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Introduction
Substance use treatment services in England are, it appears, facing a crisis. Recent reports by
both the Advisory Council on the Misuse of Drugs and the Recovery Partnership have pointed to
a range of problems, which threaten to push services ‘beyond the tipping point’. These include
swingeing cuts in funding, rapid re-tendering cycles, loss of qualified staff and lack of political
support.1
In an era of general and ongoing squeezing
of public sector finances, there is the real
danger that alcohol treatment services could
come to be viewed as non-essential: that their
critical role in helping to address the array of
wider social problems associated with alcohol
misuse could be overlooked. The evidence is
clear: well-resourced and skilfully delivered
alcohol treatment can play a decisive role in
reducing alcohol harms.2 According to Public
Health England (PHE) estimates, every £1
invested in effective alcohol treatment brings
a social return of £3.3 Viewing treatment
services as inessential, therefore, risks both
creating a false economy and damaging the
lives of countless individuals, families
and communities.
Alcohol is the most widely misused drug, and
the effects of dependency are as devastating
as for any illicit substance. The need for
treatment is enormous, but the proportion
of people who are actually accessing services
remain small. PHE estimates that around
595,000 people in England alone are in need
of specialist alcohol treatment. Around
200,000 children live in a household with a
dependent carer.4 However, in 2016-7 just
80,454 people received treatment for alcohol

(with a further 28,242 receiving treatment
for alcohol alongside another non-opiate
substance). This represents only about 20%
of those in need. More worryingly, and unlike
the figure for drug treatment, this number
has fallen by 12% in the last three years.5 This
suggests there may be acute problems facing
alcohol treatment, in addition to those faced
by the substance misuse sector at large.
This report sets out the findings from a
national survey of stakeholders involved
in, and using, alcohol treatment services in
England. It identifies a range of challenges:
some common to substance use treatment
more broadly, but others particular to alcohol.
It highlights the urgent need for action to
ensure that treatment services do not enter a
vicious cycle of disinvestment, staff depletion,
and reduced capacity. This report aims to
focus attention on this issue and offer useful
recommendations to save alcohol treatment
services and improve the lives of hundreds of
thousands of people.
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Methods
Between June and July 2017, stakeholders were invited to complete an online survey. The
invitation was sent via the mailing list of the Alcohol Concern Consultancy and Training Unit,
and recipients were invited to notify interested colleagues. 154 completed responses were
received, representing individuals from an array of professional backgrounds as well as service
users. In addition to closed question answers, over 1,200 open comments were submitted.
A further 40 telephone interviews were carried out by Mike Ward, a Senior Consultant at
Alcohol Concern. Interviewees were sampled to represent a range of stakeholders.
Survey and interview results were analysed and thematically coded by staff at Alcohol Research
UK and Alcohol Concern. Survey design and analysis was aided by the generous support of an
external steering group (see Annex 1).
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The report focused only on services in England, and only on those that are commissioned by
local authorities through the Public Health Grant. This represents only a partial picture of the
treatment landscape. The results inevitably reflect the views of those who opted to respond.
In interpreting the results, we have sought not to draw conclusions that go beyond those
contained in the survey and interview data. However, the breadth of the responses, and the
alignment of our findings with those of previous comparable studies, suggests that what we
present is a robust picture of experiences in alcohol treatment services today.

Background
In 2016 there were 7,327 deaths directly due to alcohol in England. These include deaths due
to conditions such as alcoholic liver disease or alcohol-induced pancreatitis, which are usually
associated with heavy drinking.6 Over the last forty years, UK liver disease rates have increased
by around 250% - during which time they have fallen across much of the developed world.7
At a conservative estimate, about 1.4% of the population are dependent on alcohol and in
need of specialist support.8 However, around 80% of dependent drinkers are not in contact
with services.9
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Furthermore, this varies geographically with many of the most deprived areas facing the highest
levels of need, most acute gaps in provision, and poorest treatment outcomes.
Successful (6-month) treatment outcomes by upper tier local authority
Significance level compared with England
Significantly higher than England - 99.8% level

(29)

Significantly higher than England - 95% level

(10)

Not significantly different from England

(66)

Significantly lower than England - 95% level

(12)

Significantly lower than England - 99.8% level

(32)

No Data

(3)

Alcohol-specific hospital admission by CCG area
Source: Public Health England 10
Significance level compared with England
Significantly higher than England - 99.8% level
Significantly higher than England - 95% level
Not significantly different from England
Significantly lower than England - 95% level
Significantly lower than England - 99.8% level

(81)
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(20)
(7)
(95)
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Since 2013, commissioning for alcohol
treatment in England has been overseen by
local authority Public Health teams, with
support from Public Health England. Funding
is provided through a ring-fenced local
authority public health grant, although drug
and alcohol services are not protected within
this larger fund.
However, from 2020, the public health ringfence will be removed, and services will be
funded through local business rate retention.
This poses an additional risk to those areas
of high need in which business rate income
may be among the lowest. There are already
enormous health inequalities in alcohol harm.
Without the introduction of radical policies to
address this, the shift to business rate funding
seems likely to make these inequalities even
more devastating. In 2007, the Centre for
Social Justice proposed the introduction of a
‘treatment tax’ on alcohol to fund services.11 In
the current climate, it is time to consider this
radical policy to prevent the emergence of a
postcode lottery in which the poorest, more
so than ever, are the hardest hit.
In 2016 total expenditure on alcohol, despite
slight increases in the previous years,
remained less than half that spent on drugs
– a discrepancy reflected in the description
by a number of our respondents of alcohol
treatment as a ‘Cinderella’ service.12
Furthermore, King’s Fund analysis suggests
that not only have recent increases stalled,
but that they were concentrated in alcohol
prevention programmes, and masked an
estimated 14% reduction in expenditure on
treatment from 2016-17.13
Unfortunately, assessing the precise scale
of cuts is made more difficult because local
authority data returns lack detail and are not
always accurate: a problem also noted by the
Advisory Council on the Misuse of Drugs.14
Again, given the very wide variations at the
local level – and the impact of this on wider
social inequalities – it is essential that more
effective systems are put in place to monitor
actual expenditure, and to map it against
local need.
Given the relationship between harmful
alcohol use and a range of wider social
problems, and the cost-savings known to
accrue from treatment, reducing provision is
a false economy.15 Addressing this can both
improve lives and reduce the real and the

