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1 SCOPE 

The Dual Diagnosis policy and care pathway sits within the Cumbria Partnership NHS 
Foundation Trust Care Coordination and the Local Services Operational Policies for 
Non Scheduled Care Service in Mental Health. 

This policy applies to all mental health teams regardless of Service Users’ age, 
including CAMHS within the Cumbria Partnership NHS Foundation Trust. There are 
additional particular elements of care that need to be considered for young people with 
addiction problems that lie outside the scope of this document. It confirms the service 
access and care responsibilities for both the Mental Health and the statutory 
community Alcohol and Drug Service in Cumbria, currently Greater Manchester Mental 
Health NHS Foundation Trust (Unity). 

The document underpins continued partnership working to develop agreed care 
pathways across Substance Misuse and Mental Health Services in respect of the care 
and treatment protocol to Service Users. 

2 INTRODUCTION 

Cumbria Partnership is committed to raise awareness, challenge stigma and promote 
good practice by supporting recovery centered care for people who experience mental 
health and substance misuse problems. Individuals with these issues deserve high 
quality; Service User focused and integrated care. Central to this aim is an optimistic 
view and effective collaboration between different Services in order to support our care 
pathways, minimise harm and offer the best chance of recovery to Service Users and 
their Carers. 

In order to deliver recovery-oriented services, there is an acknowledgment that a 
partnership approach must be firmly established with key stakeholders. These 
partnerships will encourage joint risk management and recovery planning for the 
effective management of Service User care.  Supportive relationships with families, 
carers and social networks must be also promoted. 

2.1 Values 

Recovery is the organising principle for the delivery of our Service. We believe that 
the overall pattern of care, support and professional practice should be based on 
learning ‘what works’ from people in recovery, should be conducted by staff with 
appropriate attitudes and skills in ‘offering treatment and care with hope and 
optimism’ (National Institute for Health and Clinical Excellence 2009). 

This in line with several national documents including the implementation framework 
(Centre for Mental Health 2012) built on a broad coalition (Future Vision Coalition 
2009), which proposed that: ‘If adopted successfully and comprehensively, the 
concept of recovery could transform mental health services, Recovery should 
become not only an increasingly common experience, as endorsed in the current 
outcomes strategy (Department of Health 2011), but also a guiding purpose that can 
be understood and held in common by all participants and provider. 
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Recovery oriented principles are also at the heart of commissioning principle and 
delivering of specialist Alcohol and Drug Services. Several documents have 
emphasised recovery-oriented treatments including: 

• Putting Full Recovery First a cross governmental paper was published in March
2012. The document outlines the Government’s roadmap for building a new
treatment system based on recovery, guided by three overarching principles;
wellbeing, citizenship and freedom from dependence.

• The national Drugs Strategy 2010 signaling a shift in emphasis from harm
reduction to a focus on recovery and describing the elements of recovery as an
individual, person-centered journey, as opposed to an end state, and one that
will mean different things to different people. A similar stance was taken in the
updated 2017 Drug Strategy. Although it should be noted the 2017 Drug misuse
and dependence: UK guidelines took a more harm minimisation focus

• The National Alcohol Strategy 2012 aiming to a change in behavior so that
people think it is not acceptable to drink in ways that could cause harm to
themselves or others

3 STATEMENT OF INTENT 

The local landscape of Service provision and Commissioning for Service Users with 
Dual Diagnosis has led to consider the parallel model as the most suitable to work 
with this group of Service Users in Cumbria. 

The parallel model implies the concurrent but separate treatment of both conditions. 
This approach can also be problematic since it may require the individual to attend 
different services and engage with different therapeutic structures and approaches. 
However, liaison across Mental Health and Substance Misuse Services may make 
this model more viable if it enables treatment for both conditions to be delivered on 
one site. The successful application of this approach also brings the added benefit of 
imparting knowledge and skills across specialisms (Dual Diagnosis Good Practice 
Guide, 2007).The parallel/liaison model is recommended by NICE (NICE (2016); 
NICE (2011)) and adopted elsewhere in the UK (i.e. Lancashire). 

3.1 Philosophy of Service 

The overall philosophy of services should enable service user to maintain a 
therapeutic relationship where possible with the current key worker. 

We should avoid at all costs the situation where Service Users are continually 
referred between services and advised to address their mental health problem or 
substance misuse problem before the other can be treated. This does not support 
holistic care planning or whole systems intervention but rather focuses attention on 
and reinforces a serial model of working. The strategy is actively discouraging this as it 
is not conducive to facilitated through care which is a critical element of service 
delivery. The respective service that is treating the Service User can expect advice, 
support and guidance from its partner service to enable them to draw up a good 
quality care plan, which will meet the needs of the service user.  
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3.2 Guiding Principles and Communication 

Dual Diagnosis is common – increasing overlap between the two services as 
evidenced in literature. The message is therefore to expect substance misuse in 
psychiatry. Similarly, substance misuse services should be vigilant in detecting mental 
health related issues. 

Don’t create a super specialism – every worker that a Dual Diagnosis client makes 
contact with is a Dual Diagnosis worker. 

It’s good to talk – communication and information sharing is the backbone of this 
model. Its importance is highlighted in the Report of the National Confidential Inquiry 
(Appleby, 2000). 

Do not argue what is a primary problem – Dual Diagnosis service users present 
with multiple needs. They require expert and high quality response from both 
services. In a significant number of cases the chronology of the disorder is not clear. 
This model encourages joint assessment and joint working between the two services. 
Having a substance misuse problem is not in any way a clinical rational for excluding a 
service user from accessing mental health services. 

Developing competencies – a commitment to provide intensive and comprehensive 
training  

Collaboration not conflict – best care for Dual Diagnosis service users can only be 
provided by collaboration and joint working between Mental Health and Substance 
Misuse Services. Services provided concurrently can result in higher chances of 
engagement as opposed to the serial or parallel model of service delivery.   
This model can only be successful if, with patient consent appropriate information is 
shared between services, such as risk assessment, formulation, care plans and 
discharge planning summaries.  
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4 DEFINITIONS 

4.1 Definition of Dual Diagnosis 

The Department of Health issued the following definition of dual diagnosis: 

‘The term ‘dual diagnosis’ covers a broad spectrum of mental health and substance 
use problems that an individual may experience concurrently. The nature of the 
relationship between these two conditions is complex. Possible mechanisms include: 
Substance use worsening or altering the course of a psychiatric illness; 
Intoxication and/or substance dependence leading to psychological symptoms; 
Substance use and/or withdrawal leading to psychiatric symptoms or illnesses.’ 

The term ‘Dual Diagnosis’ covers a wide range of problems that have both mental 
health and substance misuse in common. Dual Diagnosis can consequently mean 
different things to different service providers, but it can be summarised within four 
principal definitions: 

• A primary mental health problem that provokes the use of substances
(As may be the case with someone suffering from schizophrenia who finds that
heroin reduces some of their symptoms).

• Substance misuse and/or withdrawal leading to psychiatric symptoms or
illnesses (emergence of depression post-detoxification – insomnia and low
mood; also the emergence of a psychiatric disorder to which the individual was
vulnerable pre-substance misuse).

• A psychiatric problem that is worsened by substance misuse (for example, a
person with heightened anxiety of danger from others who uses cannabis to
relax, but finds that the cannabis can increase their paranoia, leading to
increased alienation).

• Substance misuse and mental health problems that do not appear to be related
to one another (for example, someone who has an ongoing anxiety problem that
is neither lessened nor worsened by drug or alcohol use).

4.2 Abbreviations in this document 

The acronym A&D Service and Unity are used as synonyms for the purpose of this 
document. 

• General Hospital (GH)
• Single Point of Access(SPA)
• Multi-Disciplinary Team (MDT) Community Mental Health Assessment and

Recovery Team (CMARHT)
• Care Programme Approach (CPA)
• Service User (SU)
• Access and Liaison Integrated Service (ALIS)
• Does Not Attend (DNA)
• GMMH – Greater Manchester Mental Health NHS Foundation Trust
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5 DUTIES 

5.1 General principles of joint working 
between the teams 

Any Service User with Dual Diagnosis who has specialist needs arising from both 
mental health and substance misuse is likely to come into contact with the Services 
provided by Cumbria Partnership NHS Foundation Trust or Unity.  

The Above Services will liaise with and involve other key stakeholders as appropriate. 
These key stakeholders may include both statutory and 3rd Sector services. For 
example: 

• The Police Service
• The National Probation Service
• Community Rehabilitation Company (CRC)
• Local Authority Housing associations
• Local Authority Health and Wellbeing Coach’s (HAWC’s)
• Mind; Mental Health charity
• Cumbria Alcohol and Drug Advisory Services (CADAS); Substance Misuse

Charity.
• Turning Point; Substance Misuse Charity.

The focus of Mental Health Services is mainly on the Service Users with substance 
misuse and a severe and/or enduring mental illness and substance use problems 
(Psychosis and coexisting substance misuse (CG120 NICE). According to Payment 
by Results, the new contracting system for mental healthcare in the UK, Service 
Users with Dual Diagnosis are classified under the Care Cluster 16. According to the 
definition, this group has enduring, moderate to severe psychotic or affective 
symptoms with unstable, chaotic lifestyles and co-existing substance misuse. They 
may present a risk to self and others and engage poorly with services. Role 
functioning is often globally impaired. 

