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SOCIAL CARE PRACTICE WITH OLDER PEOPLE, PEOPLE WITH LEARNING 
DISABILITIES, AND PHYSICALLY DISABLED PEOPLE WHO USE ALCOHOL AND 
OTHER DRUGS 
 
These secondary analyses were based on data drawn from a national survey of social work 
and social care practitioners’ experiences of working with clients with substance use 
problems which was undertaken in 2010-11. The areas of practice included in the analyses 
reported here were services for adults with learning disabilities, adults with physical 
disabilities and older people. 
 
Key research findings 

 On average, across all groups, practitioners reported approximately one in 20 (5%) 
service users on their caseloads as having AOD problems (this ranged from 3.7% for 
practitioners in learning disability services to 9.9% for those working with physically 
disabled clients under the age of 65). 

 In all three areas of practice more workers reported frequent encounters with alcohol 
than was the case for illicit drugs (with 0-30% of practitioners frequently encountering 
alcohol, and 0-9% frequently coming across illicit drugs). Just over 20% of practitioners in 
physical disability teams (both groups) also reported frequent encounters with 
problematic use of prescription drugs. 

 Many practitioners report finding it difficult to identify AOD problems. In attempting to 
do so, practitioners rely most heavily on their own observations of evidence of social 
harms resulting from AOD use and its impacts on service users lives.  

 There is real ambivalence about asking questions about AOD use, which often has to do 
with service users’ rights to make their own life-style choices – where they have the 
capacity to do so. 

 Issues around mental capacity were identified as a complex challenge in relation to work 
with the client and with other professionals. In all groups the difficulty of balancing 
human rights and freedom of choice with a duty of care was mentioned. 

 Practitioners emphasise the importance a trusting relationship with service users in order 
to explore sensitive issues such as AOD use, but changes in service delivery mean less 
opportunity to develop rapport. Knowledge of skills and techniques to engage service 
users, even when encounters are brief, is essential. 

 Challenges related to working directly with service users included concerns about threats 
to care packages when behaviour is unacceptable to paid carers, the reluctance of many 
service users to seek help change their usage patterns and the complexities of managing 
‘risk’ in the context of maintaining the service users AOD use. 

 With reference to working with specialist AOD use services, practitioners across all 
groups identified a lack of services appropriate to the needs of their client group. In 
particular there was an expressed need for services to be able to engage with service 
users to help them reach a decision to change their behaviour. 

 Some practitioners expressed the view that they felt ‘isolated’ where service users had 
AOD problems and that social care was frequently left without adequate support from 
other services. This responsibility weighed heavily upon them. 
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 Training in AOD was identified as being ‘very’ important for the majority of practitioners. 
They were particularly interested to know about types of intervention and treatment, 
assessing risk, working with specialist AOD use workers and how to talk about AOD issues 
with service users. 

 Analysis of practice with each group of service users revealed particular issues: 
o There was concern about the potential increased vulnerability of people with learning 

disabilities in relation to risks of developing dependence and exploitation by others if 
using AOD problematically. Their ability to understand the advice about safe use and the 
implications of use. 

o Practitioners working with physically disabled clients or those with sensory impairments 
identified many issues around access to, and appropriateness of, treatment services; 
concerns about the safe use of mobility and other aids while intoxicated; problematic 
information sharing – especially with regard to discovering that a disability is alcohol 
related and a lack of support around reduction, rather than cessation, of AOD use. 

o Older people were reported to deny they have a problem and are not able to cope. 
There were difficulties reported in distinguishing dementia and alcohol-related dementia 
and problems with dementia compounding problems, e.g. the impact of dementia on 
appropriate use of prescription medications. Mobility problems among older people 
combined with drinking and the increased risk of falls was a major concern and again 
there were worries about the safe use of mobility devices etc. Practitioners identified a 
lack of support groups for older people and the view was expressed that older people 
are being steered away from specialist AOD use services and put in residential homes 
instead. There were particular concerns about the impact on carers and indeed carers’ 
own misuse of AODs. 

 Practitioners in all groups identified barriers to accessing specialist AOD services and a 
lack of specialist services able to offer an appropriate service to their client group.  

 There were also concerns expressed about those with lower levels of need where 
thresholds for entitlement to a service might not be reached. 

 The Knowledge Exchange event confirmed our interpretation of the issues for these 
groups of practitioners and discussed how practice around AOD issues was influenced by 
fear and taboo.  

 Possible ways forward were identified by practitioners in terms of greater use of multi-
disciplinary working, link workers across services, and outreach. The knowledge exchange 
discussions suggested greater use of mentoring and imaginative approaches to training 
and self-directed learning. 

 The analyses presented suggest that the contexts practitioners work in and the 
challenges they face differ according to client group. Training needs to reflect this and be 
relevant to practitioners’ work context. 



1 
 

1.1 BACKGROUND 
 
This report conveys the findings of one part of a three strand project which set out to examine, 
in some detail, the current state of training to work with alcohol and other drug problems in 
social work and social care. The strand of work reported here focused particularly on the 
experiences of practitioners in three specialist areas of adult social care when working with 
these issues in order to establish their specific training needs. The other two strands of work 
focused on current provision for training in issues related to alcohol or other drugs (AOD) in a) 
social work education (Galvani and Allnock, 2013) and b) CPD training provided by local 
authority workforce development departments (Allnock and Hutchinson, 2013). 

The rationale for this three strand project resulted from the findings of a national survey of 
social work and social care practitioners in England which was undertaken by the same 
research team in 2010 (Galvani, Dance and Hutchinson, 2011a). This survey had focussed on 
the experiences of practitioners in all areas of children’s and adults’ services when working 
with people who use, and have problems with, alcohol and other drugs (AOD). The survey was 
the first of its kind in the UK and explored the practice experiences of respondents as well as 
their training experiences and current training needs (Galvani et al.  2011a). The survey data 
were supplemented by focus groups with a range of adults’ and children’s social care 
practitioners and interviews with key informants. 

One of the major findings of this original survey, alongside the fact that the availability of 
training in AOD was found to be limited in quantity and focus, was that practitioners in Adults’ 
Services (AS) reported far less training in AOD than was true for most practitioners in Children’s 
Services (CS). Adults’ Services practitioners were also less likely to encounter, and ask about, 
AOD use than their CS counterparts. Thus it appeared that while for CS practitioners there were 
clear links between AOD use and safeguarding issues, the AS practitioners had not yet reached 
this same conclusion. What the survey suggested was that in order to support practitioners 
appropriately, AOD education had to consider the practice context and the particular needs of 
those practitioners and their service user group.  

1.2  AIMS, OBJECTIVES AND RESEARCH QUESTIONS 
 
In contrast to the impact of AOD use on parenting, and the overlaps between AOD use and 
mental health problems for example (Cleaver et al. 2007; Cleaver et al. 2011; Forrester and 
Harwin 2006, Harwin et al. 2011; Templeton et al. 2006), AOD problems among other social 
care client groups has been recognised only recently. Research on these topics, particularly in 
the UK, is scant.  

It was this imperative that formed the focus of the current study, the primary aim of which was 
to: 

 establish the particular challenges faced by practitioners working with the following 
service user groups; older people, people with learning disabilities and physically 
disabled people1. 

                                           
1 Initially we had included ‘looked after children’ as a group for further analysis. On the advice of the Project 
Advisory Group (PAG), who felt older people, people with learning disabilities and physically disabled people 
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Separate but related studies sought to: 
 

 determine the nature and extent of education on alcohol and other drugs on social 
work qualifying programmes in England (Galvani and Allnock, 2013). 

 explore the nature and extent of training on alcohol and other drugs provided by 
employers for those working in children’s and adults’ services in England (Allnock and 
Hutchinson, 2013).  

 
See Galvani et al. (2013) for a summary of the findings from the overall project. 
 
This report then presents findings from a secondary analysis of qualitative and quantitative 
data from our previous survey of practitioners’ experiences of working with problematic AOD 
use (Galvani et al., 2011a). It focuses specifically on practice experience with three groups of 
adults’ social care service users where relatively little is known. The groups of interest are:  
 

o Older people 
o Adults with physical disabilities and  
o Adults with learning disabilities.  

 
In the interests of brevity this grouping of respondents, according to the service user group 
they work with, is sometimes referred to as ‘primary service user group’ (PSUG for short). 
 
We also included within this strand an up-to-date examination of the examination of the 
relevant literature. This was to ensure that we captured what is currently known about practice 
and service delivery issues in responding to AOD use problems for these three groups of adults’ 
social care service users. 
 
1.2.1 Research Questions 
 
As outlined above, the over-arching aim of the current research was to inform our 
understanding of AOD use practice and training needs in these three discrete fields of adult 
social work and social care by: 

 Examining the extent to which practitioners encountered substance use problems. 

 Examining the practice responses and experiences of professionals when working with 
substance use in these specialist areas of practice.  

 Identifying needs related to substance use which were specific to each of these three 
groups of service users. 

 Exploring barriers and facilitators to treatment services.  

 Identifying good practice or suggestions for service and practice development. 
 
1.3 METHODOLOGY 
 
The original survey work included an on-line survey of practitioners’ experiences in working 
with alcohol and drug problems across 17 social services directorates in 11 local authorities. 
The online survey included both open and closed questions related to practitioners’ encounters 

                                                                                                                                        
should be the focus of further research. They pointed out the greater availability of existing research on looked 
after children and children in need more broadly. 
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with AOD use among service users and their experiences of working with these issues. The 
survey was complemented by semi-structured interviews with key informants who had a 
strategic overview of local policy and practice developments related to AOD use in each of the 
directorates and by a number of practitioner focus groups. 
 
The aims of the original survey were to: 
 

1. Determine the proportion of people on social work and social care caseloads in which 
alcohol or drug use featured: that is where people were affected by their own, or 
someone else’s, alcohol and drug problems. 

2. Explore current practice of social work and social care staff when working with people 
with alcohol and drug problems and the challenges they face. 

3. Assess practitioners’ knowledge about, and attitudes towards, working with alcohol and 
drug use among service users. 

4. Establish the extent of practitioners’ previous training in alcohol and drugs issues and 
their current training needs. 

5. Examine the nature and extent of partnership working with specialist alcohol and drug 
agencies and other relevant professionals. 

 
The survey was created with Bristol Online Survey software and was designed to take no more 
than 15 minutes to complete. In total the survey consisted of 90 pre coded closed questions. 
The survey was divided into five sections including: 
 

a) Demographic information, including service user group and service setting 
b) The extent to which alcohol or other drugs were encountered in practice and current 

practice in identifying and responding to substance use 
c) Attitudes towards and knowledge about alcohol and other drugs 
d) Working alongside specialist agencies  
e) Training in working with problems related to alcohol or other drugs. 

 
Full details of the survey methodology and findings are available in Galvani et al. (2011a). 
 
Within the survey were embedded six open questions which tapped the issues related to 
working with alcohol and other drugs. The questions were: 
 

 What is it that helps you determine whether a person's alcohol and/or drug use is 
problematic?  

 When you ask about alcohol and drug use, what kinds of questions would you normally 
ask?  

 What are the main challenges you come across when working with problematic alcohol 
and/or drug use?  

 In what ways has your contact with specialist alcohol and/or drug agencies supported 
your work with people who use alcohol and/or drugs problematically?  

 Any further comments you have about working with others on issues of alcohol and/or 
drug use.   

 Are there any further comments you would like to make in relation to your current 
practice with people who have problematic alcohol and/or drug use?  
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It is important to recognise that the requirements of these open-ended questions did not 
demand comprehensive answers so no conclusions can be drawn in terms of what was not 
reported. 
 
This reanalysis presents data drawn from sections a, b, d and e of the questionnaire, alongside 
two sets of qualitative data: the latter comprising responses to open questions on the survey 
and data from a series of four focus groups with staff working in these practice areas.  
 
The focus groups were organised around a practice scenario which aimed to steer conversation 
through assessing and identifying problems with substances, talking with clients about these 
issues, and referring to, or working with, specialist agencies. 
 
Both data sources were therefore relatively structured and the purpose of analysis was 
identification and description of issues and experiences encountered by practitioners. Since 
both sources of data often revealed similar views or experiences, to avoid unnecessary 
repetition we will proceed by drawing on both sources simultaneously to build a picture of the 
issues raised.  
 
Finally, as part of the design of this study, an up to date search of relevant literature was 
undertaken and preliminary findings were shared with a group of practitioners, university 
educators and local authority workforce development leads in a knowledge exchange event 
which we report on towards the end of the report. 
 
1.3.1  Sample 
A total of 199 respondents to the original survey (overall N= 597) had indicated that they 
worked with one of the three service user groups that are the focus of this analysis. Because of 
variation in the way that services are organised across local authorities, the three, apparently 
discrete, areas of practice which we sought to investigate were found to better correspond 
with four groupings of professionals within our original survey dataset. These groups are those 
who were working with:  
 

 older people, including older people with mental health problems (OP(MH))  (total N=85)2 

 adults with physical/sensory disabilities up to age 65 (PD) (total N=27) 

 adults with physical/sensory disabilities including older people (PD, OP);  (total N=62) 

 adults with learning disabilities (LD) (total N=25) 
 

Throughout this section of the report, reference is sometimes made to two further groupings, 
for comparison purposes, which comprise a) all other adults’ services’ user groups (N=41) and 
b) practitioners in children’s services (N=357). Practitioners who were working in a specialist 
AOD use role at the time of completing the survey were excluded from all analyses presented 

                                           
2
 The older people group includes 10 practitioners who work with older people with mental health problems. 

Comparisons on key data indicated that the experiences of these professionals were consistent with the 
experiences of the larger group who indicated working with older people generally with the exception of number 
of hours of training in working with alcohol and drugs – where the range across this small group of 10 was very 
marked. 
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here. Data for closed questions was available for the majority and between 70% and 80% of 
respondents in each group contributed responses to open questions.  
 
1.3.2  Data Analysis 
The aim of the analyses was to identify issues related to alcohol and other drugs (AOD) that 
were specific to the three areas of practice. The approach taken with the quantitative data 
from the survey was to examine the data for shared and non-shared experience (similarities 
and differences) across the four service user groups and, on occasion, between these groups 
and the other adults’ services’ and children’s services workers. Group sizes within the practice 
areas of interest are modest at best, and quite disparate, which limited our ability to conduct 
sophisticated tests. Nevertheless, observed differences are highlighted and statistically 
significant differences commented on as appropriate.  
 
As illustrated in Figure 1.1, with our existing qualitative data we coded the data provided by 
practitioners from each PSUG separately to start with and then compared the resulting codes 
across groups to identify the common and distinct themes. Additionally, the qualitative data 
from the larger survey sample were analysed separately from the data emanating from focus 
groups and triangulated across the two methods of data collection. Two researchers were 
involved in at least some analysis of qualitative data to maximise the reliability and internal 
validity.  
 
Figure 1.1: The approach taken to analysis of qualitative data 
 

 
Note: PSUG is Primary Service User Group. 
 
With regard to analysis of the qualitative material from the survey data, the approach to coding 
was to capture as much detail as possible, due to the brief responses and small number of 
people responding to some questions.  Often survey respondents did not just mention one 
thing, but a number of issues within their qualitative responses, thus most responses were 
coded for each mention of a different issue.  For example, if someone said challenges included 
the client’s own lack of desire to change, lack of services to help support and carer attitudes 
towards AOD use, this response was coded for three different themes.   
 

