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Taking confidential and coordinated substance-misuse support into communities
Poster 1 of 4 - The Issue, Target Audience and Expected Impact



	
	1. THE ISSUE AND SERVICE GAP

	Substance misuse is not evenly spread. Homelessness, poverty, unemployment, trauma, mental health and criminal justice involvement can all contribute to both greater risk of harm and lesser access to support. In 2024, 5,565 drug-poisoning deaths were registered in England and Wales - the highest number on record; 2,621 of these involved opiates or opioids and 195 involved nitazenes (ONS, 2025). England saw 329,646 adults attend drug and alcohol treatment in 2024–25 but 4,273 died while in contact with services (OHID, 2025a).  



	
	2. TARGET AUDIENCE AND COMMON GOOD

	The focus group is 18+ adults who use opioids, crack cocaine, other high-risk multiple substances, especially those who are homeless or underhoused. Family members, carers and community workers are a further target audience as they can often identify overdose, to prompt engagement and to administer naloxone. 






	
	

	Outcomes will be assessed beyond downloads. There is evidence to suggest peer-delivered harm reduction is both practicable and acceptable for individuals who are homeless and that integrated outreach may provide dual health and social interventions (Parkes et al., 2022; Lowrie et al., 2024). Online help can increase availability, though uptake and evidence-based practice are inconsistent and contact remains the principal intervention (O’Logbon et al., 2024). 
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	4. INNOVATION OVERVIEW

	RecoveryLink UK is a single year pilot project which offers substance misuse support in the homes of its service users, who are among the hardest to engage in traditional clinic-based services. A mobile unit will make predictable weekly visits to hostels, food banks, probation centres and high-needs urban areas. Substance misuse nurse, peer recovery navigator and welfare adviser will be present at each session. 



	
	5. FIVE-STEP SERVICE PATHWAY

	Locate: partners promote a weekly walk-in schedule. Welcome: no referral letter, permanent address or smartphone must need be had.  Protect: staff perform a consent-based risk assessment and offer harm reduction advice, including naloxone. a text, app or telephone contact supports attendance and re-engagement. This approach is in line with the NICE guidance on targeted, nonjudgemental interventions and coordinated psychosocial support (NICE, 2017; NICE, 2007). 






	
	6. IMPLEMENTATION AND DELIVERY

	The pilot will be based in one ICS area (English) and include one local authority, one NHS community provider, one commissioned drug-and-alcohol service, pharmacies (multiple organisations), housing providers (multiple organisations), and at least two LD lived-experience groups. The small mobile unit will travel to four areas with the greatest need each week. Registered providers will hold clinical leadership, while outcomes will be monitored by the local Combating Drugs Partnership. Peer navigators will be hired, trained, supervised and supported. Passive signposting will be replaced by warm handovers: workers will make appointments, introduce the receiving worker to the person experiencing barriers to transport or communication. 
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	7. TWELVE-MONTH DEVELOPMENT TIMELINE

	Months 1–2: co-design with service users, families, frontline staff and community organisations; map inequalities and select locations. Months 3–4: finalise information-governance, safeguarding, clinical-safety and equality-impact assessments; agree pathways and evaluation measures. Month 5–6: Vehicle and digital platform setup; Staff Hire and Staff Training; Test for Accessibility, Emergency Procedures. 



	
	8. TECHNOLOGY INTEGRATION

	RecoveryLink Connect will be a low-data web app with an SMS and freephone version. It has discreet appointment notifications, a verified service map, naloxone instructions, overdose-risk alerts, personal goals, translation and accessibility features, and a secure messaging inbox responded to by staff. Clinical safety, data protection, technical assurance, interoperability, usability and accessibility will be guided by the NHS Digital Technology Assessment Criteria (NHS England, 2026). 






	
	9. REGULATION AND PROFESSIONAL STANDARDS

	The service must operate in accordance with the Misuse of Drugs Act 1971 and any other relevant medicines legislation. Supply of Naloxone will be in accordance with the Human Medicines Regulations and associated guidance that allow the supply of take-home naloxone by a wider range of authorised services (DHSC, 2024; OHID, 2025b). Health data will be processed under the UK GDPR and DPA 2018 with clear privacy information, role-based access, encryption, and retention limits. CQC Regulation 12 - This service provides you with safe care, and the staff are skilled and know how to manage any risks. 
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	10. DISSEMINATION AND PUBLIC INVOLVEMENT

	An accounting will be made for the launch campaign with the slogan "Support that comes to you". Promotion will be free of imagery that could scare or criminalist. Peer-produced videos, pharmacy inserts, GP and emergency department cards, hostel briefings, local radio, social media and community events will inform people about when and where support is available.