social costs that are currently created when
people fall through the net.
Since the publication of the Alcohol Harm
Reduction Strategy for England in 2004,
successive Government publications have
set out the need for effective alcohol
treatment. The Government’s Alcohol
Strategy (2012) stated:
It is vital that we provide effective treatment
and recovery...Increasing effective
treatment for dependent drinkers will offer
the most immediate opportunity to reduce
alcohol related admissions and to reduce
NHS costs.16
The 2017 Drug Strategy also recognises
the importance of alcohol treatment and
calls for ‘joined-up action on alcohol and
drugs’.17 However, effective and wellintegrated services require more than just
encouragement: they need investment,
effective commissioning systems and a
well-trained, motivated workforce. Alcohol
treatment also needs the focus and
integration with wider prevention that can
only come from a National Alcohol Strategy,
which would consider the full range of
approaches to alcohol harm reduction and
would locate treatment in that context.
In setting out some of the key challenges, this
report will help develop the focus needed to
improve services which play a vital role
across society.
Recommendation 1:
The Government develops and implements
a National Alcohol Strategy that affirms
the critical role alcohol treatment plays in
reducing social harms and that outlines how
treatment services fit within a broader suite
of interventions to reduce alcohol harm.
Recommendation 2:
The Government urgently introduce new
financial arrangements to plug the gap
in treatment funding and reduce health
inequalities arising from local funding
structures. In doing so, they should consider
the introduction of ‘treatment tax’: a small
increase in alcohol duties earmarked to
ensure that all local areas can meet their
treatment needs.
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Findings
Funding and capacity of services
Lack of funding was, by far, the threat to service provision most commonly cited by our
survey respondents. Only 12% of respondents felt resources were sufficient in their area, and
comments revealed widespread frustration at the impact of lost funding on staff numbers,
treatment capacity and workforce morale. Cuts of between 10% and 58% were reported, with
knock-on effects for a range of critical services. Respondents talked of an ‘assault on funding’
(clinical specialist), ‘phenomenal’ workloads (service user), and ‘paring back to a skeleton
service’ (treatment provider).
Impact on service availability
Reduced funding was seen as having an especially acute impact on particular types of service.
Only 55% felt there was sufficient availability of community detoxification. The situation was
worse for inpatient detoxification (45%) and residential rehabilitation (40%). In comments,
respondents repeatedly said there was simply no money, especially for rehab services.

In your area, is there
sufficient access to:
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Community detoxiﬁcation

Yes

Inpatient detoxiﬁcation

No

Residential rehabilitation

Don’t Know
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There were also concerns about the availability of community services, especially to
individuals living in rural areas. Where service provision is consolidated into a single centre,
it often creates difficulties for people who either lack transport or, because of complex needs,
may miss appointments.
Difficulty in accessing services is, in some cases, severe and can have significant impacts:
I attended an appointment with a client who needed support and asked for help. The
appointment was cancelled when we arrived, as the person doing the assessment had sought
alternative employment. No apology [was given] ... I travelled 70+ miles to take the client
to the appointment to ensure he attended. The client who consumes 45 units per day was
devastated and immediately went and bought more alcohol. (Children’s services provider)
Impact on community outreach
Community outreach plays a crucial role in supporting individuals with some of the most
complex needs. However, it is expensive and potentially time-consuming. While 61% of
respondents reported that there was outreach work in their area, a third went on to say
the provision was limited or inadequate. This was clearly an area of work which, despite its
importance (and the fact that it can contribute to significant savings in the long run), was
becoming increasingly difficult to provide as cuts continued to bite.
Impact on delivery
59% of our respondents felt that aspects of services in their area had worsened in the last three
years, with particular threats to community detox and residential rehabilitation facilities.
There was a mixed picture for waiting times. While 18% reported waiting times of less than a
week, the majority were longer, with 17% over four weeks.

30%
25%
20%
15%
10%

Over 4 weeks

3-4 weeks

0%

1-2 weeks

5%

4-7 days

How long is the typical wait
time in your area?

0-3 days
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For some of the more complex clients, especially, delays between referral and accessing
treatment were viewed as critical – often leading to lost opportunities to help people who had
been identified as needing support.
Reductions in capacity have also led to a move away from one-to-one interventions to group
work. Although group-based interventions can be powerful and effective, they should be driven
by appropriateness to client needs, rather than by economic necessity. If access to one-toone support is lost where needed, then this will impact negatively on clients for whom it is a
necessary element of their treatment.
Recommendation 3:
The Government ensures that substance use treatment is a prescribed local public health
activity and that systems are established to address potential inequalities in capacity following
the transfer to business rate funding.
Recommendation 4:
The Ministry of Housing, Communities and Local Government work with Public Health England
to establish effective systems for transparently monitoring the scale of ongoing investment.
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Commissioning processes
Our findings presented a mixed picture regarding the quality of local commissioning for alcohol
services.

Is the commissioning of
alcohol services working well
in your area?

