions extend beyond direct treatment interventions for drug 
and alcohol users although the contribution to both successful recovery and wider 
health and social care needs is an important factor.  There may be opportunities to 
work collaboratively with colleagues in social care to identify the likely demand and 
potential broader benefits of adopting a stronger family focussed range of 
interventions under any future commissioning arrangements. 
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6 Pharmacological Interventions 
 

Pharmacological interventions in substance misuse generally fall into the following 
classifications: 

 Symptomatic relief 

 Stabilisation and maintenance 

 Detoxification or management of elective withdrawal 

 Relapse prevention 

 Treatment of acute harms and/or complications 
 

6.1 Opiates 
 

Opioid substitution therapy (OST) has been a cornerstone of treatment for heroin 
and other opioid users for decades and is likely to remain so for the foreseeable 
future.  There is clear evidence that OST provides the following benefits36 

 prevents people dropping out of treatment  

 suppresses illicit use of heroin  

 reduces crime  

 reduces the risk of BBV 

 reduces risk of death  
 
However, OST alone is less likely to enable clients to successfully recover, and the 
main guidance documents on pharmacological interventions clearly emphasise the 
need for psychosocial interventions to be delivered alongside OST.  
 

“Psychosocial and behavioural therapies play an important role in 
the treatment of drug misuse.”  NICE TA114 Methadone and 
buprenorphine for the management of opioid dependence, 2007 
 
“Treatment for drug misuse should always involve a psychosocial 
component” DH Clinical Guidelines 2006 
 
“Substitute prescribing alone does not constitute drug treatment 
(NTA expert prescribing group, 2002). A community prescribing 
intervention should be provided within a care-planned package of 
care with an identified keyworker.”  Models of Care, 2006 
 
“The components of effective OST include… 
• a structured programme focused on recovery that sets out 
treatment goals for OST that provide direction and structure for 
people in treatment and clinicians 
• a range and quality of psychosocial interventions that enable 
emotional, psychological, and social well-being.” Medications in 
Recovery, 2010 
 
“Where pharmacological interventions do have a role, for instance in 
opioid dependence, PSIs are generally believed to enhance 
treatment outcomes.” NEPTUNE 2015 
 

                                                
36

 Medications In Recovery: re-orientating drug dependence treatment (NTA, 2010) 
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“Any doctor or treatment service prescribing for opiate users must be 
competent to provide maintenance treatment in the context of 
access to suitable psychosocial interventions to optimise recovery, 
and local protocols and guidelines should be provided to assist in 
this.” Updated Draft Clinical Guidelines, 2016 

 
In response to 2010 drug strategy’s push for greater numbers successfully leaving 
treatment and recovering, the Recovery Orientated Drug Treatment Expert Group 
chaired by Professor John Strang produced “Medications in Recovery Re-Orientating 
Drug Dependence Treatment” in 2012.  This in turn has been used to inform the draft 
update to Drug Misuse and Dependence: UK Guidelines on Clinical Management 
currently out for consultation.  These documents, which also reference the key NICE 
guidance and technical appraisals, set out the evidence based best practice. 
 

“Substitute prescribing continues to have a role to play in the 
treatment of heroin dependence, both in stabilising drug use and supporting 
detoxification. Medically-assisted recovery can, and does, happen… 
However, for too many people currently on a substitute prescription, what 
should be the first step on the journey to recovery risks ending there. This 
must change.”37 

 
The updated clinical guidelines set out the use of Naltrexone for relapse prevention, 
in line with NICE Technology Appraisal 11538 and emphasise the importance of a 
programme of psychosocial support being provided alongside this intervention.  
Medications in Recovery state: 

“Drug-related aftercare may typically include educational, psychosocial, and 
pharmacological interventions or a combination of these interventions. For example, 
somebody recovering from heroin dependence may benefit from pharmacological 
interventions like naltrexone, perhaps combined with a psychosocial intervention like 
contingency management.” 
 

6.2 Non-opiates 
 

Whilst OST is commonly used in response to opiate dependency, there is very little 
evidence that equivalent pharmacological interventions should be used for non-
opiate users.  The British Association for Psychopharmacology published updated 
guidelines in 201239 covering pharmacological treatment for amphetamine, cocaine, 
cannabis, ecstasy and non-medical users of benzodiazepine.  For each of these the 
BAP concluded that there was no clear evidence to support pharmacological 
treatment. 
 
Clearly there are some non-opiate drugs where medically assisted withdrawal is 
indicated: for example benzodiazepines and Z drugs are covered in the updated 
clinical guidelines. 
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 Reducing Demand, Restricting Supply, Building Recovery: Supporting People to Live a Drug Free Life:  HM 
Government, 2010 
38

 Naltrexone for the management of opioid dependence Technology appraisal guidance, 2007 
nice.org.uk/guidance/ta115 
39

 BAP updated guidelines: evidence-based guidelines for the pharmacological management of substance abuse, 
harmful use, addiction and comorbidity: recommendations from BAP 
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The NEPTUNE Guidance on Club Drugs and Novel Psychoactive Substances40 
provides extensive guidelines on the pharmacological management of acute and 
chronic harms of a wide range of non-opiate drugs which includes evidence for 
medically assisted withdrawal, where needed. 
 

6.3 Alcohol 
 

The pharmacology of alcohol does not lend itself to substitution 
therapy. Alcohol does not act on a discrete receptor or single 
neurochemical system, nor is there a methadone equivalent. 
 
Review of the Effectiveness of Treatment for Alcohol Problems, NTA 2006 

 

The Review of the Effectiveness of Treatment for Alcohol Problems41 includes a 
chapter covering detoxification and pharmacological enhancements to treatment and 
discusses the evidence for a range of medications both to assist withdrawal and 
those used to prevent relapse. 
 
NICE CG11542 provides details of medications recommended for detoxification and 
includes specific guidance for the management of young people (aged 10-17).  The 
guidance also addresses pharmacological interventions to prevent relapse which 
should be considered alongside psychosocial support. 
 
The medications in relapse prevention included in the NICE alcohol use disorders 
pathway43 and the (earlier) effectiveness review44 were one sensitising agent, 
disulfiram, and two anti-craving medications: naltrexone and acamprosate.  Although 
NICE released a technology appraisal on the use on Nalmefene, which is still 
available on the NICE website, stated  
 

“Nalmefene is recommended within its marketing authorisation, as an option 
for reducing alcohol consumption, for people with alcohol dependence…45”, this does 
not appear as an option on the pathway. 
 
Both CG115 and the NICE guidance on physical complications of alcohol use46 
include recommended dietary supplements.   
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 Abdulrahim D & Bowden-Jones O, on behalf of the NEPTUNE Expert Group. Guidance on the Management of 
Acute and Chronic Harms of Club Drugs and Novel Psychoactive Substances. Novel Psychoactive Treatment UK 
Network (NEPTUNE). London, 2015 
41

 Review of the Effectiveness of Treatment for Alcohol Problems, Duncan Raistrick, Nick Heather and Christine 
Godfrey, NTA November 2006 
42

 Alcohol-use disorders: diagnosis, assessment and management of harmful drinking and alcohol dependence, 
2011 nice.org.uk/guidance/cg115 
43

 https://pathways.nice.org.uk/pathways/alcohol-use-disorders# 
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 Review of the Effectiveness of Treatment for Alcohol Problems, Duncan Raistrick, Nick Heather and Christine 

Godfrey, NTA November 2006 
45

 NICE TA325, Nalmefene for reducing alcohol consumption in people with alcohol consumption in 
people with alcohol dependence (2014) 
46

 Alcohol-use disorders: diagnosis and management of physical complications, 2010, 
nice.org.uk/guidance/cg100 
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7 Interventions for young people (under 18) 
 

The NTA set out five specialist treatment interventions that should be available to 
young people47.  However, this does not carry the expectation that a single specialist 
service should deliver these interventions, it states: 
 

“Health and social care interventions … are provided as part of a single 
specialist substance misuse treatment care plan, which in turn is part of a young 
people’s broader care plan.  Each partnership should ensure that young people can 
access the following treatment interventions: 

 pharmacological 

 psychosocial 

 family 

 specialist harm reduction 

 residential treatment for substance misuse” 
 
The guidance sets out a dual role for specialist substance services: 

 Supporting and enabling universal and targeted services 

 Providing specialist substance misuse treatment for young people and their 
families 

 
It describes the need for specialist substance misuse services to be integrated with 
wider children’s services that include universal and targeted services. 
 

“Young people with substance misuse issues are likely to experience 
a range of concurrent vulnerabilities. The integration of young 
people’s specialist substance misuse services with wider services for 
children services is vital for the effective functioning of an integrated 
children’s system. If children’s and young people’s needs are to be 
at the heart of service provision, then all children’s, young people’s 
and family services need to collaborate to meet those needs and to 
ensure that young people access special substance misuse 
treatment when they need it and that care is coordinated across 
specialist treatment services and other services.” 
 
Guidance on commissioning young people’s specialist substance 
misuse treatment services, National Treatment Agency, 2008 

 
It is acknowledged that the majority of young people will have their needs met by 
universal and targeted services but some will require specialist interventions.  It is 
also likely that the distinction between targeted and specialist services will, on 
occasion, be less clear: “Some young people require brief interventions that fit with 
the new definition of treatment but last for less than four weeks. Brief and 
motivational interventions have been shown to be effective with adolescents”. 
 
The guidance focuses on the functions and interventions that are required and the 
importance of integration and continuity of provision of universal and targeted 
services during and following specialist intervention.  The duration of specialist 
interventions is described to assist with planning rather than as a guide to best 
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 Guidance on commissioning young people’s specialist substance misuse treatment services, National 
Treatment Agency, 2008 
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practice but it cites examples such as the example of young people with cannabis or 
alcohol dependency who have very complex needs who may need to remain in 
treatment up to six months48.   
 
It also recognises that adult services can assist with young people’s services.  
Although it is not explicit within the guidance, the combination of shorter treatment 
duration; continued engagement with universal and targeted services and; use of 
adult services to assist with complex cases could suggest that in many areas a 
dedicated young peoples’ substance misuse service as a standalone entity may not 
be viable. 
 

Adult services In cases of complex substance misuse problems, 
adult substance misuse services may be called upon to support 
young people’s specialist substance misuse services. This could be 
determined locally based on local professional competence and 
experience. Adult services are in a position to assist young people’s 
specialist substance misuse services with the development of 
policies, procedures, clinical governance and supervision 
arrangements. 
 
Guidance on commissioning young people’s specialist substance 
misuse treatment services, National Treatment Agency, 2008 

 
A number of the key documents and guidelines on interventions for substance 
misuse include specific guidance on the treatment of young people.  The view 
expressed is that similar treatment interventions can be effective for young people 
and adults.  However, the competencies, knowledge and skills required will be very 
different and there are significant additional considerations when delivering 
interventions to young people. 
 

“The evidence on young people’s substance misuse interventions is 
not extensive, with few RCTs, and minimal research from the UK. 
Consensus guidance on standards has been developed by the 
Royal College of Psychiatrists and elements of the evidence base 
have also been summarised in a number of NICE guidance 
documents, with the majority of these relating more to adolescents 
and adults. 
 
