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What is ANSA and how can I support it?  
 
The Association of Nurses in Substance Abuse was formed in 
1983 as an interest group for nurses working in drug and al-
cohol services. Since then these services have undergone 
many changes and have rapidly expanded. These changes 
have raised many issues and topics for discussion by ANSA 
members.  
In the early stages of ANSA many nurses worked in unsup-
ported and isolated situations and, as a single professional 
organisation, ANSA was often the only support system avail-
able. Very few people are now isolated and the development 
of drug and alcohol services has heralded a multidisciplinary 
approach to drug and alcohol problems. ANSA has reflected 
this change by welcoming workers from other disciplines as 
associate members of the organisation.  
As a membership organisation, ANSA members elect a na-
tional coordinating committee to represent their interests and 
to ensure the smooth running of the organisation. ANSA acts 
as an advisory service to health and social care bodies and 
institutions, imparting specialist information on drug and alco-
hol related issues to the government and a number of advi-
sory committees. ANSA activities include: local one and two 
day conferences and training events, a three-day annual na-
tional conference, regular branch meetings with speakers, 
discussions and social events throughout the UK.  
 
How can I support ANSA?  
 
If you support the aims of ANSA you may wish to become a 
member. Full membership is open to trained nurses and 
nurses in training. Associate membership (which does not 
carry voting rights) is open to all disciplines and professions. 
Your membership entitles you to attend branch and annual 
general meetings, reduced fees for ANSA conferences and 
training events and subscription to the ANSA Journal and 
Journal Bulletins.  
 
For further information about ANSA activities and local 
branches contact: 
ANSA:  0870 2413503 

ansa@profbriefings.co.uk  

 

As a member of ANSA you are entitled to receive the Asso-
ciation's conference journal annually and journal bulletins as 
and when published. These publications represent the inter-
ests, thoughts, practices of our membership, and is sub-
scribed to by organisations throughout the UK and the conti-
nent.  We hope that you will benefit for it through picking up 
examples of good practice and concerns, and from an aware-
ness that hundreds of nurses around the UK are faced with 
the same problems and worries as you. However, please 
remember that ANSA is a membership organisation, and its 
journal bulletins try to represent the attitudes of those mem-
bers.   
It cannot continue to maintain its current high standards with-
out your contribution.  Here is what you can do to help sup-
port and inform your colleagues within ANSA. 

Let your local representative have any information that 
may be of interest, such as service developments, 
personal issues, membership news, e.g. new posts 
let either your local representative or editorial board 
member have any information concerning organisa-
tions, courses óDid you know?ô type facts. 

Send feature articles up to a maximum of six sides of A4 
to the editor 

Send details of any research projects that you wish to 
publicise to the editor 

Write letters about current issues to the editor. 
The editorial committee cannot guarantee to publish all items, 
and reserves the right to publish articles only under the name 

of the person submitting the piece.  Publication in the journal 
and journal bulletins does not affect the ownerôs rights to offer 
the same piece to other publications.  As a member of ANSA 
there is no charge if you wish to use this journal to advertise 
non-fee paying courses, conferences or publications.  For 
organisations we offer the following services. 
Advertising for publications  £25 (quarter-page) 
Advertising courses   £50 per year           

 (four publications) 
Mail shot or flier distribution  £20 
Other services may be available at the discretion of the edito-
rial committee.   
If you wish to discuss joining the list of firms offering sponsor-
ship (all services are free of charge to sponsors) then contact 
the editor. 
ANSA guarantees a wide readership of persons directly in-
volved in the planning and provision of services for those with 
drug and alcohol related problems and a subscription list that 
includes academic centres and a variety of European agen-
cies. 
This makes the journal an ideal vehicle for ensuring that spe-
cialist material always hits the desired target group.  We hope 
that you will take every advantage of this to the benefit of the 
membership and the specialty as a whole. 
Writing for Publication 
Why not write something for the journal bulletins? Many 
ANSA members are working with new initiatives and projects 
around the country, these are interesting to read about, and 
inform colleagues of areas of good practice.  
We often assume that others know more about topics that we 
might consider writing about and therefore we don't put pen to 
paper - but don't believe it. We want to hear from you. Issues 
that you may consider writing for publication include: 

case studies, new projects and examples of good 
practice,  

views and opinions of practice and/or policy,  

notice board issues and issues of interest in your local 

area.  

feedback from presentations, discussions, debates 

and issues raised at local ANSA branch meetings.  

Write about these issues in the bulletins and get your name in 

print. For further advice or discussion about relevant articles 

contact Kerry Webb, Editor, or one of the editorial committee 

members, who will be happy to support you.  

 

Kerry can be contacted via email: ansa@profbriefings.co.uk 

 

 

Guidelines for contributors: 

 

Articles are accepted on the understanding that they are sub-

ject to editorial revision by the editorial committee.  

 

Submissions should be typed on one side of the paper and 

double spaced. Illustrations, photographs and charts are ac-

cepted. Please indicate their approximate position in the text.  

 

References should be used sparingly and listed at the end of 

the article in either the Harvard or Vancouver system 

 

e.g.  

 

Harvard system  - references are listed in alphabetical order:  
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The 22nd National Conference Report  
 
 

ñInnovations in Joint Working: Whatôs on the Horizon?ò  
 

The Association of Nurses in Substance Abuse (ANSA) was set up in 1983 as an inter-
est group for nurses working in drug and alcohol services, ANSA acts as an advisory 
service to health and social care bodies and institutions imparting specialist information 
on drug and alcohol related issues to the government and a number of advisory com-
mittees. The aim of the ANSA conference aims to bring together nurses and allied pro-
fessionals who have an interest in substance misuse, where ideas, research and prac-
tice can be shared. 
 
The areas covered in this years conference were the role of the nurse, criminal justice, 
service user involvement, alcohol, learning disabilities and substance misuse, primary 
care, aftercare and DIP. 
 
The 22nd ANSA Conference was held at Chester College University 
20th-22nd September 2006, and had an informative and varied range of speakers and 
subjects. On the first afternoon, Mike Bell the new Clinical Team Nurse for the National 
Treatment Agency discussed the role of the nurse, Vivienne Evans from ADFAM pre-
sented the issues relating to families, Anne Lloyd and Andy Cornish from Cheshire 
DAT gave the audience many practical ideas on involving service users to inform plan-
ning. Day two had Dr Stephan Janikiewicz and Paul Hayes debating óThis House be-
lieves the criminal justice system exacerbates inequalities in healthô, followed by pres-
entations on learning disabilities and substance misuse, working with the media, and 
education. Dawn Wintle a newcomer to ANSA gave an excellent presentation on pain 
control and treatment for opiate dependant patients. Fridayôs topics covered Primary 
Care, DIP, Transplantation and Working Links. 
  
 A number of confirmed speakers for the ANSA conference gave their apologies a few 
days before the conference and offered no replacement speaker, this caused many 
problems in terms of conference organisation and disappointment to delegates who 
where hoping to hear the advertised presentations. Clare Meachin ANSA who helps 
with conference organisation was admitted to hospital prior to the conference and due 
to popular demand has agreed to present next year. 
 
            Continued over... 
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The 22nd National Conference Report (continued)  
 

 
 
Thank you for your conference feedback, the following changes will be implemented in 
time for the next ANSA conference: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Once again the Conference demonstrated that Nurses continue to have a direct and 
influential position in the challenging and changing field of substance misuse ï innova-
tions in joint working: whets on the horizon? Thank you to all the speakers including 
those who agreed to speak at short notice, participants and ANSA executive specifi-
cally the Conference Planning Committee who helped to make the ANSA conference a 
success. 
 