However, it is recognised that a number of Service Users with a diagnosis of 
Personality Disorder, Depression or less severe mental health difficulties have been 
unable to engage with Unity or Mental Health Services. These Service Users can 
also fall between the remit of different services: when necessary Cumbria 
Partnership and Unity will work with this group carrying out joint assessments of 
need with a view to engaging them in their own or other appropriate services. 

5.1.2  Safeguarding 

Safeguarding involves a range of activities aimed at upholding an adult’s, child’s or 
young person’s right to be safe and free from harm. It incorporates the concepts of 
prevention, empowerment and protection, and involves all agencies taking all 
appropriate actions to address potential concerns, working to agreed local policies and 
procedures in full partnership with other local agencies. Safeguarding is everyone’s 
concern.  

All vulnerable people in Cumbria should have the right to choice and control in their 
lives, free from discrimination, harassment, violence and abuse. That right is 
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underpinned by the duty on public agencies under the Human Rights Act (1988), which 
places a duty on public organisations to enable persons at risk of neglect or abuse to 
access the advice, support and interventions they need to minimise the risk of further 
abuse, and stop it wherever possible. 

All staff that come into contact with children and young people have a responsibility to 
safeguard and promote their welfare and should know what to do if they have concerns 
about safeguarding issues. This responsibility also applies to staff working primarily 
with adults who have dependent children that may be at risk because of their 
parent/carers health or behaviour.  Local safeguarding policies and procedures should 
be adhered to and concerns escalated if necessary. 

5.2 Role of Mental Health Teams 

All teams will support the liaison model with Unity. Resource and capacity issues will 
need to be determined by each service. 

All Mental Health Teams will be responsible for developing and maintaining an 
interface between mental health and Unity. 

It would be expected that the Trusts Dual Diagnosis working group facilitate this role 
across the Trust with the following aims: 

• To create, maintain and foster effective communication and working
relationships between Services.

• To contribute to the initiation and implementation of change and improvement to
service and care delivery.

• To actively engage in and foster multi-disciplinary/multi agency co –operation
and collaboration in respect of Service User care and service development.

• To contribute to the formulation and review of care pathways, policies and
protocols.

• To facilitate plan and contribute towards the teaching and training of staff.

5.3 Medical Director 

The Medical Director has board level responsibility for the implementation of national 
policies as well as the implementation of the Dual Diagnosis Policy. The Medical 
Director will ensure that the Clinical Governance Committee and the Trust Board 
receive assurance that policy requirements are implemented. 

5.4 Chief Executive 

Ultimate  responsibility  for  the  implementation  of  this  policy  and  other  national 
guidance lies with the Chief Executive but is devolved to the Medical Director. 
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 5.5     Dual Diagnosis Network 

In  line  with  DOH  recommendations  a  steering  group  is  established  in  the 
development of the current Dual Diagnosis policy. 

The aims of the group are to: 

1. Consider strategic issues relating to Dual Diagnosis;
2. Discuss any issue that may arise between the Service Providers;
3. Deliver effective services within tight financial constraints;
4. Develop and implement protocols;
5. Develop plans for delivering Dual Diagnosis services over the long term;
6. Consider models of good practice and how to apply them locally;
7. Be informed by Government guidance on Dual

Diagnosis;
8. Commission and oversee research and evaluation projects;
9. Liaise with commissioners (including the identification of un met need)
10. Discuss difficult cases and learn lessons from particular cases that didn’t have

a favorable outcome, including reviewing SIRI, regulation 28’s, action plans
and 72 hour reports/3 day reports

Appendix One: details the terms of reference for the Communications Meeting 

6 RESPONSIBILITIES, ELIGIBILITY CRITERIA AND CARE PATHWAYS 

6.1 Responsibilities 

It is the responsibility of all clinicians in Mental Health Teams to ensure that: 

1. All Service Users are asked about alcohol and substance misuse during the
assessment process;

2. This policy will be amended or integrated according to any change of the Non
Scheduled Service provision that will occur in the near future.

3. The alcohol and drug history should be taken into account in the development
of care plan;

4. Including evidence of the process of joint working with Unity.

It is the responsibility of every member of clinical staff in substance misuse services 
to ensure that mental health needs are taken into account in the development of care 
plans. 

In line with national guidance, Unity staff members cannot take on CPA Care 
Coordinator responsibilities. This is for the following reasons: 

• Community substance misuse teams use the Models of Care approach to
delivering care and treatment, and the accompanying single assessment
documentation developed specifically for substance misuse care, rather than
the Care Co-ordination (CPA/Care Management) mental health care
documentation.
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• They (and their Managers) cannot take clinical legal responsibility for care
which is the responsibility of another team.

• Mental Health Care Co-ordination Care Plan documentation allows more
holistic and integrated mental health care interventions than the Models of
Care Single Assessment documentation. The latter is not required to include
complex care and contingency /crisis planning and risk management, but is
tailored to substance misuse needs and services rather than mental health
care. Care Co-ordination therefore takes precedence over Models of Care
Single Assessment when both services are required.

6.2 Mental Health Services Care Coordination eligibility criteria (for 
Substance Misuse) 

In keeping with national guidance and local service commissioned criteria, any dually 
diagnosed Service User with care needs for specialist mental health services will 
receive that care and treatment within the Mental Health Care Co-ordination 
framework. This means that the Mental Health Care Coordinator must retain 
responsibility for the care of any Service User to whom the “Dual Diagnosis” label 
applies and the service user consents to a referral to that service 

The main focus of Mental Health Services will be on Service Users with severe 
mental disorder, including psychosis, personality disorder or less severe mental 
health difficulties with concomitant use of drugs that present particular challenges to 
mainstream mental health services. 

These challenges include: 

• Low motivation to engage in attempts at therapy
• At high risk of severe self-harm or suicide as assessed under CPA
• Recurrent readmissions to hospital
• Anti-social and chaotic behaviors – criminal and forensic activity
• Adverse impact of substance misuse on psychiatric symptoms

The eligibility criteria for specialist Mental Health Services assessment are as 
described in the Cumbria CMHART and Non Scheduled Care Service in Mental 
Health Operational Policies: This criterion is based on an ageless service and 
therefore applies to any person that requires an assessment by a Specialist Mental 
Health Service.
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6.3 Practitioner Eligibility criteria for Unity involvement (for Service User 
with mental health needs) 

The eligibility criteria for Unity assessments are: anyone over the age of 18 who is 
seen to have, or believes themselves to have a substance misuse problem, either 
alcohol or drug and who wish to address their substance misuse.  
Eligibility criteria: 

Severe: 

• Would be managed under a Recovery Plus pathway within Unity
• Physically dependent with risk of complex withdrawal symptoms if the supply

of alcohol or illicit drug is interrupted
• High risk pattern of use and/or consequences on health, overdose, legal or

child care risks.
• Requires planned inpatient detoxification
• Risk of physical, social or mental harm

Moderate: 

• Generally managed under Recovery Journey pathway within Unity, however
occasionally Recovery Plus pathway would be more appropriate

• Problematic use of substance(s); borderline/intermittent physical or
psychological dependence.

• Risk of physical, social or mental harm,
• Requires  specialist  assessment  and  possibly  specialist  intervention

Mild: 

• Would be managed under Recovery Journey pathway within Unity
• Occasional, non-dependent use of substance(s)
• Low risk pattern of use or consequences.
• Unlikely to require specialist services (possibly Service User in Primary Care

or Community Service).

Mental Health Services will be expected to be involved in the care and treatment of 
Service Users who meet the service commissioned criteria without input from 
substance misuse services. This will be considered to be part of the work 
undertaken by Primary Care Services. However, it may be appropriate for liaison 
arrangements to be in place as and when the need for more formal joint working 
arises. By definition, Service Users classified as moderate to severe would require 
formally joint care; their care will be coordinated by MH Services under CPA 
arrangements. 
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6.4 Care Pathways 

The care pathways provide a general framework for the access to Mental Health and 
Unity Services. They will need to be followed to make sure that Service Users are 
cared for without any gap through their journey with different services of different 
Trusts. 

6.4.1 Standard Referrals from Mental Health Services to Unity (Appendix 2) 

1. Unity will accept all referral from Mental Health Services according to
eligibility criteria.

2. The referral will be assessed within 5 working days.
3. Where a referral by Mental Health Services to Unity is considered minimum

data for referral will be the most recent assessment, including an updated risk
assessment, and current recovery plan.

4. In selected difficult situations (eligibility criteria in the spectrum of Severe –
Crisis/High) Mental Health Teams will liaise with Unity to arrange a joint
timely assessment whenever possible.

5. Unity will feedback on the outcome of the first or follow up assessment in
a timely manner according to the flowchart in Appendix 2 and Referral Form to
Unity from CPFT Appendix 3

6.4.2 Standard Referrals from Unity to Mental Health Services (APPENDIX 4 
& 4A) 

1. The most appropriate Mental Health Team will accept referrals via the Single
Point of Access (SPA) according to eligibility criteria.

2. The referral will be assessed depending on the level of need and urgency.
3. Where a referral from Unity is considered minimum data for referral will be

the most recent risk assessment, and current prescribed medication. All
the available information should be communicated via telephone to the
SPA when referring the service user.