Yes

No

Don’t know

Only 41% of respondents said they felt commissioning was working well in their area, despite
commissioners forming a significant proportion of our sample.18 Two key problems were
identified: the speed of re-tendering cycles and the level of commissioning expertise.
Re-tendering cycles
We estimate that 44 out of 152 alcohol treatment services – about one third of the total – were
recommissioned in 2017 alone.19 Previous analyses have shown even higher recommissioning
rates of up to 57% in recent years.20 67% of respondents to our survey had seen their local
treatment systems re-tendered in the last three years, and 26% had seen them re-tendered in
the last year. 63% of respondents had seen a new local provider as a result of the tender.
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When were alcohol
treatment services in your
area last tendered?
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In their report on commissioning, the ACMD found that 62% of surveyed commissioners
reported that re-commissioning was having a negative impact up to six months after new
contracts had started, with almost a quarter still reporting negative impacts after two years.21
The experiences of our respondents were similar, with many reporting that short contract
periods were disruptive and damaging to service delivery.
The commissioning process destabilises services. Staff become very uncertain. They are at risk
of losing staff. (Treatment provider)
We need to stand still and reflect – a moratorium on this cyclical procurement. Look at the
evidence base and ask whether what we have done has improved the quality of treatment.
(Commissioner)
Government rightly calls for evidence-based interventions, yet no evidence exists that regular
competitive tendering is delivering better, or even more cost-effective, services. As one
interviewee observed: ‘No correlation exists between cheaper services and better outcomes.’22
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Of course, any Government may choose
to prioritise the reduction of costs over
the improvement of outcomes. However,
that does not appear to be a stated policy
objective of this Government. While current
commissioning systems have created an array
of problems, we recognise that the solution
will not be as simple as calling for longer
cycles or returning to previous ways of doing
things. Nevertheless, the consensus among
our survey respondents and interviewees is
that the current system is not working as it
should and needs to be reviewed.

If we are not careful we can see alcohol
diluted in the wider public health agenda.
It is the perfect storm of the public health
agenda alongside the local authority
austerity agenda. (Commissioner)

Recommendation 5:

Portfolios are being widened. The big issue
is expertise – you need some knowledge
and experience to develop and commission
services. (Service provider)

An independent review of the commissioning
of alcohol services is undertaken to ensure
it delivers the safest, most effective and best
value services.
Commissioning expertise
Moving responsibility for commissioning
alcohol treatment into local authority Public
Health was viewed as a positive development
by some of our respondents. Local authorities
have oversight for community safety, domestic
abuse, licensing, anti-social behaviour,
housing, and social care – all areas that
impact upon problematic alcohol use. Clearly
there are benefits from integrating this with
oversight of alcohol interventions.23
A review of commissioning in 2014 highlighted
a widespread recognition of the need to
better integrate alcohol treatment with
other services, such as housing and criminal
justice.24 This was partly driven by a desire for
efficiency, but also a recognition that alcohol
problems can drive or exacerbate other social
problems, and vice versa.
The move towards placing responsibility
for alcohol misuse into public health teams
has, however, created some unintended
consequences. Combined with a reduction
in commissioning capacity, many of our
respondents reported that it had led to a
dilution of expertise, with commissioners
specialising in general public health rather
than substance use treatment.25

The specialist commissioners are
disappearing, and they are becoming more
generic across the country. (Housing charity
worker)
We are now more public health
professionals rather than alcohol specialists.
(Commissioner)

As services across the board face cuts, it is
inevitable that the size of local commissioning
teams will shrink. While this may be an
unfortunate consequence of austerity, it
should not result in a draining of expertise
away from treatment commissioning
altogether. Treatment services play a vital role
in any community, and it is as important that
they are commissioned well as that they have
adequate funding. Steps are being made to
support commissioners with improved data
services.26 However, the clear message from
our research is that more needs to be done to
promote the specialist skills needed to carry
out the full roles of quality commissioning.
Recommendation 6:
Local authorities must ensure that those
staff members who are responsible for
commissioning substance use services have
the required level of in-depth skills, expertise
and knowledge to commission these services
well.
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Merger of drug and alcohol services
The merging of drug and alcohol services has become standard practice in many areas. Indeed,
only one participant area reported that the two services were still delivered separately. There
are good reasons for merging drug and alcohol services: as a number of participants noted,
there is a degree of crossover in terms of treatment as well as use. Merging services not only
allows for efficiencies, it highlights the fact that alcohol is a drug of dependence as much as an
illicit substance.
Nevertheless, merging services was viewed
by many respondents as creating a number
of critical, unintended consequences. In
particular, many felt that the co-location
of drug and alcohol services could deter
alcohol users, especially older drinkers, from
attending.
I think it has been negative for older people
who are reluctant to change, to engage in
drug service waiting rooms. The waiting
rooms can be intimidating. (Nurse)
A number of respondents used the phrase
‘Cinderella service’ to describe alcohol
treatment in relation to drug services. For
some, the merger represented an opportunity
to increase the proportion of funding that
went into alcohol services, thereby addressing
a long-standing skew in funding which meant
the large majority of money went towards
substances which, in overall numbers, were
used by far fewer people. However, others
expressed concern that the merger would
only exacerbate alcohol’s ‘Cinderella’ status:
diluting the particular skills and approaches
appropriate to alcohol treatment, while
making the service less attractive to those
clients who felt, for whatever reason, that
they did not belong in an environment that
was geared towards supporting people
dependent on illicit drugs.
The impact of merging services on the
experiences of alcohol-only clients has not
been tested robustly. However, it is plausible

that it has contributed to the marked fall in
the number of ‘alcohol-only’ clients accessing
treatment in the last few years. If so, then this
is a serious issue which needs to be reviewed,
and for commissioning policy needs to be
developed in ways that ensure the trend is
reversed.
Recommendation 7:
Public Health England should carry out a
review into the reasons behind the recent
decline in alcohol-only treatment access,
consider whether the merger of services is a
significant factor, and take appropriate action
if it is.
Drinkers with complex needs
The problem of how to support dependent
drinkers who also experience mental health
problems is one that has dogged treatment
provision for years. Despite guidance and
support from NICE, PHE and other key
agencies, recent evidence confirms that
people with some of the most severe needs
continue to fall through the gaps.27
This problem emerged clearly in our research.
Only one third of participants felt there was
sufficient provision for people with cooccurring alcohol and mental health issues in
their area.
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Are there appropriate care
pathways for people with
both a mental health and an
alcohol problem?