Much of the evidence for pharmacological treatments such as 
detoxification and stabilisation of opioids is derived from the adult 
evidence base. There is less evidence on the pharmacological 
responses to dependence specifically in young people.… However, 
some will require prescribing interventions such as opioid 
substitution treatment and need prompt, safe access within a 
supported package of health and social care.”49 
 
“The evidence suggests that the same kinds of treatment are 
effective for both adults and younger people, but it is the social 

                                                
48
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needs of young people that are often different to adults. …. Young 
people with drinking problems tend to fall into one of two groups: 
those whose problems are largely related to intoxication and those 
whose drinking is better interpreted as a symptom of profound 
psychosocial disturbance …. The trend towards outreach work and 
peer counselling has heuristic value.”50 

 

“Specialist drug treatment for young people is different to that for 
adults (relating to factors such as age and maturity, responsibility, 
safeguarding duties, the legal framework, developmental needs and 
the patterns of substance use problems).  
 
Treatment services for young people that address substance use 
problems need to sit within the wider framework and standards for 
young people that support both engagement and access of children 
and young people to services and appropriate responses to young 
people and their parents.  
 

Implementing the treatment process within such a framework 
involves comprehensive assessment, active engagement, 
collaborative teamwork across local health, social care, family 
services, education and employment services, utilisation of the broad 
range of evidence based interventions for substance use/misuse and 
for comorbid conditions, and active follow up. Co-ordinated, well-led 
interventions should mobilise resources of local communities, 
including safeguarding, education, training, mental health and 
resilience building.”51 

 

All staff working with young people need to be competent to assess and manage 
responses to the developmental needs of young people and to be able to identify 
relevant risks such as educational delay. They need to understand the legal 
framework for working with children and young people, safeguarding issues, and the 
issues relating to responsibility and capacity to consent to interventions.  
 
The Royal College of Psychiatrists published practice standards for working with 
young people with substance misuse problems52 which drew on existing research 
and guidance including the relevant NICE clinical guidance and quality standards. 
 
As part of these standards there is commentary on the qualities as well as 
competencies required in working with young people: 
 

“… good interpersonal skills as measured by warmth, empathy and 
genuineness, and provision of an acceptable rationale for the 
intended intervention are important ... Also, preparedness to engage 
in outreach, such as visiting young people where they are, rather 
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 Review of the Effectiveness of Treatment for Alcohol Problems, Duncan Raistrick, Nick Heather and Christine 
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than rely exclusively on clinic visits, and to offer reminders of 
meetings are likely to aid engagement. 

Young people should experience care as seamless - where possible, 
and should have regular contact with the same worker/therapist who, 
with the support of others as required, is responsible for engaging 
the trust of the young person; this is a fundamental quality of a 
helping relationship. 

Psychosocial interventions are offered by professionals competent in 
generic skills with young people. Pilling et al (2011) notes the 
‘compelling evidence that variation in therapist competence and 
performance is a significant, and probably the single largest 
contributor to variance in outcomes in psychosocial interventions... A 
large number of competences…are generic and the essential 
building blocks of any psychosocial intervention… [these are] 
common factors in achieving positive outcomes... Therefore it is 
important not to stress the technical aspects/competences of 
particular interventions at the expense of the generic competences 
such as the importance of relationship building and the management 
of the therapeutic process’.” 

 
In terms of the specific interventions recommended, the draft updated clinical 
guidelines state “Specific substance misuse treatment should include psychosocial 
interventions delivered generally within a holistic package of care that addresses a 
range of the young person’s identified needs.”53 
 
This is further developed in the RCP Practice Standards and in NICE clinical 
guidance and quality standards: 
 

NICE QS11 Alcohol-use disorders: diagnosis and management 
(2011) 
‘Children and young people accessing specialist services for alcohol 
[and drug] use are offered individual cognitive behavioural therapy, 
or if they have significant co-morbidities or limited social support, a 
multi-component programme of care including family or systems 
therapy’. 
 
Royal College of Psychiatrists Centre for Quality Improvement, 
Practice standards for young people with substance misuse 
problems, (2012) 
A range of psychosocial interventions is offered and delivered 
according to need, by competent and qualified professionals 

Motivational and clinical engagement techniques are used to engage 
the young person, and work with parents, carers or wider family 
members, to secure their involvement in the care and intervention 

Family therapy techniques are used to engage families and to 
facilitate positive change in a range of areas in the young person’s 
life. 
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 Drug misuse and dependence: UK guidelines on clinical management Consultation on updated draft 2016 
(Dept of Health 2016) 
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Where appropriate, young people are offered peer-support and 
group therapies including: 
• Group CBT 
• Psycho-educational interventions 
• 12-Step/Minnesota programme, such as Alcohol Anonymous or 
Narcotics Anonymous may be considered for older adolescents (16 
+) as there is evidence for adult populations, but this is more 
equivocal for adolescents. For older adolescents and young adults 
(18+) consideration needs to be given to the appropriateness of 
other members in the group for each young person 
 
NICE CG115 Alcohol-use disorders: diagnosis, assessment and 
management of harmful drinking and alcohol dependence 
(2011) 
For all children and young people aged 10–17 years who misuse 
alcohol, the goal of treatment should usually be abstinence in the 
first instance. 
For children and young people aged 10–17 years who misuse 
alcohol offer: 

 individual cognitive behavioural therapy for those with limited 
comorbidities and good social support 

 multicomponent programmes (such as multidimensional family 
therapy, brief strategic family therapy, functional family therapy or 
multisystemic therapy) for those with significant comorbidities 
and/or limited social support. 

 
NICE guidance also sets out some detail on the duration and focus for the therapies 
recommended and guidance on referring children and young people to specialist 
child and adolescent mental health service (CAMHS) for a comprehensive 
assessment of their needs. 
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8 Transition from Young Peoples Services to Adult Services 
 

The RCP practice standards54 make the following statement as part of their 
standards for integrated care and interventions (my emphasis): “For young people 
approaching the upper age-limit of the service, plans for transfer are jointly agreed 
with adult services and include a six-month overlap in the delivery of care.” 
 
Standard 5 – “planned completion and transfer of care” - includes a section on the 
transfer of young people to adult services.   
 

“A written transition policy is in force and followed which states the 
age for referral to adult services 
 
Young people aged below the locally agreed cut-off for referral to 
adult services are not referred unless in exceptional circumstances 

Joint reviews of young people’s needs are held with adult services 
(e.g. using the CPA) and the young person to ensure that effective 
handover of care takes place 

Young people with co-morbid autistic spectrum disorders, are 
directed to other support where the young person does not meet the 
criteria for adult services 

Young people’s services have a named link person with 
responsibility for transitions so that professionals and young people 
know who to approach with queries  

There is a handover period during which the young person is seen 
by the young people’s service and the adult service jointly 

Where young people reaching the upper age limit of the service are 
not referred to an adult service, but access adult services at a later 
date, the young people’s service will provide liaison to the adult 
service, if needed. 

Young people referred to adult services are provided with a 
transition pack which contains information on: 
• what to expect after transfer to the new service 
• the roles of the professionals from the adult service (for example 
general adult psychiatrist, substance misuse worker/specialist, CPN) 
• who to contact if there is a problem  

Young people referred to adult services are allocated a transitions 
mentor to support the transfer, who should be either an independent 
advocate or based within the adult services.” 

 
NICE have published guidance on the transition from children’s to adult services 
which is not specific to the substance misuse sector55.  It is however, part of the drug 
and alcohol pathways produced by NICE (http://pathways.nice.org.uk/) and is 
therefore fully relevant to drug and alcohol provision. 
 

                                                
54

 Practice standards for young people with substance misuse problems, Royal College of Psychiatrists Centre 
for Quality Improvement, 2012 
55

 Transition from children’s to adults’ services for young people using health or social care services, NICE NG43, 
Feb 2016, nice.org.uk/guidance/ng43 

http://pathways.nice.org.uk/
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The guidance sets out some overarching principles and describes the key elements 
covering: 

 Transition planning 

 Support before transfer 

 Support after transfer 

 Supporting infrastructure 

 Ownership 
It goes on to make the following recommendations for the planning and development 
of transitions services: 

 Consider making independent advocacy available to support young people 
after they transfer to adults' services. 

 Consider establishing local, integrated youth forums for transition to provide 
feedback on existing service quality and to highlight any gaps 

 Developmentally appropriate service provision 
 

Service managers should ensure there are developmentally appropriate services for 
children, young people and adults to support transition, for example age-banded 
clinics. 

 

Transition from children’s to adults’ services for young people 
using health or social care services, NICE NG43 
 
Overarching principles 
Involve young people and their carers in service design, delivery and 
evaluation related to transition 

Ensure transition support is developmentally appropriate.  

Ensure transition support:  

 is strengths-based and focuses on what is positive and possible 
for the young person rather than on a pre-determined set of 
transition options 

 identifies the support available to the young person, which 
includes but is not limited to their family or carers. 

 Use person-centred approaches to ensure that transition support: 

 treats the young person as an equal partner in the process and 
takes full account of their views and needs 

 involves the young person and their family or carers, primary care 
practitioners and colleagues in education, as appropriate 

 supports the young person to make decisions and builds their 
confidence to direct their own care and support over time 

 fully involves the young person in terms of the way it is planned, 
implemented and reviewed 

 addresses all relevant outcomes, including those related to: 

 education and employment 

 community inclusion 

 health and wellbeing, including emotional health 

 independent living and housing options 

 involves agreeing goals with the young person 

 includes a review of the transition plan with the young person at 
least annually or more often if their needs change. 
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Health and social care service managers in children's and adults' 
services should work together in an integrated way to ensure a 
smooth and gradual transition for young people.  

Service managers in both adults' and children's services, across 
health, social care and education, should proactively identify and 
plan for young people in their locality with transition support needs. 

Every service involved in supporting a young person should take 
responsibility for sharing safeguarding information with other 
organisations, in line with local information-sharing and 
confidentiality policies. 

Check that the young person is registered with a GP. 

Consider ensuring the young person has a named GP. 
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9 Residential Treatment 
 

NICE Quality Standards for drug use disorders (QS23) includes reference to access 
residential rehabilitation for those meeting the eligibility criteria set out in clinical 
guidance (CQ51).  The following is the relevant section:56 
 

 The same range of psychosocial interventions should be available in inpatient 
and residential settings as in the community. These should normally include 
contingency management, behavioural couples therapy and cognitive 
behavioural therapy. Services should encourage and facilitate participation in 
self-help groups. 

 Consider residential treatment for people who are seeking abstinence and 
who have significant comorbid physical, mental health or social problems. The 
person should have completed a residential or inpatient detoxification 
programme and have not benefited from previous community-based 
psychosocial treatment. 

 Urgently assess people who have relapsed to opioid use during or after 
inpatient or residential treatment. Consider prompt access to alternative 
community, residential or inpatient support, including maintenance treatment. 

 
NICE have not provided similar statements or guidance under the alcohol use 
disorders publications.  However, the Effectiveness Review does provide the 
following statements. 
 
 

Intensive treatments in different settings – conclusions 

Outpatient care is more cost-effective than residential or inpatient 
care, although inpatient or residential facilities are still required for 
some service users 

Time-limiting residential programmes can result in a more cost-
effective intervention. 

The setting – conclusions 

The evidence base for determining the optimal treatment setting is 
weak because treatment has usually been delivered in what has 
been considered the safest and, to a lesser extent, cheapest setting. 

Service user choice may change these considerations 

There is a need to have residential treatment facilities for selected 
groups of service users 

12-Step residential treatment – conclusion 

12-Step residential treatment confers no added benefit compared 
with other forms of treatment and is less cost-effective than 
outpatient treatment. 
 
