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Learning
Objectives

• Participants will gain an
understanding of the state of
play with respect to addiction
nursing roles within the UK
• Participants will learn about the
challenges facing the career
development of addiction
nurses in the UK
• Participants will learn about the
initial findings of a qualitative
study exploring the ‘voice of
the UK addiction nurse’ and
their insights on where
addiction nursing has got to

The four
countries of
the UK

The Drug
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Glance
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Most recent estimated number of high
risk opioid* users and rate per 1,000
population aged 15 to 64 in Great Britain
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How the drug treatment systems are
organized in the UK?
Commissioned by Drug
& Alcohol Coordination
Teams in Northern
Ireland

Commissioned by
Local Health Boards in
Scotland

Commissioned by
Community Safety
Partnerships in Wales

Commissioned by Local
Authorities in England

How the drug
treatment
systems are
organised in
the UK?

• Each of these commissioning bodies
receives advice and input from a number
of other organisations, including Public
Health England, the Public Health Agency
in Northern Ireland, voluntary
organisations and the police.
• Contracts to deliver drug treatment
services are often held by third-sector
organisations (i.e. registered charities).
Free at the point of access for the service
user.
• Community-based specialised drug
treatment centres are the most common
providers of substance misuse services.
Almost all clients receive treatment in an
outpatient setting, including some who
receive treatment in the community (e.g.
primary care/GP) before or after
attending a residential unit. Drug
treatment is also provided in prisons

•
.

What
treatment
is
available?

•
•
•

•
•

Community-based prescribing (e.g.
OST)
Community one-to-one and groupbased psychosocial interventions
to support recovery,
Inpatient treatment,
Day programmes and quasi- and
full-time residential drug
treatment and rehabilitation
support.
Aftercare and relapse prevention
programmes
Hepatitis B virus (HBV) vaccination,
testing for HBV, hepatitis C virus
and human immunodeficiency
virus (HIV), and access to hepatitis
and HIV treatment.

•

•

•

Opioid substitution treatment (OST)
remains the most common treatment in
the United Kingdom for opioid users and
is mainly offered through specialist
outpatient drug services, commonly in
shared care arrangements with general
practitioners.
The enabling legislation for OST is the
Misuse of Drugs Regulations 2001, and
treatment can be initiated and provided
by general practitioners, specialised
doctors and treatment centres.
Oral methadone is the most commonly
prescribed drug for OST, although
buprenorphine has also been available
since 1999. Prescribed injectable
methadone and diamorphine are also
available in England but are rarely
provided.

What we know
about
Addiction
nurses in the
UK: career
onboarding

Stepping on point….Default Reasons
Default Reasons

Positive: related to notions of
progression, for example
moving into addiction nursing
to gain promotion rather then
because of interest in the
specialty

Negative or Neutral: associated
with lack of choice, involuntary
transfer due to staff shortages,
a position becoming available,
or the work setting being closer
to home

Stepping on point….Magnetic Reasons
Magnetic Reasons

The idea of working within a
‘specialty’; prior knowledge of the
working environment during their
nurse education; the perception
that addiction nursing offered the
possibility for autonomous practice
and growth;

The client profile (particularly that
they were not ‘psychiatric
patients’) and the general
treatment philosophy and
approach to care (i.e.
multidisciplinary and multiagency).

Developmental Role Stages of
Addiction Nurses
Encounter

• Overwhelmed; Lack of specialist
knowledge and skills;
Performance anxiety; Fearfulness

Engagement

• Development of tolerance; Technical
skill acquisition (both formal and
vicariously); Ability to set boundaries

Stabilization

• Therapeutic detachment;
Validation

Competency

• Clinical competence;
Mentoring

Mastery

Clancy, Oyefeso & Ghodse, 2006

• Consultancy;
Clinical maturity;
Adaptability
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1960s: Creation
of Regional
DDUs (100-150
nurses
appointed to
posts

1980s study of
ATUs reports 259
nurses working;
move of services
into community
and emergence of
CATS; CDTS;
increase in nonstat and voluntary
sector provision