 If you enjoyed this years conference please tell other people, and I hope to see you at 
the 23rd ANSA Conference óDeveloping Roles and Services in Substance Misuse: Re-
sponding to Change.ô It will be held at Chester College University, 20th ï 21st Septem-
ber 2007. 
 
 
 
Sandy Mcmanus  
ANSA Conference Organiser 
2006 
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Conference Feedback  ANSA Response 

óDirections to venue poorô Clear, precise directions to be provided to confer-
ence venue. 

óLow number of participantsô ANSA is aware of the difficulties gaining funding to 
attend the ANSA conference, and will continue to 
increase awareness with relevant others. ANSA 
will increase public relations over the next year 
and this will result in increased numbers. 

óDelegates attending the conference for 
the first time feeling a little isolatedô 

Roving microphones for questions to be intro-
duced, with delegates stating names, and work-
place prior to question to increase awareness of 
participants. 
To identify first time attendees and members of the 
ANSA executive to buddy up. 

óAccommodation poor, need two pillows 
pleaseô 

2 pillows to be requested from Chester College. 

óNo more disco, keep the quiz. The ANSA conference will now take place over a 
period of two days, with conference dinner and 
quiz continuing. 

óChairs unable to read biographies of 
some speakersô 

All biographies to be obtained and typed up before 
conference. 
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CHAIRPERSONôS REPORT 2006 

 
 
Kerry Webb, the executive officer with responsibility for 
the journal and report of the annual conference kindly 
sent me a copy of Jan Annanôs report from last year in 
case I wanted to ócut & pasteô to lessen my work load! 
 
 I am relieved to say I have not ócut and pastedô but 
spending a few minutes re-reading Janôs report 
brought home to me the legacy I inherited when I 
stepped into the role of Chairman of ANSA.  
 
 I first joined ANSA in 1998; I have been active in the 
society since 2001. During that time I have had the 
privilege to meet and work many nurses who have im-
pacted on raising standards in the field of substance 
abuse. The majority are not recognised names or 
faces, they are nurses who do their job to the best of 
their ability and are a little embarrassed when some-
one invites them to share their experience at a confer-
ence. For me that is the essence of nursing. On a daily 
basis we meet and work with patients (notice the use 
of the unfashionable word ópatientô). Those who put 
themselves - or increasingly are placed, into our care 
are not interested in what papers we have published or 
what conferences we have spoken at, they are inter-
ested in how we will deliver óthe goodsô! 
 
So how do nurses ódeliver the goodsô? At this years 
conference we looked at the role of the nurse. The 
workshop was thrown together at a couple of hours 
notice following a short presentation by Mike Bell, 
nurse lead at the NTA. Yes it could/should have been 
better organised but it was a workshop and as such it 
delivered the goods! It answered a few questions and 
raised many more. Most importantly it drove home the 
point that nurses in the field of substance use are in 
danger of losing their specialist role. 
 
 How many nurses have óNurse óas part of their title on 
their name badge? Have you considered that óNurseô is 
a legally defined title? Can you imagine a Doctor work-
ing in any service not having óDrô somewhere on his 
badge? The title óNurseô is legally recognised and 
should be worn loud and proud. It was interesting at 
the National Executive Meeting following the confer-
ence to see how many members had nursing qualifica-
tion on business cards (I was guilty of the sin of omis-
sion but that has been righted). So then that concludes 
a few brief paragraphs on my mission for the next two 
years, raising the flag for nurses, expect to read more 
in the near future. 
 
A few other thoughts for the year to come, well for the 
first time in several years the majority membership of 
the National Executive Committee has moved outside 
London. Two members remain in London (Stephane 
Ibanez de Benito and Sue Piddington). Three in York-
shire (Simon Greasley, Sandy McManus and myself).  

 
One in the North West (Matthew Beverly-Stone 
(actually nearer Wales), one in the Central Midlands 
(Kerry Webb) and one in Cornwall (Clare Meachin). I 
will not wax lyrical with the roles of those named 
above, to find out more go to our newly launched web 
site www.ansauk.org or www.ansa.uk.net I am de-
lighted to tell you that the site has been redesigned for 
us by Bodytronix and will continue to grow as the shop 
window for ANSA. 
 
I started this document with a reference to the legacy 
of ANSA. Twenty some years ago a group of nurses 
met together to join forces. They had a common bond 
in that they worked in the same field, but in isolation, 
often the only nurse in a multidisciplinary team (in the 
late 1970s and early 80s multidisciplinary working was 
a radical process). Since that time we have seen the 
development of the Community Drug Teams, NTA, 
CJIP, DIP, RCGPWsi . . . I have seen PRAT but cant 
remember what it stands for!  
 
 I have followed threads on internet news groups about 
the benefits of integrated team working (and who leads 
the team). The development of service users groups 
and the suggestion that qualifications are not needed. 
Seriously though, the circle is now complete. I speak to 
nurses who were part of teams but now find they are 
the only nurse in their team, once again nurses find 
themselves working in isolation.  
 
At the conference this year I was challenged ñwhat is 
the role of ANSA?ò The answer is short and simple; we 
are the Association of Nurses in Substance Abuse! 
Our title may not be fashionable (abuse)! We could 
spend a year debating the need to change but the real-
ity is that if the membership wants to change the name 
they can at the AGM. We have more important things 
to look at in the coming twelve months - Non medical 
(nurse) prescribing, NICE guidelines and technology 
appraisals (specific to substance abuse will be pub-
lished in 2007), Clinical Guidelines, driving forward the 
Hepatitis and BBV agenda and so on. What is the role 
of ANSA? It is making sure that Nurses have input to 
the above, Nurses are involved in directing and devel-
oping change, Nurses do more than act on directed 
change! 
 
The challenge to the executive in the coming year is to 
make sure the voice of the membership is heard, I 
challenge the membership to use the executive as its 
voice. Perhaps the real legacy of the past twenty three 
years is that ANSA has a voice in the ócorridors of 
powerô, as we take hold of the legacy, it is our respon-
sibility to ensure that the voice does not become a 
whisper.  
 
Malcolm Carr  
Chair of ANSA 
2006 
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                                       Wednesday 20 th  September  

 
                         12.00  Registration and Lunch  
 
                         13.00  Welcome and introduction from the Chair  
                             Malcolm Carr, Vice-Chair, ANSA 

 
                         13.15         The role of the nurse in substance misuse  
                                         Mike Bell, Clinical Team Nurse, National Treatment Agency 
 
                         14.00  Involving service users to inform planning  

   Anne Lloyd, Joint Commissioning Manager, Cheshire DAT 
  Andy Cornish, Service User and Carer Participation  
  Development Worker, Cheshire DAT 

 
     14.45  Tea 
 
           15.15  Alcohol services: The peninsula perspective  

                                         Dr Jonathan Mitchell, Consultant Hepatologist, Plymouth NHS Trust 

 
           16.00  Families and drugs: What are the issues and is  
                                 there enough support?  
                   Vivienne Evans, Chief Executive, ADFAM 
 
           16.30  Closing remarks  
                    Malcolm Carr, Vice-Chair, ANSA 
 
           16.45  Annual General Meeting  
 
           19.30  Conference Dinner  
 
           21.00  Quiz  

 

 

 

 

  ANSA  
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NTA

More treatment, better treatment, fairer treatment
1

The role of the Nurse in

substance misuse

Mike Bell.