Extracts from Review of the Effectiveness of Treatment for Alcohol Problems, NTA, 2006 

  

                                                
56

 Drug misuse in over 16s: psychosocial interventions (25 July 2007 nice.org.uk/guidance/cg51) 
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10 Prevention and Early Intervention for Adults 
 

As previously discussed, guidance on prevention and early intervention tends to take 
differing approaches depending on whether the substance is alcohol or drugs.  
These differences can be explained by the prevalence of alcohol use when 
compared to drug use and the public attitudes towards, and legal status of, drug use.  
Whilst NICE guidance covering alcohol recognises that hazardous or harmful 
drinking may be apparent at any age, the main guidance relating to prevention and 
early intervention for drugs specifically focusses on vulnerable under-25s57. 
 
This section is therefore separated to cover alcohol and drugs prevention/early 
intervention although there will be clear overlaps in the underlying principles and 
approaches across both substances. 
 

10.1 Alcohol Prevention and Early Intervention 
 

The key documents for alcohol have built upon the idea on broadening the base of 
treatment and interventions, as described in the Effectiveness Review58.  The use of 
screening and brief interventions is shown in the alcohol use disorders pathway59 
shown below. 
 

 
 

                                                
57

 Substance misuse interventions for vulnerable under 25s, NICE Public health guideline PH4, 2007 
58

 Review of the Effectiveness of Treatment for Alcohol Problems, Duncan Raistrick, Nick Heather and Christine 

Godfrey, NTA November 2006 
59

 http://pathways.nice.org.uk/pathways/alcohol-use-disorders#path=view%3A/pathways/alcohol-use-
disorders/screening-and-brief-interventions-for-harmful-drinking-and-alcohol-
dependence.xml&content=view-node%3Anodes-screening 
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The guidance associated with the screening section of the pathway makes it clear 
that action should be taken by health and social care, criminal justice and community 
and voluntary sector professionals in both NHS and non-NHS settings who regularly 
come into contact with people who may be at risk of harm from the amount of alcohol 
they drink. 
 
It recommends that validated alcohol questionnaires are used, specifying AUDIT to 
decide whether to offer them a brief intervention (and, if so, what type) or whether to 
make a referral.   The guidance also recommend the use of abbreviated versions 
(such as AUDIT-C, AUDIT-PC, SASQ or FAST) if time is limited.   The guidance 
recognises that AUDIT scores should be adjusted for certain client groups and picks 
out the following examples: 

 women, including those who are, or are planning to become, pregnant 

 younger people (under the age of 18) 

 people aged 65 and over 

 people from some black and minority ethnic groups. 
 
However, where it is suspected that a person may be dependent on alcohol, referral 
for specialist treatment is required.  The guidance does note that “If someone is 
reluctant to accept a referral, offer an extended brief intervention.”60 
 
NICE public health guidelines on alcohol-use disorders: prevention (PH24) was 
published in 2010.  Much of this guidance focussed on issues that are outside the 
scope of this document such as: 

 Affordability of alcohol 

 Minimum unit pricing 

 Taxation 

 Availability 

 Marketing 
 
However, the guidelines do cover screening and brief interventions and an evidence 
update was published in 2014.  The following summary conclusions are included in 
the update61: 
 

Conclusions on effects of screening on behaviour  
This evidence suggests that simply asking questions about drinking 
does not seem to affect drinking behaviour, therefore this evidence 
is unlikely to impact on NICE PH24.  

Conclusions on universal versus consultation-based targeted 
screening  
This evidence suggests that universal alcohol screening may result 
in more people being asked about alcohol use than consultation-
based targeted screening, but neither screening system seems to 
effectively target questions about alcohol to people with risky 
alcohol-use. However, universal screening may detect risky drinking 
at an earlier stage than consultation-based screening. This 
conclusion lends some support to targeting screening to at-risk 

                                                
60

 http://pathways.nice.org.uk/pathways/alcohol-use-disorders#path=view%3A/pathways/alcohol-use-
disorders/screening-and-brief-interventions-for-harmful-drinking-and-alcohol-
dependence.xml&content=view-node%3Anodes-screening 
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 Alcohol-use disorders: preventing harmful drinking, NICE Evidence Update 54, March 2014 
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groups if universal screening is not possible, as recommended in 
NICE PH24.  

Conclusions on brief interventions in people admitted to 
hospital  
These studies suggest that brief interventions in people admitted to 
hospital for reasons other than alcohol use may be effective in 
reducing alcohol consumption, particularly those interventions that 
involve multiple sessions. This evidence is generally consistent with 
NICE PH24.  

Conclusions on brief advice in primary care  
This evidence suggests that brief advice or lifestyle counselling may 
not reduce drinking more than personalised feedback after screening 
plus a patient information leaflet; the effect of lifestyle counselling 
may have been reduced because many patients did not attend a 
subsequent counselling session. This evidence is not likely to have 
an impact on NICE PH24. 

Conclusions on screening and brief intervention in sexual 
health clinics  
This evidence suggests that nurse-led brief interventions to reduce 
alcohol use delivered in a sexual health clinic may be acceptable to 
patients in this setting but may not be effective in reducing harmful or 
hazardous drinking. This evidence is unlikely to affect NICE PH24. 

Conclusions on brief intervention in emergency departments 
This evidence suggests that brief intervention to reduce alcohol use 
delivered in the emergency department may not reduce subsequent 
injuries. This evidence is unlikely to affect recommendations in NICE 
PH24. 

Conclusions on brief interventions in primary care  
The results of these studies suggest that brief or extended 
multicontact interventions delivered in primary care may be effective 
in reducing alcohol consumption. This evidence is consistent with the 
recommendation in NICE PH24 to offer up to 5 sessions of brief 
intervention. 

 
Health promotion initiatives to minimise the impact of alcohol are well established 
and the PHE Alcohol Learning Centre (http://www.alcohollearningcentre.org.uk) 
contains useful guidance and links to a number of toolkits for identification and brief 
advice.  This includes the Department of Health funded research to identify the most 
effective and cost effective way of implementing screening and brief advice in 
primary healthcare, hospital emergency departments and probation.  The study - 
Screening and Intervention Programme for Sensible drinking (SIPS) concurred with 
previous evidence to support the use of identification and brief interventions and has 
also provided a range of useful training and tools for the implementation of the 
programme, which are available online at 
http://www.alcohollearningcentre.org.uk/Topics/Browse/BriefAdvice/SIPS/. 
 
In 2009 the World Health Organisation Europe Regional Office published “Evidence 
for the effectiveness and cost–effectiveness of interventions to reduce alcohol-
related harm”.  This review concluded “There is extensive and consistent evidence 

http://www.alcohollearningcentre.org.uk/
http://www.alcohollearningcentre.org.uk/Topics/Browse/BriefAdvice/SIPS/
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that brief advice in health care settings reduces alcohol-related harm…… There is 
consistent evidence that brief interventions are cost–effective.” 
 
The review also examined information and education campaigns and made the 
following comments: 
 

Summary of the evidence of education and information 
campaigns 
What we know 
* There is extensive and consistent evidence that school based 

information and education programmes do not lead to sustained 
changes in behaviour. 

* Although showing some promise, there is no consistent evidence 
to demonstrate that parenting programmes and social marketing 
programmes lead to sustained changes in behaviour. 

* Although poorly researched, there is no consistent evidence that 
public education campaigns lead to sustained changes in 
behaviour. 

* There are no rigorous evaluations to demonstrate whether or not 
campaigns based on drinking guidelines lead to sustained 
changes in behaviour. 

* Although there is limited research, there is some evidence that 
campaigns funded by the alcohol industry can have negative 
effects. 

* There is some evidence to show that consumer labelling and 
warning messages do not lead to sustained changes in 
behaviour. 

 
Policy implications of the evidence of educational and 
information campaigns 
Providing information and education on the risk of alcohol and how 
to reduce it is needed for an educated population and for the 
development of individual capital, although as an isolated policy 
measure it will not reduce alcohol-related harm. Education policy 
could benefit from incorporating a conceptual shift from influencing 
attitudes to effect behaviour to looking at the influence of behaviour 
on attitudes. Education and information activities could be reframed 
to encourage and support consumer advocacy by providing 
information on how the public can influence alcohol policy. 
 
Source: Evidence for the effectiveness and cost–effectiveness of 
interventions to reduce alcohol-related harm, WHO Europe, 2009 

 
Although there have been a number of web-based (or app-based) tools developed to 
assist people in monitoring their intake and providing tips and advice, including 
Change4Life (http://www.nhs.uk/Change4Life/Pages/cutting-down-alcohol.aspx) and 
Drinkaware (https://www.drinkaware.co.uk/tools/app/), there does not yet appear to 
be a strong evidence base for their effectiveness.  A study published by NHS 
Scotland concluded 
 

“Computer-based alcohol interventions delivered using the internet 
offer a potentially important new development for treatment and support, 

http://www.nhs.uk/Change4Life/Pages/cutting-down-alcohol.aspx
https://www.drinkaware.co.uk/tools/app/
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particularly for individuals unlikely to engage with traditional community-
based services. Improvements in technology and increases in public access 
to the internet have increased the focus on the use of computer-based tools 
to deliver health information, education and intervention.  Despite this 
increased focus, the evidence on effectiveness and cost effectiveness of 
these approaches to address alcohol misuse and related harm is limited. 
With reference to ethical and decision making principles (Tannahill, 2008), 
computer-based alcohol interventions have the potential to do good but its 
effectiveness and feasibility beyond student populations and in the Scottish 
context is yet to be fully proven.”62 
 
Similarly a systematic review published in the USA concluded: 
 

“Evidence suggests that low-intensity e-interventions produce small 
reductions in alcohol consumption at 6 months, but there is little evidence for 
longer-term, clinically significant effects, such as meeting drinking limits. 
Future e-interventions could provide more intensive treatment and possibly 
human support to assist persons in meeting recommended drinking limits.”63 

 
In keeping with the principle of stepped care that the least intrusive intervention 
needed to achieve a required outcome is delivered first, however both identification 
and brief advice and e-interventions should be considered as parts of the continuum 
of care. 

 

10.2 Drug Prevention and Early Intervention 
 

As previously discussed, guidance on drug prevention and early intervention for 
adults is less clearly defined as that for alcohol use.  Much of the guidance on 
treatment for drug misuse covers very low intensity brief interventions for those who 
are not deeply entrenched in drug use and is described as part of the stepped care 
approach. 
An area that does cut across both alcohol and drugs is the prevalence of people 
using drugs and/or alcohol who have a common mental health problem (depression, 
anxiety, trauma).  It is likely that many of these will not initially seek help with their 
drug or alcohol use.  The links between mental health problems and substance 
misuse are complex and research shows that substance use may lead to or 
exacerbate psychiatric or psychological symptoms.  
 
Conversely, psychological morbidity and psychiatric disorder may lead to substance 
(mis)use.  Therefore services working with people with mental health problems have 
a role in early identification and intervention in substance misuse.  Increasing Access 
to Psychological Therapies (IAPT) services were established to deliver an accessible 
frontline intervention for people with anxiety and depression disorders.  These 
services can therefore play a key role in both identification and delivering low-
intensity interventions that can be sufficient to address the substance misuse issue 
on some occasions. 
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 Computer based  alcohol interventions, Andrew McAuley, NHS Health Scotland, 2012. 
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 Dedert EA, McDuffie JR, Stein R, McNiel JM, Kosinski AS, Freiermuth CE, et al. Electronic 
Interventions for Alcohol Misuse and Alcohol Use Disorders: A Systematic Review. Ann Intern Med. 
2015;163:205-214. doi:10.7326/M15-0285 
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In 2012 IAPT, Drugscope and the NTA published a positive practice guide which 
make the following statement: 
 

“IAPT services do not provide complex interventions to treat 
substance use problems but drug and alcohol use should not be an 
automatic exclusion criterion for accessing psychological therapy. Most drug 
and alcohol users do not need specialist or clinical interventions to change 
their substance use behaviour and, of those that do, many will respond to 
brief interventions delivered in primary care. Only a small proportion of drug 
and alcohol users will require specialist treatment services and, in some 
circumstances, referral to drug and alcohol services will be appropriate.”64  
 
Drug-specific NICE guidance focusses on vulnerable under 25s65 for preventative 
work and sets out examples of those that are ‘at risk’ of misusing substances.  They 
list the following: 
 

 those whose family members misuse substances 

 those with behavioural, mental health or social problems 

 those excluded from school and truants 

 young offenders 

 looked after children 

 those who are homeless 

 those involved in commercial sex work 

 those from some black and minority ethnic groups. 
 