Yes

Despite years of effort to develop better
guidance, some of the most vulnerable people
continue to be cast adrift.
[The Community Mental Health Trust]
allegedly have a zero-tolerance approach to
alcohol abusers. (Service provider)
Clients are consistently told they need to
resolve the drinking before being able to
access mental health services. (Service
provider)
Clients still get passed from one service to
another. (Nurse)
However, the problem is larger than just
the failure of mental health and treatment
services to effectively coordinate their
activity – critical as this is.28 Inadequacies in
community outreach, especially the kind of
‘assertive outreach’ that targets the most

No

Don’t know

vulnerable, also means people with complex
needs are often left abandoned. Participants
pointed to problems in housing provision,
which meant that homelessness was not
tackled – something which, in many cases,
creates an enormous barrier to recovery.
Some also reported that GPs struggled to deal
with complex or chaotic clients effectively:
one service user commented that GPs ‘looked
down their nose’ at very problematic drinkers.
Our survey responses also highlighted a
clear training gap in regard to workers (such
as probation or ambulance services) who
encounter ‘high impact, high need’ drinkers,
but do not have the specialist skills to deal
with them. 84% of our respondents felt better
training was needed for ‘non-specialist’
workers, in order to promote a more
joined-up approach to dealing with this
particular group.
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Recommendation 8:
Local authorities must ensure that staff from non-specialist services are well trained in how to
work with heavy drinking and alcohol dependent clients.
Recommendation 9:
Better guidance must be developed to support the effective implementation of solutions to
problems around the relationship between alcohol misuse and mental health.
Outreach services
Referral issues were highlighted as a particular problem when trying to support people who
have complex needs. In many cases, the gap between referral and engagement with alcohol
treatment was the critical stage at which complex clients were lost. It is not enough to simply
identify an individual as needing treatment and pointing that person to a service; the challenge
is to positively engage those individuals, reach out to them, and actively support them right
through the alcohol treatment process.
61% of our respondents reported that there were outreach services of some kind in their
community. However, of those who did report outreach was available, 39% said the provision
was inadequate or had recently been reduced.

Is there outreach to engage
and work with dependent
drinkers in home or
community settings?

Yes

No

Don’t know
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The most complex and chaotic drinkers are small in number in any given community, but they
often create a disproportionate cost to that community. Because they fall through the gaps,
they will often frequently attend A&E departments, be picked up by ambulances, or be arrested.
I tried to get support for a chronic alcoholic and was told he was known to the alcohol service
but did not engage last time and due to this there seemed to be a reluctance to offer support
again. (Social worker)
People have to attend fixed appointments and induction groups before being able to access
treatment – this is unrealistic for people who are less motivated or have complex needs.
(Clinician)
The alcohol field needs to turn current addictions model upside down and concentrate on the
people who do not engage with services. (Commissioner)
As initiatives such as Blue Light and Making Every Adult Matter have shown, patient
wraparound support for these individuals not only improves their lives but also the wellbeing of
the wider community – and with savings that far outweigh the costs.29 Our research, however,
suggests there is still a very long way to go before commissioners and service providers grasp
the value of concerted action with this group.
Recommendation 10:
Commissioners must design and commission ‘assertive outreach’ services and other approaches
that bridge the gap between identification and treatment, particularly among high need, high
impact drinkers.
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Integration between treatment services
and health care
It is vitally important that there is a good relationship between alcohol treatment services on
the one hand and primary and secondary health care on the other. Both GPs and hospitals are
key to the identification of drinkers in need of treatment and their referral on to appropriate
services. While some problems in GP’s referrals were identified, the role of alcohol liaison teams
in hospitals, which provide specialist support in hospital settings, was viewed very positively.
However, while most survey respondents said that alcohol liaison teams, or individual nurses,
were available in their local hospitals, only 38% felt the provision was adequate. Among those
who had good provision, the service was widely praised, but many respondents reported that
staffing numbers were being cut and that there was a decline in the capacity of these teams,
hampering their ability to provide the effective interventions for which they are recognised.

How would you describe
the availability of specialist
alcohol liaison nursing in
your area?

It is available
It is available but insufficient to meet the need
It is not available
Don’t know
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Relationship between alcohol services and
other non-specialist services
Alcohol and wider substance use services play a crucial role in linking between other areas
of social need. Very often, problems in housing, health care, criminal justice, families and
employment are linked to substance use. This is one reason why services play a vital role: in
tackling alcohol use, providers can help alleviate the many social problems associated with
dependency or alcohol-related violence. However, effective service provision also requires
strong and effective relationships with non-specialist services. As the Blue Light project has
demonstrated in numerous local areas, when the full range of services come together, it can
dramatically improve the lives of dependent drinkers and reduce demand for other statutory
services.30
However, our research suggests there is much more to be done to establish strong and effective
relationships between different services. Asked about the quality of relationships between
alcohol treatment and other services, only hospitals and GPs were rated as ‘good’ or ‘adequate’
by more than half of our respondents.
How would you describe the quality of engagement between local specialist alcohol services
and other services?