Clinical Nurse, NTA

NTA

More treatment, better treatment, fairer treatment
1

¸ The role of the nurse

¸ The role of the nurse in substance  

misuse:

ÅWhere have we been?

ÅWhere are we now?

ÅWhere are we going?

NTA

More treatment, better treatment, fairer treatment
1

The role of the nurse 

ïRCN definition

NTA

More treatment, better treatment, fairer treatment
1

A particular mode

of intervention A particular domain

A particular value base

The use of clinical judgement in the 

provision of care to enable people to

improve, maintain or recover health,

to cope with health problems, and to

achieve the best possible quality of

life, whatever their disease or

disability, until death.

A particular focus
A commitment to

partnership

A particular purpose

NTA

More treatment, better treatment, fairer treatment
1

¸ The role of the nurse ïMike Bell definition:

- Nurses are hands on

- Nurses assess individual need and 

harness individual strengths

- Nurses work within identifiable domains.

- Nurses work in teams

- Nurses are accountable for their own 

actions
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NTA

More treatment, better treatment, fairer treatment
1

¸ Some personal reflections on 

the pitfalls of  óholisticism ô

NTA

More treatment, better treatment, fairer treatment
1

¸ Nurses in substance misuse

Where have we been?

NTA

More treatment, better treatment, fairer treatment
1

¸ óI solemnly declare that I have seen or 

known of fatal accidents, such as suicides 

in delirium tremens, bleedings to death, 

dying patients dragged out of bed by 

drunken medical staff corps men and 

many other things less patent and 

striking, which would not have happened 

in London Civil Hospitals nursed by 

women.ô

NTA

More treatment, better treatment, fairer treatment
1

¸ Where are we now?

NTA

More treatment, better treatment, fairer treatment
1

¸ Scottish effective interventions unit study, 2004.

Nurses have:

- key role as gatekeepers to services

- key role in assessment and care planning

- key role in partnership to meet holistic need                  

- key understanding of the needs of poly -drug                                                            
users

- important role in clinical decision making

NTA

More treatment, better treatment, fairer treatment
1

¸ What does the orange book (Clinical 
guidelines) say?

óNurses work in many different settings and 
have many different approachesé. Their 
skills and techniques range from 
assessment of drug misusers, counselling, 
carrying out other treatment  procedures, to 
health education and teaching. Their clinical 
and treatment role in drug misuse is as 
varied as it is essentialô.



11 

Association of Nurses in Substance Abuse (ANSA) Conference Journal  

 

NTA

More treatment, better treatment, fairer treatment
1

¸ The changing workforce

NTA

More treatment, better treatment, fairer treatment
1

¸ The NTA workforce figures show :

Jan ïMar 04      Jan ïMar 05       Oct 05 ïMar 06

Nurses   1661                     1879                        1465

Criminal Justice   958                       1293               1533

Total workforce    13487                   14750                14575

NTA

More treatment, better treatment, fairer treatment
1

¸ Should nurses be worried by this?

- too early to say, data is not accurate 
enough and its only a recent trend

- If it is a consequence of the changing 
and expanding workforce, it is an 
unintended one (by the NTA) and will be 
monitored

NTA

More treatment, better treatment, fairer treatment
1

¸ Where are we going?

NTA

More treatment, better treatment, fairer treatment
1

¸ What does the Models of Care 

Update have to say about 

nursing?

NTA

More treatment, better treatment, fairer treatment
1

¸ Nurses professional structure
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NTA

More treatment, better treatment, fairer treatment
1

¸ Nurses will continue to form the 

backbone of the ókeyworker ô role: 

óTheir studied, tried and tested and 

hands on approach is ideally suited to 

meeting client needs, especially in the 

more intensive, tier three/four 

interventions.ô

NTA

More treatment, better treatment, fairer treatment
1

¸ óNurses will continue to play a 

vital role in care planning, since it 

is integral to their training.ô

NTA

More treatment, better treatment, fairer treatment
1

¸ Nurses play an essential part in 

the delivery of effective 

prescribing. In the future this is 

likely to include prescribing itself, 

as well as assessment, 

administration and monitoring

NTA

More treatment, better treatment, fairer treatment
1

¸ Nurses career structure 

means they can expect to 

continue to play a key role in 

service management

NTA

More treatment, better treatment, fairer treatment
1

¸ Nurses specialisms are ideally 
suited to meeting the needs of 
substance misusers in, for 
example Mental Health (Dual 
Diagnosis), Midwifery, Health 
Visiting and A&E

NTA

More treatment, better treatment, fairer treatment
1

¸ The MOC update emphasizes the 

need for a óreinvigoration of harm 

reduction in all tiers of drug 

treatmentô and with particular 

regard for BBVs, immunisations, 

and wound care
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NTA

More treatment, better treatment, fairer treatment
1

¸ In order to achieve this, it 
specifically states that nurses 
should at least provide 
supervision for harm 
minimisation and ideally be 
based in services

NTA

More treatment, better treatment, fairer treatment
1

¸ Summary

- Nurses have played a vital role in helping   

people with substance misuse problems 

and will continue to do so

- Nurses can expect change

- There is explicit demand for them to   

continue, and to expand their involvement 

from the NTA

NTA

More treatment, better treatment, fairer treatment
1

¸ Discussion points

NTA

More treatment, better treatment, fairer treatment
1

- How can nurses in substance misuse get 
more organized, more cohesive and have 
more of a voice?

- What will nurses do to make sure clients 
receive all they have to offer with regard to 
harm minimization?

- Are nurses ready to implement dynamic 
collaborative care plans which constantly 
challenge?

- Are nurses flexible enough to adapt to 
changing need?
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Involving Service Users in 

Service Planning and Delivery

Anne Lloyd

Joint Commissioning Manager

Cheshire DAT

1

Why?

ÅSection 11 of the Health and Social Care Act 
2001

ïplanning and development of services

ÅInvolvement with an aim to have : 

ïstrengthened accountability to all stakeholders

ïservices that genuinely respond to the needs of 
users and carers

ïa sense of ownership and trust
1

Understanding the Service 

users perspective

Ålearn more about the users experiences of the 
treatment 

Ådevelop and encourage closer relationships 
between staff and users

Åimprove the quality of the care provision

Åidentify ways of meeting users needs more 
appropriately and effectively

Åbe able to use information provided by users 
and carers to help providers make 
improvements

Åmake sure changes make sense to those that 
are affected by them.

1

When?

ÅNot just when a  major change is proposed

- but in on-going planning

ÅNot just considering proposals

ïbut in developing the proposals

ÅIn decisions that will affect operations

ïwhy services need to change

ïwhat they want from services

ïmaking the best use of resources, é.
1

Where and How?

ÅNational 
ïservice users on NTA board

ïservice user surveys

ïservice users consulted on national 

policies/guidance

ÅRegional
ïservice users regional forum
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1

Locally

ÅLocal level
ïservice user groups ï4 across county

ïone to one interviews 

ïservice users on interview panels

ïservice user management forum 

ïRepresentation on all key planning groups ïDAAT, 
Joint Commissioning Groups, Shared Care 
Monitoring Groups, Consultative Groups

ïPilot ñMaking Itò group 

1

How do we involve more service 

users in planning?