The guideline provides 5 recommendations but some are age-specific and would 
only apply to children.  The following recommendations are stated as relevant to “any 
child or young person under the age of 25 who is vulnerable and disadvantaged”. 
 

Recommendation 1: 
Target population: Any child or young person under the age of 
25 who is vulnerable and disadvantaged. 
 
Action by: Local strategic partnerships. 

Develop and implement a strategy to reduce substance misuse 
among vulnerable and disadvantaged people aged under 25, as part 
of a local area agreement. This strategy should be: based on a local 
profile of the target population developed in conjunction with the 
regional public health observatory. The profile should include their 
age, factors that make them vulnerable and other locally agreed 
characteristics supported by a local service model that defines the 
role of local agencies and practitioners, the referral criteria and 
referral pathways. 
 
Recommendation 2: 
Target population: Any child or young person under the age of 
25 who is vulnerable and disadvantaged. 
 

                                                
64

 http://www.iapt.nhs.uk/silo/files/iaptdrugandalcoholpositivepracticeguide.pdf 
65

 Substance misuse interventions for vulnerable under 25s, NICE Public health guideline PH4, 2007 
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Action by: Practitioners and others who work with vulnerable 
and disadvantaged children and young people in the NHS, local 
authorities and the education, voluntary, community, social 
care, youth and criminal justice sectors. In schools this 
includes teachers, support staff, school nurses and governors. 

Use existing screening and assessment tools to identify vulnerable 
and disadvantaged children and young people aged under 25 who 
are misusing – or who are at risk of misusing – substances. These 
tools include the Common Assessment Framework and those 
available from the National Treatment Agency. 
 
Work with parents or carers, education welfare services, children's 
trusts, child and adolescent mental health services, school drug 
advisers or other specialists to: 

 provide support (schools may provide direct support) 

 refer the children and young people, as appropriate, to other 
services (such as social care, housing or employment), based on 
a mutually agreed plan. The plan should take account of the child 
or young person's needs and include review arrangements. 

 
Recommendation 5: 
Target population: Vulnerable and disadvantaged children and 
young people aged under 25 who are problematic substance 
misusers (including those attending secondary schools or 
further education colleges). 

Action by: Practitioners trained in motivational interviewing. 
Offer one or more motivational interviews (see glossary), according 
to the young person's needs. Each session should last about an 
hour and the interviewer should encourage them to: 

 discuss their use of both legal and illegal substances reflect on 
any physical, psychological, social, education and legal issues 
related to their substance misuse 

 set goals to reduce or stop misusing substances. 
 
Source: NICE Public Health Guideline PH4 

 
The NEPTUNE guidance on ‘club drugs’ and NPS66 reiterates the stepped care 
approach as the basis for early intervention in drug use and makes the observation 
“Patterns of NPS use show a close parallel to recognised patterns of alcohol use: the 
most common pattern is infrequent, non-dependent use, with lower risk of severity 
and likelihood of harm; through to a much smaller proportion of entrenched 
dependent use with the potential for more significant associated harm.” 
 
However it also acknowledges that, unlike alcohol use, there are no recognised 
screening tools for NPS use.  The guidance is clear that substance use or 
intoxication is not an indicator for treatment and that many people will make 
substantial changes to their substance use without formal treatment.  The guidance 

                                                
66

 Abdulrahim D & Bowden-Jones O, on behalf of the NEPTUNE Expert Group. Guidance on the Management of 

Acute and Chronic Harms of Club Drugs and Novel Psychoactive Substances. Novel Psychoactive Treatment UK 
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goes on to state “any contact with a health professional where NPS use is identified 
can be an opportunity to offer non-judgemental health advice on safety and, 
potentially, change.” 
 
The guidance sets out a range of chronic and acute harms associated with the use 
of NPS, which can include toxicity, longer-term health problems and dependence 
and withdrawal syndromes.  However, it also expresses the view that for many users 
there will not be a need for any intervention or that brief opportunistic advice will be 
sufficient for the user to make changes in their behaviour. 

Self-report, incidental or opportunistic enquiry may reveal NPS use 
and risk but no evidence of harm or need for a treatment 
intervention. This provides a potentially useful opportunity to offer 
information and brief advice or to signpost to sources of other 
information. Other individuals will provide clearer evidence of at least 
some degree of problematic use. Many such problematic users may 
well be able to change their risky behaviour without assistance and 
not require professional help. Some of these problematic users will 
benefit from the offer of information and brief advice (and/ or 
signposting). Brief advice and information should also be considered 
(in addition to the offer of referral to formal treatment services) where 
higher-severity NPS use and dependence are identified. This would 
amount to an opportunistic intervention for anyone who does wish to, 
or does not go on to, access treatment at that time. When 
information and brief advice is used in this way to help address 
problem use, it forms part of the stepped care ‘treatment’ pathway.  
 
Those who have more strengths and resources (recovery capital) 
may be more likely to achieve their desired outcomes with little or no 
professional input.….  
 
The intensity of the PSI should be more directly related to the 
severity of the substance misuse problem than to the severity of the 
health and other consequences of the substance use. For example, 
someone experiencing an extreme medical consequence of one-off 
use of a substance may be able to make desired changes without 
formal treatment. 
 
Source: Guidance on the Clinical Management of Acute and Chronic 
Harms of Club Drugs and Novel Psychoactive Substances, Novel 
Psychoactive Treatment UK Network 

 
 
A broader context of prevention and early intervention is described in NICE Public 
Health Guidelines PH6: Behaviour change: general approaches.  Whilst the 
guidance does not specifically relate to substance use, the definition of behaviour 
used in the guidelines is wholly appropriate for this work: “For the purposes of this 
guidance, human behaviour is defined as: 'the product of individual or collective 
human actions, seen within and influenced by their structural, social and economic 
context'. These actions produce observable social, cultural and economic patterns 
which limit – or enable – what individuals can do.”67 
                                                
67

 Behaviour change: general approaches, NICE PH6, 2007, nice.org.uk/guidance/ph6 
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The guidelines go on to highlight that “Significant events or transition points in 
people's lives present an important opportunity for intervening at some or all of the 
levels, because it is then that people often review their own behaviour and contact 
services. Typical transition points include: leaving school, entering the workforce, 
becoming a parent, becoming unemployed, retirement and bereavement.” 
 
The principles outlined in NICE PH6 are wholly consistent with many of the points 
discussed throughout this document and the commentary provided on health 
inequalities and social and economic factors that influence individuals’ 
ability/capacity to make changes are highly pertinent to the role of recovery capital 
and enabling successful recovery.  Some of the points made are set out below. 
 

Behaviour plays an important role in people's health (for example, 
smoking, poor diet, lack of exercise and sexual risk-taking can cause 
a large number of diseases). In addition, the evidence shows that 
different patterns of behaviour are deeply embedded in people's 
social and material circumstances, and their cultural context…. 
 
Interventions to change behaviour have enormous potential to alter 
current patterns of disease. A genetic predisposition to disease is 
difficult to alter. Social circumstances can also be difficult to change, 
at least in the short to medium term. By comparison, people's 
behaviour – as individuals and collectively – may be easier to 
change…. 
 
Social and economic position is directly linked to health. In the UK, 
there is a health inequalities gradient, with the least advantaged 
experiencing the worst health. Social and economic conditions can 
prevent people from changing their behaviour to improve their 
health, and can also reinforce behaviours that damage it. 
Health inequalities are the result of a set of complex interactions, 
including:  

 the long-term effects of a disadvantaged social position 

 differences in access to information, services and resources 

 differences in exposure to risk 

 lack of control over one's own life circumstances 

 a health system that may reinforce social and economic 
inequalities. 

 
These factors all affect people's ability to withstand the stressors – 
biological, social, psychological and economic – that can trigger ill 
health. They also affect the capacity to change behaviour. 
 
Principle 3: education and training 
Recommended action 
Provide training and support for those involved in changing people's 
health-related behaviour so that they can develop the full range of 
competencies required. These competencies include the ability to: 

 identify and assess evidence on behaviour change 

 understand the evidence on the psychological, social, economic 
and cultural 
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 determinants of behaviour 

 interpret relevant data on local or national needs and 
characteristics 

 design, implement and evaluate interventions and programmes 

 work in partnership with members of the target population(s) and 
those with local knowledge. 

Ensure fair and equitable access to education and training, to enable 
practitioners and volunteers who help people to change their health-
related behaviour to develop their skills and competencies. 
 
Review current education and training practice in this area, and 
disinvest in approaches that lack supporting evidence. 
 
 
 
Principle 4: individual-level interventions and programmes 
Recommended action 
Select interventions that motivate and support people to: 

 understand the short, medium and longer-term consequences of 
their health-related behaviours, for themselves and others 

 feel positive about the benefits of health-enhancing behaviours 
and changing their behaviour 

 plan their changes in terms of easy steps over time 

 recognise how their social contexts and relationships may affect 
their behaviour, and identify and plan for situations that might 
undermine the changes they are trying to make 

 plan explicit 'if–then' coping strategies to prevent relapse 

 make a personal commitment to adopt health-enhancing 
behaviours by setting (and recording) goals to undertake clearly 
defined behaviours, in particular contexts, over a specified time 

 share their behaviour change goals with others. 
 
Principle 5: community-level interventions and programmes 
Recommended action 
Invest in interventions and programmes that identify and build on the 
strengths of individuals and communities and the relationships within 
communities. These include interventions and programmes to: 

 promote and develop positive parental skills and enhance 
relationships between children and their carers 

 improve self-efficacy 

 develop and maintain supportive social networks and nurturing 
relationships (for example, extended kinship networks and other 
ties) 

 support organisations and institutions that offer opportunities for 
local people to take part in the planning and delivery of services 

 support organisations and institutions that promote participation 
in leisure and voluntary activities 

 promote resilience and build skills, by promoting positive social 
networks and helping to develop relationships 
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 promote access to the financial and material resources needed to 
facilitate behaviour change. 

 
Extracts from NICE PH6: Behavioural change: general principles, 
2007 
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11 Service Model Considerations 
 

As previously discussed, the current service model for Somerset (SDAS) was 
established with 3 distinct client facing lots: Contact; Recovery; Housing. 
 
These contracts were let separately with an expectation that the successful bidder(s) 
would work collaboratively under a single umbrella – SDAS.  In theory these lots 
could have all been won by one, or two, providers although they were in fact let to 
three providers following the tender evaluation process. 
 
The three component parts are interdependent and responsibility for meeting 
performance is described as a collective responsibility.  However, as they are 3 
distinct contracts, the monitoring and performance management must be undertaken 
separately.  Should there be a need to invoke special measures or challenge 
aspects of performance that could result in sanctions or termination of the contract 
due to performance issues, the concept of collective responsibility is unlikely to be 
sustainable. 
 