JobCentre Plus
Mental Health
Hospitals
Police / custody
Probation CRC/NPS
Housing providers
Social care (children and families)
Social care (adult, and safeguarding etc.)
Other primary care staﬀ
GPs
0%

20%

40%

Good

60%

Adequate

80%

100%

Poor

In particular, there is clearly considerable work to be done improving relationships with
Jobcentre Plus. In light of the increasingly well-recognised link between recovery and work, and
the trial roll-out of Individual Placement Support in addiction services and through Job Centres
(a national trial of Individual placement and support trial for drugs or alcohol dependency (IPSAD), was announced in November 2017), this is an area where improvements must be made.31
Recommendation 11:
The Department for Work and Pensions, Department of Health and Social Care, and Public
Health England should support better engagement between Job Centres and local treatment
services, including promoting learning from the IPS-AD trial.
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Older drinkers
While a number of respondents identified
services for young people as inadequate, a
larger number pointed to the need for much
better provision for the growing cohort of
older people with drinking problems.
The general ageing of the population, as well
as recent trends in consumption patterns,
is increasing the number of older drinkers.
Indeed, recent research points to a cohort
of relatively heavy drinkers, both men and
women, who are now entering middle and
old age.32 This new cohort of, sometimes
dependent, older drinkers create a range of
new challenges for services.
Older drinkers: the system does not
recognise the health problems they
experience – the symptoms are being missed
and misinterpreted. The acute system is not
linking the symptoms to the alcohol use.
(Commissioner)

The challenges in supporting this expanding
client group range from the types of
treatment available to accessibility to age
restrictions. One recent study of residential
rehabilitation services found that not only
did older drinkers often struggle to fit in,
but that three-quarters of providers actually
excluded people over the age of 66.33 This is
likely to be illegal under age discrimination
legislation but is not yet being challenged by
the Government. Furthermore, older drinkers
attending rehab often find that the activities
and culture are alienating, designed with a
much younger cohort in mind.
A number of our respondents also suggested
that the merger of drug and alcohol services
was a particular deterrent to older drinkers.
Again, this was because they may feel either
alienated from, or intimidated by, settings
in which they are treated alongside younger
people with illicit drug issues.
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Workforce challenges
While the impact of funding cuts on staff was
noted by most respondents in the context
of general declines in capacity, a number of
specific challenges emerged. Not only was
there less money for staff per se, but there
appears to be an increasing problem of the
loss of specialist staff. This decline in specialist
skills has been described elsewhere as ‘one
of the most significant barriers to recovery
outcomes’.34
Addiction psychiatry, in particular, is seen
as facing an acute threat. There appears
to be both a loss of addiction psychiatrists
in services and a collapse in the number
of students opting to take addiction as a
psychiatry specialism. Where addiction is
chosen as a specialism in the context of
psychiatry more generally, new graduates
appear to be opting to work in the relatively
better funded field of mental health.
There is a lack of trained doctors and
prescribing nurses. There is recognition that
training placements for psychiatrists are not
available in Third Sector organisations. If the
training pipeline for addiction psychiatrists
is running dry – who will replace them?
People will go into other disciplines.
(Prisoner support)
10 years ago, there were seven addiction
trainers in psychiatry…there are now only
three. There are less people pursuing it
as a career and people doing other areas
of psychiatry are not getting exposure
to addiction. There is a small number of
places where the voluntary sector has taken
addiction psychiatry placements. (Clinician)
Participants reported that declines in funding,
and an associated weakening of career
prospects, was making career experience
in substance misuse less attractive to
potential employees. Many respondents also
reported that nursing staff were becoming
more difficult to hire and that there was
an increasing reliance on agency staff to fill
important roles. This, undoubtedly, varies
depending on provider and contract. The
picture is not one of a universal staffing crisis.
However, it does appear that a combination of
difficulty in recruitment, loss of specialist staff,
and rapid churn in the general workforce risks