Focus Groups 

OP 
PD (all) 

LD 

Open Survey Questions 

OP 
PD (inc OP) PD (exc OP) 

LD 

COMPARE ACROSS PSUGs COMPARE ACROSS PSUGs 

COMPARE ACROSS METHODS 

 

CODE BY PSUG 
 

CODE BY PSUG 
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Focus group data play two roles in the analysis:  they highlight important practice issues that 
the survey responses do not adequately convey; and they also act as key evidence in support 
(or potentially otherwise) of survey data. 
 
Most of the issues and experiences that were mentioned by respondents and participants 
working with the client groups of interest here are generic in nature: that is they are, at least 
potentially, relevant to practitioners across each of these, and indeed other, social care 
settings. However, these generic issues sometimes take on particular importance for the 
service user groups that are the focus of this study and there are some issues which seem to be 
more or less specific to these areas of practice. 
 
The quantitative data were analysed in SPSS, and the qualitative data were managed and coded 
using NVivo 9.   
 
1.3.3  Knowledge Exchange Event  
Before completing the project’s analysis and report writing a Knowledge Exchange (KE) event 
was held. This event was shared with the other two strands of the main project and 
participants in the KE event represented practitioners in the three areas of adults services of 
interest here (Older People, Learning disability and Physical Disability), university based social 
work educators and local authority workforce development leads. The purpose of this KE event 
was to generate discussion and debate about the issues and our findings in a two-way 
exchange to ensure that the outputs of a study reflected the perspectives of all potential 
beneficiaries of the research. It took place at a point in the research so the responses and 
participation of the beneficiaries could be reflected in the project outputs.  The event was held 
on 24th January 2013 in central London (see appendix 1), attendance was by invitation only to 
ensure that only those professionals with relevant experience in relation to the three strands of 
the project were present. More than 50 people attended (see appendix 2) and took an active 
part in discussing not only the findings, but also possible solutions to some of the challenges 
and barriers identified by the findings. It was a very successful event and feedback from 
attendees showed they valued highly the interactive nature of the day. Summaries of the 
information pertaining to this study are presented later in the report. 
 
1.3.4. Ethics 
All participation in the original research was voluntary and the on-line survey allowed 
respondents to skip questions that they did not wish to answer. All interviews and focus groups 
were audio recorded (with permission) and transcribed. The survey was conducted 
anonymously and all identifying information was removed from transcribed focus group 
discussions before storage and analysis. Quantitative data were analysed using SPSS v19 and 
NVivo 9 was used for qualitative data. To conduct the analyses presented here, anonymised 
stored data were recoded or reorganised to permit segregation of data relating to the three 
service user groups under investigation.  
 
Appendix 1 includes the names of participants in the Knowledge Exchange. Their names appear 
with their agreement.  
 
1.3.5  Limitations 
Secondary analysis of data inevitably has limitations, since the data are, to a greater or lesser 
extent, being used for a purpose for which they were not specifically designed and drawn from 
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a sample which is less than ideal. The effects of this in relation to this report concern mainly the 
sample sizes which are disparate. We are also aware that the original survey did not capture 
experience from a representative sample of practitioners working with adult groups in 
community and residential settings: the sample is thus representing only those practitioners 
working within a local authority setting and only those who chose to take part. We are also 
extracting specific information from responses to questions which were often quite generic or 
open in nature, meaning that only what was said can be considered – nothing can be construed 
from what was not said. Similarly, much of our data were provided through self-completion 
methods and many of our areas of interest were potentially quite subjective. We cannot be 
certain about the ways in which practitioners might have interpreted our areas of interest and 
responded to our questions. These considerations place some limitations on the 
generalisability of the findings although the high level of congruence between the findings from 
the survey and those from the focus groups provide more confidence in this respect. Issues 
that might have been missed as a result of partial responses to open questions have been 
addressed, as far as possible, through searching existing literature.   
 
1.3.6  Structure of the report 
The approach taken to reporting for this strand of the study is to look first at the data available 
which address the objectives of the analysis for all of the groups of interest. Thus the sections 
address each objective in turn, drawing on all data sources as relevant. We then turn to the 
specific issues identified for each service user group individually and consider the implications 
of these for training and practice. Finally, we outline the key messages and learning from the 
knowledge exchange.  



8 
 

 
1.4  SAMPLE CHARACTERISTICS AND ENCOUNTERS WITH AOD PROBLEMS 
 
A total of 199 practitioners who responded to the survey were working with one of the three 
service user groups that form the focus of this report.  As can be seen from table 1.1, while 
there were variations in staff group profiles with regard to demographic characteristics these 
tended to be minor for the most part.  
 
It is important to note, however, that those working with physical disability (either group) 
reported significantly more experience in working with drug and alcohol issues over their 
careers (30% of PD inc OP and 41% of PD exc OP reporting having worked with 40+ cases). This 
compares with respondents working with people with learning disabilities where only 8% had 
worked with 40 or more cases (χ2 = 14.34, df=6, p<.05). This relationship did not appear to be a 
function of length of time working in the sector and is an early indicator of differential 
experience across these practitioner groups. 
 
Table 1.1. Sample characteristics 

 
 OP (inc OPMH) 

(n=85) 
PD (inc OP) 

(n=62) 
PD (exc OP) 

(n=27) 
LD 

(n=23) 

Sex (% Female) 88% 84% 93% 68% 

Age: 
Under 34 
35-44 
45-54 
55 and over 

 
30% 
30% 
29% 
11% 

 
23% 
19% 
34% 
24% 

 
12% 
31% 
42% 
15% 

 
16% 
44% 
32% 
8% 

Ethnicity  
% White British 

 
90% 

 
94% 

 
96% 

 
91% 

Staff permanency 
% on permanent contract 

 
92% 

 
97% 

 
100% 

 
100% 

SW qualified? 
Yes 
No 
Current SW student 

 
76% 
19% 
5% 

 
47% 
48% 
5% 

 
78% 
18% 
4% 

 
64% 
28% 
8% 

Ever worked in a specialist SU role? 
Yes 
No 

 
16% 
84% 

 
15% 
85% 

 
19% 
81% 

 
8% 

92% 

N of cases with AOD concern over career 
Less than 20 
Between 20 and 39 
40 or more 

 
49% 
24% 
27% 

 
42% 
28% 
30% 

 
33% 
26% 
41% 

 
80% 
12% 
8% 

 
1.4.1  Practitioners’ encounters with alcohol and other drugs 
As illustrated in the bottom row of table 1.2 (below), across the four groups of workers, on 
average, just over one in 20 (5%) current cases involved AOD issues for the service user 
themselves and about 3% of current cases involved AOD issues for someone close to the 
service user (that is a carer or relative for example). This is a much lower level of reported 
involvement with drug and alcohol problems than was true for respondents to the initial survey 
from other social work and social care sectors (notably child protection and adult mental 
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health) but indicates that these problems are still relevant to these practitioner groups. It is 
also worth noting that substantial numbers of respondents indicated that the number of cases 
involving AOD they were working with at the time of completing the questionnaire was lower 
than usual (see table 1.2). The exception to this is perhaps those working in learning disabilities 
teams, where this was true for only 10 percent of respondents.  
 
Table 1.2 also presents the average proportions of service users affected by alcohol or drug 
problems for each practitioner group (ranging from 3.7% to 9.9% of current cases for ‘service 
user’s own use’).  While caution is needed because of small numbers in some groups, these 
differences were statistically significant. In particular, the average for those working with under 
65 physical disability group was significantly higher than those working with older people or 
learning disabled clients (F=4.1, df=3,161, p<.01). It is important to bear in mind that these 
proportions reflect cases for which practitioners were aware that AOD misuse was a problem: 
as will be seen later, it is possible that problems are not always identified by practitioners. 
Observed differences in the extent to which cases included AOD concerns about carers or other 
relatives were not statistically significant. 
 
Table 1.2: The estimated proportions of current cases with drug or alcohol problems 
  

Primary Service 
User Group 

Estimated proportions 
of service users with 
alcohol and/or drug 
problems 

Estimated proportions of service 
users who are affected by 
problems related to alcohol 
and/or drugs by those close to 
them 

Percent for whom  
current proportions 
were lower than 
usual 

Learning 
disabilities (n=20) 

Mean  3.7% (sd=5.2) Mean  5.5% (sd=9.6) 10% 

OP Inc OPMH 
(n=76) 

Mean  4.1% (sd=6.7) Mean  2.7% (sd=6.1) 34% 

PD exc OP (n=22) Mean  9.9% (sd=8.2) Mean  3.4% (sd(5.1) 25% 

PD inc OP (n=49) Mean  5.7% (sd=7.4) Mean  2.6% (sd=4.6) 38% 

All Mean 5.3% (sd=7.2) Mean  3.1% (sd=6.1) 31% 

 
Table 1.3 illustrates responses to questions concerning the frequency with which practitioners 
encountered problems with alcohol, illicit drugs or prescription medications. As can be seen, in 
most practitioner groups, more practitioners reported frequent encounters with alcohol 
problems than was the case for illicit drugs. Encounters with alcohol problems were reported 
as occurring ‘often or very often’ by 0-30 percent of practitioners according to PSUG; illicit 
drugs by 0-9 percent of practitioners and problems with prescription drugs by 0-21 percent of 
practitioners. It is noticeable here that all three types of substance were more likely to feature 
in the reports of those working with physical disability (both groups) compared to the OP and 
LD groups. Of particular relevance perhaps is that one in five practitioners working with 
physically disabled service users reported encountering problematic use of prescription drugs 
often or very often. Also of note is that none of the practitioners working with learning disabled 
clients reported coming across AOD problems of any type ‘often or very often’. Just 16% of LD 
practitioners reported coming across alcohol problems ‘sometimes’ and 13% reported 
problems with prescription drugs occurring ‘sometimes’. 
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The final row of table 1.3 illustrates the proportion of practitioners in other adults’ services 
fields (mostly adult mental health practitioners) who reported frequent encounters with 
substances: 40 % of these practitioners indicated coming across problems with alcohol and 
with prescription drugs ‘often or very often’ and over half (56%) reported frequent contact 
with illicit drug use. This rate is substantially higher than any of the practice areas that are the 
focus of this analysis. 
 
Table 1.3: The types of AOD problem encountered ‘often or very often’ according to PSUG 
 

 

Notes to table 1.3: Available responses for encounters with each type of substance were:  
 Often/very often (weekly or almost daily), sometimes (once every 2-4 weeks, rarely (less than once a 

month)/never 
 *16% sometimes; **13% sometimes 

 
Within this sample, it can be seen that experience in working with service users with AOD 
problems varied across these different fields of adult social work and social care practice. All 
groups did encounter clients with AOD problems but this seemed to be more likely for those 
working with clients who have physical disabilities than those working with either older people 
or people with a learning disability. The experiences of practitioners in physical disability teams 
which included older people seemed to sit somewhere between the experiences of those 
working with physically disabled clients under 65 and those working in older persons teams.  
 
At first glance, this might seem to suggest that working age service users with a physical 
disability are more likely to have AOD problems and it is this that accounts for the moderate 
increase in proportion in the PD (including older people) group. However, such a conclusion 
would be premature because of the relatively small group sizes and lack of contextual detail. 
These data provide only a very crude indicator of frequency of encounters. 
 
First, it is important to consider here, the context in which these data were collected and the 
sorts of cases that different practitioner groups might be working with. For example, if the 
majority of clients on the caseload of a learning disabilities worker have a severe learning 
difficulty, then their ability to access substances independently may be seriously constrained. 
Similarly older people who are accessing local authority provided services may well be limited 
in terms of independence. This would lend weight to the assumption that rates of use and 
misuse might be higher among people with physical disabilities where there might be a greater 
degree of independence. 
 
The other issue that needs to be considered concerns the extent to which the estimates 
provided by practitioners can be considered reliable indicators. As will be seen, there are a 
number of issues concerning practitioners’ approaches to asking about AOD use during 
assessment or ongoing work – and it could be argued that if questions are not asked 

Service user group Alcohol 
Often or very often 

Illicit drugs 
Often or very often 

Prescription drugs 
Often or very often 

PD (exc OP)  30% 9% 21% 

PD (inc OP)  20% 8% 21% 

OP (Inc OPMH)  10% 4% 4% 

LD  0* 0 0** 

Other adult groups  40% 56% 40% 
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information is unlikely to be forthcoming. We will consider these issues further in later parts of 
the report 
 
 1.4.2  Summary: Sample characteristics and encounters with AOD problems 
In summary, this brief exploration of some of the descriptive data from the survey about 
encountering AOD has permitted identification of some potentially important differences in 
practitioner experience between these areas of adult social work and social care practice.  

 Broadly speaking, the quantitative data suggests that those working with learning disabled 
clients report least contact with alcohol and drug issues and those working with physical 
disability (especially working age clients) report those most.  

 On average, across all groups, practitioners reported approximately one in 20 (5%) of 
service users on their caseloads as having AOD problems (this ranged from 3.7% for 
practitioners in learning disability services to 9.9% for those working with physically 
disabled clients under the age of 65). 

 In all three areas of practice more workers reported frequent encounters with alcohol than 
was the case for illicit drugs (with 0-30% of practitioners frequently encountering alcohol, 
and 0-9% frequently coming across illicit drugs). Just over 20% of practitioners in physical 
disability teams (both groups) also reported frequent encounters with problematic use of 
prescription drugs. 
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1.5  PRACTICE RESPONSES TO AND EXPERIENCES OF WORKING WITH AOD PROBLEMS 
 
The quantitative data from the survey (see table 1.4) indicated that about half of respondents 
in all groups, except learning difficulties, were most likely to become aware of AOD problems 
through another professional, and in all groups just under half reported that the point at which 
they would become aware was at referral.  
 
Table 1.4: How and when practitioners were most likely to become aware of AOD problems 
 

Primary Service User Group % Most likely to become aware 
of AOD problems through 
another professional 

% Usually become aware of 
AOD problems through referral 
information 

Learning Disabilities 36 46 

Older People (inc OPMH) 53 45 

Physical Disability (exc OP) 48 48 

Physical Disability (inc OP) 51 48 

 
Nevertheless, despite often being informed about suspected AOD problems, the qualitative 
data suggests that practitioners were working to a social model of harms caused by 
problematic use of AOD and that they were relying primarily on their own observations or 
discussions with service users or their families to confirm the presence and extent of problems 
associated with consumption rather than consumption itself.  

 
My first thought is always is it any of my business?  And then is it actually 
causing any difficulties whatsoever?  I had one a few years ago where a bit of 
a family conflict [was] going on and the sister of a carer phoned me up 
sniping, saying “she’s drinking, she’s doing this ...” and it was all about 
families [getting at] each other.  Turns out for years this woman had half a 
bottle of wine a night or something like that, no problem at all, she was doing 
that and now she was a carer, no issues, care was fine but this family [thing] 
going on so you have to dig through that as well.  It’s not this automatic thing 
that alcohol is a problem, it might not be.  [some agree]  That’s my first 
thought, is it an issue? 