ÅProvide appropriate training and support

ïConfidence building

ïAttending meetings

ïBeing on interview panels

ïAttending national conferencesé

1

Information and feedback

ÅNeed to keep users informed about services

ÅNeed for effective complaints procedures

ÅNeed to link with existing feedback from service 

providers and organisations, PALs, PPI task 

force

ÅNeed to demonstrate views have been heard 

and let users know responses

1

Challenges

and Solutions
ÅFinding appropriate venues and times

ÅInitial suspicion and resistance
by users
and provider services

ÅProvision of incentives and rewards

1

THE PROCESS
Visit services to

consult with and

Inform service users

Make note of

service user

comments

Assign comments

a number and 

source location

to anonymous

comments

Management

group Rep seeks

response from

source location

manager 

report comments

to management

group via e-mail

Comments and

responses

discussed

at management

meeting (quarterly) 

Management group

Rep provides

service response

by e-mail

Service 

user

Client comments

and service

responses 

displayed at

relevant

service locations

Recommendations

made to the

appropriate

planning group
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Example 1

Client comment:

I think itõs wrong that I can only reduce 
my script by 5mls at a time. Iõll end up 
taking methadone for years at this rate.

Service response:

Orange Guidelines recommend a maximum reduction of 

10mgs every 2 weeks.  Reductions are client led. They 

are negotiated in the best interests of a client for positive 

outcomes, in line with best practice guidelines. 1

Example 2

Client comment

The service is very slow  - on clinic days and I 
spend far too much time waiting around in the 
waiting room (45 mins so far).

Service response

Å Clients are often kept waiting because scripts are still being signed

Å Action ïmove appointment slots by 15 mins including the first 

appointment at 9.15.

Å Ask Dr **** to start clinic at 8.45 (to sign scripts earlier).

Å When Dr **** is available on Tuesday PM ask him to sign scripts.

Å Many clients come on Wednesday AM despite being given appointments 

on Thursday to avoid pressure.  Some staff have already explored

phoning to remind clients but this has made no difference.

Å Service will continue to try to avoid clients coming ójust to collect a 

prescriptionô.

1

Example 3 (residential unit)

Client comment
Iõm having a respite from crack and heroin. I expected to do 
more stuff here than we have done, like relapse prevention and 
other group work. Iõm here for another 7 days so Iõm using my 
time here to stay off the crack but my methadone script 
remains the same as Iõm not ready to cut down yet. I think there
should be more structure to this place and more things to fill t he 
day as Iõve been bored senseless.

Service response
Along with the group sessions the overall structure has recently been 

under review. A new care plan has been put in place and all therapies, 

group sessions, one to ones and outings are now being recorded in one 

place. Some service users simply do not wish to participate stating that 

they want to be óleft aloneô. The staff team continue to encourage people 

to discuss any issues during one to one sessions in the hope that they 

can be resolved as quickly as possible.
1

Example 4 (good news)

Client comment

Iõve finally had my DRR lifted now which is 
great as I did have 8 months of it to go but 
because Iõm drug free, and havenõt missed 
an appointment it has been lifted and itõs 
great

Service response

Well done on the end of your DRR which was completed 

early for good progress. A real achievement 

1

Example of service user 

involvement in planning 

Involvement

Service users participated in consultations with regards to 
accessibility of, and funding for residential rehabilitation in order 
to inform the development of future service provision

Process

Service users invited senior manager from Social Services to 
attend a meeting to raise awareness of the issues faced trying to 
access residential rehabilitation

Task and finish group established to resolve issues

Action plan presented to Joint Commissioning Group

Extra funding approved through Joint Commissioning Group

Social worker provision now co-located and embedded within 
Community Drug Teams across Cheshire
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Alcohol
A Hepatologists Perspective

Dr Jonathan Mitchell 

Consultant Hepatologist

Derriford Hospital

Plymouth

Alcoholic Hepatitis Variceal Haemorrhage

A growing problem in the UK
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Changing demographics

Changing demographics

ÅNo longer a disease of the elderly

ÅIncreasing in young people (esp. women)

ÅAccounts for 7% of deaths among men 

aged 15-44 years and 6% for women. This 

has tripled since the early 1980s. 

ÅDecreasing almost everywhere in Europe: 

except UK

Why the change?

ÅThe British Drinking Culture?

ÅRegional variations: Scotland by far the 

worst

ÅAlcohol advertising

ÅIncreasing strength of drinks

ÅLicensing laws?......probably little effect.

Inpatients and Alcohol

ÅAn increasing problem!

ÅAdnission for alcohol withdrawal
2001: 76, 2003: 136, 2006: ???

ÅOne day snapshot, January 2006: 80 
inpatients as a result of alcohol

ÅProbably gross underestimates

ÅPoorly identified, poorly managed

ÅExpensive, dangerous, prolonged stays, 
recidivism

The Secondary Care Environment

HOME

A & E GP

Other SpecialtiesAcute Medicine

Hepatology
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The Hepatology Work-load
Inpatients

Alcohol

Non-Alcohol

The Hepatology Work-load
Outpatients

Alcohol

Non-Alcohol

Snapshot Day

19th September 2006

Å26 year old with end stage severe liver disease

Å49 year old with severe encephalopathy awaiting 

transplant

Å41 year old with first presentation of severe 

alcoholic hepatitis

Å51 year old abstinent with recent TIPSS insertion

Å62 year old with end stage liver disease and 

malnutrition

Å39 year old frequent attender with withdrawal fits

What can we do?

ÅCrisis management

ïDiagnosis and 

optimisation

ïDecompensated liver 

disease

ïBleeding varices

ïAlcoholic hepatitis

ïTransplant 

assessment

ÅInpatient detox

ïEffective

ïEstablished protocol

ïLinks with community

ïCapacity issues

ïRisk management

No Symptoms

Social issues

Trauma

Fits

Alcoholic liver 

disease

Different presentations will require 

a different approach

Recognition and brief intervention

In primary care/Community

Recognition and brief intervention

In secondary care

Recognition not a problem

Intervention usually requires

Specialist support

S Ryder et al.

Primary care Social Services

Alcohol  services

Medical services

The Hospital and the Community
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Working together, working apart

ÅGood community alcohol services

ÅGood hepatology Service

ÅLots of interest in the issues

ÅNo link between medical and alcohol 

services 

ÅLack of physical input to psychiatric 

services

ÅDoing the same thing differently

Primary care Social Services

Alcohol  services

Medical services

The Hospital and the Community

An Alcohol Services Group

ÅCommunity alcohol services

ÅHepatologists, clinical nurse specialists, 
emergency physicians

ÅPsychiatric services

ÅHealth service management

ïLobbying of MPs

ïHighlighting problems in media campaigns

ïDeveloping cogent strategies and forging links

Identifying the problem drinker

ÅHow often do you ask?

ÅHow often do you question the answer?

ÅHow often is the problem drinker signposted as 
such?

ÅHow often is early intervention initiated?

ÅWhat is a problem drinker?

ÅHow many units are in 
a. A bottle of white wine?
b. A pint of 5% lager?

c. A bottle of ñalcopopò?

Why is identification Important?

ÅEarly intervention works!

ÅReduces hospital admissions

ÅChannels patients to appropriate services

ÅIdentification of associated health 

problemsééNOT just liver disease

ÅAnticipation and early treatment of 

inpatient alcohol withdrawal
0
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Medical admissions for detoxification

Nursing team in post

S Ryder et al.
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Impact on Primary Care Attendance
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Number of consultations in primary care in

4 months pre and post intervention.  

Data for 127 patients

Seen in 8 months

S Ryder et al.