draining the essential skills away from alcohol
treatment services, leaving those in need of
support without the skilled guidance that they
need.
This loss of expertise was viewed as affecting
both delivery and planning. In addition to
the previously described concerns over the
specialist knowledge of commissioners, when
asked only 45% of respondents said they felt
specialist expertise was being used to plan
services.
Peer mentors and volunteer staff
The recent trend towards using peer mentors
in the delivery of alcohol treatment services
was widely welcomed. The role of ‘experts
by experience’ in designing, delivering and
supporting research for services is well
recognised.35 Indeed, one criticism levelled
at commissioning in some areas is that it
continues to pay insufficient attention to the
knowledge and experience of service users
and ex-service users. Only 32% of respondents
felt the knowledge of service users and carers
was being sufficiently used in local service
planning.
However, there is also a concern that
peer mentors are often employed without
sufficient training and for economic reasons
rather than to improve provision.
[Peer mentors] are great but they are often
used because they are cheaper rather than
because they are experienced. (Treatment
provider)
A lot of the workers are ex-service users.
That has its positives, but the time between
them leaving treatment and becoming a
peer mentor is not long enough. One had
only 30 days of recovery before becoming a
mentor. (Housing services)
There is no fixed time period after recovery
before which individuals should be allowed
to support their peers. However, careful
thought is needed to ensure peer mentors
have the necessary experience, skills and
support to do the job effectively and indeed to
protect themselves from unnecessary strain,
unhelpful triggers or the risk of relapse.
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Training
The increased use of peer mentors also
raises the important issue of training. With
the decline in more traditional training in
addiction psychiatry and similar specialisms
discussed above, there are fewer skilled
staff entering services through established
routes. This increases the need for greatly
enhanced training on-the-job: more training
opportunities and an even greater training
focus within the system. However, 17% of
our respondents reported that training had
worsened in the last three years and only
13% said it had improved. Furthermore, only
29% felt there were sufficient training and
qualification frameworks in place.
If we were in a context in which preemployment training pathways were
functioning well, providing a stream of
trained professionals for services, these
would be concerning figures. Given the reality
of declining specialist skills and increased
use of peer mentors and volunteers, this
is deeply troubling. Although training and
accreditation programmes for peer mentors
are being developed, this support needs to be
mainstreamed as effectively as possible. This
will improve service provision and help people
in recovery to develop career pathways and
prospects that will enhance their recovery
journey.
Better national coordination would
help ensure good practice and allow
commissioners to specify and monitor
the skill mix provided by a commissioned
service. Recent work being carried out by
SMMGP and the Federation of Drug and
Alcohol Professionals to develop a drug and
alcohol practitioner apprenticeship scheme
could prove an important development. The
establishment of nationally accredited training
for the workforce has the potential to improve
skills, increase motivation and promote
retention – all of which are critical to effective
service delivery.36
The Drug and Alcohol National Occupational
Standards (DANOS) provide a framework
that can be used to build this response.
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These should be updated to reflect recent
development, such as work on assertive
outreach, and built into a professional
accreditation or qualification that can provide
a structure to alcohol interventions.
Recommendation 12:
A national review of the balance of staffing
in the alcohol field should be undertaken to
identify what expertise is required at each
point in the system, including commissioning,
and how that expertise can be retained.
Recommendation 13:
A national system of qualification and
accreditation for workers in the alcohol field
should be developed to allow the specification
and monitoring of the expertise in the field,
and to build attractive career pathways
for staff.
Recommendation 14:
Public Health England and the Department
of Health and Social Care should support the
development of published clinical guidelines
for alcohol treatment services, similar to the
‘Orange Book’ used in drug treatment.
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Conclusion
As this report has demonstrated, the challenges facing alcohol treatment services are numerous
and, in many cases, acute. They are, undoubtedly, a consequence of funding cuts which have
gone beyond what a functioning system can sustain if the goal is the meaningful reduction of
harm to individuals, families and communities. Alcohol services cannot survive at their current
level of funding. Simply put they require more investment. Given the prevalence of alcohol
problems across society, disinvestment in alcohol treatment services is a false economy. Given
what we know about health inequalities, failing to support regions with the highest need is a
dereliction of duty. Both national and local Government need to recognise the seriousness of
this issue and act now; to prevent a ripple effect of negative consequences for people in need of
treatment, their families, communities, and taxpayers.
Government – both national and local – needs to recognise the vital role that alcohol treatment
plays in addressing the tragic consequences dependency can have on individuals, their families
and the wider community. This means both investing smartly and ensuring that services are
commissioned with skill, expertise and commitment; that the workforce has the necessary
expertise and support to carry out its difficult task; and that training and career pathways are
sufficient to maintain talent.
This is not a matter of investment per se, it is a matter of investing smartly, developing
infrastructure, applying the best knowledge and experience, and focusing on what works. If
effective treatment services are not maintained the wider social effects are enormous: with
expensive knock-on effects for an array of other services, not to mention the human suffering
that will entail. Alcohol treatment services need strategic leadership at national and local level,
better investment, support for the sector, and the promotion of best practice. We need to act
before it is too late.
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Recommendations
Recommendation 1:

Recommendation 8:

The Government develops and implements
a National Alcohol Strategy that affirms
the critical role alcohol treatment plays in
reducing social harms and that outlines how
treatment services fit within a broader suite of
interventions to reduce alcohol harm.

Local authorities must ensure that staff from
non-specialist services are well trained in
how to work with heavy drinking and alcohol
dependent clients

Recommendation 2:
The Government urgently introduce new
financial arrangements to plug the gap
in treatment funding and reduce health
inequalities arising from local funding
structures. In doing so, they should consider
the introduction of ‘treatment tax’: a small
increase in alcohol duties earmarked to
ensure that all local areas can meet their
treatment needs.
Recommendation 3:
The Government ensures that substance use
treatment is a prescribed local public health
activity and that systems are established
to address potential inequalities in capacity
following the transfer to business
rate funding.
Recommendation 4:
The Ministry of Housing, Communities and
Local Government work with Public Health
England to establish effective systems for
transparently monitoring the scale of
ongoing investment.
Recommendation 5:
An independent review of the commissioning
of alcohol services is undertaken to ensure
it delivers the safest, most effective and best
value services.
Recommendation 6:
Local authorities must ensure that those
staff members who are responsible for
commissioning substance use services have
the required level of in-depth skills, expertise
and knowledge to commission these
services well.
Recommendation 7:
Public Health England should carry out a
review into the reasons behind the recent
decline in alcohol-only treatment access and
consider whether the merger of services is a
significant factor and take appropriate action
if it is.

Recommendation 9:
Better guidance must be developed to support
the effective implementation of solutions to
problems around the relationship between
alcohol misuse and mental health.
Recommendation 10:
Commissioners must design and commission
‘assertive outreach’ services and other
approaches that bridge the gap between
identification and treatment, particularly
among high need, high impact drinkers.
Recommendation 11:
The Department for Work and Pensions,
Department of Health and Social Care, and
Public Health England should support better
engagement between Job Centres and local
treatment services, including promoting
learning from the IPS-AD trial.
Recommendation 12:
A national review of the balance of staffing
in the alcohol field should be undertaken to
identify what expertise is required at each
point in the system, including commissioning,
and how that expertise can be retained.
Recommendation 13:
A national system of qualification and
accreditation for workers in the alcohol field
should be developed to allow the specification
and monitoring of the expertise in the field,
and to build attractive career pathways
for staff.
Recommendation 14:
Public Health England and the Department
of Health and Social Care should support the
development of published clinical guidelines
for alcohol treatment services, similar to the
‘Orange Book’ used in drug treatment.
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Annex 1: Steering group
A small group of experts was convened to be a virtual steering group for this report. They
were sent papers for comment at the outset and received progress reports for comment. The
research work was undertaken by Mike Ward and overseen by James Nicholls.
• Professor Sarah Galvani – Manchester Metropolitan University
• Annette Fleming - Aquarius
• Andrew Misell – Alcohol Concern Wales
• Dr Emily Finch – South London and Maudsley NHS Trust
• Hazel Jordan – Public Health England (Observer)
• Professor Alison Ritter – National Drug and Alcohol Research Centre, University of New
South Wales
• Dr Will Haydock – Public Health Dorset