Physical Disability Focus Group (4) 
 

1.5.1 Identifying drug and alcohol problems 
Being confident about one’s ability to identify AOD problems and confident in how to respond 
when these issues are suspected or confirmed is key to effective practice. However, the survey 
overall, and this reanalysis of data for these specific groups, revealed a lack of confidence in 
these skills for a substantial proportion of respondents. As can be seen in table 1.5, the 
proportion of respondents who reported finding it difficult to identify problematic AOD use 
varied between 19 and 52 percent across the four groups. Again, the marked differences 
between the experiences of workers in learning disability as opposed to physical disability 
services is evident, with 37% and 25% of respondents working with clients with physical 
disabilities reporting that they found it easy to identify problems as opposed to those in LD 
teams where no-one  reported  finding it easy. These group differences were statistically 
significant (χ2 = 23.6, df=6, P<.005). There was a tendency for those with greater experience of 
AOD use problems over their career, to report it being easy or very easy to identify problematic 
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use but relatively few practitioners reported working with more than 20 such cases over their 
career and this was not statistically significant. 
 
Table 1.5. The ease of identifying problematic alcohol or drug use 
 

 

 
An open question in the survey asked respondents to describe what helped them to determine 
whether a person’s alcohol or drug use is problematic; 142 respondents of 199 provided detail. 
Again, practitioners’ focus was on the impact on a service user’s life. Across all groups except 
PD (including OP), the most common response to the survey question concerned the impact on 
personal relationships and social networks. Where the type of relationship was specified, it 
was, ‘family relationships’ (n=17) that were mentioned most frequently but it was clear that a 
range of other relationships, such as friends and co-tenants, might also be negatively affected 
by AOD problems.  
 
The impact on daily living was the next most common citation with regard to identifying 
problematic use (mentioned 37 times), closely followed by physical health (mentioned 30 
times) and there were 25 references to general well-being. Whilst, in the survey responses, 
mention of impact on health and well-being tended to be brief and non-specific, several of 
those working with older people in particular emphasised falls and injuries due to intoxication. 
 
Other frequently mentioned indicators included behavioural signs (16 responses), such as 
inability to function without drinking or drinking in the morning. Other individual issues, such as 
poor personal care (15 responses), safety and risk (12 responses), impacts on mental health (11 
respondents), finance (12 responses) and employment (8 responses) were also cited as signs of 
problematic AOD use.  
 
There were 17 respondents who mentioned some consideration of the service user’s own 
insight into their AOD problem and the effect on their lives. Some respondents reported that 
they would rely on the service user’s perspective more generally: 
 

 Information from the service user, whether they use alcohol/drugs to cope 
with problems.  

Physical Disability (exc OP) survey response 
 
Other respondents were more specific, suggesting that a lack of awareness would alert them to 
problems:  
 

If they are unaware of effects both short or long term;   
Physical Disability (exc OP) survey response 

 

 Very easy 
or easy 

Neither easy 
nor difficult 

Difficult or 
very difficult 

Learning disabilities (n=25) 0% 60% 40% 

Older people (Inc OPMH) (n=85) 16% 46% 38% 

Physical disability( exc older people) (n=27) 37% 44% 19% 

Physical disability (inc older people) (n=61) 25% 23% 52% 
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15%

20%

25%

30%

35%

40%

45%

50%

PD (exc OP) PD (inc OP) LDs OP (inc OPMH)

Never or rarely

Sometimes

Often or very often

When the customers are unable to recognise the problems this causes for 
them.  
 
When the customers are in denial. 

Physical Disability (exc OP) survey responses 
 
This last set of contributions leads to consideration of asking questions and talking about AOD 
with service users and sometimes carers.  
 
1.4.2  Asking and talking with service users about AOD use 
In terms of identifying problems with AOD use one of the most important starting points is 
arguably asking people about their use of alcohol or drugs. Again, as illustrated in figure 1.2, 
there were differences across the four service user groups in the extent to which practitioners 
asked service users questions about their use of AODs.  
 
Figure 1.2: Frequency of asking about AOD use 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Nearly one half of practitioners working with physically disabled clients of ‘working age’ asked 
such questions ‘often or very often’. Fewer practitioners working with older people (including 
both the OP and PD(OP) groups) tended to ask on a frequent basis. There was a statistically 
significant tendency for those with higher proportions of cases on their current caseload to 
report asking these questions more often (χ2 = 14.1, df=3, p<.01), although it is of interest that 
over one third of those working in learning disabilities teams asked questions often or very 
often despite reporting low proportions of cases. 
 
These findings raise some interesting questions in terms of which comes first: recognition of 
problems relating to AOD use leading to practitioners asking questions about it - or are they 
asking questions which lead to the identification of AOD use and difficulties? In other words, if 
practitioners are not aware of the AOD use as a potential source of difficulty for service users, 
they may be unlikely to ask questions about it?   
 
There is also a question about the role of social work and social care workers when it comes to 
intervening in relation to lifestyle choices. We return to these questions at various points 
throughout the report and pick them up in the discussion section. 
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1.4.4  When and how to introduce discussions about AOD 
One of the overwhelming themes identified in the focus group discussions around when, and 
how, to talk about AOD use concerned the nature of the relationship between practitioner and 
client. Discussing AOD use is clearly a sensitive process and some focus group members across 
the four groups expressed discomfort in this part of their work with clients, describing 
questions about AOD use as ‘intrusive’ and ‘impertinent’ and questioning whether they have a 
‘right’ to ask.  It is unsurprising, therefore, that focus group members emphasised the 
importance of developing a trusting relationship with clients before broaching the subject.   
 
A trusting relationship has the following benefits, as identified by focus group members:  
 

 It makes it easier to ‘start the conversation’. 

 It is easier to be direct and honest. 

 It is possible to observe a client’s life and behaviour and get to know them which helps 
you to learn if alcohol is a problem. 

 It is possible to be better informed about how a client will receive that conversation. 
 
The real problem is apparent in work with clients that are unknown.  The focus group 
participants tended to avoid broaching the subject in the early stages of their relationship with 
a service user, unless the issue is evident (such as bottles lying around the house; or there are 
health issues related to AOD use). It is at this point, where we begin to draw heavily on focus 
group data, that practitioners’ emphasis on alcohol, as opposed to other drugs, really becomes 
evident. 
 

I wouldn’t do it on a first visit.  Unless there was a real issue, unless I had 
some [reason]. “So how much do you drink?” I’m very uncomfortable with 
it.   

Physical disability focus group (4) 
 
Even where problems related to alcohol are apparent, the depth of the tension that surrounds 
asking questions about AOD is illustrated by an interchange during one of the focus groups: 
 

[Participant 1]: I would be upfront with them, I would say that ‘I can see ... the 
behaviour seems to be related around drink’, or ‘alcohol is connected to - is 
like affecting your behaviour’- ‘ and that ‘I think, from what people are saying 
and from what seems to be the case, [alcohol] is creating these problems and 
if they continue’ ... 
 
[Participant 3]:  if you said that to me, I would say to you “on your bike” and 
then what would happen?  You wouldn't be able to come across my doorstep, 
you would then find that you have a case on your list and I’ve told you not to 
come back.  Unless you build up a relationship with me. 

Older people’s focus group (11) 
 
Despite the perceived importance of developing a trusting relationship, a few of the focus 
group members pointed out that the nature of social work is changing and opportunities to 
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develop long term relationships are diminishing. Increasingly, much of the social work role is 
about dealing with immediate issues:    
 

Maybe in years past part of the role-  and part of what was seen as the 
role - was developing relationships with people.  I think that’s changed a 
lot, an awful lot of what we do [now] is based on “this is an ongoing issue, 
this needs sorting, get it done” and then bang, off for review. And with a 
lot of people now, there isn't that ongoing involvement, it’s very much 
about “this person is asking for a move” or “this person’s got this 
safeguarding issue” and it’s very much based on “there’s the issue, get 
that dealt with, boom that’s done” and off to review.   

Learning Disability Focus Group (12) 
 
This suggests that although developing long term relationships is seen as crucial to engaging 
clients, in today’s practice world there is a real need for practitioners to have knowledge of 
methods and techniques to approach AOD use in situations where they are unable to develop 
such rapport.   
 
Within the focus groups there was some discussion about the fact that questions about alcohol 
and drug consumption sometimes appeared on the relevant assessment forms. For many 
people this provided a ‘neutral’ way of introducing the topic –  
 

I’d probably want to have the kind of validity of having some kind of form with 
me, so they won’t feel I was targeting them in any way or coming at it in a 
threatening manner. 

Learning Disability Focus Group (5) 
 
But others still questioned whether it was legitimate to ask those questions: 

 
I don't think because it’s on the assessment form, it gives you an automatic 
right to ask the question. 

Physical Disability Focus Group (4)   
 
Allied to these themes of legitimacy and context with regard to asking questions were issues of 
capacity, freedom of choice and, importantly, the need for the service user to want to address 
the problems. Our previous analysis which included practitioners working across all PSUGs had 
identified a statistically significant difference between adults’ and children’s services workers in 
relation to perceptions of ‘role legitimacy’. That is, the scores of children’s services workers on 
an adapted version of the Alcohol and Alcohol Perceptions Questionnaire (Cartwright 1980, 
Galvani et al. 2011a), on average, suggested that children’s workers felt they had more of a 
‘right’ to ask about AOD use than did workers in adults’ services (scores, on a scale of 1-7, were 
5.24 as against 4.60 for children’s and adults’ workers respectively). Analysing in depth the 
responses of adult workers only provides insight into the ambiguities involved: 
 

Our team’s about capacity, hugely, we talk about that all the time, use the 
Mental Capacity Act and if someone’s got the capacity to make that decision, 
even though it’s an unwise decision, can’t do anything about that, all you can 
guide and say “this is the step you need to take, I can’t do this for you, if you 
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really want to address this then this is the place you could try” and just keep 
trying to encourage but you can’t force somebody to get help,  

Learning Difficulty Focus Group (5) 
 
Focus group participants contrasted work within adult services to work with children and 
families: 
 

It’s a common thing isn't it?  Children and families, whoever it is, and they 
have more backlash I guess but I don't know, is it that there’s more legislation 
that they can intervene but we can’t intervene because we’re dealing with 
adults. 

Older People’s focus group (11) 
 
I think the focus is very different isn't it, I think if you're working in a childcare 
team, almost without fail you’re working with children whose families are not 
doing certain things, are not bringing up children properly and either they 
need support or in some cases, they’re working against the child and those 
sort of issues. You're always looking at……., it’s about the child being brought 
up properly and what are they [parents] not doing. Within learning disability, 
you don't have that focus. We’re not going out to visit people with the 
assumption that because we’re involved - the reason we’re involved - is 
because they’re not being parented properly or they’re not being cared for 
properly.  

Learning Disability Focus Group (12) 
 
These excerpts from the focus group discussions highlight just how differently AOD use is seen 
in adults’ and children’s services. It should be noted however, that practitioners would respond 
and intervene, as far they were able, when the service user requested it, when the impact on 
the service user’s life reached crisis point – or when their use was affecting someone else. 

 
Ultimately though I’d only become involved with somebody’s alcohol problem 
if they felt they needed the help or if it was affecting somebody else’s life, I 
wouldn't go in there and think “you're drinking too much, you shouldn't be 
doing that”, I’d be thinking that that’s their choice, I’m not going to be 
pointing fingers at people, perhaps they don't have five veg a day as well, how 
far do you go?  It’s not my business. 

Learning Difficulty Focus Group (12) 
 
Clearly, these matters of service users’ rights, practitioners’ roles and the contexts in which 
services are currently delivered all need to be taken into consideration when thinking about 
they way that practitioners can be supported in working with clients’ AOD problems. 
 
1.4.5 Summary: Experiences of working with AOD problems  
Our exploration of identifying and asking about AOD issues has pointed to the fact that: 

 Many practitioners report finding it difficult to identify AOD problems. In attempting to do 
so, practitioners rely most heavily on their own observations of evidence of social harms 
resulting from AOD use and its impacts on service users lives.  
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 There is real ambivalence about asking questions about AOD use, which often has to do 
with service users’ rights to make their own life-style choices – where they have the 
capacity to do so. 

 Practitioners emphasise the importance a trusting relationship with service users in order 
to explore sensitive issues such as AOD use, but changes in service delivery mean less 
opportunity to develop rapport. Knowledge of skills and techniques to engage service users, 
even when encounters are brief, is essential. 
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1.6  CHALLENGES IN WORKING WITH AOD USE 
 
From the responses to the open survey question about challenges it was clear that these were 
numerous and varied – to some extent according to client group – but also according to clients’ 
individual circumstances. Challenges mentioned or discussed by participants have been 
grouped here into three broad categories. The most obvious type of challenge was in the form 
of the impact AOD use had on the client and their situation or behaviour. There was also a 
variety of concerns about ‘risk’ associated with the AOD use as well as the extent to which 
service users acknowledged, or were prepared to accept, support for their AOD use. Finally 
there were challenges related to service accessibility and appropriateness.  
 
1.6.1 Challenges associated with clients’ circumstances 
The survey data revealed that many of the features that helped practitioners to identify 
problematic AOD use continued to produce challenges when working with service users. Thus, 
the impact of use on the behaviour of service users (particularly in terms of aggressive, 
unpredictable or uncooperative behaviour) was mentioned most frequently (22 times) and 
related to this was non-compliance with packages of care.  The majority of these responses 
were found in the older persons’ and the adults with PD categories. 
 

Not getting services appropriate to the client as carers will not assist if service 
user drinking/taking drugs problematically, ie poor environment, poor 
motivation, aggression normally verbally. Problems also with appointments - 
a chaotic lifestyle. 

Adult with PD (exc OP) practitioner: Survey response  
 
Discussion within the focus groups drew attention to how behavioural problems and indeed 
loss of control of bodily functions as a result of intoxication could threaten the continuation of 
packages of care:  

 
It’s about explaining to him that it’s okay to live that lifestyle but you have to 
appreciate and understand that that could impact on the support that you 
get. So, for example, care is going into the home environment, if he was 
indulging in drink with his friends and they’re a little bit rowdy and maybe a 
little bit aggressive, for him to understand that the carers have a right to 
remove themselves from that situation “and you won’t get care”, so it’s about 
informing individuals about the consequences of drinking, but I wouldn't say 
that he had an alcohol/drug problem, he just indulged like many young people 
do. 

Learning disability focus group (12) 
 

Working with people over the age of 65, the majority of Service Users I work 
with have dementia, and the values and attitudes of family members/care 
staff are very much more difficult to challenge. For example a Service User 
with physical and mental health problems who gets 'drunk' is viewed as less 
'worthy' by the paid carers who have questioned why they have to go and 
clean the person up every night, and being private care agencies, can give 
notice on care packages. 
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Older people practitioner: Survey response  
 
Managing the impact of AOD use on finance (5), home environment (5), health (4), daily 
activities (3) and personal care were also noted, as were difficulties in communication as a 
result of AOD use. There were also references to dishonesty on the part of the service user 
regarding use (2).  
 
Mental health or capacity issues were mentioned 5 times within the survey responses to the 
question about challenges, although only by practitioners working with older people. However, 
as we have seen, these issues – particularly in relation to freedom of choice - were discussed at 
length in all of the focus groups.  Reference was also made to Korsakoff’s syndrome which was 
seen to be increasing in older people, again leading to questions about capacity.   
 
1.6.2 Managing risk 
Risk was mentioned in many guises across the survey and focus group data: it was mentioned 
in the survey responses by five respondents in two PSUG categories including older people and 
adults with PD including OP.  For example, respondents mentioned challenges of clients being 
unaware of the dangers associated with AOD use; risk of falling asleep which could lead to fire; 
and risk of falls and admissions to hospital. Again focus group data bring a deeper 
understanding of just what these risks actually mean and the extent of challenge faced by 
practitioners in trying to ensure that risks are appropriately managed.  
 