4. The Mental Health Team will signpost all assessed referrals to Non Scheduled
Care (ALIS/HTT), CMHART, First Step or CAMHS if under 18 years of age
or elsewhere appropriate.

5. If there is no evidence of mental health needs but only of a drug or alcohol
problem (eligibility criteria: mild), the Service User will be transferred back to
Unity.  Neither service should discharge until the other has accepted the
referral. Best practice would also include a phone call to discuss the service
user with the relevant service

6. Unity will communicate if involvement is no longer required by their Service
following a referral.

7. Mental Health Teams will feedback on the outcome of the assessment in a
timely manner.

8. There might be a case were the Service User is already known to both Unity
and the Mental Health Service: in this particular case these Services will liaise
directly for any assessment and joint working.
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6.4.3 Community or General District Hospital Management of Medical or 
Psychiatric Emergency of a Service User with both D&A and Mental 
Health needs (APPENDIX 5) 

Mental Health staff and/or Unity workers are more likely to face the following 
scenarios: Service Users who require immediate attention in the Community due to a 
medical or psychiatric emergency (see also APPENDIX 5). 

6.4.3.1. Emergency in the Community (APPENDIX 5) 

When a Service User is seen in the community in a state such that it requires 
immediate medical or psychiatric attention the staff involved will need to appraise the 
situation and make a decision as follows: 

1. If the Service User is physically unwell and physical health is at risk (i.e.
confused, delirious, shaky, unconscious, unsteady gait,) call 999 for an
ambulance;

2. If the Service User is at high risk of violence to others (i.e. violent, aggressive and
threatening) call the Police or inform the Police if the Service User poses a risk
to staff and doesn’t want to leave or has already left the premises;

3. If the Service User is at high risk of self-harm or requires immediate psychiatric
care and attention (i.e. suicidal, depressed, agitated) call 999 for ambulance and
advise ALIS as soon as possible (ASAP) if the service user is agreeing to
further assessment by Mental Health Services;

4. If the service user is at high risk of self-harm or requires immediate psychiatric
care and attention (suicidal, depressed, agitated) but they are not agreeing to
further assessment by Mental Health Services inform the Police. If the Service
User has left premises. If the Service User hasn’t left the premises try to use all
possible means to persuade them to be assessed and also consider use of the
Mental Health Act;

5. If the Service User is moderately intoxicated and not at immediate risk of self-
harm requiring psychiatric care and is agreeing to further assessment by Mental
Health Services make a standard referral to the relevant Mental Health Team
(APPENDIX 2) who will assess according to level of urgency in a suitable and
safe environment (i.e. service user’s home, primary care Unity premises,
CMHART or elsewhere deemed appropriate);

6. In principle a Service User at immediate risk of self-harm shouldn’t be left alone
unless otherwise decided by referrer (i.e. a family member has agreed to stay
with the service user).

7. Other members of the general hospital may also refer a Service User to Unity .
This could arise, for example, when a Service User self-discharges earlier than
expected.

6.4.3.2. Emergency in A&E and Medical Wards 

6.4.3.2.1. Alcohol 

1. When a Service User is seen in A&E or admitted to the general hospital the
Psychiatric Nurse with consent will complete an Alcohol Audit and refer the
Service User to Unity.
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2. Unity will ensure that as a minimum telephone contact will be made with the
Service User to encourage engagement and attendance at the Unity “Your 
Choice” meeting prior to discharge and as within 48 hours if sent home from 
A&E. 

3. General Hospital staff should follow their Trust’s Policy and Procedures in 
relation to alcohol detoxification. General Hospital staff should also access 
their Trust’s relevant training packages around acute alcohol withdrawal. 
Supplement support or training around alcohol detoxification could be 
provided within the general hospital by Unity if requested.  Unity advise that all 
alcohol detoxification is carried out in line with NICE Guidelines

4. Service Users should not be discharged; unless declared medically fit by DGH
doctors; before the alcohol detoxification is completed; unless otherwise
agreed with Unity.

5. The Psychiatric Nurse will complete the Alcohol Audit Tool for all Service
Users referred in A&E or seen on the wards. If the Service User scores 0 -7
then a referral to Unity does not need to make the referral unless the Service
User feels they would like to be referred. If the Service User scores 8 – 15
(Hazardous); 16 – 19 (Harmful) or 20+ (Dependant) a referral with Service
User consent should be made to Unity.

6. ALIS/HTT: All Service Users who are in hospital or A&E because they are
intoxicated or for  a l c o h o l  detoxifiction purposes with ongoing mental
health needs will be assessed when judged to be medically fit by DGH
doctors by the ALIS/HTT prior to hospital Admission for consideration of
alterative intensive support options (i.e. home treatment);

7. Service Users admitted to an acute psychiatric inpatient care in crisis, who
subsequently turn out to have substance misuse problems and are not
currently under Unity care should, with Service User Consent be referred to
Unity along with a recently completed Alcohol Audit Tool. Community
detoxification will be offered as a first option where appropriate. For those
Service User who do not fit the criteria for a community detoxification an
inpatient detoxification will be considered. The majority of alcohol inpatient
detoxification will take place on the Kentmere Ward at Westmorland General
Hospital in Kendal. For those Service User who present with complex needs
consideration will be taken for referral to the Chapman Barker Unity at
Prestwich Hospital. Appendix 6 Alcohol Detox Pathway

6.4.3.2.2. Drugs 

Most detoxes from opiate substitute prescribing will take place in the 
community.  Complex cases will be referred to the Chapman Barker Unit in 
Prestwich, as are those with Dual Diagnosis and complex needs. 

6.5 Inpatients 

When Service Users with substance misuse problems who are currently under 
Unity’s care are admitted in mental health crisis Unity should be notified as soon 
as possible, i.e. the same day (or the next working day if out of office hours). 

Inpatient staff should identify the relevant Unity worker and MH Care 
Coordinator early in the admission process i.e. the same day (or the next 
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working day if out of office hours) in order to invite them to planned MDT 
reviews and ensure a seamless and coordinated approach to care via inpatient 
services. 

Service Users admitted to acute psychiatric inpatient care in crisis, who 
subsequently turn out to have substance misuse problems and are not currently 
under Unity care, must be referred as soon as possible by the named nurse, if 
the Service User is in agreement to be assessed by Unity. Need to reflect the 
MDT process and their attendance 

It is important that inpatient services maximise their connections to community 
services and supports and vice versa. Therefore a joint assessment between 
community and inpatient teams improves accuracy and comprehensiveness. 
The Care Coordinator, the Unity Recovery Coordinator the Inpatient Care Team 
and others should be involved in the Service User’s care during their inpatient 
stay and reassess their care needs jointly. 

Planning for discharge, via the CPA review process and support after inpatient 
care should commence in the initial care plan and consideration needs to be 
given to appropriate involvement of the Crisis Intervention / Home Treatment 
Team in the care planning process. Therefore prior to discharge a Care Co- 
ordination review would take place, involving the Service User, and relevant 
people (including Carers) involved in the person’s care and treatment, and the 
agreed care plan to meet the needs of the person in the community will be 
agreed and a copy provided to the Service User prior to discharge. 

The outcome on discharge from mental health inpatient care is generally best if 
shared care is available throughout the inpatient admission and appropriate 
care available on leave from the ward and promptly on discharge. 
Everyone who is already involved with the Service User should be involved and 
their role recorded in the care plan prior to leave and on discharge. A clear 
discharge care plan as outlined in the Integrated Discharge Policy (001/033) 
needs to be in place that ensures a 48 hour follow up and seeks to meet their 
ongoing needs. 

6.6 Screening Tools 

Screening tools used in the decisional tree for Alcohol detox will follow the 
NICE recommendations as detailed in the Trust Guideline for Inpatient Alcohol 
Detoxification.  Please see Appendix 7 for the Audit Tool.  

6.7 Rehabilitation 

Those Service Users wishing to access community or residential or community 
rehabilitation projects should be referred to Unity for assessment and pre-rehabilitation 
intervention. 
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6.8 Prescribing 

Opiate substitute prescribing: Coordinator Care is shared between the MH 
Services and Unity. 

The responsibility for any opiate substitute prescribing should be clearly agreed 
between the relevant professionals from the two services, based on an assessment 
by Unity with reference to the multi-disciplinary teams, as appropriate. Details of 
who is taking responsibility for prescribing and monitoring the opiate substitute 
should be incorporated into the Service User’s written care coordination care plan, 
and implemented according to the Department of Health clinical guidelines and 
contracts of the Unity Service. Any doctor prescribing in this context for the 
Service User must see them regularly; the frequency should be defined in the 
care coordination care plan. How to manage non-compliance and disengagement 
with care and treatment should be also recorded in the care plan. 

Other Prescribing: The roles and responsibilities for all other prescribing should be 
clearly identified in the care plan. Advice and guidelines on prescribing for Service 
Users with substance misuse problems, e.g. on home alcohol detoxification 
programs, are available from Unity medical staff.  

Please see Appendix 8 for North Acute Prescribing Clinical Guidelines. 

Guidelines 

6.9 Service Users in Prison  

The same principles apply to prisoners with a Dual Diagnosis to those who are 
inpatients. The care coordinator will remain in contact with the Service User 
throughout their custodial sentence and coordinate the CPA process. This will 
include ongoing and regular review. The review process should result in a care 
plan. 
If the custodial sentence is more than 12 months the care coordinator can discharge 
the care of the service user back to the prison mental health team.  