Alcohol Withdrawal
Potential for disaster

ÅProlonged hospital stay

ÅDanger to suffererédelirium tremens has 

a mortality!

ÅDanger to other patients

ÅDanger to staff

ÅAll avoidable if recognised and treated 

early and fully

Anecdotes

ÅA patient with severe alcohol withdrawal 
set his bed on fire on a medical ward

ÅA patient with severe unrecognised 
alcohol withdrawal left the ward and 
entered theatre in the middle of a heart op

ÅA patient repeatedly tried to smash a 9th

floor window with a fire extinguisher

ÅA nurse had her finger broken by a patient 
in severe withdrawal

Alcohol Withdrawal

ÅOften gradual onset

ÅMaximal 48-72 hours after last drink

ÅConfusion is a very late feature

ÅPhysical symptoms dominate

ÅSymptoms may mimic other conditions 

therefore may be inappropriately treated

ÅAlcohol withdrawal protocol allows 

stratification of symptoms

Alcohol Withdrawal Protocol

 
 

 
 
 
 

  
 
 
 
 
 
 
 

 
 

 
 
 
 
 
 
 

 

Is the patient suffering 
from or  at risk of suffering 

from alcohol withdrawal 
syndrome? 

How severe are the patientôs 
symptoms? Score according to 

CIWA(R) scale  (overleaf) 

Do not 
use this 

protocol 

Does the 
patient have 
significant 
liver disease 
or respiratory 
compromise? 

Reassess 
in 4 hours 

Prescribe 
Lorazepam 1-

2mg orally 

Prescribe 
Diazepam 10-

20mg orally 

Reassess 
1 hour 

 

Ó10 Ò10 

Yes 

Y

e
s 

N

e
s 

No 
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The CIWA(R) Score
Clinical Institute Withdrawal Assessment

Anxiety Tremor Sweats

Nausea

Haemo-

dynamics
Headache

Visual 

Disturbance

Tactile 

Disturbance

Auditory 

Disturbance

Key Points

ÅNurse in quiet environment, low light etc.

ÅReassurance rather than confrontation

ÅDiazepam 10-20mg or lorazepam 1-2mg 

in patients with advanced liver disease, 

respiratory disease or elderly

ÅHourly reassessment 

ÅUse the protocol!

Other key Points

ÅInvolve alcohol services including 

psychiatry

ÅIs there underlying psychiatric illness?

ÅContact numbers available from 

hepatology nurses and psychiatric team

ÅNever discharge with benzodiazepines

Conclusions and key points

ÅAlcohol related diseases are increasing 

rapidly

ÅPrevention is better than cure

ÅCommunication between hospital and 

community services

ÅProtection of and investment in services



23 

 

 

 

 

 

                                       Thursday 21 st  September  
 
    Morning  

 
                  09.00  Introduction from the Chair  

  Paul Stoneman, Joint Commissioner Adult Drug Treatment, Brent PCT 
 
             09.05   Community reinforcement approach: Behavioural treatment  
   for addictions  

   Ian Davidson, Chair, ANSA Scotland and Charge Nurse,  
   Alcohol Problems Service, West Lothian 
 
       09.45  Debate:  ñThis House believes the criminal justice system 
       exacerbates inequalities in healthò 
   For the motion:  Dr Stephan Janikiewicz, Clinical Director, Wirral Drug Services 
   Against the motion:  Paul Hayes, Chief Executive, National Treatment Agency 

            Chair: Robyn Doran, Director of Substance Misuse Services,  
 Central and North West London Mental Health NHS Trust 

 
       10.45  Coffee  
 
                  11.30  The challenges of learning disabilities and substance misuse  
   Dennis Barnes, Clinical Nurse Specialist, Derbyshire Mental Health Trust 
   Gill Baker, Senior Nurse, Derbyshire Mental Health Trust  
 
                  12.15  Putting your head above the parapet: The highs and lows of the  
    media presenting nursing care in substance misuse  
    Malcolm Carr, Clinical Director, Detox 5 
 
        13.00  Lunch  
 
        14.00  Introduction from the Chair  
   Stephane Ibanez de Benito, Research and Development Officer,  
   ANSA and Service Development Manager/Clinical Lead, Brent Teaching Hospital 
 
                 14.05   Linking primary and secondary care: Providing guidelines for  
    pain control and treatment for opiate dependant patients  
   Dawn Wintle, Acute Pain Sister, East Somerset NHS Trust  
 
   
  

 

  ANSA  

Association of Nurses in Substance Abuse (ANSA) Conference Journal  
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Community Reinforcement Approach 

for

Addictions

Ian Davidson

Alcohol Problems Service

St Johnôs Hospital

Livingston 

New Mexico

Å2nd poorest state in USA

ïñThank God for Mississippiò

ÅTreatment expensive

ÅImproving regulation for therapists

ÅSo lots and lots of AA meetings

ÅLow use of evidence based treatments

ÅLimited detoxfacilities

Community Reinforcement Approach

The Community Reinforcement Approach (CRA) 
(Azrin et al., 1982), focuses on changing the 
individual's social environment by developing 
rewarding employment, leisure activities and 
relationships that do not involve alcohol. Partners, 
family and friends are viewed as crucial 
collaborators in the treatment process and their 
roles may include supervising disulfiram, being 
partners in marital counselling, active agents in re-
socialisation and reinforcement programmes, and 
anticipating relapse or other problems.

BF Skinner

ÅCRA is based on 

Operant Conditioning

Nathan Azrin , PhD 

Å received his PhD from Harvard in 1956 as a student of 
B. F. Skinner. His early work was in laboratory 
experiments with animals and humans to define the 
initial principles of operant conditioning. Subsequently 
his work has had the single -minded focus of developing 
novel and validated treatments for applied, clinical and 
common human problems after his early laboratory 
studies of positive and negative reinforcement and 
animal aggression. His applied innovations have 
included: the initial development of the ñToken 
Economy òwith T. Ayllon ; the development of effective 
training procedures for independent self care for the 
ñuntrainable òmentally retarded; the Community -
Reinforcement method of alcohol and drug addiction; 
the Habit -Reversal treatment for tics, 
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Bob Meyers

ÅOne of the original 

CRA Therapists

ÅAssociate Professor at 

CASAA UNM

HTBS HTA

Behavioural Self-Control Training, 

Motivational Enhancement Therapy,

Marital/Family Therapy and Coping/Social 

Skills Training are clinically and cost-

effective psychosocial interventions and are 

recommended treatment options for the 

prevention of relapse in alcohol 

dependence.

HTBS CAUTION

Although Marital/Family Therapy has shown a 
beneficial effect it should be recognised that this 
approach is only usually feasible in those with 
relatives willing to invest substantial effort in the 
treatment and with the consent of the patient. 
Thus, it is an option for treatment of only some 
patients. An exception to this is the Community 
Reinforcement Approach, which has been shown 
to be effective when a contractual element with 
non-family members has been tested.

MONEY MONEY MONEY MONEY MONEY MONEY

The results show that the four psychosocial therapies (Coping/Social 

Skills Training, Behavioural Self-Control Training, Motivational 

Enhancement Therapy and Marital/Family Therapy) each produce net

savings of around £1600 per incremental abstinent patient. This means 

that adopting the intervention saves the NHS Scotland £1600 per 

additional abstinent patient. These savings arise because the improved 

abstinence rate results in a lower incidence of diseases, thereby saving 

inpatient hospital stays and other disease-related costs. Further societal 

savings will also be realised, thereby further increasing the cost 

effectiveness of the therapies.