For a lot of the time, until they really want to accept some help, it’s like 
managing it, it seems weird but you just kind of put risk management plans in 
place to deal with the potential risks that are going to come up while they’re 
drinking and making sure that you know exactly, it’s all documented and 
sometimes it seems like a paper exercise but it’s really important to just have 
them all documented in a plan, so that you know what could happen and they 
know what could happen but ... 

Learning disability focus group (5) 
 
What appears to underlie the focus group references to risk and risk management was the 
sense of responsibility felt by practitioners for the circumstances and the potential outcomes 
for service users. There was a sense in which risk assessments were undertaken and plans put 
into place, in the hope perhaps of assisting or protecting the client - but also with the aim of 
protecting the practitioner and the organisation. 
 

“Get your risk assessments done” and the risk assessments are having to be 
constantly updated because we know something’s going to happen … This 
couple is in a domestic situation that they’ve had for years but because she’s 
bedridden, it ups the ante for her but if something happens, we’ll know that 
there’s going to be a big investigation. 

Older People focus group 11 
 
I’ve put support in place and if I’m completely honest, I feel I have protected 
the organisation, us as an organisation more than I have protected him.  ……  I 
will be able to sit in this room and I will be able to say “I have put these 
measures in place”, I will have to say I don't think they’re working and I’m 
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actually taking a roundabout route with the police rather than working with 
the chap, so yeah, I’ve put measures in place but I feel they’re more benefit to 
us if it hits the fan, there’s an audit trail there, actually how much it’s helping 
the chap?  At the moment I’m not convinced. 

Learning disability focus group (12) 
 
These quotes reveal a sense of fear and of futility on the part of practitioners when engaging 
with AOD issues.  
 

...at times like that you've got to show what you're trying to do because a lot 
of the time you don't feel like you're making any progress, if somebody doesn't 
want to accept help and it’s horrible, it’s a scary feeling really, watching 
somebody spiral so yeah, it was a case of highlighting the risk to the people 
that we needed to... 

Learning disability focus group (5) 
 
Thus risk was present for all client groups but took different forms according to service user 
group. While risks of physical injury were paramount for practitioners working with older 
clients, the risk of exploitation of people with learning difficulties was discussed at some length 
in the respective focus groups. There was a sense of this group of service users being 
particularly vulnerable to falling in with the wrong crowd or falling victim to people who 
manipulated either prescription drugs or money from the service user. 

 
One thing I have come across is a client who’s on a lot of medication, he’s 
fairly able and gets out and about himself. He was targeted by someone who 
had a drug issue for his medication and physically assaulted by him, because 
of his learning disability. He didn't realise what he was doing was illegal or it 
was detrimental to someone else to be giving your prescribed medication out, 
but this person kept targeting him 

Learning disability focus group (12) 
 

 
1.6.3   Challenges in working with other services 
 
Finally, respondents also frequently mentioned challenges related to service provision for their 
clients who were using AODs; this was mentioned in questionnaire responses a total of 57 
times across all four groups and featured prominently also in the focus group discussions. The 
challenges that were described in relation to service provision fell into two/three broad 
groupings: 
 

1. access to, and appropriateness of, specialist services 
2. joint working with universal and other services 
3. issues of eligibility, thresholds and service gaps 

 

1.6.4 Access to, and appropriateness of, specialist AOD services 
To provide context for thinking about working with specialist AOD use services, it is apposite to 
consider the extent of liaison with specialist services reported by practitioners in these groups. 
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Service users who have problems with AOD use are likely to need assistance from specialists in 
order to overcome these difficulties. And seeking advice from, or working alongside, specialists 
in AOD misuse is an important element of practice when these problems exist. 
 
The data, illustrated in figure 1.3 (below), show that in each group there was a pattern of 
seeking advice more frequently than referrals were made, and referrals being made more often 
than joint visits or assessments were undertaken. The volume of inter-professional working in 
each of these contexts was, however, seen to differ across the individual service user groups. 
Between 52 and 68% of respondents working with the two groups of physically disabled service 
users reported seeking advice from specialists at least once in the six months preceding the 
survey and many (36% and 55% respectively) had referred clients to specialist services and 18 
and 21% of respondents in these groups reported having undertaken a joint visit in the same 
time frame. Proportions of respondents working with older people or people with learning 
difficulties reported these activities in the previous 6 months were smaller (44%, 24% and 6% 
(older people) and 25% 11% and 5% (LDs). 
 
Figure 1.3.The proportion of practitioners reporting contact with specialist AOD use services by PSUG 
at least once in the last 6 months 

 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 
Not surprisingly, the extent of liaison with specialist services/workers in the six months 
preceding the survey was found to vary according to the proportion of cases involving AOD use 
that the practitioner was working with at the time. Thus those with ‘low caseload proportions’ 
were less likely to seek advice, make referrals, and undertake joint visits or assessments. The 
differences were statistically significant in terms of advice seeking and joint visits (χ2 = 11.4, df 
1, p<.001 and χ2 = 8.1, df=1, p<.01 respectively). 
 
There was quite a mixed picture in response to the open-ended survey question which asked: 
in what ways has contact with specialist services supported your work with people who use 
drugs or alcohol problematically. A number of respondents across all groups had found useful 
and helpful advice to pass on to service users although there were some comments about 
information sharing difficulties. A few practitioners mentioned having successfully referred 
carers (and occasionally clients) for support. But the predominant theme across all practitioner 
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groups, and evident in both the questionnaire responses and the focus groups, were the 
references to a lack of appropriate specialist services for AOD users in these client groups. One 
respondent drew attention to it being more problematic to find services in middle class areas 
than tended to be true in more impoverished areas:   
 

Not having the appropriate support services to access. Socially deprived areas 
seem to have more services. In more 'middle class / rural' areas support or 
services are very limited.  

Older People (inc OPMH) survey response 
 
Others mentioned, according to their area of specialism, a dearth of services able to support 
people with learning disabilities or those who were older (65+). Within the focus groups there 
was discussion about the way in which specialist services were delivered and how these were 
not able to provide appropriately for client groups with particular needs. For example, one 
practitioner working with clients with learning disabilities described how one service user 
appeared to be intimidated by the reception at the local community alcohol service: 
 

And that maybe, certainly in that case that might be because their 
understanding of what is available is actually not really appropriate to them, 
they’re looking at ways that he can access it but in the past he was sort of ... 
the support that was there, he’s very insecure I think and just turning up and 
being people stood outside was enough to either put him off or to give him an 
excuse not to go in, there were people stood outside and one of them had a 
can of beer so “oh that’s a bit scary”, so it perhaps wasn't appropriate to his 
learning disability 
 
I’ve had experience working with the deaf services team and people not 
wanting to take deaf people on because they don't want to pay for 
interpreters, they don't want to make it accessible and then you get into this 
large debate about who’s going to pay so ... 
 
Very difficult to get support/intervention for adults over the age of 65 years.  
This service user group falls between the cracks. 

 Older People Focus Group 
 
Participants working with physically disabled clients made reference to the inaccessibility of 
clinic based services for people with mobility problems. There were a few specific references to 
a need for outreach services. 
 
1.6.5 Service user engagement 
In relation to actually working with clients, a number of respondents, across all PSUGs, noted 
difficulties associated with clients’ inability or unwillingness to admit a problem, a lack of 
motivation to change on the part of the client and an inability or reluctance to engage with 
services.   

 
Service users will not engage. No support from drug & alcohol team unless SU 
wants support. Very little support from other professionals who tend to pass 
these people to our team as they don't know how to handle it. The main issue 
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is trying to maintain the situation with everything that comes with it i.e. issues 
with housing & dirty environment, abuse towards care workers, not being in 
when care workers/community meals call, in/out of hospital & being expected 
to take the case to repeat previous working as the package of care has broken 
down or housing are having issues again. 

Survey response 
 
There was also a very real frustration evident in relation to the fact that most specialist services 
will not seek to engage service users who are not already motivated to change their behaviour.  

 
Engaging service users (and retaining them). Unless a service user has the 
'desire' to change, the alcohol / drugs service tend to discharge very quickly.  
Drugs services tend not to do home visits. …….. I receive many referrals about 
adults with alcohol problems that have capacity and no desire to give up 
drinking, many of these fall outside of both adult services / alcohol services. 

Physical disability (exc OP) survey response 
 
Accessing services, often clients aren't looking to stop altogether, or unable to 
express that initially, but want support around reducing and managing effects 
of alcohol. Also clients have mobility difficulties and therefore clinic based 
services are inaccessible. 

Physical disability (inc OP) survey response 
 
1.6.6 Working with universal and other services: ‘falling between the cracks’, ‘the last port 

of call’ and ‘left holding the can’ 
Throughout many of the focus group discussions – and evident to some extent in the survey 
responses  - were underlying themes of concern about service gaps, and a sense of these 
specialist areas of social care being a last port of call where practitioners were left to hold cases 
with little or no sharing of the burden with other services.  
 
Attitudes of other professionals who hold negative and sometimes judgemental attitudes 
about service users with AOD problems were mentioned in this context by some. GPs and other 
health practitioners in particular were mentioned. 

 
Feel very isolated, as GP's, MH teams, etc will not work with us where alcohol 
is involved so end up fire-fighting the consequences of substance abuse on 
people's daily lives without support. 

Survey response 
 
Allied to this were concerns about increasing thresholds for entitlement to services – any sort 
of service – including social care. There were a number of references to social care services 
working to strict definitions of ‘critical and substantial’ need and worries about clients with 
lower levels of need (e.g. mild to moderate learning disabilities) failing to meet thresholds and 
falling between the cracks…. until, one supposes, their need became substantial or critical! 
 
There were also references to missed opportunities at earlier stages of clients’ drinking 
behaviour and a feeling that by the time social care became involved things had often 
progressed beyond help. There was particular criticism of general practitioners and other 
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generic health services for ‘passing the buck’ or refusing to work with clients because they do 
not wish to change their AOD use behaviour. 

 
One of the things that has always struck me, many times over the years where 
a GP will phone up and say, “I’ve got this person who’s a drinker, I can’t do 
anything with him, no-one else can do anything with him, tried everything 
over the years, I can’t help him anymore and he needs a social worker”, what 
do you expect us to do?  “He’s now got a disability, he’s got mobility problems 
blah, blah, blah” and in terms of GPs and health services sometimes, we’re 
seen as the last throw of the dice for this person and are almost expected to 
wave a magic wand and cure this person, where every other service has failed. 
And I think sometimes, that’s where certainly I find, that you’re working 
without a great deal of knowledge, you're winging it basically on a daily basis 
and managing the risks. So these referrals come from people who, they’re 
always passing the buck because they’ve failed, I’m sure they feel how we feel 
but ... we can’t close things as easily as other services can, so we tend to get 
left managing things, that’s one thing that always strikes me.    

Physical disability focus group (4) 
 
Even when other services did become involved there was a tendency for this to be time, or 
task, limited and for all of the responsibilities in the case to bounce back to social care:  
 

I worked with the young people’s substance misuse service and they did some 
very good individual work with a particular young man, but I did find that 
everything kept coming back to me and saying,” that’s now your problem, 
that’s for you to sort out” and I’m thinking “actually, I don't agree with that. 
Somehow everything comes back to the social worker for other things  to be 
sorted out, when in fact it sort of feels like we should have been doing things 
together but somehow everything comes back to you. 

Learning disability focus group (5) 
 
Whilst, in comparison to those working in adult mental health or child protection, practitioners 
in these areas of social care might currently encounter fewer cases where clients misuse AODs, 
the potential complexity of need when these issues do occur is evident in the quote below. 
 

They basically single out the alcoholics as much as they possibly can, GPs 
won’t go, family don't want to know, they’ve got no-one, absolutely no-one, 
they’re malnourished, they’re starving, they’re sitting in their own mess, their 
life is hectic, they can’t keep on top of their finances. And the alcohol team 
“no, we’re not working with them anymore, they won’t get ..”, there’s 
nothing. They are left really to die in terrible conditions and when we come 
along, we’re faced with all this, a lot of the time you literally don't know what 
to do really. 

Older people focus group (11) 
 
Overall this discussion of the AOD related challenges faced by practitioners working with these 
client groups suggest a vicious circle of behaviour, need and risk which it is hard to break into 
without a client recognising their use as a problem and indicating a wish to change. We 
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illustrate the pattern that emerges from our analysis graphically in figure 1.4. The experience of 
many practitioners, it seems, is that clients often do not want to change their behaviour: when 
considered alongside the perceived vulnerabilities of clients and the risks of seriously negative 
outcomes such as fires, falls, exploitation by others or breakdown of informal support 
networks, it is not hard to imagine that managing such cases is associated with a good deal of 
anxiety. There were a number of references within the narrative data concerning feelings of 
hopelessness and helplessness, isolation and stress.  
 
Figure 1.4: The cycle of concern  

 
         

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
1.6.7    Solutions 
Opportunities were provided in the focus groups to discuss ‘good practice’ but unfortunately 
there were few responses to this invitation. However, in the course of completing the survey 
questionnaire or participating in focus groups a number of practitioners alluded to things that 
might improve their experiences in working with clients who misuse AODs: 
 

 Working with a multi-disciplinary team was certainly valued. One focus group included 
representatives of a team which included health and mental health professionals and the 
opportunities to draw on different perspectives, and perhaps also to exploit service user 
perceptions about different professionals, were highly valued.  

 Mention was also made of the potential utility of having someone in a ‘link-worker’ role, 
who would be in a position to offer guidance and broker liaison with specialist services. 

 There were robust calls for the development of outreach services where specialists could 
work with people in their own homes and for services able to respond to harm reduction or 
maintenance rather than abstinence.  

 Allied to this is a need for other, generic, disciplines to engage more with working jointly in 
clients’ best interests. There was a suggestion too for better preventive work (low level 
intervention - like the support for quitting smoking). 
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1.6.8   Summary: Service challenges and solutions 
In relation to challenges encountered in working with AOD problems the following broad 
themes were identified: 
 

 Challenges related to working directly with service users included concerns about threats to 
care packages when behaviour is unacceptable to paid carers, the reluctance of many 
service users to seek help change their usage patterns and the complexities of managing 
‘risk’ in the context of maintaining the service users AOD use. 

 With reference to working with specialist AOD use services practitioners across all groups 
identified a lack of services appropriate to the needs of their client group. In particular 
there was an expressed need for services to be able to engage with service users to help 
them reach a decision to change their behaviour. 

 Some practitioners expressed the view that social care was frequently left to manage cases 
without adequate support from other universal services and this responsibility weighed 
heavy. 

 There were also concerns expressed about those with lower levels of need where 
thresholds for entitlement to a service might not be reached. 

 Possible ways forward were identified by practitioners in terms of greater use of multi-
disciplinary working, link workers across services, and outreach.  
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1.7  THE IMPORTANCE OF TRAINING 
 
The report thus far has drawn attention to the relative lack of confidence of many workers in 
these PSUGs in identifying and working with AOD, it has also described a little of the intensity 
of challenge experienced by practitioners when faced with managing cases where there are  
AOD problems.  
One of the major themes to be identified in the final survey questions (those which asked for 
other information related to the topic) and a significant theme in some of the focus group 
discussions concerned training. For example in one focus group people introduced themselves 
and commented on their role, their experience of working with AOD and the extent of their 
training. It was noticeable that of nine people, mostly social work qualified and with varying 
lengths of service, most reported having received no training on AOD and the couple that had 
received training  had done so whilst working in children’s services or whilst on placement and, 
for one at least, it was only a day.  