6.10 Ending Joint Recovery Care Planning 

Achievement of goals: The agreement of the ending of any service involvement 
because the agreed goals have been reached, should be achieved via the CPA 
review process with an amended care plan reflecting the end of involvement. The 
care coordination process will continue if specialist mental health services remain 
involved. When specialist mental health services are no longer required and Unity 
services remain involved, the models of care process will be adopted. 

High risk service users under shared care between CMHART and Unity who fail to 
maintain contact or withdraw consent with both services then a decision to discharge 
from either or both services should not be made in isolation. It should involve a 
discussion with those who are allocated to work with the service user in both 
CMHART and Unity and it should take into account a care coordination (MH) review 
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as well as an up to date risk assessment. Discharge from both services may include 
a plan for if the service user re-engages with either service and ensures those 
around the service user are aware of how to seek support should they wish to re-
engage (e.g. family, GP).  

6.11 Unity Arbitration 

In circumstances where there is some disagreement regarding whether a service will 
become involved in the assessment and / or care and treatment of a Service User, 
line management support and negotiation will be required with the potential to review 
the needs of the Service User and allocate the resources most appropriate to meet 
the needs of the Service User. CPFT weekly interface meeting should be used as a 
vehicle for these clinical conversations. The service which the Service User was 
initially referred to will remain involved until the disagreement has been resolved and 
where there is mutual agreement between the services. If clinical leads/team leads 
are unable to resolve the difference of opinions then these individual cases will be 
escalated to network managers and clinical directors for CPFT and the service 
manager for Unity will be asked to intervene. 

Should the difference of opinion arise between the Trust and non-Trust providers 
and the situation is not resolved through the interface meetings and clinical discussion 
then a consultant to consultant discussion maybe required. This may ultimately lead to 
unmet being escalated to, commissioners 

7 TRAINING 

7.1 E-Learning 

Training will overall increase the capacity of acute staff to manage Service Users 
with co-morbid physical and mental health problems. It will improve the acute staffs’ 
ability to identify mental health issues and improve the quality of care for Service 
Users. 

CPFT and GMMH will commit to providing joint training and information sessions on a 
mutual basis to enable both services to develop relationships and an understanding of 
pathways and treatment / interventions which can be offered to service users.  

Better knowledge of mental health conditions can reduce stigma. 

Mandatory training associated with Dual Diagnosis should be identified by the Trust’s 
relevant bodies including workforce services and organizational development and 
provided in accordance with the Trust’s training needs analysis. Attendance and non-
attendance at the training sessions will be managed in accordance with the Trust’s 
Learning and Development Policy.  
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7.2 Additional Training Resources 

NICE on line training is available to all practitioners in both MH and Unity Teams 
http://www.dualdiagnosis.co.uk/National_e-learningHub.ink. 

8 MONITORING COMPLIANCE WITH THIS DOCUMENT 

The table below outlines the Trusts’ monitoring arrangements for this 
policy/document. The Trust reserves the right to commission additional work or 
change the monitoring arrangements to meet organisational needs. 

Aspect of 
compliance or 
effectiveness 
being 
monitored 

Monitoring 
method 

Individual 
responsible 
for the 
monitoring 

Frequency 
of the 
monitoring 
activity 

Group / 
committee 
which will 
receive 
the 
findings / 
monitoring 
report 

Group / 
committee / 
individual 
responsible 
for 
ensuring 
that the 
actions are 
completed 

Unity will 
deliver at least 
2 training / 
information 
sessions per 
year to CPFT 
adult mental 
health staff.  

This will be 
monitored by 
the Dual 
Diagnosis 
Network 

Service 
Manager 
Unity 

Quarterly Dual 
Diagnosis 
Committee 

Dual 
Diagnosis 
Committee, 
Service 
Manager Unity 
& Senior 
Quality & 
Safety 
Manager 
CPFT 

CPFT will 
deliver at least 
2 training / 
information 
sessions per 
year to Unity 
staff. 

This will be 
monitored by 
the Dual 
Diagnosis 
Network 

Senior 
Quality & 
Safety 
Manager 
CPFT 

Quarterly Dual 
Diagnosis 
Committee 

Dual 
Diagnosis 
Committee, 
Service 
Manager Unity 
& Senior 
Quality & 
Safety 
Manager 
CPFT 

CPFT & Unity 
will continue to 
attend the Dual 
Diagnosis 
meetings and 
each service / 
network should 
be represented 
at each 
meeting.   

This will be 
monitored by 
the Dual 
Diagnosis 
Network 

Service 
Manager 
Unity & 
Senior 
Quality & 
Safety 
Manager 
CPFT 

Quarterly Dual 
Diagnosis 
Committee 

Dual 
Diagnosis 
Committee, 
Service 
Manager Unity 
& Senior 
Quality & 
Safety 
Manager 
CPFT 
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Evidence of 
joint working 
and sharing 
leaning from 
serious 
incidents. 

This will be 
monitored by 
the Dual 
Diagnosis 
Network 

Service 
Manager 
Unity & 
Senior 
Quality & 
Safety 
Manager 
CPFT 

Quarterly Dual 
Diagnosis 
Committee 

Dual 
Diagnosis 
Committee, 
Service 
Manager Unity 
& Senior 
Quality & 
Safety 
Manager 
CPFT 
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APPENDIX 2: Standard referral. All Mental Health Services, including
inpatient (MHS) to UNITY 

Mental Health Services identify 
Service User with MH and 

substance misuse problems 

Psychological and Risk assessment 
completed including Drug and 

Alcohol history. 

Consider referral 
to UNITY for triage 

assessment: pt. 
responsibility stays 

with MH Service 

Does the service 
user consent to 

referral to 
UNITY? 

Yes 

No 

Is substance 
misuse 

problematic? No 

Ongoing input 
from MH 
Service 

Yes 

Option of MHS 
of obtaining 

general advice 
from UNITY. 

SU DNAs 
appointment 
with UNITY 

Refer to UNITY for 
assessment  that will take 

place within 5 working days. 
Specialist MH Services retain 

care coordinator role. 

Unity will 
communicate one 

of the following 
outcomes; 

Not suitable 
for UNITY 

SU 
engaged 
with 
UNITY 



Completed by Date of 
Referral 

Client Full Name DOB 

NHS NO (if known) Referred by? 

Marital status Gender Ethnicity 

Telephone number 

ADDRESS 
(Include NFA) 

We will write to you at this address unless you ask us not to. 
Children’s details 

Are Social services involved?   YES/NO 
GP Name 

GP Address 

It is essential you have a GP, please ensure you have registered with one 
before you come for your assessment appointment. 

Drug/Alcohol use 
over the last 14 days 

Physical Health 
(include any prescribed 
medication) 

Mental Health  
(Any involvement with 
other services?) 

Have you been in 
the armed forces? 
(Please Circle) 

Currently             Previously            Never 

Referral Information 

Return completed referral to:  unity@gmw.nhs.uk 

unity@gmw.nhs.uk 

Appendix 3: Referral Form to Unity from CPFT Mental Health Services



 

 
Hospital Referrals: 
Hospital 
 

 Ward  

Expected date of 
discharge 

 

Other Relevant 
Information 
 
 
 
 
 
 
 
 
 
 

 

 
 

Criminal Justice 
Involvement? 

 

Pregnancy test 
required? 
 

 

Previous treatment 
episode/s  
 
 

 

Other Relevant 
Information 

 

For Office use only Assessment Information 
 
Date: 
 
Time: 
 
Worker: 
 

  

unity@gmw.nhs.uk 
 
 



 

APPENDIX 4: Standard Referral. From Unity to any Mental Health Service via the SPA for  
service users with current or ongoing mental health needs or alcohol or drug problems. 
 
 
 
 
 

options 
 

  

Unity identifies Service User 
(SU) with mental health 

problems 

Unity will refer to SPA number sharing all 
available information to SPA and most recent 

risk assessment/ current medication 

MHT accept referral and 
assess need: jointly if possible 
especially in complex cases 

 

ACUTE LIAISON in 
DGH 

Where: A/E Medical 
Wards 

When: within 2 hours 
(see Appendix 4) 

EMERGENCY ALIS) 
Where: Suitable and safe 

community location 
When: within 4 hours (see 

Appendix 3) 

URGENT ALIS or CMHART) 

Where: To be agreed 
between Liaison and SU 

When: within 24/72 hr 

 

Agreement with Unity re 
ongoing care plan 

Is Unityinput still required? 

Unity to arrange follow up 
within 5 working days 

 

 

Unity to inform MH Service and 
advise on different agencies or 

options 

 

 

 

  

 

Yes No 

ROUTINE REFERRAL 
Where: to be agreed by 

MHT and SU 
When: within15 days 

 

 



First Step Referral Form 
First Step provides short-term talking therapies for mild to moderate mental health problems including depression, 
anxiety disorders (e.g. PTSD, OCD, GAD, and Social Anxiety), problem anger and mild bulimia.   
Exclusion criteria include  
• individuals presenting with high risk (e.g. plan or intent for suicide, presents a danger to others) or requiring a multi-

disciplinary mental health team approach 
• individuals currently open to secondary care
• individuals for whom a brief intervention would increase risk or be detrimental.