The Hardest Hit: Addressing the crisis in alcohol treatment services

25

References
1.
Advisory Council on the Misuse of Drugs (2017). Commissioning impact on drug treatment.
https://www.gov.uk/government/publications/commissioning-impact-on-drug-treatment;
Recovery Partnership (2017). State of the sector 2017: beyond the tipping point? http://www.
recovery-partnership.org/uploads/5/1/8/2/51822429/state_of_the_sector_2017_-_beyond_
the_tipping_point.pdf

Peacock, A. et al. (2018). The effectiveness of community psychosocial and pharmacological
treatments for alcohol use disorder: a national observational cohort study in England. Drug and
Alcohol Dependence Early view http://www.drugandalcoholdependence.com/article/S03768716(18)30124-8/fulltext?rss=yes;Public Health England (2016) The public health burden of
alcohol and the effectiveness and cost-effectiveness of alcohol control policies: an evidence
review. https://www.gov.uk/government/publications/the-public-health-burden-of-alcoholevidence-review; Raistrick, D., Heather, N. and Godfrey, C. (2006). Review of the effectiveness
of treatment for alcohol problems. http://www.nta.nhs.uk/uploads/nta_review_of_the_
effectiveness_of_treatment_for_alcohol_problems_fullreport_2006_alcohol2.pdf; Department
of Health (2017). Drug misuse and dependence: UK guidelines on clinical management. https://
www.gov.uk/government/publications/drug-misuse-and-dependence-uk-guidelines-on-clinicalmanagement
2.

Public Health England (2015). Alcohol and drugs prevention, treatment and recovery: why
invest? https://bit.ly/2Have6d

3.

4.
Pryce, R., Buykx, P., Gray, L., Stone, T., Drummond, C., Brennan, A. (2017). Estimates of
alcohol dependence in England based on APMS 2014, including estimates of children living in
a household with an adult with alcohol dependence. https://www.sheffield.ac.uk/polopoly_
fs/1.693546!/file/Estimates_of_Alcohol_Dependence_in_England_based_on_APMS_2014.pdf

Public Health England (2017). Adult substance misuse statistics from the National Drug
Treatment Monitoring System: 1st April 2016 to 31st March 2017 https://www.ndtms.net/
Publications/downloads/Adult%20Substance%20Misuse/Adult-statistics-from-the-nationaldrug-treatment-monitoring-system-2016-17.pdf
5.

For full definitions, see Office for National Statistics (2017). Alcohol-specific deaths in
the UK: registered in 2016. https://www.ons.gov.uk/peoplepopulationandcommunity/
healthandsocialcare/causesofdeath/bulletins/alcoholrelateddeathsintheunitedkingdom/
registeredin2016; Office for National Statistics (2017) Deaths related to drug
poisoning in England and Wales: 2016 registrations. https://www.ons.gov.uk/
peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/
deathsrelatedtodrugpoisoninginenglandandwales/2016registrations. NB. This is the so-called
‘narrow measure’, which only counts deaths that are wholly attributable to alcohol. The ‘broad
measure’, which accounts for the estimated number of deaths likely to be alcohol-caused, or
partially alcohol-caused, in 2017 was 28,839.
6.

7.
Public Health England (2017a). The 2nd atlas of variation in risk factors and healthcare for liver
disease in England. https://fingertips.phe.org.uk/profile/atlas-of-variation
8.

Pryce, R. et al. Op Cit.

9.

Full data available here: https://healthierlives.phe.org.uk/topic/public-health-dashboard

Public Health England (2017). The 2nd atlas of variation in risk factors and healthcare for liver
disease in England. https://fingertips.phe.org.uk/profile/atlas-of-variation

10.

26

The Hardest Hit: Addressing the crisis in alcohol treatment services

Centre for Social Justice (2007). Breakthrough Britain: Addictions. https://www.
centreforsocialjustice.org.uk/library/breakthrough-britain-addictions

11.

ACMD (2017), p. 19. This is reflected in other research on the ‘state of the sector’. The
Recovery Partnership, for instance, note that in the responses to their analysis ‘Alcohol remains
a hidden, or at least partly-voiced, issue’. Recovery Partnership (2017), p. 2.

12.

Buck, D (2017). Local public health budgets: a time for turning . Kings Fund Blog https://www.
kingsfund.org.uk/blog/2016/08/local-government-public-health-budgets
13.

14.

Advisory Council on the Misuse of Drugs (2017), p. 5.

Drummond, C. (2017). Cuts to addiction services are a false economy. BMJ Opinion 25th May
2017. http://blogs.bmj.com/bmj/2017/05/25/colin-drummond-cuts-to-addiction-services-inengland-are-a-false-economy/ ; see also Haydock, W. (2017). Principles and pragmatism: we
need to talk about commissioning http://thinking-to-some-purpose.blogspot.co.uk/2017/09/
principles-and-pragmatism-we-need-to.html
15.

HM Government (2012) The Government’s Alcohol Strategy, p. 25. https://www.gov.uk/
government/publications/alcohol-strategy

16.

HM Government (2017). 2017 Drug Strategy, p.7 https://www.gov.uk/government/uploads/
system/uploads/attachment_data/file/628148/Drug_strategy_2017.PDF

17.