 
I did one of my placements in children’s services and  I did receive training 
there, just a day’s training but still feel that I don't really know enough but  it’s 
the sort of thing that between us, we could work it out, so we know the sort of 
agencies to go to , to get support, ………….. but it’s not something I feel 
confident about particularly.   

Learning disability focus group (12) 
 
Table 1.6 illustrates the survey responses concerning the extent to which practitioners 
considered training in alcohol and drugs to be important to their practice. As can be seen, the 
great majority of practitioners in most of the service user groups felt training to be ‘very or 
extremely’ important. Only among practitioners working with learning difficulties was this 
trend ‘bucked’. 
 
Table 1.6: How important do you think training in alcohol and drugs is to your practice in social care? 
 

 Sometimes 
important 

Important Very or extremely 
important 

Learning disabilities 31% 47% 21% 

Older people (Inc OPMH) 10% 25% 65% 

Physical disability (exc OP) 5% 18% 77% 

Physical disability (inc OP) 13% 34% 53% 

 
The perceived importance of training did vary significantly by PSUG (χ2 = 17.4, df=6, p<.01) but, 
perhaps surprisingly, not according the proportions of cases with SU problems on practitioners’ 
current caseloads. 
 
Despite differences in terms of perceptions of need for training, practitioners across the board 
identified the areas in which further training would be beneficial. The frequency of reported 
need within each of the practitioner groups for different topics related to AOD problems is 
illustrated in table 1.7.  
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Table 1.7: Proportions of respondents indicating a desire more training in areas of AOD practice 
 

 LDs OP (inc 
OPMH) 

PD  
(exc OP) 

PD  
(inc 
OP) 

All 

Types of intervention and treatment available 63 76 55 77 72 

How to assess risk relating to drug or alcohol issues 79 63 73 66 67 

Working with/referring to specialist alcohol or drug 
workers 

63 61 68 60 62 

How to talk about drug or alcohol issues with service users 53 57 59 66 60 

Substance use and issues of ethnicity and culture 63 51 64 62 58 

Identifying problematic drug use 68 50 55 64 57 

Identifying problematic alcohol use 58 47 41 60 51 

Gender differences in alcohol and drug use 53 47 64 51 51 

Drugs and their effects 26 47 41 62 48 

Impact on mental health 47 43 50 55 48 

Impact on physical health 37 43 46 51 45 

Reasons people use and misuse 37 37 50 55 43 

Attitudes and values relating to substance use problems 42 33 27 55 40 

Impact on children families and parenting 58 30 46 45 40 

Alcohol and its effects 26 33 36 51 38 

 
1.7.1 Summary: The importance of training 

 Training in AOD was identified as being ‘very’ important for the majority of practitioners. 
They were particularly interested to know about types of intervention and treatment, 
assessing risk, working with specialist AOD use workers and how to talk about AOD issues 
with service users. 

 
Throughout the report thus far, it has been clear that there are shared and distinct experiences 
of working with AOD issues according to the three service user groups examined. The next 
sections draw out the specific issues that relate to each of the three practice groups.  
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1.8  SPECIFIC NEEDS AND ISSUES IN WORKING WITH ADULTS WITH LEARNING DISABILITIES 
WHO HAVE PROBLEMS WITH ALCOHOL OR OTHER DRUGS 
The term ‘learning disabilities’ refers to problems related to intellectual impairment and to 
difficulties that people can have with social functioning. This impact of these problems are 
apparent in individuals with learning disabilities in a reduced ability to understand new or 
complex information, to learn new skills, or to cope independently with the activities of daily 
living. The extent to which any or each of these areas of functioning is impaired ranges widely. 
Some individuals with a mild learning disability are able to manage all the activities associated 
with normal living but might need longer to learn new skills while those with severe or multiple 
disabilities will need almost continuous supervision and assistance. The definition of learning 
disabilities also includes a low IQ and is distinct from the more generic term of ‘learning 
difficulties’ which may occur for a variety of reasons (Dept of Health 2001). 
 
1.8.1 Accessing alcohol and other drugs 
Our data show that those working with learning disability  report encountering AOD less 
frequently than the other two groups and a smaller proportion of these practitioners felt that 
training in working with AOD was ‘very important’ to their practice. It was also noticeable in the 
data presented earlier that these practitioners do not often ask about AOD use. It may be the 
case the low numbers reflect the reality of the cases worked with or it may be that the problem 
is hidden as a result of not asking about it. 
 
From the focus groups – and indeed some of the survey responses hinted at this too – it seems 
that the majority of people eligible for a service under current ‘Fair access to care services’ are 
perhaps unlikely to have sufficient independence to offer the opportunity to access AODs. The 
following excerpt from a focus group discussion highlights this: 
   

Participant 9: A lot of the people we work with as well have a high level of 
support. [some agree] so the accessibility for them is quite limited, if they’re 
never out by themselves and they can’t go and buy alcohol or drugs,….  
 
Participant 2: Or be persuaded by others, fall in with the wrong kind of group, 
peer pressure, that doesn't tend to happen so much ... 
 
Participant 3: …. and also a lot of people with learning disabilities, with their 
medication, have not been allowed alcohol from, it’s always been known that 
they don't have alcohol because of their medication, if they’ve been brought 
up like that, they’re not going to change are they?   
 
Participant 2: If you think about the client group that we have currently, I 
think it’s more borderline cases isn't it [who] are the people that would have 
an issue [with AOD use].  
 
Participant 6: To sail through eligibility you need to have a substantial need 
and, as you said, most of those people are going to have relatively sheltered 
lives, they’re not going to be exposed in the way the borderline [cases are]. 
 

This situation is implied also in the comments of some of the survey respondents: 
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in my current role I have experienced [AOD] only so far in family members 
rather than service user so difficulties in working with this if the person does 
not want or feel they need any support. 

Learning Disability Survey Response 
 
It has been estimated that 905,000 adults in England aged 18 or over have a learning disability 
(approximately 2.25% of the population3). Just over one in five of these individuals (21%) were 
thought to be known to learning disability services (Emerson et al. 2012). It is plausible 
therefore, that rates of AOD within this group are low when accessed through specialist social 
care services for learning disabilities. 
Another survey respondent pointed out the dangers though of assuming that AOD problems 
are unlikely: 

 
Work within Learning Disability presents few of the above issues but issues 
could be missed if ignored. 

Learning Disability Survey Response 
 
There was considerable discussion within one of the focus groups about the likelihood of carers 
using alcohol or other drugs to help them cope with caring demands. There was also 
recognition that because the assessment process is geared towards support needs, information 
about difficulties with AOD use would be unlikely to emerge. Reflecting back on the 
information about caseload proportions presented in table 1.2, it is interesting to note that 
although not particularly high, practitioners in learning disabilities teams did have the highest 
average proportion of AOD issues for ‘someone close to the service user’ – presumably, at least 
sometimes, a carer. 
 
From our exploration of the literature in this area we found that estimates of the prevalence of 
AOD problems among people with learning disabilities varied widely and that the majority of 
reviews concluded that there were definitional and methodological problems associated with 
many studies. One of the main difficulties is that most studies access information through 
services and, as our participants above pointed out, only a proportion of people with LDs are 
likely to be in contact with services. Taggart et al. (2004 and 2006) cites Whittaker (2004) who 
suggests that only between 0.23 and 0.29% of people with a learning disability are in contact 
with services. On balance the evidence seems to suggest that people with learning disabilities 
are less likely to use AODs than the rest of the population. However, Taggart, drawing on the 
work of two authors Degenhart (2000) and Westermeyer (1996), suggests that when people 
with learning disabilities do use (alcohol specifically) the likelihood of problems developing is 
greater.  
 
  

                                           
3 Based on estimates of numbers of adults (18+) with a learning disability provided by Emerson et al. (2012) and 

population estimates taken from ONS 2011 Census data (adults 20+) 
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1.8.2 Concerns about AOD use by people with learning disabilities 
Among respondents and participants working with adults with learning disabilities there were 
concerns expressed about: 
 

 The movement towards independence for this group of service users potentially increasing 
the risk of using pubs and drinking.  

 The increased risk of their exploitation by others while intoxicated.     

 People with mild learning difficulties being at potentially greater risk of developing AOD 
dependency because of increased suggestibility. 

 Concerns over mental capacity and the extent to which people with LDs understand the 
implications of their drinking. 

 The vulnerabilities of clients who want a drink, but who may not be able to assess their 
intake. 

 
The factors that participants in this study highlighted as potential concerns reflected well the 
findings from the search of the literature.  A number of authors discuss the increase in 
independence and opportunities to engage in a greater array of social activities for people with 
learning disabilities. The pub as a focus can be illustrated by the findings of Buttimer and 
Tierney (2005) who found that almost 60% of young people (average age 17.9 years) attending 
a school for young people with learning disabilities self reported frequenting pubs. The authors 
conclude that, whilst this was self report, the young people were certainly sufficiently 
knowledgeable about different types of alcoholic drink and their prices to validate their 
reports. Whilst our focus here is on adults with learning disabilities, many of these young 
people are of an age where they might be known to transition teams and will all too soon 
become adults who are familiar with the pub as a social forum. Of course many young people 
experiment with alcohol and/or other drugs and the majority come to no harm – however 
there are particular concerns raised in the literature about all of the issues of vulnerability in 
relation to alcohol and drug use that our participants identified. 
 
Chandrasekera and Miller (2008) additionally discuss the higher prevalence of ADHD among 
people with learning disabilities and draw attention to work by Levin (2007) which suggests 
that people with ADHD tend to develop dependence at earlier ages and stages of use and 
experience longer periods of alcohol use disorder. Lawrence et al. (2009) also draw attention to 
the habit forming nature of alcohol (as opposed to dependence) and cite the work of Bhaumik 
et al (1997) with regard to the fact that people with LDs can be resistant to changing patterns 
(see also McGillicuddy, 2006). 
 
Some additional AOD issues for this service user group, which not specifically identified by our 
participants, were highlighted in the literature. One of these relates to boredom and the lack of 
a meaningful occupation; the other, highlighted in a study by Lawrence et al. (2009), concerned 
reports from some health and social care practitioners that service users, alarmed by the 
messages about not mixing medication and alcohol, had chosen to stop their medication to 
allow them to drink. 
 
Overall, the majority of the literature supports the notion that there are particular risks for 
people with learning disabilities in relation to alcohol use in particular but one commentator, 
critical of the tendency in the literature as he sees it, to over-pathologise alcohol use by people 
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with learning disabilities, makes the point that engaging in alcohol use is also indicative of 
cultural participation and social inclusion for this group (Simpson 2012). Slayter (2007) and 
Manthorpe et al. (1997) to some extent, concur.  
 
1.8.3 Prevention and intervention for people with learning disabilities 
In relation to education and services there were comments from our participants that: 
 

 The information that is made generally available with regard to consumption of alcohol 
is complex and needs to be simplified for this service user group. 

 The specialist services for treatment of AOD problems are not equipped to offer an 
appropriate service for clients with learning disabilities. 

 
Again these are issues that have been explored in the literature – indeed, rather depressingly, 
citations regarding both of these findings echo back to articles published in the 1990s.  
 
With regard to health education and prevention, the literature was carefully reviewed by 
Lawrence et al. (2009) and the authors also interviewed service users, their families and 
practitioners. Their conclusion highlighted the important role to be played by support workers 
in helping people with learning disabilities to make healthy lifestyle choices. This of course 
would require appropriate training and resources for those support workers. They also mention 
peer support approaches and assertiveness training. 
 
Several authors mention barriers to accessing specialist AOD use services – the main one being 
the lack of awareness of learning disability issues within mainstream AOD use services. Taggart 
et al. (2004) highlight the failure of AOD use services to respond to clients with learning 
difficulties and, similarly, the struggle faced by learning difficulties professionals to respond 
appropriately to alcohol problems.  
 
The authors cite Campbell (1994) who identified five specific barriers to treatment which 
include: 
 

1. Existing mainstream treatment models may need to be substantially adapted in view of 
their emphasis on insight, which the authors suspect is not always possible for people 
with learning disabilities,  

2. People with learning disabilities may lack the necessary skills to cope with and benefit 
from group-based therapies used for their nondisabled peers, 

3. The emphasis on effecting positive life changes may not reflect the real choices 
available to most people with a learning disability, 

4. Alcohol counsellors (including ‘dual diagnosis workers’) do not receive training in 
working with people with learning disabilities as part of their general training and may 
base their assessments and interventions on stereotypes or inaccuracies 

5. And there is a low level of integration between services for people with a learning 
disability and mainstream addiction service making it difficult for professionals to work 
closely together. 

 
Interestingly, and perhaps indicative of the development yet to take place, the 2009 report 
from the NTA titled ‘Diversity: learning from good practice in the field’ did not even mention 
learning disabilities.  
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As part of the Taggart (2004) study researchers conducted 1-1 interviews with a small number 
of AOD specialists and LD specialists. The authors conclude that the similarities in view 
between learning disability staff and addiction specialists were ‘uncanny’: 
 

 Both groups agreed that policy was lacking and neither had received specific education 
/ training on AOD use / misuse management for people with learning disabilities and 
highlighted the need for training in this specialist area of practice.  

 The mainstream addiction personnel requested specific training in communicating / 
working with people with learning disabilities and how to modify there models of 
assessment, treatment and management to this population.  (Addiction specialists had 
reported using the same techniques as normal) . 

 The learning disability personnel also advocated that they needed education / training 
in specific AOD use / misuse concerning the range of assessment, treatment and 
management techniques and models similar to those employed by mainstream 
addiction personnel. 

 
What the literature suggests would be appropriate for service users with LDs who need 
specialist AOD use intervention include: a 1-1 service tailored to the client’s needs rather than 
group sessions; the availability of a wider network of friendships in which the person could 
engage in various recreational or diversionary pursuits which would widen the person’s social 
support network; and greater family support and involvement in the person’s treatment 
package (Taggart 2004). 
 
The work by Lawrence and colleagues (2009) is perhaps realistic in recognising that constraints 
on specialist services make it unlikely that a 1-1 service could be sustainable but the authors 
argue strongly for more, and more effective, joint working. From our participants there were 
calls for link workers from specialist services to be allocated to learning disability teams – but 
perhaps actually, there is mileage in thinking about that being reciprocated. Given the current 
thresholds for social care services, it seems just as likely that people with mild to moderate 
learning difficulties will find themselves directed to specialist AOD services without passing 
through social care first. As Taggart’s findings suggest, AOD specialists recognise their lack of 
familiarity with LD issues, just as much as LD specialists recognise their lack of familiarity with 
AOD issues. 
 
In contrast to respondents working with other PSUGs who usually knew about AOD issues from 
the point of referral, nearly half of those working with people with learning difficulties reported 
that their awareness of AOD use emerged in the course of ongoing work, which probably 
reflects the longer term work involved with this client group. However, the ability to detect, 
assess and respond to potential difficulties in such circumstances therefore assumes a greater 
role. While it has to recognised that the number of learning disability specialists taking part in 
the survey was small, it is of some concern that our survey data revealed less experience in 
working with AOD use in the past among this group of practitioners and, to some extent at 
least, less interest in training.  
 
Undoubtedly, a part of the reason for this might concern the expectation that, under current 
eligibility guidelines, opportunities for working with people with mild or borderline learning 
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disabilities are likely to be limited. However, the findings outlined above do highlight the role 
that support workers can play – if they are equipped to do so. This emphasises the importance 
of training that is relevant to practice. In a specialism like learning disability the application of 
standard techniques of educating or motivating service users are unlikely to be effective and 
training needs to focus, at least in part, on the special needs of this service user group and ways 
of working with them in relation to alcohol and drug use.  
 