The Community Reinforcement 

Approach. A Guideline developed for the 

Behavioral

Health Recovery Management project . 

Robert J. Meyers and Daniel D. Squires 

www.bhrm.org/guideline s/CRAmanual.pdf

CRA Elements

ÅFunctional Analysis 

ÅSobriety Sampling

ÅDisulfiram Use with a Monitor 

ÅTreatment Planning

ÅBehavioral Skills Training 

ÅJob Skills Social and Recreational Counselling

ÅMarital Therapy

ÅRelapse Prevention involving early warning
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Functional Analysis 

ÅTriggers to drinking

ïWho what where thinking feeling

ÅDrinking Behaviour

ïShort term positives and longer term negatives

ÅTriggers to Non-drinking behaviours

ïWho what where thinking feeling

ÅNon-drinking behaviours

ïShort term negatives and longer term positives

Sobriety Sampling

ÅYou can always start drinking again if 

you want after the experiment

Treatment Plan

ÅWhat can I help you with

ÅHappiness Scales

ÅGoals of treatment form

Behavioural Skills Training 

Communication training

Problem Solving

Drink refusal skills

Managing negative thinking

Job Skills Social and 

Recreational Counselling

The original job clubs

Job finding skills

Dry social club

Sampling

CRA Marital Therapy Elements

ÅSetting positive expectations

ÅMarriage happiness scale

ÅPerfect marriage form

ÅDaily reminder to be nice

ÅThe basics of positive communication skills

ÅPractising requests with the perfect marriage 
form

ÅEnhancing requests with new skills

ÅThe role of the listener

ÅThe art of negotiation
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Relapse Prevention

Functional analysis

Early warning

Based on operant reinforcement 

Developement of new procedures that rearranged 
community reinforcers such as the job, family and 
social relations of the alcoholic such that drinking 
produced a time-out from a high density of 
reinforcement. 

CRA group drank less, worked more, spent more 
time with their families and out of institutions than did 
a matched control group. 

A COMMUNITY-REINFORCEMENT APPROACH

TO ALCOHOLISM*

GEORGE M. HUNT and N. H. AZRIN 1973

CRA clinical trialsCRA clinical trials

ÁÁHunt & Hunt & AzrinAzrin 73 (inpatient alcoholics)ó 7 3  ( i n p a t i e n t  a l c o h o l i c s )

ï job finding counselingjob finding counseling

ï behavioral/marital behavioral/marital txtx

ï social/leisure counselingsocial/leisure counseling

ï reinforcerreinforcer access counselingaccess counseling

ï social clubsocial club

ï home visitshome visits

ï total 50 hrs per clienttotal 50 hrs per client

CRA: New & Improved

Disulfiram

w/compliance protocol

problem prevention 

rehearsal

buddy system

early warning mood 

monitoring

Average 30 contact hrs

some group tx

~70% as aftercare 

home visits

Results 1973

0

20

40

60

80

Drink Days Jobless Days Days away

from family

Institution Separated/Div

Traditional CRA
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1982 CRA Azrin et al.

43 outpatient alcoholics

3 groups

traditional tx only

traditional tx + disulfiram

compliance

CRA only

Increased use of Positive 

reinforcement

sobriety sampling

immed. Disulfiram

drink refusal training

+/- functional Analysis

Averaged 5 tx sessions 

job club 

phone contacts

Results of 1982 study

6 month follow up

Disulfiram only group % days abs 74% 

CRA + % days abs  97%

Traditional group %  day abs    45%

CRA new & improved: Results

0

10

20

30

40

50

60

70

Drink Days Jobless Days Days away from

family

Institution

Traditional CRA

Homeless alcohol-dependent individuals were 

randomly assigned to receive either Community 

Reinforcement Approach (CRA) or the standard 

treatment (STD) at a large day shelter. Ninety-one 

men and 15 women participated. CRA participants 

significantly outperformed STD group members on 

drinking measures. Both conditions showed 

marked improvement in employment and housing 

stability.

The community reinforcement approach with 

homeless alcohol-dependent individuals.

Smith et al 1998

Community reinforcement approach in the treatment of 

opiate addicts

Abbott et al 1998

CRA -V- standard counselling in methadone 
maintenance.

RCT

N=180

6-month follow-up, the two CRA groups were 
combined for analyses. Weekly urinalysis drug 
screens and Addiction Severity Index (ASI) scores 
at intake and 6 months were compared. 

CRA significantly better than the standard group
consecutive opiate-negative urinalysis (3 weeks)

6-month ASI drug composite score. 
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Community reinforcement therapy for 

cocaine-dependent outpatients

Higgins et al 2003
RCT CRA+ vouchers versus vouchers only dependant on urines 

N=100 cocaine-dependent outpatients  

All patients earned incentives in the form of vouchers exchangeable for 
retail items contingent on cocaine-free urinalysis results during 
treatment weeks 1 to 12. 

Incentives were combined with a 24-week course of CRA therapy 

Patient drug use and psychosocial functioning were assessed at intake 
and every 3 months for 2 years after treatment entry. 

Patients treated with CRA + vouchers had better treatment retaintion, 
used cocaine and got drunk less often. 

Patients treated with CRA + vouchers also reported more days of paid 
employment, less depression, and fewer hospital nights and legal
problems during follow-up. 

A systematic review of the effectiveness of the community 

reinforcement

approach in alcohol, cocaine and opioid addiction

Roozen et al 2004

The search yielded 11 studies of mainly high methodological 

quality. 

Strong evidence that CRA is more effective than usual care

Strong evidence that CRA with incentives  is more effective with 

regard to cocaine abstinence. 

Some evidence that CRA with incentives  is more effective in an

opioid detoxification program.

There is limited evidence that CRA is more effective in a 

methadone maintenance program.

Strong evidence that CRA with abstinence-contingent 

incentives  is more effective than CRA (non-contingent 

incentives) treatment aimed at cocaine abstinence.

The Cannabis Youth Treatment (CYT) Study:

Main findings from two randomized trials

Dennis et al 2004

ÅOverall, the clinical outcomes were very similar 

across sites and conditions; however, after controlling 

for initial severity, the most cost-effective 

interventions were MET/CBT5 and MET/CBT12 in 

Trial 1 and ACRA and MET/CBT5 in Trial 2.

Advice Versus Extended Treatment for

Alcoholism: a controlled study

Chick et al 1988

One hundred and fifty-two attenders at an 
alcohol problems clinic were randomly 
allocated to one session of advice or 
extended in or outpatient treatment. Two 
years later, the group who were offered 
extended treatment were functioning better, 
in that over the year prior to the 
independently conducted follow-up interview 
they had accumulated less harm from their 
drinking than those only treated briefly. 
Abstinence was not, however, more common 
in patients offered extended treatment. 

NIAAA COMBINE

Combined Behavioural Intervention

20 sessions

Enhances reinforcement and social 

support for abstinence

Incorporates MET

Involves family throughout

Treatment Plan

Social skills training

Effectiveness of treatment for alcohol problems: 

findings of the

randomised UK alcohol treatment trial (UKATT)
UKATT Research Team 2005

Pragmatic RCT of SBNT v MET

Seven sites Birmingham, Cardiff & 

Leeds

742 clients seen at 3 & 12 months

SBNT as effective as MET

£1 on treatment saves £5 for public 

services
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Why isn t CRA used?

Cost?

Not twelve step?

Not known about?

Not enough evidence?