Of 18 respondents from commissioning, 12 said commissioning was working well – though
one commented ‘I would have to say that – it’s me!’

18.

This estimate is based on an analysis of tenders listed on www.tendersdirect.co.uk for the
year August 2016 – August 2017

19.

20.

Ibid, p. 28.

21.

Ibid, p. 3.

Ongoing research to assess the relative outcomes of different commissioning systems is
currently underway in Australia. See here for details: https://ndarc.med.unsw.edu.au/project/
alcohol-and-other-drug-treatment-funding-purchasing-and-workforce-empirical-analysesinform

22.

23.

Advisory Council on the Misuse of Drugs (2017) Op Cit. p. 2.

24.
Public Health England (2014). Review of drug and alcohol commissioning: a joint review
conducted by Public Health England and the Association of Directors of Public Health,
p. 32. http://www.adph.org.uk/wp-content/uploads/2014/10/Review-of-Drug-AlcoholCommissioning-FINAL070814-2.pdf

See also Collective Voice (2017). Collective Voice response to DCLG consultation on business
rates retention. http://www.collectivevoice.org.uk/news/collective-voice-response-dclgconsultation-business-rates-retention/#_ftn6

25.

26.

See, for example, resources here https://www.ndtms.net/ValueForMoney.aspx

Institute of Alcohol Studies and the Centre for Mental Health (2018). Alcohol and mental
health: policy and practice in England. http://www.ias.org.uk/uploads/pdf/IAS%20reports/
rp31042018.pdf; NICE (2016). NICE Guideline NG58: Co-existing severe mental illness and
substance misuse: community health and social care services. https://www.nice.org.uk/
guidance/ng58; Public Health England (2017b). Better care for people with co-occurring mental
health conditions and alcohol / drug use conditions: a guide for commissioners and service
27.

The Hardest Hit: Addressing the crisis in alcohol treatment services

27

providers. https://www.gov.uk/government/publications/people-with-co-occurring-conditionscommission-and-provide-services; NICE (2011). Clinical Guideline CG120: Co-existing severe
mental illness (psychosis) and substance misuse in healthcare settings. https://www.nice.org.
uk/guidance/cg120; NICE (2016): NICE Guideline NG56: Multi-morbidity - clinical assessment
and management https://www.nice.org.uk/guidance/qs153
See Institute of Alcohol Studies and the Centre for Mental Health, Alcohol and mental health
for a detailed discussion.
28.

Alcohol Concern (2014). Alcohol Concern’s Blue Light Project: working with change-resistant
drinkers. https://bit.ly/2qHEhQZ; Ward, M. and Bailey, M. (2017). The Sandwell multiagency management group for high-impact problem drinkers – interim evaluation. http://
alcoholresearchuk.org/alcohol-insights/the-sandwell-multi-agency-management-group-forhigh-impact-problem-drinkers-interim-evaluation/; MEAM Coalition (2017). Multiple needs:
time for political leadership. http://meam.org.uk/wp-content/uploads/2013/04/Multipleneeds-time-for-political-leadership.pdf; MEAM Coalition (2015). Individuals with multiple
needs: the case for a national focus. http://meam.org.uk/wp-content/uploads/2015/05/
Individuals-with-multiple-needs-the-case-for-a-national-focus.pdf
29.

Alcohol Concern (2014). Alcohol Concern’s Blue Light Project: working with change-resistant
drinkers.
30.

For details of pilot IPS in addiction services and Job Centres, see https://www.
centreformentalhealth.org.uk/ips-in-addiction-and-jobcentre Information on the IPS-AD trial
available here https://bit.ly/2qW6bJ2

31.

Purshouse, R., Brennan, A., Moyo, D., Nicholls, J., Norman, P. (2017). Typologies and dynamics
of heavier drinking styles in Britain, 1978-2010. Alcohol and Alcoholism 52.3 https://academic.
oup.com/alcalc/article/52/3/372/2948266/Typology-and-Dynamics-of-Heavier-DrinkingStyles; Royal College of Psychiatrists (2017). Our invisible addicts, 2nd Ed. http://www.rcpsych.
ac.uk/files/pdfversion/CR211.pdf; Holley-Moore, G. and Beach, B. (2016). Drink Wise, Age
Well: alcohol use and the over-50s in the UK https://drinkwiseagewell.org.uk/wp-content/
uploads/2016/01/Drink-Wise-Age-Well-Alcohol-Use-and-the-over-50s-Report-2.pdf
32.

33.
Wadd, S., Holley-Moore, G., Riaz, A. and Jones, R. (2017). Calling time: addressing ageism and
age discrimination in alcohol policy, practice and research. https://drinkwiseagewell.org.uk/wpcontent/uploads/2017/11/DWAW_Yr3_Report-FOR-WEB4.pdf
34.

Advisory Council on the Misuse of Drugs (2017), p. 26

For a discussion of public involvement in alcohol research and treatment, see Alcohol
Research UK (2017). Public involvement in alcohol research http://alcoholresearchuk.org/wpcontent/uploads/2017/12/Alcohol-Research-UK-Public-Involvement-Report-FINAL.pdf
35.

SMMGP (2017). Apprenticeships: an opportunity for change. https://smmgp.org.uk/newsevents/2017/apprenticeships/
36.

27 Swinton Street
London WC1X 9NW

Hybu
iechyd;
gwella bywydau
Visit us:
www.alcoholconcern.org.uk

Email us: contact@alcoholconcern.org.uk
Follow us: @AlcoholConcern and @AlcoResearchUK
Registered Charity Number 1140287
Registered as a Company Limited by Guarantee Number 7462605
Alcohol Concern is a trading name of Alcohol Research UK