Client Details 

Name & Title: 

Date of birth: 

Address: 

Post Code 

GP/Surgery Address: 

Telephone   

NHS NUMBER 

Telephone: Landline     Mobile  

Email address  

Permission to contact patient via 

Landline           Mobile     Letter    Email 

Can we leave a message on 

 Landline               Mobile 

Reason for referral 
Presenting problem including mental health diagnosis 

Please detail duration of problem and any specific issues that affect the client. 

Current substance use and impact on ability to attend, and benefit from, therapy 

  

0 

Appendix 4A: Referral Form from Unity to First Step



 
 
Please include previous history of mental health issues inc. previous interventions (e.g. medication, 
psychological therapy, services involved and treatments) 

 
 
 
 
What kind of help is the client is looking for or expecting to receive? 

 

 

 

Current mental health medication 

 

 

 

Risk Information 

Please tick the boxes below to indicate any risk considerations 

          Patient risk of self-harming 

          Patient risk of suicide 

          Children on a child protection plan/ child in need/ looked after children 

          Responsibilities for vulnerable adult or patient is a vulnerable adult 

          Risk of violence to others (including staff) 

          Mental health or substance misuse impacting on parenting capacity 

          Forensic history 

          Other Risk 

          None of the above 

If you have highlighted any potential risks in the boxes above then please provide relevant detail below. 

 

 

 

Completed by 

Name: 

Phone:  

 

Signature                                                                                                        Date 

Thank you for completing this form, please return via fax or post to: 
First Step, Elmwood, 2a Tynefield Drive, Penrith, Cumbria,  CA11 8JA  

Tel: 0300 123 9122  Fax:  01768 245347 
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APPENDIX 5: Community management of Medical or Psychiatric 
emergency including Intoxicated State 

Assess 
immediate 

presentation 
and risk 

Medical or 
Psychiatric 

Emergency including 
intoxicated state 

Life threatening physical 
illness (i.e. acutely confused, 
unsteady gait, fitting, shaky, 

unconscious). 

High risk (to self or 
others psychiatric 

emergency?) 

No immediate risk but 
ongoing mental health needs 

Yes 

Yes 

Dial 999 for 
ambulance 

Consenting to be assessed 
for further care 

No Yes 

Refer to MH Service via SPA 
(follow standard referral 

Appendix 2) Call and inform police 
if high risk to others 

(immediately) or self (if 
not engaging and left 

premises) 

Send to A&E and refer 
to Mental Health 

Service 



Alcohol Detox Pathway 
Individual presents at A&E and alcohol misuse is evident 

Patient admitted 

DO NOT ADMIT 
Person referred to Unity

Unity Electronic 
 

Unity contact & engage 
individual  

Immediate assessment by 
ALIS worker 

ALIS worker notified 

ALIS worker engages and 
refers to Unity same day

Is there a medical or physical 
health emergency that requires 

admittance? 
 

Is the person at risk 
of self-harm or is 
there a suspected 

mental health 
problem? 

 

Is community 
detox 

appropriate? 

Is there a dual 
diagnosis or 

complex needs? 

Unity provide on-going 
support to ensure recovery 

is maintained 
 

When patient is medically 
stable ALIS worker/Unity, as 
part of IDT, ensure detox is 

completed, in community or 
as inpatient before 

discharge, as defined in the 
discharge plan 

 

Unity prepare and offer 
detox 

Patient referred to 
Chapman Barker Unit 

Detox arranged in 
Kentmere Ward 

Is admission to 
psychiatric or acute 
ward for complex 
needs required? 

ALIS assessment completed 
–is detox appropriate /

unavoidable? 

Planned detox agreed when 
appropriate  Unity responds to referral in 

1 working day  

No Yes 

Yes 

Yes 

Yes 

No 

No 

No 

Yes 

No 

ALIS worker ensures any 
alcohol symptoms are 

managed (if necessary) and 
refers to Unity same day

Appendix 6: Alcohol Detox Pathway



AUDIT Tool   UNITY
AUDIT: Alcohol Use Disorders Identification Test 

Questions 
Scoring system 

Score 0 1 2 3 4 

How often do you have a drink containing alcohol? Never Monthly 
or less 

2 - 4 
times 
per 

month 

2 - 3 
times 
per 

week 

4+ times 
per 

week 

How many units of alcohol do you drink on a typical day 
when you are drinking? 

1 -2 3 - 4 5 - 6 7 - 9 10+ 

How often have you had 6 or more units if female, or 6 or 
more if male, on a single occasion in the last year? 

Never 
Less 
than 

monthly 
Monthly Weekly 

Daily or 
almost 
daily 

How often during the last year have you found that you 
were not able to stop drinking once you had started? 

Never 
Less 
than 

monthly 
Monthly Weekly 

Daily or 
almost 
daily 

How often during the last year have you failed to do what 
was normally expected from you because of your drinking? 

Never 
Less 
than 

monthly 
Monthly Weekly 

Daily or 
almost 
daily 

How often during the last year have you needed an alcoholic 
drink in the morning to get yourself going after a heavy 
drinking session? 

Never 
Less 
than 

monthly 
Monthly Weekly 

Daily or 
almost 
daily 

How often during the last year have you had a feeling of 
guilt or remorse after drinking? 

Never 
Less 
than 

monthly 
Monthly Weekly 

Daily or 
almost 
daily 

How often during the last year have you been unable to 
remember what happened the night before because you 
had been drinking? 

Never 
Less 
than 

monthly 
Monthly Weekly 

Daily or 
almost 
daily 

Have you or somebody else been injured as a result of your 
drinking? 

No 

Yes, but 
not in 

the last 
year 

Yes, 
during 
the last 

year 

Has a relative or friend, doctor or other health worker been 
concerned about your drinking or suggested that you cut 
down? 

No 

Yes, but 
not in 

the last 
year 

Yes, 
during 
the last 

year 

Total Score    

Score banding:  0-7 No risk 
 8-15 Hazardous
 16-19 Harmful
 20+ Dependent

PARIS ID:  ____________        Completed by:  _________________________        Date:  _____________ 

Appendix 7: Audit Tool



SADQ Tool                                                                 UNITY  
SADQ: Severity of Alcohol Dependence Questionnaire 
 

Please recall a typical period of heavy drinking in the last 6 months.  When was this?      Month:  Year: 
 

Questions 
Scoring system 

Score 0 1 2 3 
1) The day after drinking alcohol, I woke up feeling sweaty Almost 

Never Sometimes Often Nearly 
always 

 

2) The day after drinking alcohol, my hands shook first thing in 
the morning 

Almost 
Never Sometimes Often Nearly 

always 
 

3) The day after drinking alcohol, my whole body shook violently 
first thing in the morning if I didn't have a drink. 

Almost 
Never Sometimes Often Nearly 

always 
 

4) The day after drinking alcohol, I woke up absolutely drenched 
in sweat 

Almost 
Never Sometimes Often Nearly 

always 
 

5) The day after drinking alcohol, I dread waking up in the 
morning 

Almost 
Never Sometimes Often Nearly 

always 
 

6) The day after drinking alcohol, I was frightened of meeting 
people first thing in the morning. 

Almost 
Never Sometimes Often Nearly 

always 
 

7) The day after drinking alcohol, I felt at the edge of despair 
when I awoke.  

Almost 
Never Sometimes Often Nearly 

always 
 

8) The day after drinking alcohol, I felt very frightened when I 
awoke 

Almost 
Never Sometimes Often Nearly 

always 
 

9) The day after drinking alcohol, I liked to have an alcoholic 
drink in the morning 

Almost 
Never Sometimes Often Nearly 

always 
 

10) The day after drinking alcohol, I always gulped my first few 
alcoholic drinks down as quickly as possible 

Almost 
Never Sometimes Often Nearly 

always 
 

11) The day after drinking alcohol, I drank more alcohol to get rid 
of the shakes 

Almost 
Never Sometimes Often Nearly 

always 
 

12) The day after drinking alcohol, I had a very strong craving for 
a drink when I awoke 

Almost 
Never Sometimes Often Nearly 

always 
 

13) I drank more than a quarter of a bottle of spirits in a day (OR 
1 bottle of wine OR 8 units of beers) 

Almost 
Never Sometimes Often Nearly 

always 
 

14) I drank more than half a bottle of spirits per day (OR 1.5 
bottles of wine OR 15 units of beer) 

Almost 
Never Sometimes Often Nearly 

always 
 

15) I drank more than one bottle of spirits per day (OR 3 bottles 
of wine OR 30 units of beer) 

Almost 
Never Sometimes Often Nearly 

always 
 

16) I drank more than two bottles of spirits per day (OR 6 bottles 
of wine OR 60 units of beer) 

Almost 
Never Sometimes Often Nearly 

always 
 

 

Imagine the following situation…  You have been completely off alcohol for a few weeks and then you drink heavily for 2 days.  
How would you feel the morning after those 2 days? 
 