The 3 lots, whilst interdependent, have very different levels of funding attached.  In 
terms of the funding for client-facing specialist substance misuse services overall, 
the breakdown is approximately: 
 
Contact 17% 
Recovery 81% 
Housing 2% 
 
These differing levels of funding will have a direct bearing on the level of central 
management time available to the service and, potentially, the level of commitment 
and value placed on each part by the contract holder.  The levels of funding for each 
lot could also have an impact on the seniority and capacity of local management, 
which in turn could affect the ability for 3 organisations to work collectively as a 
partnership on a day-to-day basis. 
 
From a commissioning and contract management perspective, management of the 3 
lots both collectively and individually is extremely labour-intensive, particularly where 
quality and performance measures are below expectation. 
 
Options to be considered for future commissioning: 
 
1. Where multiple lots are offered, each lot, or component part, must have its own 

distinct suite of performance indicators.  Commissioners should undertake work 
to ensure that the individual indicators for each lot fit together to deliver the 
overall outcomes, or set the lots so that the outcomes from each part are totally 
independent from the other parts. 

 
2. Where multiple lots are offered, consideration should be given to the overall value 

of each part to ensure that all components are of sufficient value to benefit from 
an appropriate level of central and local management by each provider. 

 
3. Commissioners could choose to let the entire adult and young people’s 

substance misuse service as a single lot.  Sub-contracting arrangements could 
be encouraged to enable smaller, local groups and organisations to receive 
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financial support if this was considered to be beneficial to the local communities.  
However, with a single contractual arrangement between the commissioners and 
the (lead) contract holder, monitoring and performance management would be 
limited to working with that single provider. 
 

11.1 Scope of the current model 
 

When the services were commissioned in 2013, certain components of the treatment 
system were either included (in scope) or excluded (out of scope).  Key components 
(other than the main components) that were included in the contracts were: 

 Shared care arrangements with local general practitioners 

 Needle exchange arrangements with community pharmacies 

 Services that are delivered in support of the criminal justice system, 
particularly community sentences that carry rehabilitation or treatment 
requirements 

 Residential rehabilitation and in-patient detoxification placements 

 Services for families, carers and children of drug using adults 
 
The following were not included in the contracts: 

 Tier 2 alcohol and drug interventions delivered by the SCC Targeted Youth 
Support Service (young people) 

 Support for people with alcohol problems delivered by the Community 
Rehabilitation Service (adults) 

 Alcohol and drug arrest referral in police custody suites (adults) 

 Pharmacy supervised administration of medication 
 
Some of the items listed as either in or out of scope merit further discussion. 
 

11.1.1 Prescribing Costs 
 

The Recovery lot has full responsibility for the costs of prescribing, except where the 
prescribing is undertaken by a GP through shared care.  An amount of money has 
been identified and transferred to the CCG to cover the cost of GP prescribing under 
the shared care arrangements.  However, the amount transferred does not seem to 
directly relate to the level of prescribing actually undertaken through this 
arrangement. 
 
The Clinical Commissioning Group will have access to the prescribing data for drugs 
commonly used in the treatment of substance misuse.  It is recommended that this is 
reviewed against current shared care agreements to identify: 

 Whether there is significant prescribing being undertaken outside the shared 
care arrangements (clinical governance issue). 

 Whether the costs associated with GP prescribing for substance misuse are in 
line with the money transferred from SCC Public Health to the CCG. 

 

11.1.2 Supervised Consumption 
 

Whilst Recovery is liable for the cost of the drugs prescribed and the dispensing 
costs, a separate arrangement currently exists where Public Health contract with 
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community pharmacies to deliver supervised consumption.  By including prescribing 
and dispensing costs in the overall funding envelope for treatment services, the 
provider has a vested interest in controlling the costs.  However, this does not 
currently apply to the costs associated with supervised consumption.  Public Health 
is liable for a cost that it has no direct control over.  Options that should be 
considered for future commissioning/contracting arrangements are: 

 Including supervised consumption costs as part of the provider’s liability. 

 Establishing a set limit to either the number of clients on supervised 
consumption or the total value available for supervised consumption and 
holding the provider responsible for any additional costs. 
 

11.1.3 Needle Exchange 
 

Arrangements for pharmacy-based needle exchange provision were included in the 
contract although this has recently changed in order to make savings.  Under the 
existing specification, responsibility for this component was with the Contact lot.  
Whilst this appears to fit under the ethos of the Contact roles and responsibilities, 
many of the pharmacies will be in regular communication with Recovery in relation to 
dispensing issues.  If supervised consumption was also included under future 
contracts, it may be more streamlined to have a single provider working with 
community pharmacies covering Needle Exchange, Supervised Consumption and 
liaison with regard to prescribing/dispensing issues. 
 

11.1.4 Criminal Justice Interface 
 

Current contracts include delivery of the treatment component of community 
sentences such as DRRs.  However, separate arrangements are in place for less 
intensive alcohol interventions for probation (CRC) clients.  There are also separate 
arrangements for work in custody suites (Arrest Intervention Referral Service). 
 
The custody suite work is commissioned by the Police and Crime Commissioner and 
it will be advantageous to establish whether this will continue beyond the current 
contract duration.  Based on the PCC’s intentions, consideration should be given to 
supporting/maintaining a presence in custody suites. 
 
Lower intensity interventions within probation/CRCs should be reviewed.  Although 
there is likely to be benefit in delivering interventions to this cohort (in line with a 
stepped approach to interventions), it may be more effective and efficient to 
undertake this function as part of the main service.  This is likely to strengthen 
governance and improve pathways into more intensive interventions, where 
required. 
 

11.1.5 Young People’s Services 
 

Tier 2 drug and alcohol interventions are currently delivered by TYSS and through 
trained staff in the further education colleges with more intensive, Tier 3 interventions 
delivered through the integrated SDAS contract. 
 
In light of the guidance described in section 7 and 8, commissioners could consider 
whether it would be more effective and efficient to: 
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 Embed specialist YP substance misuse services within targeted youth 
services or vice versa 

 Ensure that the adult service has named staff with specific skills and 
competencies to support delivery of substance misuse interventions for very 
complex cases (including prescribing interventions) 

 Use the named staff within the adult services to support clients’ transition from 
young peoples to adult services. 
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Appendix 1 Example of NICE Pathway 
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Appendix 2 - Recovery Resources from NTA Web-based Resource 
 

Freedom from dependence on drugs or alcohol 

 

Drug and alcohol treatment systems should be ambitious for individuals to leave treatment free of their dependence, equipped with 

the skills and resources they need to maintain their recovery.  Effective treatment and support is offered in a menu of options that 

include psychosocial and pharmacological, residential and non-residential, professional and peer-supported. Packages of care and 

support are tailored to the needs of those in treatment and orientated to their individual recovery. 

 

Mutual aid framework: fostering effective links between treatment and mutual aid (PHE, 2015) 

This is the final publication in the Mutual Aid Toolkit: it sets out the essential steps to take in improving the local provision of mutual aid 

and its connectivity with structured treatment. 

 

Service user involvement A guide for drug and alcohol commissioners, providers and service users  (PHE, 2015) 

Service users’ involvement in the design and delivery of services has contributed significantly to the evolution of effective drug and 

alcohol treatment systems. This guide builds on guidance published by the National Treatment Agency (NTA) in 2006, looking at the 

evidence base, the different levels of involvement, and the impact of involvement on both service users and treatment effectiveness. 

This document is intended to be a useful guide to exploring and developing further SUI in your area. 

 

Guidance on the clinical management of acute and chronic harms of club drugs and novel psychoactive substances 

(NEPTUNE, 2015) 

An independent expert group on novel psychoactive substances (NPS) called Project NEPTUNE (Novel Psychoactive Treatment: UK 

Network) has released guidance on the clinical management of acute and chronic harms of club drugs and novel psychoactive 

substances. The multi-disciplinary group of experts developed the guidance based on a systematic review of the evidence and clinical 

consensus. 
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Improving mutual aid engagement: a professional development resource (PHE, 2015) 

One of Public Health England’s (PHE) key priorities is to improve recovery rates from alcohol and drug dependency. To enhance 

service users’ social integration and wellbeing, PHE has committed to increase the number of areas that have fostered effective links 

between treatment services and relevant community and mutual aid groups. This professional development resource sets out a range 

of skills, knowledge and experience recommended for people working in a treatment setting to help service users achieve their 

recovery goals by making sure they are aware of the importance of mutual aid as a positive social network and facilitating access to 

their group(s) of choice. 

The role of addiction specialist doctors in recovery orientated treatment systems: a resource for commissioners, providers 

and clinicians [PHE, 2014]  

A resource designed to assist commissioners, providers and clinicians in maximising the value that addiction specialist doctors can 

bring to local recovery-orientated treatment systems. 

 

Improving access to mutual aid: a brief guide for alcohol and drug treatment service managers [PHE, 2014] 

The effectiveness of mutual aid in promoting and supporting people to make a sustained recovery from dependence has been 

examined by the National Institute of Health and Care Excellence (NICE) who recommend that treatment providers facilitate access to 

mutual aid. This short guide outlines some of the practical actions that service managers can take to support mutual aid in their local 

area”. 

 

A briefing on the evidence-based recommendations on mutual aid [PHE, 2013] 

This briefing aims to bring together existing findings and recommendations on the role played by mutual aid in promoting and 

sustaining recovery from drug and alcohol problems. This is based on work undertaken by the National Institute of Health and Care 

Excellence (NICE), the Recovery Orientated Drug Treatment Expert Group (RODT) and the Advisory Council on the Misuse of Drugs 

(ACMD). 

 

A guide for facilitating access to mutual aid (FAMA) [PHE, 2013] 

This document provides keyworkers with a pragmatic intervention adapted from an evidence based-approach to facilitating access to 

mutual aid, using their existing skills in regular one-to-one key-work sessions. It focuses on holding explicit and structured 

conversations with clients, and setting care-planned goals around attending and engaging in mutual aid programmes 
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Medications in recovery: best practice in reviewing treatment [RODT expert group, 2013] 

A guide to best practice in reviewing treatment for drug users, based on supplementary advice provided by the Recovery Orientated 

Drug Treatment Expert Group chaired by Professor John Strang. 
 

Medications in recovery: re-orientating drug dependence treatment [RODT expert group, 2012] 

Looks at how opioid substitution treatment can have a clearer recovery orientation, with dynamic treatment programmes supporting 

recovery, exits visible to service users, and treatment integrated with other recovery support. The report builds on the practical 

recommendations of the chair’s interim report and describes principles and prompts of recovery-orientated drug treatment that 

commissioners and providers can use to test progress. 
 

Preventing drug-related deaths (Turning evidence into practice series) [PHE, 2014] 

The fifth in a series of briefings to support commissioners and providers who want to improve the recovery orientation of their services 

as recommended by ‘Medications in recovery: re-orientating drug dependence treatment’, the final report of the John Strang-chaired 

Recovery Orientated Drug Treatment expert group. 
 

Optimising opioid substitution treatment (Turning evidence into practice series) [PHE, 2014] 

The fourth in a series of briefings to support commissioners and providers who want to improve the recovery orientation of their 

services as recommended by ‘Medications in recovery: re-orientating drug dependence treatment’, the final report of the John Strang-

chaired Recovery Orientated Drug Treatment expert group. 
 

Biological testing in drug and alcohol treatment (Turning evidence into practice series) [PHE, 2013] 

The third in a series of briefings to support commissioners and providers who want to improve the recovery orientation of their 

services as recommended by ‘Medications in recovery: re-orientating drug dependence treatment’, the final report of the John Strang-

chaired Recovery Orientated Drug Treatment expert group. 
 