There are occasional examples of good practice evident: for example SpeakUp, an advocacy 
group for people with learning disabilities, have produced educational materials about alcohol 
to be used with people with learning disabilities. (SpeakUp (2012) 
http://www.speakup.org.uk/?page_id=622)  
 
This is an area in which more research is definitely needed, but enough is known – and has 
been known for some time – to make a start. 
 
  

http://www.speakup.org.uk/?page_id=622


36 
 

 
1.9   SPECIFIC NEEDS AND ISSUES IN WORKING WITH ADULTS WITH PHYSICAL DISABILITIES 
WHO HAVE PROBLEMS WITH ALCOHOL OR OTHER DRUGS  
 
The 2011 census indicates that there are 4.4 million people in England who report their day-to-
day activities as being ‘limited a lot’ by disability or a long term health problem and a further 
4.95 million whose activities are limited ‘a little’. Further for 2.6 million in England alone, the 
extent of disability is sufficient to warrant receipt of disability living allowance (ONS 2010). Of 
course these figures include all types of disability, not just physical. 
 
The extent of AOD problems among people with physical disability is not entirely clear, largely 
as a result of difficulties with definitions and samples. A report by the National Treatment 
Agency for Substance Misuse in England (NTA 2009) noted that disability data is not collected 
systematically through the National Drug Treatment Monitoring System (NDTMS) and 
concluded ‘Tackling issues related to disability is a weak area of performance and requires 
further work’ (p10). Evidence in both the UK and elsewhere suggests that rates of AOD 
problems are elevated for this client group compared to that for people without disabilities. 
Analysis of the British Crime Survey (2009-10) indicates that whilst age and sex are the main 
factors associated with drug use, disability also features (Hoare and Moon 2010). The figures 
for 2011 from the BCS also show higher rates associated with disability but multi-variate 
analyses are not presented (Smith and Flatley 2011).  
 
Beddoes (2010) makes the point that the majority of literature in this area indicates increased 
rates of alcohol consumption along with use of cannabis by some to relieve pain. It is of interest 
to note that among our participants the focus was also largely on alcohol.  

 
We have a lot of contact with people with alcohol issues, issues around 
alcohol and suspiciously little contact with people that we are aware of with 
drug related issues and I’ve been thinking about it because I knew this was 
coming up and I suspect it’s probably because we don't ask the right 
questions!  Probably we’re not looking for people that are actually abusing 
prescribed drugs and things and looking out for the illegal things, 

 
The same participant continued: 

 
Certainly I’m aware of a handful of people, service users that we’ve had, over 
a quite a long time that I’m aware of, [with] drug related issues, but an 
increasing number of people with alcohol related issues and some, now we’re 
finding that some of the disability is caused by the alcohol misuse so it’s not 
just somebody with a disability misusing alcohol, it’s actually caused their 
disability. 

 
1.9.1 Links Between Physical Disabilities And AOD Use 
What is clear is that physical disability can occur as a result of problematic AOD use as well as 
being a response to it. In thinking about the service response to people with physical disabilities 
who have problems with AOD use, Galvani (2012:213d) helpfully identifies five ways in which 
disability and AOD use may be related: 
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1. Disability resulting directly from substance use: e.g. brain damage from use of the 
substance or amputation following infected injection sites. 

2. Disability stemming indirectly from substance use: accidents that occur while 
intoxicated and result in disability. 

3. Disabilities prior to substance use:  e.g. someone born deaf or with muscular dystrophy 
who chooses to use substances. 

4. Substance use as a way of coping with disabilities: e.g. people with mental distress, 
trauma or physical disabilities whose use of substances serves to temporarily ease 
difficult feelings and experiences. 

5. Disabilities stemming from someone else’s substance use: e.g. children born with foetal 
alcohol spectrum disorder. 

 
It is immediately clear that physically disabled people who have additional difficulties 
associated with AOD use are far from a homogenous group – further, within any one of these 
groupings, people’s level of need and type of need in relation to both their disability and their 
AOD use can be expected to vary widely. Nevertheless there will also be shared expectations 
and experiences.  
 
1.9.2 Elevated risk of problematic aod use for physically disabled people?  
The literature suggests that people with physical disabilities may have a higher than average 
risk of turning to alcohol or other drugs. These are neatly summarised by Beddoes (2010): 
 

 Isolation, exclusion and ‘social distance’:  some disabled people may find it difficult to 
participate or have communication issues leading to drug use to deal with distress, 
frustration, isolation and bullying. 

 Social pressure: drugs may be used as a means of ‘fitting in’ and gaining acceptance by 
non-disabled contemporaries. 

 Mental health problems and poverty: may increase risks for disabled people – both of 
these being linked to social exclusion and problematic drug use in the general 
population. 

 Communication difficulties and lack of accessible information: may aggravate drug 
problems and inhibit help-seeking for some disabled people. 

 Self-medication: some people find cannabis alleviates the symptoms of long term 
illnesses, including Multiple Sclerosis, back pain and arthritis. 

Participants in practitioners in physical disability focus group mentioned most of these risks in 
relation to their own experience of practice, but the dominant theme was that they felt they 
were largely working with these issues on their own.  
 
1.9.3 Service provision and professional support 
Practitioners in the focus groups identified several issues related to specialist service provision. 
This first was problematic information sharing – participants described particular difficulties 
which arose when they were not informed about disabilities being caused by AOD use. 

 
I suppose we work with quite a few alcoholics initially but at the point of 
referral you never get that information, it’s always I suppose hidden really, it’s 
never alcohol related disability, that’s never the information you get first hand 
so it’s a process of you go out and then it becomes apparent that it is alcohol 
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that’s left this person with a level of disability ... . If we got better information 
at that point, we would be better armed to deal with whatever we’re going to 
deal with because it is a process of trying to find out and a lot of the time 
people themselves don't know because memory’s affected… . 

Physical Disability Focus Group 
 
There were concerns too about providing supportive equipment (such as hoists, electric chairs 
etc) to those who had problems with AODs for fear that the use of devices while under the 
influence might result in accident or injury to themselves or others.  
 
Capacity issues (as discussed previously) were also live for this group of practitioners who were 
working with people who often had capacity and chose to continue drinking: 

 
I think if you ask a lot of people if they’ve got an alcohol or drug problem, 
they’d say no, the only problem they’ve got is they can’t get their hands on it.  
The guy we see this morning, he’s really physically quite ill, he’s on four cans a 
day, it makes him feel great.   

Physical Disability Focus Group 
 
This quote illustrates one of this focus groups most pressing concerns which was the lack of a 
service which could respond to reduction rather than cessation of AOD use, or a service which 
could respond to low levels of support need: 

 
I’m working with visually impaired people, I suppose a small percentage of my 
caseload is people that have got [issues] in relation to alcohol or drug abuse 
but more often than not, [they will] sink into a depression and that leads onto 
alcohol misuse shall we say and there seems to be little in the way of any low 
level support for those who haven't got as far as becoming disabled by over 
use of alcohol. 

Physical Disability Focus Group 
 

Finally, there were issues around the suitability of specialist AOD services for those clients who 
were ready to engage in formal support. Disability comes in many forms and people spoke, or 
wrote, about issues with physical access to services because of the perceived insistence of 
specialist AOD services being clinic-based as well as communication problems when disabilities 
were sensory in nature.  

 
[I referred] a [person with sensory disability] and there were those issues of 
engagement that came up and we had to really argue the toss because it was 
difficult for somebody [with her disability] to start with, to engage with the 
alcohol team and it wasn't a lack of engagement, it was their inability to try 
and meet her half way, ... but we did get there. 

Physical Disability Focus Group 
 
Many of these issues raised by our practitioners have been identified in the literature. Issues of 
access and appropriateness of services have been raised by North American researchers 
including West (2007, West et al., 2009), and Krahn (2006). They identified a number of specific 
ways in which individual, social and service characteristics combine to reduce the likelihood of 
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access to treatment for people with disabilities. It has been recognised that both specialist AOD 
services and social work/social care services need to collaborate to ensure that the needs of 
individuals with physical disabilities can be addressed in a holistic way and that the available 
information about treatment is available in a variety of formats.  
 
The UK Drug Policy Commission (Beddoes et al. 2010) makes the point that whilst the Disability 
Discrimination Act, 1995 – not to mention the requirements of the 2005 Act (H.M. 
Government, 1995 and 2005) - requires premises to be physically accessible, there has been 
little discussion about what constitutes good practice in treatment and prevention. 
 
Krahn’s study in the USA (2007) found that treatment outcomes for people with disabilities 
who were ableto access treatment were approximately equivalent to those without disabilities, 
underlining the potential benefits of facilitating access to treatment for people who are 
disabled. 
 
Undoubtedly, social work and social care practitioners working with physically disabled people 
will continue to encounter AOD problems. At the same time, specialist AOD services need to be 
able to respond appropriately to these peoples’ needs. Practitioners from both areas of 
specialist practice must be equipped with the appropriate knowledge and skills working with 
people who need help with their AOD problems as well as help with their disability. Better 
partnership working is clearly the obvious solution. 
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1.10   SPECIFIC NEEDS AND ISSUES IN WORKING WITH OLDER PEOPLE WHO HAVE PROBLEMS 
WITH ALCOHOL OR OTHER DRUGS  
 
It is well documented that there is a significant increase in the proportion of the population 
who are beyond working age. Whilst this is to be welcomed, it is also the case that there are 
anxieties about providing appropriate services for people as they age. According to ONS Census 
figures, over 16% of the population of England is aged 65 years or over with nearly half of these 
people (8% of the total) aged 75 years or over. The JSNA (Joint Strategic Needs Assessment) 
data provided by NASCIS (National Adult Social Care Intelligence Service) suggests that in 2011 
just over 1 million people (1,055,788) aged 65 years and over received a community-based 
social care service and a further 270,677 were in residential care (all types of provider but 
purchased by the local authority). Calculating the difference between those in receipt of 
services and the numbers of people over 65 years of age indicates that approximately 15% of 
older people may be in touch with local authority older people services4. It seems highly likely 
that the majority of those in touch with services will be at the upper end of the age range and 
comparatively frail. Bingham (2012) reports Michelle Mitchell, the director general of Age UK, 
as saying: 
 

 Most of those using social care services are over 85, underlining the urgent 
need for a social care system that is fit for its increasingly core purpose of 
supporting the oldest and frailest members of our society. 

 
It is this ageing demographic and the concerns about future service use that forms the 
backdrop for our consideration of social work and social care practice with older people. As 
with the other specialist areas of social care practice considered in this study, only a small 
proportion of older people would be expected to be accessing social care services. 
 
In this section of the report we consider the issues that were dominant for practitioners 
working with older people and reflect on what is known about this service user group from the 
literature. The older people’s focus group was the smallest in terms of number of participants , 
meaning a narrower range of experiences and views were discussed. However, this practitioner 
group provided by far the largest number of survey responses. 
 
1.10.1 Extent and nature of AOD use among older people 
With regard to the issue of alcohol and drug use among older people, there is evidence to 
suggest that this is likely to become more of a problem as the generations who grew up in the 
60s and 70s reach retirement age taking their lifestyle habits with them. Wadd’s (2011) analysis 
of existing public health data concluded that an estimated 1.4 million people over 65 years of 
age currently exceed the recommended daily alcohol limits. Further, some 3% of men and 0.6% 
of women between 65 and 74 years old are alcohol dependent. The incidence of illicit drug use 
appears to be lower than that of alcohol use with only 0.4% of the population over 65 years of 
age reporting cannabis use (Fahmy 2012). However Beynon (2010) reported an increase in drug 
users over 50 years of age who were in contact with services in Cheshire and Merseyside and 

                                           

4
 The over 65 population in numbers 8,660,529 – (Census 2011 - Table KS102EW). Adult social care service user 

numbers taken from Projections - Older people receiving services in the community and Projections - Older people 
receiving other types of social care available at: https://nascis.ic.nhs.uk/Jsna/ViewByDomain.aspx   
 

https://nascis.ic.nhs.uk/Jsna/ViewByDomain.aspx
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an increasing trend has been observed in official statistics also (Fahmy, 2012). The Royal 
College of Psychiatrists report, Our Invisible Addicts, (RCP, 2011) emphasises that whilst 
numbers of older problem drinkers continue to be small they have in fact risen by 60% for men 
and 100% for women between 1990 and 2006. Projecting forward, the report reflects on the 
growing number of people in their 40s using illicit substances.  
 
This might be considered indicative of the anticipated pattern of taking long standing life-style 
behaviours into older age, however, evidence presented by Roe et al. (2010) suggests that this 
is not necessarily the case. The literature on when and why older people develop problem AOD 
habits (either alcohol or illicit drugs) is fairly consistent in identifying both early and late onset 
AOD users (Roe et al. 2010, Wadd 2011). 

 
The common belief that drug use discontinues in middle age due to illness, 
death, voluntary cessation or for other reasons is simplistic and may not 
reflect real ageing and cohort effects... Our findings concur with those in other 
studies that some people are late onset users as a result of life events and 
relationships, rather than early youthful escapism or experimentation  
(Roe et al. 2010, p1976). 

 
‘Early onset’ refers to those people who have experienced AOD problems (at least periodically) 
throughout their adult lives and continue to do so in older age.  ‘Late onset’ refers to people 
who begin to develop difficulties with AODs in later life. 
 
Research has identified a variety of reasons why older people might (re)turn to AOD use in 
older age; these include emotional and social reasons (such as bereavement, loss of 
occupation, loss of independence etc); health problems (coping with disability, chronic pain or 
insomnia) and practical reasons (needing assistance with daily activities, altered financial 
circumstances) (from Wadd 2011, p6).  With fewer constraints of work and immediate family 
responsibilities and the likely reduction of social interaction often associated with retirement, 
there is an increased likelihood of daily AOD use among older people. Indeed older people are 
more likely than any other age group to drink daily, to drink at home, and to drink alone (Lader 
and Steel, 2009).  
 
In the focus group discussions the examples given by participants suggested that many of the 
cases where there concerns about alcohol related to people who probably or definitely had a 
history of drinking. What was clear though was that the circumstances outlined above certainly 
had the potential to exacerbate the problem. 
 

He’s always been a drinker, he’s never going to stop drinking, it was his 
wife dying a few years ago and then his best mate dying a few months 
ago, what has he got to live for and that was his view and he doesn't care 
if he falls down the stairs and breaks his neck, he’s had his life etc..  

Older People’s Focus Group 
 
 

[I worked with] a gentleman,…  his mental illness was secondary to his 
drinking..... he was 76, he’d drunk all his life so to change that pattern of 
behaviour was extremely difficult, all I could do was wait for him to have 
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some sort of crisis that I could actually intervene with other services and 
he did have one….. 

Older People’s Focus Group  
 
The RCP report (2009) also draws attention to a third type of problematic AOD use, prescription 
medications (intentional or unintentional), which was also mentioned by some respondents. 
This is particularly likely to be problematic among older people, especially where older people 
have memory difficulties and this was something that our participants referred to in both 
survey responses and focus group discussions. The potential for mixing prescribed drugs with 
consumption of alcohol or illicit drugs, with the possibility of harmful interactions or for 
forgetting to take needed medication, raises additional complications and service challenges. 
 

Sometimes medication is the most important thing, so I have to then 
make a reason as to why this person has to go in to give the medication. 