1990s focus on
harm
minimization; NXC

Consultant nurse;
non-medical
prescribing

Training for
Nurses in
Addiction

• Limited training available at
undergraduate level – tends to be
associated with Schools of Nursing
that have ‘addiction faculty’;
reference to need for this subject to
be covered in curricula but no
objective measures to ensure it is
embedded
• Range of in-house, non-credit
bearing study days; or postgraduate
(largely theory focused) courses

Changing landscape
of the last 8-10
years
•

The drug & alcohol field is:
• Performance monitored more than any
other area of health or social care
• Commissioning moved to local authorities
in 2013
• Repeated cycles of re-tendering with
diminishing budgets

•

All contribute to specialist addiction treatment
being a less attractive career option
• Job insecurity
• Re-tendering, re-structuring, TUPE……all
challenge morale, recruitment

These
changes
prompted a
discussion

• What has been the impact of
the shift from largely NHS
provision to 3rd Sector?
particularly within England
• What are implications of the
expansion of roles e.g. NMP?
• What changes to practice or
role?
• What about training and career
development opportunities?

Survey of
key
informants
2020

•

•
•

•

The sample originated from contacts of the research team
each of whom had experience in the field. The
participants were mainly from NHS (n=7) and 3rd sector
(n=3) and two were in academic roles.
In the interviews there were 7 nurses working in England,
2 in Wales, 2 in Scotland and 1 from Northern Ireland.
Ten of the interviewees completed a survey – from the
survey data 3 were in managerial roles (some of which
also undertook clinical practice), 5 were
clinicians/practitioners, 2 had teaching/academic roles.
They were mainly employed full time, and 7 out of the 10
were qualified as mental health nurses.
The number of years working as a qualified nurse ranged
from 12 to 35 years. One had recently retired within the
last few months. Number of years specialising in alcohol
or drugs ranged from 1.5 years to 30 years.

Key
Themes to
Emerge

• Role Clarity
• Prescribing
• Disinvestment in services and
the effects of recommissioning
services
• Partnerships
• Changes in client profile
• Changes in service provided and
structure
• COVID-19
• Career pathways
• Skills and training
• Forums and support

Role Clarity

The level of clarity around the nurse’s role
varied and depended on what country and what
setting nurses worked in (e.g. hospital vs
community; NHS vs third sector; University)
However role was largely still associated with
‘physical care’, detoxification; prescribing;
BBV/infectious diseases’, dispensing OST;
Less time on psychosocial interventions
Some overlap with ‘other roles’ e.g. social work;
OT; generic drug worker
Some concern expressed that the ‘holistic
nature of role had disappeared’
Strong recognition by respondents of ‘value for
money’ given degree and range of training

•
•

•

Prescribing

•

•

•

The relatively new role for nurses as non-medical
prescribers was felt to have both positive and
negative connotations.
On the positive side the ability for nurses to prescribe
was providing more flexibility and better access to
patients, which in turn reduced their level of risk. It
was seen as another string to the bow in terms of
nurse skills.
However, it was also seen as a cost cutting exercise so
that services can prescribe without using costly
medical consultants all the time.
Fears were expressed about prescribing in the 3rd
sector. Some nurses lacked confidence in the
governance, supervision and lack of back-up working
with patients presenting with complexity and risk.
One nurse said she thought there was definitely a
movement towards nurses doing more of the
prescribing but taking on the role meant you left the
more holistic nursing role behind.
In terms of further development of the prescribing
role one nurse felt that there would be a need for
more nurses who prescribe, as well as nurses getting
licensed to prescribed diamorphine for HAT (heroin
assisted treatment).