17) I would start to sweat Not at all Slightly Moderately Quite a lot  

18) My hands would shake Not at all Slightly Moderately Quite a lot  

19) My body would shake Not at all Slightly Moderately Quite a lot  

20) I would be craving for a drink Not at all Slightly Moderately Quite a lot  

 

 Total Score          
 

 

Score banding:  0-3       No dependence       4-19   Mild dependence     20-30 Moderate dependence 
  31-44   Severe dependence  45+ Very severe dependence  
 

PARIS ID:  ____________        Completed by:  _________________________        Date:  _____________ 



Purpose and scope of the guidelines 
This guideline has been designed to assist health care professionals who manage patients in an inpatient 
setting who have opioid dependence issues.  Opioid withdrawal is rarely fatal, however extremely 
unpleasant for the individual.  Unless addressed these patients are likely to self-discharge and cause 
danger to themselves and unnecessary ward disruption.  During working hours staff should liaise with 
Unity (Drug and Alcohol Advisory Service for Cumbria-see appendix 3).  Out of hours staff may have to 
administer opioid therapy to these patients and these guidelines are there to offer guidance in this 
scenario. Inappropriate opioid prescribing can be fatal hence care is needed.  

Opiate drugs are derived from the poppy plant and are naturally occurring while opioid drugs refer to any 
drug that works on the opiate receptor (e.g. tramadol, oxycodone).  These terms are used 
interchangeably. 

Introduction 
The long-term management of those who are dependent on heroin is usually to substitute this with 
methadone or buprenorphine.   

Methadone is the long acting oral substitute for heroin (half-life 12-18 hours).  Buprenorphine is a 
sublingual opioid preparation which is also long acting and prescribed on a daily basis.  Buprenorphine is 
a partial agonist at opioid receptors with high affinity and thereby at higher doses can block the effect of 
heroin and other opioid medications (half-life 6 hours).   When it is initiated in someone who has other 
opioids in their system, it may cause withdrawal symptoms.  Substitution therapy for opioid misuse in the 
community invariably involves prescription for methadone 1mg/ml oral solution or buprenorphine 
(Subutex®) sublingual tablets.    

These drugs are prescribed in order to  prevent deaths from illicit heroin use and to reduce the harm that 
heroin addicts accrue from the use of illicit drugs, (abscesses, endocarditis, overdose, HIV, Hepatitis, 
etc.). 

Methadone and buprenorphine are usually prescribed on a fortnightly prescriptions which are dispensed 
by community pharmacists at intervals ranging from daily (most usual) to fortnightly.  New prescriptions 
will be supervised.  

Treatment 
Treatment is usually only necessary for people who take opioids on a regular basis.  There are three 
groups of patients: 
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1.  Patients already on a opioid withdrawal program (usually methadone, but also buprenorphine) 
who present to hospital for another reason during working hours (e.g. pneumonia) who will need 
their usual methadone dose after verification.  This group of patients does not require confirmatory 
urine toxicology and are the most straightforward to manage.  (Caution-if the patient is in 
respiratory failure then this is a relative contraindication for using methadone or any opioid agent; 
dose may have to be reduced or withheld) 

2. Patients who are not on an established withdrawal program however are requesting medication as 
they are taking illicit opioids in the community and experiencing withdrawal symptoms. Liaise with 
Unity as soon as possible. 

3. Patients who present out of hours who claim to be on a methadone/buprenorphine program and 
there is no means of verifying this. 

Drug History and assessment 
An accurate drug history including all opioid/over the counter/complementary should be undertaken and 
documented.   

• Route by which they administer 

• Approximate total daily usage of opioid and other drugs 

• Time/ Date of their last drug use and what was taken and if supervised. 

• Length of time they have been using opioids or other drugs/ substances 

• Sharing of any drug paraphernalia (may alert to any infection risk) 

• Prescriber and community chemist details – document.  

• HIV/ Hep B/ Hep C status (if known) 

• History of alcohol intake 

• Physical signs of drug misuse e.g. tracking on arms 

• Significant changes in mental state a few days after admission, periods of apparent intoxication or 
behaviour suggestive of drug use, such as frequent absences from the ward or strange behaviour with 
visitors, may also lead to suspicion that drugs are being used illicitly. These patients are potentially 
high risk and giving them methadone could be fatal due to duplication of opioids. Contact unity for 
advice ASAP.  

• Check if they have any prescribed methadone/buprenorphine (Subutex & Suboxone) at home. 
Every effort must be made to obtain all available supplies already issued to the patient; these 
should be used for the patient in hospital initially where possible.  If there are doses of 
maintenance opioids unaccounted for do not prescribe in patient doses. If these cannot be 
obtained this information must then be communicated to the Unity /Prescriber and will need to 
be considered on discharge. Doses maybe taken to community Pharmacists to be verified/ 
accounted for if patient lives a long distant from hospital.  

Urinalysis 
 When there is an clinical need to detect opioid use prior to commencing methadone the Blood Sciences 
department is able to offer a rapid urine assay that will detect methadone metabolite, buprenorphine and 
morphine.  This is available at both sites (CIC and WCH) within four hours after discussion with a 
consultant biochemist. Telephone Blood Sciences reception CIC 01228 814541 / ext 14541 or WCH 
01946 523433 / ext 23433. Urinalysis is vital to detect drug use to ensure that patients who are opioid 
naïve are not given methadone with potentially fatal consequences.  Be aware that codeine which is a 
commonly used analgesic will also flag as an opioid.  Please send urine in a plain white top universal 
container with a Biochemistry/Haematology form. Request ‘opioid screen’. 

 



Management of opioid withdrawal in patients enrolled on a drug management programme 
For patients who are already on a programme follow these steps:  

• The admitting team, with help from the pharmacy team during working hours are responsible for the
following on the day of admission or as soon as practicable:

Confirm date, time and dose of last collected methadone/buprenorphine with the community
pharmacist and if supervised.  Inform the community pharmacist that the patient has been admitted to
hospital. This ensures that the patient’s representatives/relatives do not collect patient’s prescription.
Never prescribe on the patient’s word alone.

• Where possible seek advice from Unity (refer to appendix 4)

Inform patient’s substance misuse worker (contact relevant community drug/alcohol team). Appendix 3
- Useful Contact Numbers for details.  This should allow the issuer of the patient’s regular prescription
(GP or CDT) to be informed that the patient has been admitted to hospital
Document all of the information obtained in the patient’s notes.

• If there are concerns regarding opioid withdrawal and there is a need to consider opioid replacement,
perform urine drug screen with positive confirmation of the ‘claimed drug ‘use.

Prescribing 
Once confirmed, the medication should be prescribed by a Registrar grade doctor or above at the next 
available opportunity. If the patient has already had some or all of the doses in that day, this should be 
endorsed and a record indicated on the current inpatient prescription card.  Methadone should be 
prescribed as “methadone mixture 1mg in 1ml” and the dose in milligram. 

The prescription chart should state ‘DO NOT GIVE IF DROWSY’ 
Management of opiate withdrawal in patients who are not on a treatment programme or 

prescription cannot be verified. 
For patients who state dependence on opiates: 

• that are not on a treatment programme

• whose prescription cannot be verified

• that have collected their prescription and deny taking it on the day of admission

Confirm opioid presence in urine to ensure methadone is not being administered to opioid naïve patients. 

Before treatment is initiated, an objective assessment of withdrawal symptoms should be made using the 
Clinical Opiate Withdrawal Scale (COWS) assessment tool see Appendix 2 – Opiate Withdrawal Scale. 

The patient should be advised that treatment will only occur when this has been done 

Assessment of opioid withdrawal 
This should be assessed on an individual basis. 

• Withdrawal from diamorphine [heroin] can occur within 4-6 hours

• Withdrawal from methadone can take more than 24 hours due to its long half-life.

• Withdrawal from buprenorphine can take more than 24 hours due to its long half-life.

• Assess objectively for signs of withdrawal (see signs and symptoms listed below). The COWS also
provides the prescriber with an idea of the severity of the withdrawal and thus aids prescribing.  See
Appendix 2 – Opiate Withdrawal Scale.

Withdrawal Signs and Symptoms Signs of Opioid intoxication 



• Sweating 

• Restlessness 

• GI Upset 

• Pupil size (dilated) 

• Tremor 

• Anxiety/ Irritability 

• Gooseflesh skin 

• Yawning 

• Resting pulse (high) 

• Pinpoint pupils 

• Drowsiness, 

• Slurred speech 

• Relaxation 

• Euphoria 

• Poor concentration 

•  Appearing asleep, but 
rousable 

 

 

Treatment of withdrawal 
Prescribing of any medication for withdrawal should only be carried out after assessment of withdrawal 
using the COWS, and only by Registrar grade Doctor or above. 

If the patient is showing signs of opioid withdrawal then they should be treated step wise as detailed below 
until titration or dose confirmation have been achieved.  If a patient is showing severe withdrawal signs 
from opioids it may be necessary to seek advice from Unity .Details of these can be found in Appendix 3 - 
Useful Contact Numbers. 

Initial assessment and treatment 
For a patient showing no signs of opioid withdrawal: 
Replacement opiate therapy is not normally indicated 
There may be delayed onset of withdrawal in some patients and therefore their withdrawal should be 
reassessed every 1-2 hours to ensure that this has not been any clinical deterioration.   

For a patient showing signs of withdrawal: (see above table) 

Patient should be managed initially with symptomatic relief. This can include: 

• loperamide for control of diarrhoea 

• metoclopramide  for nausea or vomiting; consider ondansetron if metoclopramide contraindicated but 
avoid cyclizine because of risk of abuse 

• hyoscine butylbromide or mebeverine for controlling stomach cramps 

• non-opioid analgesics for muscular pains and headaches  

• zopiclone for insomnia that persists for a few days 

• diazepam 2mg upto three times daily (strictly on a short term basis-beware of addiction) 

See the BNF for details of dosing and monitoring  
Please note there may be contraindications to many of these medications e.g., diarrhoeal illness, age, 
benzodiazepine abuse.  