Funny name?
Community Reinforcement Approach Programme

Ahead of its time?

Moralising attitudes to rewarding addicts

Community Reinforcement & 

Family Training
Part of the Community Reinforcement Approach
Originated by Sisson, Arzin & Hunt in Illinosis
Developed by Bob Myers, Jane Ellen Smith & Bill Miller in 

New Mexico

Helps family members and get drinkers to treatment 
5 Clinical Trials with drug and alcohol problems 
Kirby KC, et al.  (1999) Community reinforcement training for family and significant others of drug abusers: a unilateral 

intervention to increase treatment entry of drug users., Drug Alcohol Depend, 56(1):85-96.

Meyers RJ, et al. (2002) A randomized trial of two methods for engaging treatment-refusing drug users through 
concerned significant others., J Consult Clin Psychol,  70(5):1182-5.

Meyers RJ, et al. (1998) Community reinforcement and family training (CRAFT): engaging unmotivated drug users in 
treatment. J SubstAbuse, 10(3):291-308. 

Miller WR, et al. (1999) Engaging the unmotivated in treatment for alcohol problems: a comparison of three 
strategies for intervention through family members., J Consult Clin Psychol, 67(5):688-97 

Sisson RW, Azrin NH (1986) Family-member involvement to initiate and promote treatment of problem drinkers. Journal 
of BehaviorTherapy and Experimental Psychiatry, 17(1):15-21

Elements of CRAFT

Building Rapport & Trust

Precautions Against Domestic 

Two functional analyses

Drinkerôs triggers for drinking and the consequences
Drinkerôs triggers for nonusing, pro-social behaviour and its 

consequences. 

Communication training

Use of positive reinforcement 

Use of negative consequences 

Teaching the Partner how to rewards themselves 

Getting the drinker into treatment

Manuals

CRAFT self help manual 

Get Your Loved One Sober: Alternatives 
to Nagging, Pleading, and Threatening

Robert Meyers Hazelden 2004

CRAFT Therapist Manual (Autumn 2004)

Robert Myers & Jane Ellen Smith

A randomised controlled trial 

examining the impact of the 

community reinforcement approach 

and motivational enhancement therapy 

on cohabiting concerned significant 

others involved in the treatment of 

alcohol problems.
Ian Davidson, Jonathan Chick, Eunice Reed, 

Alcohol Problems Service, Lothian NHS PCO

Robert Rush, Centre for Integrated Healthcare 

Research, Queen Margaret University College 

Purpose

ÅThis study will allow us to decide 

whether the additional effort that CRA 

requires can be offset by improvements 

in the well-being of the CSO involved in 

the treatment beyond that which might 

be expected to result from the reduction 

in drinking achieved using the briefer 

MET.      
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Design

ÅThis RCT aims to recruitment 48 

couples of patients and CSO from 

amongst all new referrals to the Alcohol 

Problems Service in West Lothian

ÅFollow up at end of treatment 13 weeks

Eligibility Criteria

Åalcohol dependence (ICD- 10),

Åat least two days of heavy drinking in 

the previous 90, 

Åthe patient and CSO cohabiting

Åinformed consent. 

Treatments

ÅBoth treatments will delivered by the 

principle investigator over 12 weeks,

ÅMET (4 sessions, 1 with CSO) using the 

manual developed for Project MATCH 

(Miller et 1995)

ÅCRA (12 sessions, all with CSO) using 

Meyers & Smith (1995). 

Main Outcome Measures

ÅThe main measures will be collected before 

and after treatment by self-completion 

questionnaires from the CSO. 

ïthe Symptom Rating Test  

Å(Kellner & Shefield 1973)

ïFamily Member Impact Questionnaire 

ïThe Coping Questionnaire, 

ïHopefulnessïHopelessness Questionnaire 

Å(Orford 2005)

Data Collection

ÅFollow-up interviews with CSO will be divided 

between other APS team members who are 

blind to the treatment allocation. 

ÅThe principle investigator will conduct the 

initial and follow-up interviews with patients. 

These interviews will be similar to those 

routinely conducted by the service except for 

adding the chosen measures used in the trial, 

Form 90 and ARPQ.

Analysis

ÅIntention-to-treat analysis

Åsecondary analysis to maximise 
contrast between treatments, couples 
completing at least three treatment 
sessions will be entered. 

ÅWe are assuming a standardised 
difference of 0.7 between groups 

ÅThe trial is scheduled to report in 2007.
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NTA

More treatment, better treatment, fairer treatment
1

ñThis house believes that COERCING 

TREATMENT FOR DRUG MISUSERS 

through the Criminal Justice System 

exacerbates inequalities in healthò

Paul Hayes

NTA

Chief Executive

NTA

More treatment, better treatment, fairer treatment
1

Principle

Pragmatism

NTA

More treatment, better treatment, fairer treatment
1

NTA ïAgenda for Change 

Care System 12x

School Exclusion 25x

Unemployed 14x

Poor Mental Health 14x

Disability 2x

Smoking 3x

Homeless 33x

HIV 15x

Hep C 20x

Health Need

NTA

More treatment, better treatment, fairer treatment
1

Drug Treatment Need

DIP 50,000

Prison 75,000

Probation 80,000

NTA

More treatment, better treatment, fairer treatment
1

Grip

Coercion

Choice

Sanctions

Sentence Plus/Sentence Minus
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NTA

More treatment, better treatment, fairer treatment
1

Treatment Engagement

Pre DIP 1 in 5

Post DIP 4 in 5

NTA

More treatment, better treatment, fairer treatment
1

Impact

¸ Improved health

¸ Fewer early deaths

¸ Into treatment earlier

¸ Identical outcomes

NTA

More treatment, better treatment, fairer treatment
1

Funding Rationale

Individual Health £100m 30,000
in treatment

Public Health £120m 40,000

in treatment

Criminal Justice £500m 130,000

in treatment

NTA

More treatment, better treatment, fairer treatment
1

Spend

Offenders 200m

Non-offenders 550m

NTA

More treatment, better treatment, fairer treatment
1

Sentencing to Treatment

Results in:

7̧5,000 non-offenders accessing treatment

¸Wait of 2½ weeks not 2½ months

¸Over ¾ of service users retained 12 weeks

¸Greater satisfaction from service users

¸More use of community sentences

¸Reduced crime

NTA

More treatment, better treatment, fairer treatment
1

Vote YES for:

Less treatment

Worse treatment

Exclusion from treatment
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The challenges of Learning 

Disabilities and SubstanceMisuse

Gill Baker

Senior Nurse

Learning Disability Services

Dennis Barnes 

Clinical Nurse Specialist

Substance Misuse Services

The Challenge

People with a Learning Disability are 

often excluded from Drug and 

Alcohol Services, as the service 

believes they have little to offer or 

perceive their service as being 

inappropriate.

Manthorpe (1997)

Clarke and Wilson (1999)

Present Service Response

ÅAll referrals directed to The Elms

ÅJoint initial assessment completed by Dennis and 

Gill

ÅJoint treatment plan devised with service user and 

carer if appropriate

ÅTreatment plan jointly monitored by Learning 

Disability and Drug / Alcohol Services or 

individually, dependant on complexity of need

Service Response

Person with a learning disability

using alcohol and/or drugs

Referred to

substance misuse

services

Not identified as

having a problem

Referred to

learning disability

services

Sent written 

appointment

Probable DNA x 2

Seen by L.D. professional

Not trained in drug/alcohol use

Varied interventions

CLOSED
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Care Pathway

Self Management

Referral

Learning Disability        Drug / Alcohol Services

Detection / Screening

Specialised Assessment

Treatment Process

Care co-ordination (shared care)

Long-term Treatment                 Exit Planning

After care          Support          Onward referral

Relapse

Out of system

Barriers

ÅIdentification of problems

ÅAppropriate service ?