Helping service users to engage with treatment and stay the course (Turning evidence into practice series) [PHE, 2013] 

The second in a series of briefings to support commissioners and providers who want to improve the recovery orientation of their 

services as recommended by ‘Medications in recovery: re-orientating drug dependence treatment’, the final report of the John Strang-

chaired Recovery Orientated Drug Treatment expert group. 
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Helping service users to access and engage with mutual aid (Turning evidence into practice) [NTA, 2013] 

The first in a series of briefings to support commissioners and providers who want to improve the recovery orientation of their services 

as recommended by ‘Medications in recovery: re-orientating drug dependence treatment’, the final report of the John Strang-chaired 

Recovery Orientated Drug Treatment expert group. 
 

Quality standard for drug use disorders (NICE Quality Standard 23) [NICE, 2012] 

Sets out what high-quality care should include. Contains specific quality statements directly relevant to this outcome, which can be 

accessed, along with further information, by following the link. 

Drug misuse and dependence: UK guidelines on clinical management [DH & devolved administrations, 2007] 

Guidance (based on evidence and professional consensus) on drug treatment in the UK. It looks at clinical governance, treatment 

provision, psychosocial and pharmacological treatment interventions, and health considerations. 
 

Drug misuse: psychosocial interventions (NICE clinical guideline 51) [NICE, 2007] 

An essential guide for the implementation of evidence based psychosocial interventions for treating people who misuse opioids, 

stimulants and cannabis. 
 

Recovery-orientated methadone maintenance [White WL and Mojer-Torres L, 2010] 

Reviews the history and context of methadone maintenance treatment, and its place within a recovery-orientated system. 
 

Delivering quality care for drug and alcohol users: the roles and competencies of doctors (a guide for commissioners, 

providers and clinicians) [Royal College of Psychiatrists and Royal College of General Practitioners, September 2012] 

This report aims to ensure all doctors have the right level of competency for the roles and responsibilities they undertake. It includes a 

number of broad principles for commissioning drug and alcohol services. 
 

Residential drug treatment services: good practice in the field [NTA, 2009]   

This report highlights good practice in commissioning and providing effective Tier 4 services. It is based on interviews with local drug 

partnerships and treatment services that performed well in the 2007-08 service review on Tier 4, carried out by the NTA and 

Healthcare Commission. 
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Methadone & buprenorphine for the management of opioid dependence (NICE technology appraisal guidance 114) [NICE, 

March 2010] 

Recommends methadone and buprenorphine as first line medicines for maintenance options in the management of opioid 

dependence. It includes information on evidence, implementation, clinical need and practice 
 

Drug misuse: opioid detoxification (NICE clinical guideline 52) [NICE, July 2007] 

Evidence-based recommendations to ensure that people are detoxified from opioid drugs safely and effectively in the community, 

inpatient units, residential and prisons. 
 

Alcohol use disorders: diagnosis, assessment and management of harmful drinking and alcohol dependence (NICE clinical 

guideline 115) [NICE 2011] 

Recommendations on the diagnosis, assessment and management of harmful drinking and alcohol dependence in adults and in 

young people aged 10-17. 
 

Review of the effectiveness of treatment for alcohol problems [Raistrick D, Heather N and Godfrey C, 2006] 

A comprehensive review of what the literature tells us about alcohol treatment. The document helps local services and partnerships to 

assess their provision and plan for the future. It includes the evidence on treatment effectiveness, delivering better treatment, 

screening for alcohol problems, types of treatment interventions, and cost effectiveness. 
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A reduction in crime and reoffending 

The link between crime and drug and alcohol misuse is well established. The Home Office estimates that drug related crime costs 

£13.9 billion per year and that offenders who use heroin, cocaine or crack cocaine commit between a third and a half of all acquisitive 

crimes. The recently published Alcohol Strategy states that 44% of all violent offences are alcohol related. 

A joint NTA/HO study (Estimating the crime reduction benefits of drug treatment and recovery, NTA 2012) estimates that drug 

treatment and recovery systems in England prevented 4.9 million crimes in 2010-11, with an estimated saving to society of £961 

million in costs to the public, businesses, the criminal justice system and National Health Service (NHS).  

Given the demonstrable impact that substance misuse treatment can have on reducing crime there will be a shared interest for health 

and criminal justice partners to commission effective substance misuse treatment interventions that target offenders in custody and 

the community. 

 

The impact of drug treatment on reconviction [NTA, 2012] 

Presents the results of a study using data from the Drugs Data Warehouse (DDW), concerning drug treatment’s impact on offending 

behaviour. 

 

Quality standard for drug use disorders (NICE Quality Standard 23) [NICE, 2012] 

Sets out what high-quality care should include. Contains specific quality statements directly relevant to this outcome, which can be 

accessed, along with further information, by following the link. 

 

Reducing drug-related crime and rehabilitating offenders. recovery and rehabilitation for drug users in prison and on 

release: recommendations for action [Patel, Prof. Lord, 2010] 

Sets out a vision for a more recovery based, locally commissioned and outcome focused approach to prison based treatment. 

Includes a comprehensive examination of the evidence base and proposed outcome framework that is heavily influencing the 

commissioning and re-tendering of prison based treatment. 
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Clinical management of drug dependence in the adult prison setting [DH, 2006] 

A key document setting out a framework and providing guidance for the implementation of evidence based clinical and psychosocial 

drug treatment interventions throughout the English prison estate. It underpinned the development and implementation of the 

Integrated Drug Treatment System (IDTS) between 2006-2010. Updated in March 2010 setting out the Government’s position on the 

use of maintenance prescribing and clinical review for longer term prisoners. 

 

Breaking the link: the role of drug treatment in tackling crime [NTA, 2010] 

It is well known that effective drug treatment can have a positive impact on reducing drug related crime. Here, the link between drug 

and crime is examined and the evidence supporting the effectiveness of prison based drug treatment is summarised. Although some 

of the data is historical, the key points remain relevant 

. 

Breaking the cycle: effective punishment, rehabilitation and sentencing of offenders [Ministry of Justice, 2010] 

Setting out the government’s vision for a recovery oriented approach to prison based drug treatment the NOMS Green Paper, 

published shortly after the 2010 Drug Strategy, introduces the concept of drug recovery wings and promotes the development of 

alternatives to custody, including enhanced community sentences for drug misusing offenders.  
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Preventing drug related deaths and blood borne viruses 

All drug use has associated risk, and interventions that prevent drug-related deaths and blood-borne viruses can keep people safe as 

they recover. Local recovery-orientated treatment systems, which cater for those at risk of drug-related death and contracting blood-

borne viruses, will be recognised by: 

 A range of early interventions, treatment and recovery support appropriate to the needs of the local population, at all stages of the 

recovery journey, including potential relapse 

 Continuity of care between prison, residential and community environments 

 A skilled, multi-disciplinary workforce which delivers interventions tailored to specific local needs 

 Links between the following sectors: primary care, secondary care, treatment services, and social services. 

All services which are part of a recovery-orientated system will be able to deliver some level of these, with some more appropriately 

placed to deliver certain interventions. 

 

Trends in drug misuse deaths in England, 1999-2014 [PHE, 2016]  

PHE’s updated analysis of trends in drug misuse deaths in England. The report also shows the results of matching data on drug misuse 

deaths to drug treatment data to explore the timing of drug misuse deaths in relation to treatment. 

 

Drug alerts and local drug information systems [PHE, 2016] 

Advice to help local authorities assess intelligence received about new, potent, adulterated or contaminated drugs and, if appropriate, 

issue public health alerts. 

 

Naloxone supply after October 2015 PPT (http://www.nta.nhs.uk/uploads/phetake-homenaloxoneforopioidoverdosefeb2015rev.pdf) 

A slide pack for PHE centres and local areas on the supply of take-home naloxone following new legislation on 1 October 2015. It 

supplements earlier PHE naloxone advice  

 

Improving access to hepatitis C treatment (Turning evidence into practice series) [PHE, 2015] 

This briefing provides an overview of the key issues that local providers and commissioners of drug and hepatitis treatment should 

consider. 

http://www.nta.nhs.uk/uploads/phetake-homenaloxoneforopioidoverdosefeb2015rev.pdf
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Preventing blood-borne virus transmission among people who inject drugs (Turning evidence into practice series) [PHE, 

2015] 

This briefing aims to support local authorities and drug treatment and healthcare services to review their BBV prevention and treatment 

interventions for people who inject drugs. It is the eighth in a series to support improvements in the recovery orientation of services as 

recommended by ‘Medications in recovery: re-orientating drug dependence treatment’, the final report of the John Strang-chaired 

Recovery Orientated Drug Treatment expert group. 

 

Preventing drug-related deaths (Turning evidence into practice series) [PHE, 2014] 

The fifth in a series of briefings to support commissioners and providers who want to improve the recovery orientation of their services 

as recommended by ‘Medications in recovery: re-orientating drug dependence treatment’, the final report of the John Strang-chaired 

Recovery Orientated Drug Treatment expert group. 

 

Public health report on commissioning of HCV services in London for people who inject drugs [LJWG, 2013] 

Provides commissioners of drug treatment services, and commissioners of infectious disease identification and treatment services, with 

information on best practice around commissioning of hepatitis C services for people who inject drugs. 

 

Hepatitis B (chronic): Diagnosis and management of chronic hepatitis B in children, young people and adults (NICE clinical 

guideline 165) [NICE, 2013] 

Evidence-based practice advice on the care of children, young people and adults with chronic hepatitis B. 

 

Quality standard for drug use disorders (NICE Quality Standard 23) [NICE, 2012] 

Sets out what high-quality care should include. Contains specific quality statements directly relevant to this outcome, which can be 

accessed, along with further information, by following the link.  

 

Drug misuse and dependence: UK guidelines on clinical management [DH & devolved administrations, 2007] 

Provides comprehensive guidance for the UK drug treatment workforce on drug misuse treatment, including evidence-based measures 

to prevent drug-related deaths and blood-borne virus transmission. These include guidance on blood-borne virus testing, diagnosis and 

treatment, overdose prevention and training, and access to needle and syringe programmes. 
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Needle and syringe programmes: providing people who inject drugs with injecting equipment (NICE public health guidance 

18) 

Needle and syringe programmes (NSPs) are vital in preventing the spread of blood-borne viruses. This is NICE’s formal guidance for 

optimal NSP provision. The six recommendations relate to over-18 injectors of illicit substances and non-prescribed anabolic steroids. It 

will help local areas provide appropriate public health services for injectors. 

 

Drug-related deaths: setting up a local review process [NTA, 2011]  

Reviewing the causes of drug-related deaths can make a vital contribution to preventing future deaths. This document contains ideas 

and examples of local practice in reviewing drug-related deaths. It is for people who commission and plan local strategic responses to 

drug misuse, including service providers. 

 

The NTA overdose and naloxone training programme for families and carers [NTA, 2011] 

Naloxone can be part of local responses to prevent drug-related deaths. The NTA naloxone programme found that naloxone provision 

is beneficial for carers and service users, and may prevent drug-related deaths. The report describes the evaluation findings, including 

the benefits of, and challenges in local naloxone provision. 

 

Prevention and control of infectious diseases among people who inject drugs [EMCDDA/ECDC, October 2011]  

Contains good practice for prevention and control of infectious diseases among injectors. It identifies seven key intervention 

components that should be applied and, if possible, combined to achieve the maximum prevention effect through synergy. It relates 

directly to the outcome of preventing the spread of blood-borne viruses.  