If symptomatic relief is inadequate as a result of non-opioid medication, methadone mixture 1mg/1ml  5-
10 mg  4hourly PRN- maximum 30mg in 24hrs on day 1 should be considered. This should only be 
given if the patient consents to it, an objective assessment (COWS) indicates withdrawal and they 
have a positive urine sample for opiates/opioids.  The detection window for opioids in urine 
sample is about 2-3 days, hence opioids will always be present even if withdrawing.  The maximum 
methadone mixture 1mg/1ml dose would be 30 mg in 24 hours on day 1. Do not prescribe this on 
the “When required” section of the prescription chart. Each individual dose must be prescribed on 
the once only section, after each 4 hourly COWS assessment.  



 This should not be given if there is any evidence of intoxication (see above table) or sedation. 
The treatment algorithm can be found in Appendix 1 – Opiate withdrawal treatment algorithm.  The 
following summarises the information for treatment of withdrawal. Please bear in mind however that these 
are only a guide and decisions should be made on an individual basis in all cases. 

Reassess every 2-4 hours by the nursing staff for signs of withdrawal using appendix 2 “Clinical Opiate 
withdrawal Scale” (COWS). This only needs to be continued until appropriate titration is achieved. 

COWS SCORE ADVICE 

  5-12   Give  methadone mixture 5mg ** 

  Over 13   Give methadone mixture 10mg** 

4 hours after dose and score is over 25 
and no signs of sedation 

Obtain medical or specialist review** 

** Lower doses may be necessary in renal and liver impairment 

If the patient is withdrawing from a number of substances it may be difficult to assess the level of 
withdrawal and it is therefore recommended that the minimum dose is prescribed until additional advice is 
sought. 

A maximum of methadone mixture 1mg/1ml 30 mg should be given on day 1. 
 If a dosage is confirmed later in the day, the total quantity given by PRN on that day should be subtracted 
and the remainder given as a single dose.  Ensure the PRN methadone prescription is discontinued.  

Administration/ Supervision: 

Nursing staff must observe the patient swallowing the methadone. 

 Ask the patient to speak and/or drink water immediately afterwards. 
Continuing assessment and treatment from Day 2 
On day 2, the total amount of methadone mixture 1mg/1ml given on day 1 should be prescribed as a 
single daily dose in the morning. The patient can then have 5-10 mg methadone mixture 1 mg/1ml 4 
hourly PRN up to a total of 40 mg daily including the morning dose (max prn dose = 10 mg and max total 
dose = 40 mg on day 2).  

Doses above this should have specialist input and it is recommended that a specialist (Unity appendix 3) 
is contacted for dose titrations above this amount. The same should happen on Day 3 (maximum prn dose 
of methadone mixture 1mg/1ml  = 10 mg  and maximum  total dose methadone mixture 1mg/1ml = 50 mg 
on day 3;). If the patient is still assessed as withdrawing then specialist advice should be sought. 

It should be noted that the elimination half-life of methadone is long and varies considerably with a range 
of 12-18 hours although liver and renal failure will prolong this.  As a result it will take several days for a 
steady state concentration to be achieved even at a constant dose.  Seek advice from a 
Pharmacist/Physician.  

Discharge Planning 
For patients already on a treatment program: 

• Contact their substance misuse keyworker/ substance misuse team to inform of discharge date
and tell them the dose that the patient has been receiving prior to discharge (use documents in



appendices 5 and 6 for this communication). Phone the patients community pharmacist with details 
of last supervised administered opiate dose. Unity is a service open from 9 to 5 Monday to Friday. 

• Encourage the patient to make an appointment with the substance misuse team to organise an
ongoing prescription

Day of discharge:  Give supervised opioid replacement therapy to the patient.  Exception would be 
Saturday discharges when a “Sunday” dose could be prescribed as take home medication. Need to 
ensure communication with Community Pharmacist and substance misuse keyworker. 

For patients NOT on a treatment program prior to admission: 

• If patient wishes to be on a treatment program contact local Unity as soon as possible.  They will
need to complete an assessment before undertaking any prescribing.  With sufficient notice this
can be completed on the ward prior to discharge and prescribing should be continued for take
homes in the community if needed.

Key Safety Points 

• Do not be pressured into prescribing anything before confirmation of community treatment
doses from community drugs teams or evidence of objective signs of opiate withdrawal

• Caution with patient disclosing poly drug (e.g. benzodiazepines, amphetamines, cocaine) and
alcohol use – they may experience multiple withdrawals – seek advice.

• Caution especially in head injury, liver disease and respiratory depression.

• Methadone and QT prolongation
 The Medicines and Health Care Product Regulatory Agency [MHRA] recommended in 2006 ‘’that patients 
with the following risk factors for QT interval prolongation is carefully monitored whilst taking methadone”:- 

• heart or liver disease,

• electrolyte abnormalities,

• concomitant treatment with CYP3A4 inhibitors (large list-see BNF)

• Medicines known to cause QT interval prolongation.

• patients requiring more than 100 mg  methadone mixture (1 mg/1ml) per day

If there is concern about QT prolongation a 12 lead ECG should be performed. 
  ONLY Registrar grade doctors and above should initiate methadone in hospital and only in 
extremis. 



Suppy of methadone or buprenorphine by Pharmacy. : 

Methadone or burprenorphine will only be supplied by pharmacy when there is documented evidence that 
this policy has been followed.  (Only methadone-not buprenorphine- will be initiated in an emergency 
withdrawal situation.) 

Pharmacy will only issue methadone or buprenorphine as individual doses, daily.  Staff nurses must order 
these agents using CD stationary and the prescription chart should be taken to Pharmacy alongside this 
order. In emergency situations initial supplies of methadone will be kept on the admissions units of both 
hospitals. 

Training Requirement  
All nurses and doctors are to be trained in the use of the Clinical Withdrawal Opiate Rating Scale and 
Clinical Institute of Alcohol Withdrawal Scale via training days or grand rounds. 

Audit 
Compliance will also be monitored by local measures at least every three years. 

Action plans to manage improvement in compliance will be developed where necessary.  

 Supporting Documents 

• Drug Misuse and Dependence- Guidelines on Clinical Management Department of Health 2007

(http://www.nta.nhs.uk/publications/documents/clinical_guidelines_2007.pdf)

• NICE clinical guideline 52 (2007). Drug misuse: opioid detoxification. Available from
www.nice.org.uk/CG052

• National Collaborating Centre for Mental Health (2007). Drug Misuse: Opioid detoxification (full
guideline.) Available from www.nccmh.org.uk

• MHRA (2006) Current Problems in Pharmacovigilance, vol 31 May 2006.London: Medicines and
Healthcare products Regulatory

• NICE (2007a) Methadone and Buprenorphine for the Management of Opioid Dependence.
Technology appraisal 114. London: National Institute for Health and Clinical Excellence.

• ‘Pain and substance misuse: Improving the patient experience’. A consensus statement prepared by
The British Pain Society in collaboration with The Royal College of Psychiatrists, The Royal College of
General Practitioners and The Advisory Council on the Misuse of Drugs April 2007.

• Steven Storey, Northumbria Healthcare NHS Foundation Trust (2010). An algorithm for managing
opiate-dependent inpatients. The British Journal of Clinical Pharmacy.

• Worcestershire Mental Health Partnership NHS Trust (2008).  Guidelines for the management of adult
opiate dependent patients in the acute hospital setting. Clinical Effectiveness Group. (CP0087)

• Bateman. N.D.  Opioids.  Medicine 2012;40:3: 141-143.

(These guidelines were adapted from the Manchester Guidelines)
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Appendix 1 – Opiate withdrawal treatment algorithm 
 A guide to aid assessment, prescribing and discharge. 

 

 
NB: If service user 
pregnant/ 
breastfeeding or 
has liver or renal 
dysfunction 
please contact 
specialist for 
advice 

Patient admitted to hospital 
 

Already Enrolled on 
opiate replacement 
therapy 

Unable to 
confirm dose 
information 

State dependence on 
opiate/ illicit substances 

Able to confirm dose 
information from  
• Substance misuse key 

worker OR 
• Community pharmacy OR 
• Duty worker  

Assess initial 
withdrawal symptoms 

and perform urine 
screen  

NO Signs/ Symptoms of 
withdrawal present 

Prescribe if appropriate  
Confirm if daily dose given or 
taken in community already 

Contact: 
• Nominated substance 

misuse worker 
• Community pharmacy 
Inform of  
- Admission 
- Estimated discharge 

date. 
(See box below for 
discharge information) 

From Day 2 
•  Day 2:- Give total daily dose of methadone mixture 1mg/1ml  from Day 1 as a single dose in the morning and 

prescribe 5-10 mg prn 4 hourly (maximum prn dose = 10 mg and maximum total dose = 40 mg)   
• Day 3 onwards see guideline text 

 
Discharge planning needs to be initiated at the earliest possible point. Titration may take up to a week as dose 
increases may not be made every day. 

