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Remit

• updating the 4th Ed (2007) Guideline

• Process 
– Developing evidence-based recommendations

– BAP 2012 template

– Working groups 

 Recommendations

 Full working group input

 Consultation draft/Feedback

• Priority areas

• Recommendations

• Potentially contentious issues
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312 pages!
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Published 7th July, 2017  
• 2014 CMOs of the UK tasked the DH with supporting 

independent working group. Coordinated by Public 
Health England , published on behalf of the health 
depts of the four devolved UK nations.

• Agreed to issue single set of guidelines for the UK to 
provide a skeleton framework of best practice upon 
which locally appropriate policies and procedures 
could be based. 

• Provides the backbone guidance to support 
practitioners in the field of dependence on illicit and 
licit drugs

• ( P 11 )
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Working Group 

• 28 members of Working Group ( 5 from 
Scotland ).

• Observers: Scottish Gov/ Welsh Gov/ DoH NI / 
PHE / DoH Eng / GPhC / NMC.

• User and Carer Representatives.

• External speakers, evidence reviews / topic 
synopses on a range of subjects. 

• Sub groups formed to examine specific topics
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Target Audience 

• Healthcare professionals

• Providers and commissioners of treatment for 
people who misuse or are dependent on 
drugs

• Professional and regulatory bodies

• Service users and carers
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BAP Guidelines 2012
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Priorities for review/consideration

• Choice of specific pharmaceutical agents:                             
Methadone or buprenorphine; HAT; Non-licensed drugs –
Physeptone tablets, DHC etc.

• Reducing risk 

• Optimising outcomes - responding to “partial benefit”
Maximising recovery

• Specific settings  - hospitals & prisons

10



Final Content
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Drug Misuse and Dependence
UK Guidelines on Clinical Management

7. Chapters ( Key Points) 

Chpt 2: Essential Elements of Treatment Provision

Chpt 3: Psychosocial Components of Treatment

Chpt 4: Pharmacological Interventions

Chpt 5: Criminal Justice System

Chpt 6: Health Considerations

Chpt 7: Specific Situations and Populations
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Annexes

• Includes...............

• Governance

• Marketing Authorisations

• Writing Prescriptions

• Interactions

• Travelling Abroad with Controlled Drugs

• Drugs and Driving
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Chpt 2: Essential elements of 
treatment provision  

• “An extensive approach to 
assessment should not 
lead to any unnecessary 
delays in the initiation of 
treatments that can be 
started at an early stage , 
including at the first 
assessment 
appointment” 

• (p17)

• “Homelessness is 
associated with multiple 
complex needs. This may 
require a different clinical 
response including by 
engaging in assertive 
outreach and where 
possible working with 
specialist teams. It may 
be useful to set up 
satellite clinics in hostels 
so that care is taken to 
the service users” (p39) 
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Chpt 2: Essential elements of 
treatment provision.

• “Involving service users 
through well developed 
structures that allow 
input to programme 
design and provide 
rapid feedback on 
service changes can be 
influential in 
maintaining and 
improving care” (p40) 

• “Consideration should 
be given to creating a 
balanced and wide 
treatment team , with 
representation from 
both professionals and 
people in recovery”

• (p40)
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Chpt 4: Pharmacological interventions
(p83).
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Chpt 4: Pharmacological interventions
(p83)
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Chpt 4: Pharmacological interventions.

• “Repeated intermittent 
lapse is a key factor in 
maintaining instability 
and needs to be treated 
seriously given the 
evidence for the 
effectiveness of OST 
when suitably provided in 
adequate dose” 

• (p93)

• “It is important not to 
under-dose patients who 
continue to use illicit 
opiates. There is a strong 
evidence base that higher  
OST doses are more 
effective ………………. 
Optimising the dose of 
oral opioid replacement is 
an appropriate strategy 
for the prescriber to use 
to address unsuccessful 
treatment” (p98)
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Chpt4:Pharmacological interventions ,
Assessing and responding to progress and 

failure to benefit.

• “It is clear from the 
available evidence that 
OST treatment offers 
protection against a 
range of harms 
including risk of 
contracting or 
spreading BBVs, risk of 
overdose and risk of 
offending” (p104)

• “Clinicians should 
always consider 
optimising treatment by 
increasing the intensity 
of the programme 
rather than reducing it”

• (p105)
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Chpt 4: Pharmacological interventions
(Injectable opioid treatments) 

• “There is compelling 
evidence for making 
injectable opioid treatment 
(IOT), usually diamorphine, 
available for those who 
continue to be at risk 
despite optimised oral OST”

• (p113)   

• “Evidence has been 
published ,from the UK and 
other countries , supporting 
the value of targeted 
injectable opioid treatment 
programmes……This 
evidence base has been 
systematically reviewed in 
recent publications…..cost 
effectiveness (despite high 
up front costs) has been 
demonstrated (Byford et al 
2013).” (p113)   
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Chpt4: Pharmacological interventions
( Preventing deaths from overdose)

• “Clinicians can help to reduce drug-related 
deaths in their patients through careful 
assessment and monitoring, by delivering 
evidence-based treatments that are known to 
reduce the risk of fatal overdose, and by 
providing specific harm reduction 
interventions and overdose prevention 
initiatives that reduce risk or can save lives by 
intervening to prevent death in cases of 
overdose” (p174)
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• “Problematic alcohol 
and drug use 
disproportionately 
impacts deprived 
communities”

• (p 11) 
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Is this pattern of distribution reflected in Scotland ?
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Joint Statement RCGP/RPS. “Breaking down the barriers – how community 
pharmacists and GPs can work together to improve patient care”  Sep 2011

• 32. Drug misusers should continue to have 
convenient access to supervise administration of 
substitution treatments and be encouraged to make 
greater use of these interactions for other health 
interventions.

• 33. Pharmacists with the appropriate expertise 
should have opportunities to contribute more to care 
planning and review of treatment objectives, 
building on  the knowledge of the drug misuser
acquired through daily contact.
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Joint Statement RCGP/RPS. “Breaking down the barriers – how 
community pharmacists and GPs can work together to improve 
patient care”  Sep 2011

• 34. Consideration should be given to using 
pharmacist prescribers’ working within a locally 
agreed shared care protocol to titrate doses, 
including during dose induction and detoxification.

• 35. Pharmacists should use the opportunities 
afforded by supervised administration to promote 
other health interventions, including blood-borne 
virus testing and immunisation.. influenza 
immunisation and appropriate counselling.
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Summary

• “ Pharmacists are the most accessible 
healthcare professionals and see the greatest 
number of patients without an appointment 
on a daily basis. Pharmacists, located in 
almost every local community, are ideally 
placed to promote public health and facilitate 
a reduction in health inequalities”

• Royal Pharmaceutical Society of Great Britain 2007.
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Chpt 4: Pharmacological interventions

• “ Drug consumption rooms have emerged in 
several European cities when circumstances have 
supported a new or additional response. These 
circumstances have included persistent public 
injecting, often in a city centre, acute public 
awareness of such injecting, risks from discarded 
injecting paraphernalia, and increased overdoses 
or transmission of infections. The response is to 
reduce the dangerousness of the continuing  
behaviour , to reduce the risk to the public, and 
to address public nuisance and fear” (p176)
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