•

Disinvestment in
services and the
effects of
recommissioning
services

•
•
•

•

•

In England the reduction in funding for
services has resulted in many NHS treatment
services being recommissioned in the 3rd
sector and for less money.
Services were stripped back in terms of what
was offered and focussed on those at highest
risk i.e. heroin users.
OST was the mainstay of treatment and formal
psychosocial interventions became less
available
One interviewee described a
‘deprofessionalisation’ of services i.e. services
were taken over by the third sector with fewer
nurses and cheaper, less qualified staff were
used to deliver the service.
Considered ‘high risk strategy’ and concerns
that no sign of the government increasing
funds for substance use services any time
soon.
Concern expressed that ‘no real
evaluation/impact assessment undertaken for
move from NHS to 3rd Sector

•

Partnerships

•
•

Overall positive experience of working in
partnership
Strong support for the need for a diverse
workforce with a range of skills
Challenges remain however in terms of
sharing of information/data – particularly
between different providers e.g. NHS and
3rd sector – created practical difficulties
and at times ‘clash of cultures’ and
approaches to managing ‘risk’

Changes
in client
profile

•

Different across Countries

•

NI: rise in heroin use, IV use and younger people using drugs
generally over three decades. Throughout the ‘troubles’
extensive prescribed benzodiazepine use and more recently a
rise in dependence on gaba based medicines and novel
psychoactive drugs.
Scotland: an increasing age group using heroin long term, with
more complex comorbidities and increasing drug related deaths
in recent years, as well as people with entrenched alcohol use
presenting later at alcohol treatment services.
UK: a worsening social situation for many drug users. Drug and
alcohol users provided a microscopic view of how austerity
affects people in lower sociodemographic groups with increasing
homelessness, poor housing, unemployment and ‘grinding
poverty’.
All noted new drugs from crack cocaine in the 90’s to NPS, gaba
drugs and fentanyl and new patterns of dealing such as via the
internet or county lines and an increase in violence associated
with it.

•

•

•

•

Changes in
service
provided
and
structure

•

•

Wales: noted an increasing workload involved in safeguarding
issues associated with the county lines model of drug dealing
and associated violence. Hospital setting and co-located as
alcohol/drug specialists within a psychiatric liaison team gave
opportunity to provide better, more in depth assessments
England: slimmed down offer in terms of psychosocial
interventions offered, less contact with other health
professionals due to services no longer being delivered by NHS
providers. Where PSI was still delivered by nurses, more
structured (e.g. ITEP) and time limited due to resources. The
takeover of much of the English treatment system by the third
sector was noted with many nurse posts being deleted in the
transfer from the NHS, largely due to a matter of limited
funding rather than service need. The provision of drug and
alcohol outreach services in England has reportedly disappeared
completely. Access to treatment especially for heroin users is
quicker now, and nurses now provide more support around
harm reduction and health e.g. naloxone, undertaking work
around smoking cessation and advising on contraception.
Scotland: More positive changes in treatment services were
noted from the Scottish nurses, as the workforce was becoming
more diverse and less clinical with drug workers, peer workers
and service user volunteers being part of the support offered.
Benefits of 3rd sector treatment delivery which included more
flexible and friendly services for patients with a less medical
model, and nurses working in more diverse teams including
peer workers and volunteers, which prompted a change in
attitude around drug/alcohol misuse for some nurses, who
became less judgemental. Having peer workers in the service
was perceived to be particularly beneficial.

•
•

•

Covid19

•
•

•

•
•

Relaxing supervised consumption –
The prescription of Buvidal – long acting OST, avoided the need to take
medication every day and be supervised in a pharmacy. It was
described by one interviewee as ‘taking the handcuffs off’ for some
patients.
Outreach services in Scotland were ramped up to engage street
homeless people and get them into safe accommodation, which also
gave an opportunity to engage them in drug/alcohol treatment.
Nurses described how they had proven that people previously thought
of as hard to engage were in fact not, and that services could be
designed to be more engaging.
Training was delivered virtually, this meant a higher number of people
could be trained and resources, travel expenses etc. could be reduced.
Many inpatient units were shut or taken over for the COVID-19
response – this caused a backlog of people waiting for detoxification
and in some cases staff had to advise drinkers that the safest bet was
to carry on drinking for now, with advice on how to do so safely.
Nurses working in A&E in Northern Ireland reported a lull in patients
presenting during lockdown –As lockdown restrictions were lifted a
surge of patients were presenting, some with serious alcohol related
complaints and mental health issues that were exacerbated during
lockdown.
In community services face to face interventions were minimised or
stopped completely with a lot of interactions being undertaken via
phone or online and staff working from home.
In some places injecting equipment was posted to patients as
pharmacies were shut to ‘walk in’ trade.