Signs/ Symptoms of withdrawal 
present 
Treat for symptomatic relief.  
Meds include loperamide, 
metoclopramide, hyoscine butyl 
bromide, non-opioid analgesics and 
zopiclone 

Recheck for signs/ symptoms of 
withdrawal 2-4 hourly (COWS) 
 

Signs/ symptoms of withdrawal present or 
worsened  
Prescribe methadone mixture 1mg/1ml  5-10 
mg 4hourly prn (Registrar or above). Urine 
screen needs to be positive for opioids prior 
to starting methadone in unverified patients 
Day 1- Maximum 30 mg 
Day 2- See info below 

Recheck for signs/ 
symptoms of withdrawal 
2-4 hourly 
 

Signs/ symptoms of 
withdrawal: 
 
• Sweating 
• Restlessness 
• GI Upset 
• Pupil size 

(dilated) 
• Tremor 
• Anxiety/ Irritability 
• Gooseflesh skin 
• Yawning 
• Resting pulse 

(high) 



Appendix 2 – Clinical Opiate Withdrawal Scale 
For each item, circle the number that best describes the patient’s signs or symptom.  Rate on just the 
apparent relationship to opiate withdrawal.  For example, if heart rate is increased because the patient 
was jogging just prior to assessment, the increase pulse rate would not add to the score. 

 
Patient’s Name:_____________________                         Date and Time ____/_____/____:__________ 
 
Reason for this assessment:____________________________________________________________ 
 
Resting Pulse Rate 
 _________beats/minute 
Measured after patient is sitting or lying for one minute  
0 pulse rate 80 or below 
1 pulse rate 81-100 
2 pulse rate 101-120 
4 pulse rate greater than 120 

GI Upset: over last ½ hour 
0 no GI symptoms 
1 stomach cramps 
2 nausea or loose stool 
3 vomiting or diarrhea 
5 Multiple episodes of diarrhea or vomiting 

Sweating: over past ½ hour not accounted for by room 
temperature or patient activity. 
0 no report of chills or flushing 
1 subjective report of chills or flushing 
2 flushed or observable moistness on face 
3 beads of sweat on brow or face 
4 sweat streaming off face 

Tremor observation of outstretched hands 
0 No tremor 
1 tremor can be felt, but not observed 
2 slight tremor observable 
4 gross tremor or muscle twitching 
 

Restlessness Observation during assessment 
0 able to sit still 
1 reports difficulty sitting still, but is able to do so 
3 frequent shifting or extraneous movements of 
legs/arms 
5 Unable to sit still for more than a few seconds 

Yawning Observation during assessment 
0 no yawning 
1 yawning once or twice during assessment 
2 yawning three or more times during assessment 
4 yawning several times/minute 

Pupil size 
0 pupils pinned or normal size for room light 
1 pupils possibly larger than normal for room light 
2 pupils moderately dilated 
5 pupils so dilated that only the rim of the iris is visible 

Anxiety or Irritability 
0 none 
1 patient reports increasing irritability or 
anxiousness 
2 patient obviously irritable anxious 
4 patient so irritable or anxious that participation in 
the assessment is difficult 

Bone or Joint aches If patient was having pain 
previously, only the additional component attributed to 
opiates withdrawal is scored 
0 not present 
1 mild diffuse discomfort 
2 patient reports severe diffuse aching of joints/ 
muscles 
4 patient is rubbing joints or muscles and is unable to sit 
still because of discomfort 

Gooseflesh skin 
0 skin is smooth 
3 piloerrection of skin can be felt or hairs standing 
up on arms 
5 prominent piloerrection 
 

Runny nose or tearing Not accounted for by cold 
symptoms or allergies 
0 not present 
1 nasal stuffiness or unusually moist eyes 
2 nose running or tearing 
4 nose constantly running or tears streaming down 
cheeks  

 
Total Score  ________ 
The total score is the sum of all 11 items 
 
Initials of person completing Assessment:            
______________ 

Score: 5-12 = mild; 13-24 = moderate; 25-36 = moderately severe; more than 36 = severe withdrawal 



Appendix 3 - Useful Contact Numbers 

Unity Alcohol & Drug Recovery Service 
Specialist Services Network 
Greater Manchester Mental Health NHS Foundation Trust 
Community Bases  

Carlisle and Eden  
First Floor, Stocklund House 
Castle Street 
Carlisle 
CA3 8SY 
Tel: 01228 212060 
Fax: 01228 535681 
Locality Manager: Cate Meagher 

Whitehaven  
21B Lowther St  
Whitehaven  
CA28 7DG  
Tel: 01946 350 020 
 Locality Team Manager: Karen Nicoll 

Workington  
6 Finkle St  
Workington  
CA14 3AY  
Tel: 01900 270 010  
Fax: 01900 873 136  
Locality Manager: Karen Nicoll 

Barrow  
92-96 Duke St  
Barrow-in-Furness 
LA14 1RD  
Tel:  01229 207020 
Locality  Manager: Cath Dickinson 

Kendal  
White Horse Yard  
39 Stricklandgate  
Kendal  
LA9 4LT  
Tel: 01539 742 780  
Locality Manager: Cath Dickinson 

Chapman Barker Unit/RADAR Inpatient Drug and Alcohol service 
Bury New Road 
Prestwich 
M25 3BL 
0161 358 2026 

Chapman Barker Unit/RADAR Inpatient Drug and Alcohol service 
Bury New Road 
Prestwich 
M25 3BL 
0161 358 2026 



Appendix 4 - Specialist Advice 
 
• Dr P Horgan (Specialist Consultant): 

Available either through community sites as above or GMW switch 0161 773 9121 
 
• Jennifer Hyde (Senior Pharmacist) 0161 772 3501  
 

• Medicines Management Team 0161 358 1678  
 
For patients 
 

• Talk To Frank  
www.talktofrank.com 
 
 

http://www.talktofrank.com/


Appendix 5 information form for Cumberland infirmary Carlisle 

CUMBERLAND INFIRMARY  CARLISLE 
Please fax completed form to Unity (Tel: 01228 212060 

Fax: 01228 535681) and confirm receipt by phone  

CONFIRMATION OF PRESCRIBING TO UNITY CARLISLE  
(First Floor, Stocklund House, Castle Street, Carlisle CA3 8SY) 

DEMOGRAPHICS 

Name of Client: 

DOB: 

Address: 

NHS Number: 

MEDICATION 

Medication Prescribed 
(Including daily dose) 

Start & End Dates of Px 

Supervised Consumption 
(Y/N) 

CONFIRMATION 

Name of Organisation 
(Inc. Address & Telephone Number) 
Name of Confirmer 
(Including Job Title) 

Signature of Confirmer 
Pharmacist / Doctor / Nurse 



Appendix 6 information form for West Cumberland Hospital 

WEST CUMBERLAND HOSPITAL  
Please fax completed form to Unity Tel: 01900 270 010  

Fax: 01900 873 136 and confirm receipt by phone on below number 

CONFIRMATION OF PRESCRIBING TO UNITY WORKINGTON 
(6 Finkle St,  Workington, CA14 3AY) ) 

DEMOGRAPHICS 

Name of Client: 

DOB: 

Address: 

NHS Number: 

MEDICATION 

Medication Prescribed 
(Including daily dose) 

Start & End Dates of Px 

Supervised Consumption 
(Y/N) 

CONFIRMATION 

Name of Organisation 
(Inc. Address & Telephone Number) 
Name of Confirmer 
(Including Job Title) 

Signature of Confirmer 
Pharmacist / Doctor / Nurse 



 USEFUL NUMBERS 
DRUG AND ALCOHOL SERVICE: 

 

 
 
 
 

 
 

 

Community Mental Health Teams: 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

Out of Hours: 

 
 
 
 

 
 
 
 

First Step: 
End of documen 
 

Unity Barrow 
92-96 Dukes Street 
Barrow in Furness 
LA14 1RD 
Tel: 01229 2017020 

Unity Whitehaven 
21B Lowther Street 
Whitehaven 
CA28 7JG 
Tel: 01946 3500020 

Unity Carlisle  
First Floor 
Stocklund House 
Carlisle 
Tel: 01228 212060 

Copeland CMAHRT 
Valley View 
Whitehaven 
LA14 1RD 
Tel: 01946 853350 

Barrow CMHART 
Duddon House 
Barrow in Furness 
LA14 1RD 
Tel: 01229 407777 

South Lakes CMHART 
Garburn House  
Westmorland General 
Hospital 
Tel: 01539 715064 

Allerdale CMHART 
Parklane  
Workington  
Tel: 01900 870584 

Eden CMHART 
Penrith Hospital 
Penrith  
Tel: 0176824 5351 

Carlisle CMAHRT 
Portland Square 
Carlisle 
Tel: 01228 603850 

East ALIS/HTT 
Carlton Clinic  
Tel: 01228 602453 

West ALIS/HTT  
West Cumberland Hospital 
Tel: 01946 66647 

Barrow ALIS/HTT  
Dane Garth 
Tel: 01229 404365 

South Lakes ALIS/HTT 
Westmorland General 
Hospital 
Tel: 01539 795832 

SPA Line 
Tel: 0176824 5351 

First Step 
Tel: 0300 123 9122 

Unity Kendal 
39 Stricklandgate 
Kendal 
LA9 4LT 
Tel:  

Unity Workington 
6 Finkle Street 
Workington 
CA14 2AY 
Tel: 
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