
Beyond The 
Ward: How 
CGL Support 
Recovery In 
Hospital



Agenda



Role and Remit
o Employed by CGL commissioned to work at RSCH full time 
o Receive referrals from inpatient and community teams
o Supporting with clinical management – specifically management of withdrawal, 

detox and navigating polypharmacy
o Engaging and referring into community services / liaising with existing support
o Providing contextual / social information to support safeguarding and holistic 

management of patients in the acute setting 
o Advocating for our patients and facilitating safe discharges
o Being a point of contact for hospital and CGL staff



Role and Remit
o We support all patients presenting with or reporting issues with drugs or 

alcohol 
o This includes prescription drugs and illicit
o 265 patients seen with alcohol use in Q1
o 348 patients seen with drug use in Q1 
o 133 referrals from A&E in Q1 
o 310 referrals from the wards in Q1
o We liaise with multiple teams in the hospital especially the Pathways Team, 

Palliative Care Team, Mental Health Team, Adult Social Care and Safeguarding 
o We help plan transition to community – for example continuing prescriptions, 

arranging follow up



Training, Policy and an MDT Approach
o We run quarterly teaching events for all hospital staff focusing on promoting 

understanding and treatment of substance use patients in hospital
o We provide training for specific wards / departments in hospital to help 

better manage our patients clinically and holistically 
o We have worked on different policies in hospital including the alcohol 

withdrawal policy and are currently working on a Naloxone policy for it to be 
supplied to patients in A&E. We are reviewing current opiate policy

o We are involved in new ARBI pathway 
o We hold a Hospital MDT every Friday discussing hospital clients with CGL 

clinicians 
o We have regular MDTs with the Mental Health Team and are involved in High 

Intensity User Meetings at the hospital to support frequent attenders to A&E



Challenges 
o Stigma: which can affect them accessing the correct or appropriate healthcare 

in hospital 
o Hospital Pressures: pressure for beds and demand on all services are 

extreme, this can mean our patients are often the first to fall through the cracks 
and not receive adequate care 

o Wait for Detox / Rehab: waitlist are long, meaning that patients often present 
in crisis at hospital however the hospital does not, as a policy, admit for detox 

o Dual Diagnosis: we often find it difficult to get meaningful mental health input 
whilst clients are still using substances, however patients can then be caught in a 
vicious cycle 

o Motivation and Engagement: hospital admissions and subsequent detoxes 
are almost always unplanned, meaning clients are often unprepared for 
abstinence



Hospital To 
Rehab Pathway
We have been working with the two 
local drug and alcohol rehabilitation 
services to facilitate admission straight 
to rehab from hospital. In the past 6 
months we have supported 13 clients 
to rehab from hospital.



Presentations



Case Study 1
Client A is a Brighton-born man with a long history of rough sleeping and social isolation. 
He left special needs boarding school with no qualifications and has no living family or 
children. Possible autism was noted in school but never diagnosed. He has a history of 
childhood sexual abuse and trauma  There has been minimal engagement with mental 
health services although noted history of self-harm. Physical health issues include 
depression, hepatitis C, reflux, pulmonary emboli, and recurrent infections. He has a 
significant forensic history with multiple prison sentences. Client A has longstanding 
polysubstance use, including IV heroin and cocaine, spice, benzodiazepines, and alcohol, 
with intermittent engagement in treatment and opioid substitution therapy. He was 
admitted to hospital and diagnosed with a DVT, anaemia, cellulitis, and severe pneumonia 
which then resulted in a TB diagnosis. 