 

Good practice in harm reduction [NTA, 2008] 

Highlights good practice in preventing drug related deaths and blood borne viruses based on the results of a 2006-7 NTA/Healthcare 

Commission service review. 
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Sustained employment 

The most recent studies commissioned by the Department for Work and Pensions estimate that there are approximately 267,000 opiate 

and/or crack users and 160,000 dependent alcohol users accessing the main DWP benefits in England. Routes into work are a key 

feature of recovery. There are very clear benefits to the individual in getting a job, with the employment helping to sustain the gains that 

are made whilst in treatment. 

Local drug and alcohol services need to ensure that they continue to work closely with Jobcentre Plus to address the employment 

related needs of people in treatment. The Work Programme was launched in June 2011 and replaces much of the previous 

employment support provision, including Progress to Work and it is important for Work Programme providers to deliver appropriate 

levels of support to people with substance misuse issues, integrating this with local treatment provision 

 

Employment and recovery: a good practice guide [NTA, 2012] 

The document updates the 'Joint-working protocol between Jobcentre Plus and treatment providers' [NTA, 2010], reflecting changes 

that have taken place since then, within Jobcentre Plus, and with the introduction of the Work Programme. 
 

Referring customers to drug and alcohol treatment and working together for recovery [NTA, August 2012] 

Provides useful information and single points of contact for London Work Programme providers and Jobcentre Plus with local treatment 

providers. 
 

Working with employers to support service users into work [LDAN, Trust for London and DrugScope, 2012] 

Highlights evidence based best practice in employment support for those with a history of drug and alcohol use. 
 

Quality standard for drug use disorders (NICE Quality Standard 23) [NICE, 2012] 

Sets out what high-quality care should include. Contains specific quality statements directly relevant to this outcome, which can be 

accessed, along with further information, by following the link. 
 

Working towards recovery: getting problem drug users into jobs [UKDPC, 2008] 

Focuses on getting problem drug users ‘fit for the job’, enabling employers to manage any perceived risks in employing ex-drug users 

(including those still on opioid substitution treatment), and addressing the stigma associated with drug use. Also raises the possibility of 

legal protection and small financial incentives for employers.  
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The ability to access suitable accommodation 

The National Drug Treatment Monitoring System annual report for 2010/11 indicates that 9% of clients starting treatment had No 

Fixed Abode and a further 15% of clients had other housing problems such as staying with friends or family, or living in short-term 

hostel. 

Housing has a key role to play in supporting recovery outcomes for people with substance misuse issues and it is important that local 

Health and Wellbeing Boards address this issue as they become fully operational. Ensuring access to housing and housing related 

support services at the different stages of recovery can present a number of challenges for local partners as people may have a range 

of complex housing-related needs and therefore require a wide range of responses. 

An individual may find it difficult to become stable in their treatment programme without access to suitable housing or housing support. 

They may also find it difficult to sustain their recovery post treatment, without a stable place to live. 

 

Quality standard for drug use disorders (NICE Quality Standard 23) [NICE, 2012]  

Sets out what high-quality care should include. Contains specific quality statements directly relevant to this outcome, which can be 

accessed, along with further information, by following the link. 

 

The role of housing in drugs recovery: a practice compendium [CIH, 2012] 

Secure housing is a critical factor in supporting recovery. This report, from the Chartered Institute of Housing, presents a series of 

case studies which highlight local activities to assist recovery through housing support. 

 

Clean break [Homeless Link, 2008] 

A toolkit developed to assist commissioners, service providers and strategic leads for drug and housing services. It focuses on 

creating more integrated housing and care pathways for those engaging in treatment. 

 

A guide to improving practice in housing for drug users [Home Office, 2009] 

Offers an insight into the development, planning and delivery of housing and related support service for drug users. Includes new 

ways of joined up working to improve practice.  
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Improvement in mental and physical health and wellbeing 

Problematic substance use and dependence is frequently associated with harm to an individual’s mental and physical health and 

wellbeing. Even small changes to substance misuse made in the initial stages of treatment can bring linked improvements to a 

person’s overall health and wellbeing, while other health problems may require access to specific and often specialist interventions. 

Better physical and mental health are themselves an important platform for sustained recovery from substance misuse. Substance 

misuse services must be able to identify and provide, or facilitate access to, the appropriate treatment for these associated mental and 

physical health problems. 

 

Improving smoking cessation in drug and alcohol treatment [PHE, 2015] 

A briefing on PHE-supported smoking cessation pilots summarises what Turning Point did to set them up in terms of implementing 

evidence-based interventions and processes. It should be of use to other drug and alcohol services considering introducing or 

expanding smoking cessation, and to their commissioners. 

 

Turning evidence into practice: image and performance enhancing drugs [PHE, 2015] 

This briefing is drawn from published evidence, guidance, and expert consensus. It has been developed by a group of experts who 

are experienced in working with IPED users. 

 

Quality standard for drug use disorders (NICE Quality Standard 23) [NICE, 2012] 

Sets out what high-quality care should include. Contains specific quality statements directly relevant to this outcome, which can be 

accessed, along with further information, by following the link. 

 

Drug misuse and dependence: UK guidelines on clinical management [DH & devolved administrations, 2007] 

Guidance on the treatment of drug misuse in the UK. Highlights the role that treatment has in addressing the mental and physical 

health needs of drug users and improving wellbeing. Specifies the goals of treatment, the processes by which they may be achieved 

and the range of harm reduction, physical health and psychosocial interventions that can achieve them. 
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Drug misuse: psychosocial interventions (NICE clinical guideline 51) [NICE, 2007]  

Recommended psychosocial interventions for drug misuse. States that psychological interventions for co-existing common mental 

health problems are effective and should be available for people with drug problems. These interventions should be in line with the 

general NICE recommended interventions for common mental health problems. Highlights the value of brief opportunistic motivational 

interventions for clients not in formal treatment to achieve physical health improvements. 

Alcohol use disorders: diagnosis, assessment and management of harmful drinking and alcohol dependence (NICE 

Guidance 115) [NICE 2011]  

Recommended interventions for alcohol dependence and harmful drinking. States that treatment for co-existing common mental 

health problems is effective and should be available for people with alcohol problems when problems persist following treatment for 

alcohol problems. This treatment should be in line with the general NICE recommended interventions for common mental health 

problems. 

 

Alcohol-use disorders: diagnosis and clinical management of alcohol-related physical complications (NICE clinical guideline 

100) [NICE, 2010] 

Recommended interventions for key alcohol related physical health conditions including the treatment of alcohol related liver disease 

and alcohol related pancreatitis. The guidance recommends hospital (or similar) based medical treatment for those in acute alcohol 

withdrawal assessed to be at high risk of alcohol withdrawal seizures or delirium tremens.  

 

Alcohol-use disorders - preventing harmful drinking (public health guidance 24) [NICE, 2010]  

Public health guidance on preventing alcohol related physical and mental health harms. Public health guidance aims to reduce overall 

levels of alcohol consumption and therefore lower whole population risk of harm. The guidance includes three policy 

recommendations; price, availability and marketing and nine practice recommendations including: screening, structured brief advice 

and extended brief interventions. 

 

Mental health policy implementation guide: dual diagnosis good practice guide [DH, 2002] 

Substance misuse is common among people with severe mental health problems, and mental health problems are common among 

those with substance misuse problems. This guide summarises policy and good practice for providing mental health services to 

people with severe mental health problems and problematic substance misuse. 
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Dual diagnosis in mental health inpatient and day hospital settings [DH, 2006] 

Many mental health patients also have substance misuse problems, so mental health service staff need to be skilled to provide simple 

prevention and treatment interventions, assisted by drug and alcohol specialists. This guidance covers the key principles and points 

that local policies and procedures should address to achieve this. 

Our invisible addicts: first report of the older persons’ substance misuse working group of the Royal College of 

Psychiatrists [RCPsych, 2011] 

The number of older people with substance use problems is increasing rapidly. This report examines the nature and extent of 

substance misuse in older people, highlights best-practice guidance, explores training opportunities, and suggests ideas for 

developing strategies, encompassing clinical service provision and developments, training and education, research, and policy.  
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Improved relationships with family members, partners and friends 

Evidence shows that treatment is more likely to be effective, and recovery to be sustained, where families, partners and carers are 

closely involved. A whole family approach to the delivery of recovery services should be taken, and consideration should be made to 

the provision of support services for families and carers in their own right. 

NDTMS estimates one-third of the treatment population as having parental responsibility for children. Many of these families require 

significant and specialist support to help them stabilise, keep children safe, and maximise the life chances of those caught up in the 

chaos which addiction can cause. Many of these young people will take on a carer’s role. It's important that these needs are identified 

and support offered. 

 

Quality standard for drug use disorders (NICE Quality Standard 23) [NICE, 2012] 

Sets out what high-quality care should include. Contains specific quality statements directly relevant to this outcome, which can be 

accessed, along with further information, by following the link. 

 

Think family: improving the life chances of families at risk [Cabinet Office, 2008] 

Looks at the notion of ‘thinking family’ in the delivery of adult services. The document emphasises the wider needs of adults, such as 

family circumstances, and the difference this can have on their life chances and those of their family and children. 

 

Supporting and involving carers: A guide for commissioners and providers [NTA, 2008]  

Produced to improve services for families and carers, this guidance is for those involved in the planning, commissioning and delivery of 

services for families and carers, and drug treatment services. The document covers commissioning themes, developing services 

specific to families and carers, and involving families and carers in drug users’ treatment. 

 

NTA guidance for local partnerships on user and carer involvement [NTA, 2006] 

Highlights the need for and principles behind user and carer involvement, and the importance of this involvement at a regional and 

partnership level, as well as in reviewing treatment plans. 
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Real voices in volunteering: a toolkit with all the information, policy, law and resources you need on volunteering, families 

and substance use [Adfam, 2012] 

Volunteering is an important step in a recovery journey. It provides a way of gaining valuable work experience and can be a pathway 

back into paid employment – especially for those who have been unemployed for a long time or have been in prison. This toolkit 

contains information, policy, law and resources on volunteering, families and substance misuse.  
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The capacity to be an effective and caring parent 

The National Drug Treatment Monitoring System (NDTMS) estimates one-third of the treatment population as having parental 

responsibility for children. Many of these families require specialist support to help them stabilise, keep children safe, and maximise the 

life chances of those affected by substance misuse. 

It is vital that services provide effective responses for those with parental responsibilities who need treatment. This will be crucial to 

strengthening these families and protecting children from harm and damaged futures, particularly when delivered within a whole family 

approach and in collaboration with children's and adults social care. 

Parental drug use, along with poor parental mental health and domestic abuse, is a factor in around two-thirds of child protection cases 

and Serious Case Reviews. Parental involvement in the criminal justice system is also a risk factor (162,000 children have a parent in 

prison). 

 

Safeguarding: local practice examples [PHE, 2015] 

These case studies highlight approaches some areas are taking to substance misuse related child safeguarding issues. 

 

Supporting information for developing local joint protocols between drug and alcohol partnerships and children and family 

services [PHE, 2013] 

The original document, published in 2011, has been updated to reflect some key policy and publication updates. Parental drug and 

alcohol use remains an important issue and this document helps support local areas to develop joint protocols between drug and 

alcohol, and children and family services. Joint working is critical in treating adults, whilst protecting children and improving children’s 

outcomes. 

 

Working together to safeguard children: a guide to inter-agency working to safeguard and promote the welfare of children 

[HM Government, March 2013] 

This guidance covers the legislative requirements and expectations on individual services to safeguard and promote the welfare of 

children. It also provides a clear framework for Local Safeguarding Children Boards (LSCBs) to monitor the effectiveness of local 

services. 