ÅAppropriate treatment / intervention ?

ÅWho to provide intervention ?

ïL.D. services

ïSubstance misuse services

ïShared Care

ÅFuture Services

Barriers cont.

ÅDifferent terminology used by different services

ÅWhat is meant by óharmfulô substance misuse ?

ÅWhat is meant by óLearning Disabilityô

ÅPrejudice / stigma attached to learning disability

ÅDifferent levels of motivation to change

ÅDifferent treatment needs

Barrierscont.

ÅDrug and alcohol workers rarely receive any 

training on working with people with a learning 

disability.  This may make their assessments and 

interventions inappropriate to meet the needs of 

this population.

ÅThe emphasis on effecting positive life changes in 

treatment may be difficult for people with a 

learning disability who often have problems with 

making or effecting choices.

Barriers Cont.

ÅExisting treatment models need to be significantly 
adapted in view of their emphasis for treatment 
being on the individualôs insight.

ÅPeople with a learning disability may lack the 
skills to cope with group-based therapies, which 
are often used within treatment.

ÅThere is poor integration between learning 
disability services and mainstream substance 
misuse services.  This makes it difficult for 
professional to work in collaboration.

Å Campbell (1994)

Defining Learning Disability

Currently defined by 3 criteria

1. Significant impairment of intellectual functioning  ( IQ < 
70 )

2. Significant impairment of adaptive functioning in at least 
2 areas:
Communication
Personal Care
Social Skills
Interpersonal Skills

3. Childhood onset ( before 18 )
British Psychological Society 2001
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Impairment of adaptive / social 

functioning.
Recommended by British Psychological Society

ÅThe individual requires assistance to provide for 

his/her own survival, (eating and drinking needs 

and to keep himself/herself clean, warm and 

clothed) and/or assistance with his/her 

social/community adaptation (eg social problem 

solving and social reasoning).  The degree of 

assistance required may vary in terms of intensity 

(eg physical or verbal prompting) and frequency 

(eg daily or less often than daily)

Possible indicators of a Learning Disability

ÅNot giving a personal history in a chronological 
order.

ÅConfusion about times of appointment.

ÅDifficulty in processing information quickly.

ÅDifficulty in following instructions.

ÅNot being able to cope with more than one task at 
a time.

ÅDifficulty in understanding abstract concepts, eg 
time, directions, distance.

ÅFamily history of learning disability.

Possible indicators of a L.D.cont.

ÅSocial network of people with learning disability.

ÅPoor planning and sequencing abilities.

ÅEducational history of attendance at special 
school, or mainstream school with extra learning 
support.

ÅContact with learning disability services in the 
past.

ÅAvoiding situations where a learning disability 
might become obvious.

ÅRepetition of phrases in conversation without 
expanding content.

Case Study

Å 43yr old female with a Learning Disability, alcohol and poly-drug user

Å Sexually abused as child

Å I/V use and shared equipment

Å Rx. Methadone reduction programme, none for 2 days, therefore withdrawing

Å 9 children, all with ex-partner. (able to have supervised access)

Å Homeless after leaving partner who was assaulting her. He was also a drug 
user.

Å History of prostitution

Å No money

Å Living out of a skip

Å Physically unwell

Å Some family support

Å Not registered with GP

Case Studycont.

ÅFollowing assessment & interventions
ïNot using illicit drugs, no injecting

ïNot on Methadone ïown choice

ïAlcohol well controlled

ïLiving independently

ïCompleted sexual health screening

ïRegistered with GP

ïRegular health screening and compliant with appointments, 

ï Improvements in physical health / psychological health

ïDomiciliary stability / improvement

ïDiagnosis Hep C +ve ; but attending out-patient treatment

The Future

ÅWho?

ÅWhat?

ÅWhy?

ÅWhere?

ÅWhen?
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Who?

ÅBoth Learning Disability and Substance 

Misuse Services

What ?

ÅTo provide a service that is ójoint workingô

ïSupervision

ïTraining

ïJoint clinical work

ÅAssessments

ÅTreatment plans

ÅService developments

ÅHome visits

Why ?

ÅResearch suggests that learning disability and drug 

and alcohol services are both highly specialised 

but they need to work jointly to deliver services 

for people with a learning disability who have 

problems with drugs and/or alcohol

Manthorpe 1997

Clarke and Wilson 1999

Leedham 2002

Inglis 2002

Where ?

ÅNationally
ïDOH & NTA

ÅLocal
ïJoint work with local services

ïHome visits

Recommendations

1. The development of a national steering group in 
collaboration with DOH and NTA to explore 
how future services are developed to respond to 
the needs of people with a Learning Disability 
who also misuse drugs and alcohol

2. To hold a second national conference building 
on previous years success

3. To encourage you to contact your local 
Learning Disability Services to establish links 
and start joint working
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Highs & Lows of the Media 

Presenting Nursing Care In 

Substance Misuse

Malcolm Carr

Director of Clinical Services
AS SEEN ON TV

Smokers face ban at home if nurse calls

The Observer Sunday February 5, 2006

Hundreds of thousands of smokers will be banned from lighting up in their own 

homes when nurses or other health workers visit them, under controversial new 

rules drawn up by the nurses' professional body. 

The move dramatically widens the scope of the public clampdown on passive 

smoking - taking it from the workplace or the pub into the living room. It will 

trigger fresh debate over the nature of personal freedom versus public health.

Nurses won't turn their backs on smokers
The Observer Sunday February 12, 2006

Your piece on smoking in the home (News, last week) misrepresented the Royal 

College of Nursing's view on the subject of patient-smoking.

The Press
Soap Operas

ÅCasualty

ÅHolby City

ÅNurses 

ÅNot forgetting THE ARCHERS

All have run story lines about 

Drink/Drugs/Tobacco

Documentary's

ÅCasualty

ÅHolby City

ÅNurses 

And you thought it was sad when I listed 

them as soap operas - The public believe 

what they See, Hear & Want to!

So what's next . . .

Time Line

ÅMay 05 ïCall from researcher

ÅJuly 05 ïVisit to Channel 4 óEducationô

ÅNov 05 ïChannel 4 óScienceô also interested

ÅNov 05 ïSite visit by Firefly (production company)

ÅDec 13 2005 (10.00am)ïMeeting with 

production team (Steam Train Warning)

ÅDec 13 2005 (11.45am)- Channel 4 confirm start 

date! (Steam train had left the station)
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It begins

ÅConfirming Ethical approval

ÅDiscussion with HCC

ÅDiscussion with local PCT

ÅDiscussion with MNC

ÅIdentifying Service user profile

ÅIdentifying Service users

ÅIdentifying Staff

ÅLiaising with neighbours

It continues . . .

ÅConsent issues (pre TV assessment, disclosure of 
information, treatment)

ÅRecruiting service users within profile

ÅHCC (need to register temporary unit as fit for purpose)

ÅBuilding issues (design change/heating/utilities etc)

ÅHCC (dedicated policy & procedure for temporary unit)

ÅLogistics (Food Hygiene, Medicines Act Compliance, Control of 
Infection etc, etc,etc)

ÅRisk assessments for everything you can 
think of & many you cant!

It began . . .