Older People’s Focus Group  
 
1.10.2 Challenges of working with AOD use among older people 
The challenges that relate specifically to working with older people’s AOD use in our earlier 
research tended to concern their use of alcohol, rather than illicit drugs, and, to some extent, 
prescription medication.  
 
One of the dominant findings was practitioners’ reports of older people not recognising – 
indeed denying - that they had a problem and were not able to cope with their drinking as the 
following survey responses show:  

 
Service users are very reluctant to admit that their alcohol use is problematic 
 
The service user recognising or acknowledging that their alcohol consumption 
can be problematic. The service user has always had a drink and when  they 
were younger this did not have a physical affect, however as people get much 
older their resistance to the affects of alcohol are compromised due to 
physical frailty, dementia. Some older people are standfast with routine and 
behaviours can be entrenched through habit or structure of the day, i.e.Ii have 
always had a drink in the evening.  

Older People Survey Response  
 

The literature on older people and drinking does indeed suggest that physiological changes 
with age result in a reduction in tolerance to alcohol, thus while people continue to drink at the 
same rate as they have always have, increased levels of intoxication may result (Kalant, 1998, 
cited in Emlet et al. 2001). Wadd (2011) cites work by Vogel-Sprott and Barrett (1984) who 
indicated that the same blood alcohol concentration will result in greater postural imbalance 
for an older person, increasing the risk of falls, than it would younger person. Additionally, 
there is evidence that older people are less aware than younger age group of safe drinking 
limits and what is meant by ‘units of alcohol’ (Lader and Goddard 2006). This potentially leads 
to a lack of awareness of the extent of their drinking. 
 
A second challenge concerned practitioners’ difficulties in distinguishing between dementia 
and alcohol-related dementia and related conditions such as Korsakoff’s syndrome. As one 
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participant stated: 
 

Few services to support older adult with alcohol issues and the affect that a 
history of alcohol use has had on them, often these affects of poor memory 
can lead to professionals wanting to label the individual with dementia. 

Older People’s Focus Group  
 
These considerations overlap with the issue of appropriate use of prescription medications. In 
addition, people whose reasoning and memory may be affected by degenerative conditions are 
perhaps more likely to deny that they have been drinking – or that their drinking might be a 
problem. The issue of dementia and Korsakoff’s also raises the problem of making judgements 
about mental capacity.  
 
A further anxiety for practitioners working with older people in this research was the high risk 
of falls and accidents as a result of intoxication which had the potential for serious injury. As in 
the physical disability group, there were references to challenges in providing supportive 
equipment where clients may not be able to appropriately use supportive devices when they 
had been drinking (mobility devices and safety equipment for example). A significant theme 
expressed in the focus group in particular was the risk of fires when smoking while ‘under the 
influence’, this of course presents a very real risk not only to the service user but others nearby 
occupants. 
 
A final challenge relates to the impact of AOD use on relationships between service users and 
their carers or wider networks. Respondents to the survey and participants in the focus groups 
also referred to this issue. On the one hand there were concerns about partners’ drinking: 
possibly using alcohol to cope with their caring responsibilities: 
 

So she was living in sheltered accommodation, she’d had a husband with 
Alzheimer’s who was driving her loopy and she’s always probably been a 
drinker but then it exacerbated a bit  because she was a carer for her husband, 
but then she was going down to the warden, maybe sounding a bit slurred 
and the warden’s like “this is terrible” and it’s like ... until she falls over and 
hurts herself, what harm is she doing? 

Focus Group – Older People 
 
Importantly in these circumstances, the partner or spouse is not the service user, 
which raises the issue of rights and choice again. Furthermore, as illustrated by one 
participant, once the service user no longer needs a service the partner or spouse may 
well be left without social care support. 
 

We do have a few people who do drink excessively but that’s probably 
because some of them have lost their partners, so what happens 
unfortunately, we work with the person who has a dementia or a functional 
mental illness and we might know that the partner’s drinking, but once the 
person who we’re working with dies, that means the person with the 
dementia, the spouse tends to be overlooked. We may send them back to the 
GP but by and large my experience, we do talk about saying “alcohol seems to 
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be the main problem” and there’s nothing we can do in terms of what do we 
do? 

Focus Group – Older People 
 
Practitioners identified that there was a general lack of support groups for older people whose 
own networks were changed or insufficient. There were also concerns about the levels of stress 
that carers could be dealing with. One focus group participant recounted a story of a daughter 
trying to support her father by washing and cleaning up after him in very difficult 
circumstances.  
 

The woman was just devastated and said she’d found her dad on the floor 
again, he’d fallen down the stairs and that she just can’t stand him, she hates 
him and it’s ruining her life and he was just buying loads of whisky and just 
drinking it until the whisky had gone or until he’d fall over and pass out. 

Focus Group – Older People 
 
In fact, the story went on to illustrate some imaginative and effective teamwork where support 
was put in to reduce the domestic demand on the daughter and some control agreed with the 
service user about how much alcohol he consumed and where he consumed it. 
 
1.10.3 Assessing AOD use among older people 
It is important to reflect that data presented earlier in this report indicated that practitioners 
working with older people were less likely than those working in other areas of social care to 
ask about AOD use. This could be related to a lack of knowledge and awareness of AOD use or a 
lack of confidence in how to ask and respond to disclosures. The RCP (2009: 8) highlights how a 
lack of awareness and knowledge among front line professionals can be a ‘major barrier to 
detection and diagnosis...‘if you don’t think about it you won’t see it’. 
 
The lack of assessment may also reflect attitudes that it is none of their business to ask as 
discussed earlier in this report. There is evidence from within the focus group discussions and 
the survey responses that some practitioners felt an alcoholic drink may be one of few 
pleasures older people have left in life.  

 
In my current role in care homes the individual tends not to have access to 
alcohol. Those who do, they get alcohol from families and they tend not to see 
it as a problem. Many see it as 'the only pleasure the person now has' rather 
than problematic. 

Older People - Survey Response 
 

It is interesting to note that the alcohol in this practitioner’s experience was supplied by the 
family taking it into care homes; otherwise their older relative would have little access to it.  
 
Numerous studies have identified that professionals are less likely to ask older people about 
AOD use and that even when problems are identified they are less likely to be referred for 
treatment (Shaw & Palattiyil, 2008).   
 
1.10.4 Abstinence, harm reduction and service provision  
Within the focus group discourse there were definite indications that practitioners did not feel 
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it appropriate to impose abstinence on service users who wished to drink but there were good 
examples of working with others (in one case with a housing department and in another with a 
support worker) to engineer some moderation of a person’s consumption. 
 
Again, in common with other PSUGs, several participants expressed a desire to see services 
that could support reduction and management of drinking behaviour rather than cessation.  
 

When I tried to seek help from the specialist service I was told that unless the 
service user was willing to work with them they would not take the referral. I 
also asked for advice regarding residential placement for an older person and 
was told that none of their resources could take older people. 

Survey response – Older People 
 
Study participants also highlighted (as did participants from other PSUGs) the dearth of 
specialist treatment services for older people. One respondent felt that, rather than being 
provided with appropriate AOD services, older people were being ‘steered away [from AOD 
services] by being put in residential homes’. Another stated that ‘older people fall between the 
cracks and do not get services’.  
 
However when older people were able to access AOD interventions, evidence suggests that 
older people are just as likely to benefit from treatment as younger cohorts. Moy et al. (2011) 
conducted a systematic review of treatment outcomes and concluded that: 
 

Consideration should be given to the establishment of designated service 
provision of treatment programs that include older people, either separately 
or as part of a non-age-specific group. The positive results are preliminary, but 
they do provide an optimistic picture for the future outcome for older 
substance misusers and form a basis for new research. (Moy et al. 2011, 
p.220) 
 

Wadd (2011: 14) in discussing the findings from her own research with AOD specialists 
identified a similar series of issues to those identified in our survey. She lists the following as 
key barriers to treatment for older people: 
 

 A lack of awareness that alcohol misuse is potentially an important problem for 
older people. 

 A reluctance to ask embarrassing questions of older people. 

 Attitudes that older people are too old to change their behaviour. 

 A lack of confidence in skills to take action about older people’s drinking. 

 A belief that it is wrong to ‘deprive’ older people of their ‘last pleasure in life’. 

 The inability to identify signs and symptoms of alcohol problems in older people.  

A response from our survey supported the challenge of professional’s attitudes towards older 
people’s AOD use and how it can be used to justify particular courses of action: 
 

Some older people are not seen as competent when using alcohol or drugs, 
and other people often want to make decisions for them about their lives - 
using the drug/alcohol issue as grounds for their reasoning, i.e. why someone 



46 
 

can no longer live at home, and must go into care despite the service users 
express wishes etc. etc. 

Survey response – Older People 
 

This brief discussion of issues for practitioners in older people’s services highlights how 
important attitudes to alcohol use are –the practitioners’ attitudes, those of other 
professionals and those of the service users’ social network. The Royal College of Psychiatrists 
takes a strong line on this: 

 
The belief that ‘nothing can be done’ because of the person’s age, or that it 
would be ‘cruel’ to take away an activity that appears to provide some degree 
of comfort, may be other factors that result in the under-diagnosis and under-
treatment of such problems in older people. (RCP 2009, p8) 
 
 

1.10.5   Summary of key findings: individual service user groups 
Analysis of practice with each group of service users revealed particular issues: 

 There was concern about the potential increased vulnerability of people with learning 
disabilities in relation to risks of developing dependence and exploitation by others if using 
AOD problematically. Their ability to understand the advice about safe use and the 
implications of use. 

 Practitioners working with physically disabled clients or those with sensory impairments 
identified many issues around access to, and appropriateness of, treatment services; 
concerns about the safe use of mobility and other aids while intoxicated; problematic 
information sharing – especially with regard to discovering that a disability is alcohol 
related and a lack of support around reduction, rather than cessation, of AOD use. 

 Older people were reported to deny they have a problem and are not able to cope. There 
were difficulties reported in distinguishing dementia and alcohol-related dementia and 
problems with dementia compounding problems, e.g. the impact of dementia on 
appropriate use of prescription medications. Mobility problems among older people 
combined with drinking and the increased risk of falls was a major concern and again there 
were worries about the safe use of mobility devices etc. Practitioners identified a lack of 
support groups for older people and the view was expressed that older people are being 
steered away from specialist substance use services and put in residential homes instead. 
There were particular concerns about the impact on carers and indeed carers’ own 
problematic use of AODs. 
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1.11    FEEDBACK FROM THE KNOWLEDGE EXCHANGE EVENT 
 
For this strand of the study, the Knowledge Exchange Event, which brought together 
practitioners, social work educators and workforce development leads, had two main 
objectives for the morning session. The first was to test the comprehensiveness of the findings 
emerging from the analysis and the second aimed to provide a deeper understanding of the 
reasons behind some of the issues that had been identified. 
 
All delegates were given an overview of the way data had originally been collected and the way 
we had addressed this secondary analysis and two groups of 7-8 attendees were asked to 
consider the following four key questions. 
 

1. How commonly do you think workers in these specialist areas (older people, learning 
disabilities and physical disabilities) come across substance use problems – and in what 
sort of contexts?  

2. How would you expect workers in these fields of practice to describe their experiences 
of talking with service users or carers about substance use and substance use issues?  

3. In relation to problematic use of alcohol or other drugs, what specific issues or needs 
might there be for:  

a. Older people? 
b. Adults with learning difficulties? 
c. Adults with physical disabilities? 

4. What experiences do you think practitioners in these specialist areas of social care 
might report in relation to working with specialist substance use services? 
 

1. Frequency and context of encounters with problematic AOD use within the three specialist 

areas 

Delegates felt that AOD use was likely to be common in these areas of practice. One of the two 
groups focused their discussion particularly on older people and expressed the view that 
alcohol problems in particular would be likely to be seen frequently – though would rarely be 
the presenting problem. There was discussion around older people not seeing alcohol as 
problematic and the while recognising that it can exacerbate problems there was a need to find 
a balance around quality of life. Again, in relation to other service user groups as well, the issue 
of self-determination and capacity was discussed. The question ‘whose problem is it anyway?’ 
was also raised – echoing the dilemmas around capacity and rights outlined earlier. Delegates 
highlighted that alcohol use could be associated with additional health risks for older people 
and exacerbate vulnerability for people with learning difficulties. 
 
People mentioned the need to keep in mind a wide definition of AOD use and bear in mind 
problematic use of prescription drugs.  The issue of the definition of problematic was also 
touched upon – highlighting the contested nature of this term. There was also discussion in 
both groups about whether or not questions about AODs appeared on the relevant assessment 
framework.  There was consensus that these problems may be missed because practitioners 
don’t ask the question. People felt that a position of ‘no issues’ was often assumed. One 
participant stated: ‘I don’t think people look for, or see these problems – if it comes up but not 
otherwise.’ 
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2. Talking with service users 

Delegates felt it would not be common to talk about AOD unless the issues were obvious. One 
group discussed how the least experienced staff would be likely to experience the most 
difficulty in having these discussions and that there might be problems for practitioners in 
managing their own feelings about AOD use. There was discussion (in fact under the first 
question but presented here) around whether qualifying training may not be equipping 
practitioners to ask the relevant questions although this was set alongside the issue of 
squeezing everything into an already packed curriculum. The view was expressed that what 
was required was the use of core transferrable skills, but that there is a taboo that surrounds 
AOD use just as there is with sexuality and death. This was also described as ‘fear’ particularly 
with reference to the large part of the social care workforce who have less education and 
experience than qualified social workers. Again the danger of not asking was highlighted 
particularly in relation to those who might otherwise not meet social care criteria for a service 
and who would then potentially miss out on much needed support. 

 
3. Specific issues for the three groups of service users 

Issues were identified about helping people make informed choices. For learning disabled 
people and those with sensory problems there are communication challenges – a lack materials 
for use in discussions and also a lack of appropriate services for these groups. 
 
People discussed the stigma and shame attached to AOD problems and how to ask questions or 
encourage conversations particularly in a situation where a client was not known well. Risk 
assessment was also mentioned particularly with regard the impact of substances on 
behaviour: as were wider safe-guarding issues and the potential for financial exploitation and 
grooming. 

 
4. Expected experience of working with specialist substance use services 

The way that service users are approached by specialist services, usually by letter, was felt to 
not always be helpful. The use of letter writing is problematic for those with communication or 
learning difficulties. For older people in particular, having to sit in waiting rooms would be very 
uncomfortable. The question was raised as to ‘how specialist does it need to be? Do we need 
to refer on? Can we not work more together? Is substance misuse a specialist problem or more 
part of holistic working? In summarising a delegate suggested that this is an issue that impacts 
on all service user groups but it seems colleagues are fearful of learning about substance 
misuse and pass people on to the substance misuse team.  

 
The afternoon session asked delegates to group themselves within their disciplines and 
consider solutions, from their disciplinary perspective (in this case two broad groups of 
practitioners) to the issues that had been raised in relation to providing appropriate training 
and education to the social work and social care workforce. Suggestions made by practitioners 
included: 

 
 
Training 
Delegates were of the view that there is a need for more than basic AOD training and a need to 
make training more accessible. Suggestions included both practical and more visionary 
thinking, for example, agencies asking for short lunch time presentations from specialist 
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charities, e.g. Adfam, to commissioning a specialist consultant to establish AOD knowledge and 
training needs across all areas of social care practice 
 
Mentoring 
Delegates felt that there was a need for more mentoring of complex cases and suggested 
approaching the local Drug and Alcohol Action Team about mentoring social care practitioners. 
Again the possibility of commissioning a specialist consultant to provide peer support was 
offered as a possible way forward. One delegate was currently mentoring social work 
colleagues and had experience of awareness training not being applied to practice and the 
importance of the mentoring role in helping social workers to work with people who were not 
motivated or unwilling to address their problematic AOD use.  
 