•
•
•

Career
pathways

•
•

•

Posts for nurses in drug and alcohol services in England have
diminished and particularly so for more experienced nurses.
Newly qualified nurses do apply and get roles, it is difficult for
drug/alcohol services to replicate the preceptorship that nurses
get elsewhere.
Options for progress in their career were narrow, although
becoming a non-medical prescriber did offer one development
option.
No career structure, unlike in medicine, but that this was not
peculiar to working with substance misuse – it was in nursing
generally.
One commented that there are not many senior level nurses in
the 3rd sector, so even if nurses do choose to work there, they
may only see this as a temporary move. Some expressed
concern that working in 3rd sector agencies might mean nurses
could not develop and learn as well as if they were in an NHS
multi-disciplinary team.
One Scottish respondent felt more optimistically about the
options for nurses in Scotland stating that nurses were no longer
viewed as ‘handmaidens’ to the doctors and could work more
autonomously. Newly qualified nurses could work immediately
in some services in Scotland and there were examples of where
student nurses who had undertaken student placements in drug
and alcohol services had been offered jobs at grade 5 and after 6
months work, were offered an interview for a grade 6 post.

Skills and
training

• Concerns remain across the board –
little pre-qualification training, largely
learning on the job
• Courses available in 3rd sector –not
nursing specific
• No certification or clear competencies
expressed
• General agreement that specialist post
graduate training should be available
BUT Not a prerequisite for recruitment

Forums
and
support

• NMP forums
established and
perceived as
supportive and helpful.
It was suggested that a
formal forum is needed
for nurses working in
the drugs and alcohol
field which should be
linked to CPD and
career pathways.
• ? Clear role for IntNSA

•

Thoughts
on the
future

•

•

•

•

•

Going forward some felt there would be more
nurse led services in the community, with more
partnership models (NHS/3rd sector) for treatment
services and hopefully longer contracts to avoid
the repetitive tendering processes.
In England Alcohol Care Teams (ACT) in hospitals
were highlighted as a growth area to address the
increasing number of alcohol related admissions to
hospital. Nurses are required within these teams.
Other services flagged as in need of development
were to address the needs of ‘high cost, low
volume’ patients with great complexities and who
are frequent users of services especially A & E.
One interviewee flagged that perhaps a two tier
system was needed that addressed complex needs
in one intensive, highly skilled service, and less
complex patients in another.
There was a recognition that services for young
people have nearly disappeared and that children’s
mental health services often neither have the
capacity or the skills to address drug or alcohol
misuse.
The need to promote academic and research work
as a career option for nurses was also proposed.

Thoughts on
the future

• Future workforce…
safeguarding the role … how if
nurses are not working in this
sector
• How do we know we are
disappearing – if we don’t
know baseline, or capture
information….
• Lack of specialist/accredited
training… what does good
look like and how do we
measure it?
• Undergraduate/prequalifying
training (crowded curricula…
lack of trained faculty in
subject specialism –no
champions on faculty) and the
cycle begins again….

•
•
•

Next
steps…

•
•
•

•

Accreditation/certification
Standardisation of role titles
Establishment of minimum ratio of
numbers of nurses to clients in treatment
teams
Determining numbers working in the field
and setting up monitoring/surveillance
Call for changes to pre qualifying curricula
– to raise profile of addiction (future
workforce)
Recording the ‘the history of Addiction
Nursing role and impact in the UK’ and
how this compares to other countries (see
survey)
Strengthening IntNSA UK Chapter

Thank you
Questions..