Case Study 1
Key Issues:

• Repeated refusal of TB medication including hiding it / refusing to be observed
• Refusal of other treatments including blood monitoring / cannulas, sputum samples, physical 

assessments
• Non-compliance with ward rules e.g. extended absences despite being infectious
• Illicit drug use off the ward, collapses resulting in emergency calls
• Displayed aggressive behaviour towards staff

Key Actions and Interventions:
• Structured initiation of methadone and titration / split dosing to manage TB medication interaction
• Introduction of behaviour contract
• Collaboration with homeless team, TB team and pharmacy for supervised medication post-discharge
• Regular MDTs with CGL, ward, TB team, Hostel and Homeless team
• Ongoing liaising with Public Health England
• Preliminary Autism diagnosis and recommended reasonable adjustments on the ward e.g. shorter 

ward rounds, written reminders and video content to explain issues around TB and compliance with 
medication



Case Study 2
Client B has a long history of substance use. He first engaged with the service seeking 
support for opiate dependence, explaining that he had begun using opiates to help abstain 
from alcohol. He was subsequently commenced on Opiate Substitute Treatment (OST). 
Client B has continued to drink alcohol heavily throughout his treatment. Over the past 
year, he has had around 30 hospital admissions and A&E attendances, often requiring 
medical detoxification. Client B has a significant mental health history, including suicidal 
ideation, suicide attempts, and contact with mental health services. He also disclosed a 
history of childhood abuse and sexual assault. His physical health is poor, with diagnoses 
including alcohol-related brain damage, fatty liver disease, alcohol-induced gastritis, and 
upper gastrointestinal bleeding. He had previous falls and injuries relating to alcohol and 
periods of self-neglect. Client B previously had a career as a professional chef and long-
term relationship that ended due to his substancee use. 



Case Study 2
Key Issues:

• Ongoing alcohol use despite being on Opiate Substitute Treatment (OST)
• Possible Alcohol-Related Brain Injury (ARBI) with cognitive concerns
• Complex physical and mental health needs, including frequent hospital admissions and detoxes
• Difficulty maintaining abstinence and engaging with community treatment
• Need for multidisciplinary input and structured rehabilitation

Key Actions and Interventions:
• Advocated for hospital-based detoxification, supporting Client B to remain in hospital 
• Supported titration off OST to safely manage substance dependence
• Arranged support from hospital-based AA meetings 
• Requested brain imaging and cognitive screening to assess for ARBI
• Coordinated input from Adult Social Care, Physiotherapy, Mental Health and Occupational Therapy
• Arranged admission to BHT residential rehabilitation directly from hospital to support sustained 

recovery – has been there for past 5 months



Brighton & Hove: Key 
Statistics Summary



Alcohol Use and Related 
Harms in  Brighton & 
Hove



Brighton & Hove: 
Opioid-Related Harm



Ch em sex  Drugs: 
GHB/GBL  and Cr ystal 
Methamphetamine



Benzodiazepines and 
CNS Depressants



Hospital Discharge and 
Overdose Risk  in  the UK



Framew ork  for  Reducing 
P ost-Discharge Overdose Risk



Na loxone and Ta k e-
Hom e P olicy



Legal Framew ork : 
2 0 2 4  Na loxone 
Regulations



E D  Na loxone a t Tr iage: Th e Rationale



ED Take-Home Naloxone Pathway: Non-Admitted & Early-
Leaving Patients

PATIENT ARRIVES IN ED

TRIAGE / INITIAL ASSESSMENT

Opioid 
Overdose Risk

Identified?
No

Routine ED Care

YES

FLAG PATIENT FOR NALOXONE

PRIORITY - LEAVING EARLY
• Provide naloxone immediately
• Abbreviated training (2-3 min)
• Written info + local services

PATIENT REMAINS IN ED
• Provide during treatment
• Full training (5-10 min)
• Document in notes

All patients receive: Prenoxad® kit + training + written information + local service details | NO PRESCRIPTION REQUIRED



Optim isation of OST  in  
Hospital Settings



Buprenorphine Hospital-to-
Community P a thway



Buprenorphine Depot 
In jection (Buvidal®)



Four Key Transition 
P r ocesses



Hospital M D T  P r ocess



Community 
Engagem ent and 
Support



Alcohol Community 
Detoxification P a thwa y



Social Care and 
Safeguarding 
Considerations



Repeated Hospital 
Admissions and 
Com plex  Needs



Alcohol-Related Brain 
In jury P a thwa y



Qu estions and 
Discussion
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