Shared /peer to peer learning/ support 
Finally the group felt that for isolated practitioners there was a particular need to get social 
workers to feel part of a team. It was described as being about ‘finding different ways of 
sharing knowledge and learning….. so not just standard courses’. An example was provided of 
social workers across two authorities developing a critical learning group which identified and 
discussed areas of practice concern. The physical meeting also helped to address some of the 
increasing feeling of not working within a team brought about by new organisational structures 
and systems. 
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1.12   DISCUSSION 
 
The analysis of these data raises several important questions. The data indicate that AOD 
problems affect relatively low proportions of the caseloads of AS practitioners in these areas of 
practice (on average around 5%), particularly those working with older people or people with 
learning disabilities. It is the case that only people with a high level of need are likely to be in 
receipt of adults’ social care services, and in many instances access to alcohol or other drugs 
might be limited. However, it is important to question whether these low numbers are a true 
reflection given the evident reluctance to ask about use. Many practitioners reported finding it 
difficult to identify problematic AOD use and, when asked what helped them to do so, the 
majority of practitioners mentioned observable impacts on people’s appearance, behaviour or 
relationships. Reliance on observable signs such as bottles lying around, unkempt appearance 
or poor personal hygiene indicates quite an advanced stage of problematic use, where change 
can be more difficult to achieve (Millard and McAuley 2008).  
 
Whilst the data indicate that problematic use of illicit drugs or prescribed medication did 
feature in practitioners’ experience, it was notable that the majority of the qualitative data, 
certainly within the focus group discussions, appeared to concern alcohol misuse. There would 
seem to be a clear need to raise the profile of potentially problematic illicit and prescription 
drug use in adult social work and social care contexts. 
  
There was criticism from our participants of general practitioners and other health 
professionals for not tackling AOD issues at a pre crisis stage, yet practitioners themselves 
demonstrated a very real ambivalence about the legitimacy of asking these questions 
(Hutchinson et al., 2013). The concerns were associated with individual rights and freedom of 
choice, providing the person had the mental capacity to make those choices. This is a question 
which goes beyond the scope of this study since it touches on moral debates about rights and 
responsibilities but it is thrown into sharp relief for each of these three service user groups. 
These issues are discussed in some detail by Cecil (2012, and other authors in the same 
volume). Cecil, drawing on the work of Kearney et al. (2003), suggests that many practitioners 
lack confidence in working with AOD use and might therefore be fearful of engaging with it. 
This was raised also by delegates in the Knowledge Exchange event.  Cecil concludes: ‘Practice 
based on fear is not conducive to effective or informed direct work with those who use 
substances or with the families, carers and significant others within the substance user’s 
network’ (p119).  
 
What was very clear from the analysis was the level of challenge for practitioners when 
working with clients affected by AOD use. These challenges stemmed primarily from 
recognising various risks, depending on the client group, but sometimes feeling powerless or 
unable to intervene beyond putting in place ‘risk management’ plans which were sometimes 
described as protecting the organisation as much, if not more, than the service user. This raises 
clear implications for practitioner training and supervision; they both need to equip 
practitioners with the confidence to intervene when possible and also support them to accept 
situations when their service users’ informed choice to use AODs places them at ongoing risk of 
harm.  
 
More general points were raised about perceived organisational constraints within social work 
practice which do not facilitate the type of service provision and engagement that practitioners 
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would prefer. For example, issues were raised about thresholds for service provision and the 
likelihood of individuals failing to meet the criteria for a social care service when their need is 
modest but this being the time when there is potentially more chance of a service user 
engaging with interventions. There were concerns also about changes in the way that services 
are delivered which reduce the opportunities to develop the sort of relationship with clients 
that could encourage discussions about AOD use and that subsequently have the potential to 
support people in thinking about changing their AOD using patterns. 
 
While participants in the study indicated that their contacts with specialist AOD use services 
had frequently provided them with helpful information, a major theme identified in the data 
concerned a lack of appropriate and accessible services for these client groups. In particular 
there was a felt need for a service that could support people who wished to moderate rather 
than stop their use. While these services already exist there was clearly limited knowledge 
among these practitioners about them. It is also possible that harm reduction services are likely 
to be increasingly limited given Government policy is currently favouring abstinence and ‘long 
term recovery’ models (H.M. Government 2010). There were also calls for services that could 
support people in thinking about change rather than requiring that people had already made 
that decision and were ready for ‘treatment’. Ironically while motivational approaches which 
underpin many current AOD services, including motivational interviewing (Miller and Rollnick 
2012), are geared towards supporting people who are ambivalent about changing their AOD 
use, the pressures within the AOD specialist sector mean that there are limited outreach 
services that can engage with people who are currently uninterested in seeking help. In other 
words, organisational constraints and high thresholds within both social work/care and AOD 
use sectors result in many people who could be helped falling through the gaps.  This, in turn, 
means that social workers and social care staff are left attempting to respond, often without 
adequate knowledge or skills, to the people with AOD problems who are most resistant to 
change. 
 
Interestingly, there was very little discussion or comment as to whether there was a role for 
social workers or social care practitioners in supporting that process and it is here that there is 
clearly a need for a wider discussion and greater clarity about roles. This issue was addressed in 
the knowledge exchange where people questioned whether there was always a need for 
specialists or whether it was actually about shared working and holistic approaches towards 
the needs of service users. It was also addressed in our interviews with ‘key informants’ (senior 
managers and commissioners in local authorities and DAATs) during the original survey of 
social care practitioners’ experiences of working with AOD use (Galvani et al. 2011a). Here, 
there was consensus that there was a role for social work and social care practitioners but 
there was a lack of clarity about how far that role should extend and how far it was feasible in 
the current systems of case management and signposting to services rather than active case-
work. This refers back to practitioners’ statements about the importance of developing a 
trusting relationship in order to have the conversations and the difficulty of doing so under 
current service delivery processes. Galvani et al. (2011b) conducted a review of literature 
related to social work roles and responsibilities in relation to AOD problems. The authors 
stressed that AOD problems often co-exist with other needs underlining the need for a social 
care response, however, they conclude that there is no coverage in the literature of ‘distinct 
roles or functions’ for social work despite its apparent suitability in terms of the theories and 
principles underpinning the social work approach (p.53). In relation to effective work with 
service users, these authors also stress the importance of relationship in achieving positive 
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outcomes (p.49). However, it seems likely that service delivery in many contexts will continue 
to be task focused and of short duration. In these circumstances there is a need for 
practitioners to have knowledge of methods and techniques which can be used in 
circumstances where there is not time to develop rapport. While it is beyond the scope of this 
discussion to go into detail here, it is clear from the literature that there are tools available 
which practitioners could use including brief interventions. 
  
The quantitative data on training suggested that many survey respondents felt that they 
wanted more training and the areas in which there was most need concerned the types of 
treatment available, assessing risk, working with specialist services, and how to talk about AOD 
use problems. Across the three practitioner groups, 60% (or more) of practitioners indicated a 
desire for more training in these areas. This indicates that there is recognition of AOD problems 
and a desire to be better prepared to work appropriately with these issues and this clearly 
forms the focus of strands two and three of the programme of work reported here. 
 
Drawing also on the findings from the Knowledge Exchange event it is clear that training on 
AOD needs to make links to practitioners’ initial training – particularly for those who are social 
work qualified – and make explicit the ways in which existing, generic, social work skills are also 
the foundations for working with AOD use. 
 
The Knowledge Exchange event also made it clear that training needs to be delivered in ways 
that make it accessible and meaningful to practitioners. Although not expressly stated by 
participants, the analysis presented here identifies differences in the type and level of 
challenge faced by different groups of practitioners and it is likely that what would be needed 
in terms of training is input that is context sensitive in relation to the service user groups being 
worked with.  
 
Suggestions for development from this strand of the work include increased use of mentoring, 
joint working, the establishment of link worker posts and encouraging imaginative training and 
self-directed learning. With regard to joint working and link working, the exploration of the 
survey data and associated reading with regard to learning disability revealed that both AOD 
specialists and social care workers were aware of their own lack of knowledge about the 
other’s specialism. It seems highly likely that this is true for all the service user groups 
examined here. Consideration needs to be given to a two way sharing of knowledge and 
expertise.   
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1.13    IMPLICATIONS AND RECOMMENDATIONS  
 

 Treatment services need to develop services that are accessible and appropriate to all 
service users regardless of age or [dis]ability. 

 Social workers need to become aware of the types of services available including those who 
work on a harm reduction rather than abstinence model and any outreach services 
available. 

 Specialists in AOD and specialists in the different fields of adults’ social care need to learn 
from each other and work together to offer a holistic service. 

 AS practitioners need to be better prepared to work with people with AOD problems but 
there needs to be consensus about what the role for social workers, and other social care 
workers, ought to be. 

 There is a very real need to acknowledge, and debate, the tensions inherent in considering 
mental capacity, the right to autonomy in life-style choices and where responsibility for 
those decisions should lay. 

 Practitioners working with clients with high levels of need and AOD problems need 
adequate management and organisational support. 

 Training needs to be relevant to the work that practitioners are engaged in and 
acknowledge the specific challenges in different areas of practice. 

 Training and other learning opportunities need to be accessible in terms of both time and 
place to busy practitioners.  

 Practitioners particularly need methods for working with service users in circumstances 
where they do not have an opportunity to develop relationships and rapport 

 Future research is needed to examine: 
o The experiences and views of social care workers who deliver home-based care and 

those working in residential establishments. 
o The effectiveness of different approaches to training in AOD for social care 

practitioners. 
o The potential for shared working and knowledge exchange across social care and 

AOD specialisms. 
o How AOD services can helpfully, and cost-effectively, respond to the needs of the 

three client groups who are the focus of this research. 
 
 
1.14    CONCLUSION 
 
This strand of this three part study has sought to highlight the experiences and needs of social 
work and social care practitioners when encountering AOD problems in their work with older 
people, adults with learning disabilities and physically disabled adults. Drawing on quantitative 
and qualitative data from a previous survey the analysis has identified that practitioners in 
these areas encounter AOD problems relatively infrequently (compared with child protection 
or adult mental health fields) but that significant challenges are faced when they do so. Many 
practitioners in these fields feel under-prepared for this work and they struggle with a lack of 
confidence in their knowledge about AOD and with balancing their duty of care with respect for 
an individual’s right to self-determination, each of which impacts on their sense of entitlement 
to discuss AOD issues with service users. The current mode of service delivery, case 
management, with its focus on signposting and referring on, limits the perceived opportunities 
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for practitioners to develop the sort of relationships with service users which would permit 
meaningful discussion of their AOD use. In addition, there is a lack of clarity about what is, or 
should be expected of adults’ social practitioners with respect to problematic AOD use.  
 
While the focus of the new Health and Well Being Boards (H.M. Government, 2012) is yet to be 
established, it is to be hoped that the bringing together of health and social concerns under 
one body responsible for strategic planning and commissioning of services might offer the 
opportunity for some of these issues to be addressed. 
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APPENDICES 
 
Appendix 1 – Knowledge Exchange Event Programmme 
 

AN INTERACTIVE KNOWLEDGE EXCHANGE EVENT 
 

DEVELOPING BEST PRACTICE WITH SUBSTANCE USE: 
SKILLING THE SOCIAL CARE WORKFORCE 

 

 

THURSDAY 24 JANUARY 2013, 9.30AM – 4PM 
Friends House, Euston Road, London NW1 2BJ 

 

0930  Arrival and registration 

1000  Chairs Introduction 

Lucy Butler, Deputy Director, Adults’ Social Care, Oxfordshire; ADASS National Lead on 
Alcohol & Drugs  

1015 Substance use in social work education, training and practice: a taster 

 Strand 1 – Adult social care practice: Cherilyn Dance 

 Strand 2 – Social work education: Sarah Galvani 

 Strand 3 – Local authority training: Debbie Allnock 

1045 Knowledge exchange task 1: “What findings/issues?” 

 In your first group, discuss what you might expect to be five key findings from your 
allocated strand based on your experience and knowledge. 

1115 Break (with refreshments) 

1135 Feedback from two groups followed by Findings presentation 

i) Adult social care practice  

 ii) Social work education  

1255 Lunch 

1345 iii) Local authority training  

1425  Knowledge exchange task 2: “Solutions and good practice” 

 In your second group, with reference to the issues identified in the morning, discuss the 
specific guidance you want and/or the resources needed to help develop better 
education, training and practice. 

(There will be a chance to get a coffee to take to your group during this session.) 

1515 Plenary discussion and debate 

 Feedback from each group of educators, training professionals and practitioners. 

1545 Chair’s summary 

1600 Event ends 
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Appendix 2 – Knowledge Exchange Event – Delegate List (with permission) 
 
Adult social care practitioners 

Emmanuel  Addo Tower Hamlets Senior Practitioner, 
Adults Health & Wellbeing Directorate 

Michael Arch Camden Senior Practitioner 

Melissa McAuliffe East London Asberger’s Specialist Social Worker 

Liam Benson Havering Social Worker 

Dowrin Bernard Hounslow Social Worker Children & Adults Services/ Learning 
Disability Team 

Amy Christie Sutton Social Worker Community Social Work Team Adults 
Generic Team 

Maria Foldvari Sutton Senior Residential Practitioner 

Caroline Groves Lewisham Social Worker, Adults with PD and Older People 

Sacha Ikeme Independent Independent senior social worker/ adults and older people 

Lucky Mashinge Southwark Senior Manager 

Paul Meadows Thurrock Consultant Practitioner, Substance Misuse 

Patricia Mukherjee Brent Substance Use Care Manager 

Denise Mustafa Hounslow Social Worker Children & Adults Services/ Learning 
Disability Team 

Antony Rejo Birmingham Social Worker in the Adult and Communities Directorate 

Melissa Russell Brent Social Worker 

Sally Savers Havering Social Worker 

Julie Stace Bromley Senior Care Manager, Substance Misuse   

Laura Starkey Hull Service Manager 

Susan Wainaina Brent Social Worker 

Heather Wallace Independent Social Worker 

Social Work Educators 

Fern Basnett University of Staffordshire Senior Lecturer 

Stefan Brown Royal Holloway University Teaching Fellow in Social Work 

Zuzia Goddard University of Derby Lecturer 

Anne Keeler University of Chester BA Programme Leader 

Mick McCormick The Open University Head of Department, Social Work 

Karen Mills University of Hertfordshire BSc and MSc Lecturer 

Chris Penney University of Portsmouth Senior Lecturer in Social Work 

Jane Reeves University of Kent Director of MA Studies 

Penelope Welbourne University of Plymouth MA Programme Leader 

Learning and Development/ Local Authority Group 

Julia Bradley Hertfordshire Learning and Development Officer 

Paul Cefaz Redbridge Provision and Change Management 

Louise Kearney Sefton Learning and Development Officer 

Douglas Maitlin-Jones Enfield Learning and Development Manager 

James Meehan Sutton Parental Substance Misuse Development Manager 

Claire Sowerby Leicestershire Senior Learning & Development Manager, CYPS 

Robert Spencer Poole Workforce Lead with Poole DAAT 

 
 
 