 



Page 84 
 

Quality standard for drug use disorders (NICE Quality Standard 23) [NICE, 2012]  

Sets out what high-quality care should include. Contains specific quality statements directly relevant to this outcome, which can be 

accessed, along with further information, by following the link. 

Joint guidance on development of local protocols between drug and alcohol treatment services and local safeguarding and 

family services [DCSF, DH and NTA, Nov 2009] 

Aims to support those working in adult drug and alcohol treatment services, as well as children, parenting and family services, to 

protect the children of drug users from harm, and ensure their welfare needs are met. It provides commissioners and providers with up-

to-date information and highlights good practice. 

 

Parental substance use: through the eyes of the worker [Adfam, 2013] 

Explores what can be done to help drug agencies meet the needs of parental substance users and their children, what staff need to 

equip them with the skills and knowledge required to work with these families, and how to effectively work in partnership. 

 

Think family: improving the life chances of families at risk [Cabinet Office, 2008] 

Looks at the notion of ‘thinking family’ in the delivery of adult services. The document emphasises the wider needs of adults, such as 

family circumstances, and the difference this can have on their life chances and those of their family and children. 

SCIE report 2: working with families with alcohol, drug and mental health problems [Kearney P, Levin E and Rosen G, June 

2003] 

Focuses on the policies and practices that can promote integrated services to families and gives recommendations for improving 

practice. It is particularly concerned with effective collaboration and focusing on the family as whole.  

 

When to suspect child maltreatment (clinical guidance 89) [NICE, 2009] 

Provides a summary of clinical features associated with child maltreatment (alerting features) that may be observed by a healthcare 

professional. Its aim is to raise awareness and help those who are not specialists in child protection identify maltreatment. 

 

Antenatal care: routine care for the healthy pregnant woman [NICE, March 2008] 

Offers best practice advice on the care of healthy pregnant women. The document makes reference to drug and alcohol consumption 

and its impact on pregnancy.  
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Appendix 3 List of Relevant References 
 

The first list shows all documents reviewed to inform this report.  The key sources of guidance and evidence are highlighted. 
 
The second list shows the sources that are referenced in the current service specification together with comments regarding their 
relevance to this report and/or whether they are still current. 
 

Alcohol-use disorders: diagnosis and management of physical complications, NICE CG100, 2010 

Alcohol-use disorders: diagnosis and management: Quality Standard.  NICE QS11, 2011 

Alcohol-use disorders: diagnosis, assessment and management of harmful drinking and alcohol dependence, NICE CG115, 
2011 

Alcohol-use disorders: preventing harmful drinking, NICE Evidence Update 54, March 2014 

Alcohol-use disorders: prevention. NICE PH24, 2010 

Alcohol use disorders NICE Pathway. https://pathways.nice.org.uk/pathways/alcohol-use-disorders#node%3Anodes-screening 

BAP updated guidelines: evidence-based guidelines for the pharmacological management of substance abuse, harmful use, addiction and 
comorbidity: recommendations from BAP 

Behaviour change: general approaches, NICE PH6, 2007 

Briefing on the evidence-based drug and alcohol treatment guidance recommendations on mutual aid (PHE, 2013) 

Computer based alcohol interventions, Andrew McAuley, NHS Health Scotland, 2012. 

Drug misuse and dependence: UK guidelines on clinical management Consultation on updated draft 2016 (Dept of Health 2016) 

Drug misuse and dependence: UK guidelines on clinical management. Dept of Health 2007 
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Drug misuse in over 16s: opioid detoxification. NICE CG52, 2007 

Drug misuse in over 16s: psychosocial interventions, NICE CG51, 2007 

Drug use disorders in adults: Quality standard.  NICE QS23, 2012 

Effectiveness of motivational interviewing interventions for adolescent substance use behavior change: a meta-analytic review. Jensen 
C.D., Cushing C.C., Aylward B.S. et al. Journal of Consulting and Clinical Psychology: 2011, 79(4), p. 433–440 

Electronic Interventions for Alcohol Misuse and Alcohol Use Disorders: A Systematic Review. Ann Intern Med. Dedert EA, McDuffie JR, 

Stein R, McNiel JM, Kosinski AS, Freiermuth CE, et al. 2015;163:205-214. doi:10.7326/M15-0285 

European action plan to reduce the harmful use of alcohol 2012–2020. WHO Regional Office for Europe. WHO, 2012 

Evidence for the effectiveness and cost–effectiveness of interventions to reduce alcohol-related harm. WHO Regional Office for Europe. 

WHO, 2009 

Focus on the families http://findings.org.uk/PHP/dl.php?file=families.hot&s=eb 

Getting our priorities right: Updated good practice guidance for all agencies and practitioners working with children, young 

people and families affected by problematic alcohol and/or drug use. The Scottish Government, April 2013 

Guidance on commissioning young people’s specialist substance misuse treatment services, National Treatment Agency, 2008 

Guidance on the Management of Acute and Chronic Harms of Club Drugs and Novel Psychoactive Substances. Abdulrahim D & 

Bowden-Jones O, on behalf of the NEPTUNE Expert Group. Novel Psychoactive Treatment UK Network (NEPTUNE). London, 

2015 

Hidden Harm – Responding to the needs of children of problem drug users. ACMD, 2011 
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IAPT positive practice guide for working with people who use drugs and alcohol.  IAPT/NTA 2012 

Medications In Recovery: re-orientating drug dependence treatment (NTA, 2010) 

Methadone and buprenorphine for the management of opioid dependence. Technology appraisal guidance. NICE 2007 

Models of care for alcohol misusers.  NTA/DH, 2006 

Models of care for treatment of adult drug misusers: Update. NTA, 2006 

Nalmefene for reducing alcohol consumption in people with alcohol consumption in people with alcohol dependence, NICE TA325 (2014) 

Naltrexone for the management of opioid dependence Technology appraisal guidance, NICE TA115, 2007  

Non-medical prescribing in the management of substance misuse. PHE 2014 

PHE Alcohol Learning Resources: http://www.alcohollearningcentre.org.uk/ 

PHE Recovery Diagnostic Toolkit for Somerset, www.ndtms.net 

Practice standards for young people with substance misuse problems, Royal College of Psychiatrists Centre for Quality 

Improvement, 2012 

Progress and problems in developing outcomes focused social care services for older people in England Glendinning C et al (2008)  

Health & Social Care in the Community  16  54-63 

Psychological Interventions with Families of Alcohol Misusers: A Systematic Review. Templeton L, Velleman R & Russell C. Addiction 

Research & Theory 18(6): 616-648, 2010 

Recovery Resources,  National Treatment Agency, http://www.nta.nhs.uk/r-Evidence%20and%20Guidance7.aspx 
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Reducing Demand, Restricting Supply, Building Recovery: Supporting People to Live a Drug Free Life:  HM Government, 2010 

Review and workshop findings using the PHE Recovery Diagnostic Toolkit, Somerset Public Health July 2016 

Review of the Effectiveness of Treatment for Alcohol Problems, Duncan Raistrick, Nick Heather and Christine Godfrey, NTA November 

2006 

Routes to Recovery part 1:  ITEP Challenging and Changing the ways we think.  National Treatment Agency  

Routes to Recovery part 3:  BTEI a fresh Perspective on 'Talking Therapies'. National Treatment Agency  

Routes to Recovery: Psychosocial Interventions for Drug Misuse.  NTA, 2010 

SMART Recovery Website: http://www.smartrecovery.org.uk/ 

Substance misuse interventions for vulnerable under 25s, NICE Public health guideline PH4, 2007 

Summary of the Review of the Effectiveness of Treatment for Alcohol Problems Nick Heather, Duncan Raistrick and Christine 

Godfrey, NTA, 2006 

The 5-Step Method: Principles and practice, Copello, A, Templeton, L, Orford  J, & Velleman, R, Drugs: education, prevention and policy, 

December 2010; 17(S1): 86–99 

The Care Act and whole-family approaches. Dept of Health 2015 

The Forgotten Carers: Support for adult family members affected by a relative’s drug problems,  Copello, A and Templeton, L.  UK Drug 

Policy Commission, 2012 

The Potential of Recovery Capital, Best, D. and Laudet, A.B. (2010) RSA 
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The relationship between dual diagnosis: substance misuse and dealing with mental health issues. Ilana Crome and Pat Chambers, with 

Martin Frisher, Roger Bloor and Diane Roberts, 2009, Social Care Institute for Excellence Briefing 30 

Think Family: A literature review of whole family approaches, Social Exclusion Taskforce, 2008 

Transition from children’s to adults’ services for young people using health or social care services, NICE NG43, Feb 2016, 

nice.org.uk/guidance/ng43 

Treating drug misuse problems: evidence of effectiveness.  NTA, 2006 

UKDPC Recovery Consensus Statement:http://www.ukdpc.org.uk/publication/recovery-consensus-group/ 

Understanding and modifying the impact of parents’ substance misuse on children Richard Velleman & Lorna Templeton in Advances in 

Psychiatric Treatment (2007), vol. 13, 79–89 doi: 10.1192/apt.bp.106.002386 

What about the Children? Joint working between adult and children’s services when parents or carers have mental ill health 

and/or drug and alcohol problems. OFSTED, 2013 

 

Full list of references used in current service specification with comments. 

 

A guide to improving practice in housing for drug users [Home Office, 2009] Not covered as part of this review document 

ACMD 2003/2007 Hidden Harm – Responding to the needs of children and 

problem drug users 
Included in review 

ACMD Consideration of Naloxone (May 2012) See PH/NTA Guidance and post Oct 15 update 

Building Recovery in Communities (NTA, 2010) See web resource: http://www.nta.nhs.uk/r-



Page 90 
 

Evidence%20and%20Guidance7.aspx 

Clean break [Homeless Link, 2008] Not covered as part of this review document 

DH 2009 Signs for improvement  
 

Drug Misuse & Dependence.  UK guidelines on clinical management 2007 
Update due out.  Consultation draft for update 

published 2016 

Dept. of Health Policy Implementation Guide: Mental Health Policy: Dual 

Diagnosis Good Practice Guide 
 

Employment and recovery: a good practice guide [NTA, 2012] Not covered as part of this review document 

HAS 2001 substance of young needs 
 

Joint-working protocol between Jobcentre Plus and treatment providers [NTA, 

2010] 
Not covered as part of this review document 

Models of Care  (NTA 2006) Included in review 

Models of Care for Alcohol Misuse (Dept. of Health 2006) Included in review 

NICE CG 115 (Feb 2011) Alcohol-use disorders: diagnosis, assessment and 

management of harmful drinking and alcohol dependence 
Included in review 

NICE PH 18 Needle and Syringe Exchange Not covered as part of this review document 

NICE PH 24 Alcohol use disorders: prevent harmful drinking Included in review 
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NICE QS 23 Drug use disorders in adults: Quality standard 2012  Included in review 

NTA Routes to recovery (2009) Included in review 

Ofsted March 2013 What about the children? Joint working between adult and 

children’s services when parents have mental ill health and/or drug and 

alcohol problems 

Included in review 

Royal College of Psychiatrists Centre for Quality Improvement (June 2012) 

Practice standards for young people with substance misuse problems 
Included in review 

Screening and Intervention Programme for Sensible drinking (SIPS) 
See PH Alcohol Learning Centre website: 

http://www.alcohollearningcentre.org.uk/ 

Somerset shared care guidelines (updated 2012) Probably no longer current 

The role of housing in drugs recovery: a practice compendium [CIH, 2012] Not covered as part of this review document 

Working towards recovery: getting problem drug users into jobs [UKDPC, 

2008] 
Not covered as part of this review document 

 