	
	11. POSTER CONCLUSION

	Recovery Link UK builds a connection between streets, communities and treatment. It brings together mobile clinical care, peer experience, social support and secure technology. That is to say, it meets people where they are at, respects choice, and promotes warm handovers in line with From Harm to Hope, while challenging the view that people need to become “service ready” before they can be cared for (HM Government, 2021). Adoption is warranted as a test, not a blind leap of faith. 
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RECOVERYLINK UK
Pitch: The Case for a Mobile, Peer-Supported Substance-Misuse Service

1. Purpose and Case for Adoption
I propose the development of Recovery Link UK should be commissioned as the current system often requires individuals who are most in need to undertake the most complex journeys. Additional trauma, anxiety, psychosis, physical health problems or involvement in the criminal justice system may contribute to non-attendance, which may then be misinterpreted as lack of motivation. Dame Carol Black’s review cautioned that individuals with substance dependency and mental health needs could be hardened by discrete commissioned systems (Black, 2021). Through my proposed Recovery Link flips the direction of travel: the service takes the initiative and retains engagement long enough for trust and a plan can be worked out.
The Drug-poisoning death rates have been rising, opioids are involved in almost half of registered deaths, and the presence potent synthetic opioids is adding to the uncertainty in an already risky market (ONS, 2025). In addition, with treatment numbers having also reached a record high, this shows restored capacity rather than equal access or continuity (OHID, 2025a). I believe that   Recovery Link would complement existing community treatment services rather than replicates them.  

2. Immediate Harm Reduction
The first advantage of the microdosing approach is rapid harm reduction. Naloxone does not cure addiction, but quick access can stop an opioid overdose from leading to death. Take-home regimens have been linked to decreased overdose death and minimal adverse events (McDonald and Strang, 2016). Recovery Link I would provide practical training for service users, family members and frontline workers who meet the criteria, as well as guidance on reduced tolerance, polydrug use, solitary use and synthetic opioids. 


3. Peer-Led Relational Continuity
The second advantage is relational continuity. I would ensure that  Peer navigators add a level of credibility and lived experience that professional expertise may lack. Evidence indicates that peer recovery support has the potential to enhance engagement within services, the provision of social support and recovery outcomes, however definitions of the role and quality of studies are variable (Eddie et al., 2019). Clear boundaries, salaries, supervision, career paths and reflective support will afterwards be established for these peer workers. 
4. Social Recovery and Wellbeing
The third advantage is social recuperation. Substance misuse is influenced by housing, income, safety and relationships. A recent synthesis associates housing instability, joblessness, stigma and criminal-justice involvement with more adverse treatment and recovery trajectories (Lin et al., 2024). The intervention will be delivered through a strengths-based plan developed with the individual, and could include goals such as obtaining identification, registering with a GP, reducing use, entering treatment, reconnecting with family or securing accommodation. 
5. Policy and Clinical Alignment
In delivering Recovery Link I will ensure  consistency with the national approach From Harm to Hope, which the Lord Chamberlain Lord St. John of Bletso (2021) outlines that aims to "increase the quality of treatment and recovery support systems and enhance community partnerships" and (HM Government, 2021). NICE guidance is consistent with selective prevention approaches for individuals considered to be at heightened risk and psychosocial approaches on a stepped-care basis (NICE, 2017; NICE 2007).within my proposed service, decision regarding clinical management, including whether or not to provide opioid-substitution treatment or detoxification, will continue to rest with the suitably trained prescribers and clinical management guidance in the UK will be followed (Department of Health et al, 2017). 

6. Law, Privacy and Professional Responsibility
I will ensure Governance is highly visible, as substance-use information is extremely sensitive and disclosure can lead to a person being stigmatized, having conflict with family or experiencing legal stress. I will establish a clear legal basis, data protection impact assessment, privacy notice and consent procedure I will also audit all access on a role-based level. Furthermore, I will align my service with CQC regulations, safeguarding obligations, professional registration standards and equalities legislation. Those unable to read English, use a smart phone or attend at a fixed time should be provided with an equal route to support otherwise technology would create exclusion. 
7. Workforce and Partnership Implementation
I propose to secure joint funded by a local authority and ICB through an outcomes-based agreement, with the provider of commissioned treatment as clinical host. I will assemble a multidisciplinary team should comprise a nurse or a prescribing clinician, a drug-and-alcohol practitioner, a peer navigator, a welfare adviser, an administrator, and a part-time digital safety lead. Liaison contacts will be nominated by community pharmacies, ambulance services, emergency departments, probation, housing teams, GPs and charities. Incidents, delayed referrals and gaps will be subject to review in monthly meetings, whilst a lived-experience panel will be afforded voting membership at the steering group. 
8. Public and Community Involvement
I recognise public participation is critical for legitimacy. Residents might root for a service that saves lives but fear a mobile unit will serve as a magnet for street drug use. Initial sessions can include an explanation of the model, an invitation for concerns, and an agreement for respectful site management that does not permit stigma to displace people from care. Messaging for campaigns should frame substance dependence as a health and social problem but be clear about implications for community safety.  


9. Evaluation and Accountability
i will evaluate the pilot with a pre-implementation baseline and, where possible, a matched locality. Quantitative data will be integrated with interviews to ensure that a potential increase in service use is properly understood; an increase in emergency contact could initially signify better detection rather than worse performance. I will Measures of success will include number of referrals completed, duration of engagement in treatment, number of naloxone kits distributed, number of non-fatal overdoses, emergency attendance, progress in housing, wellbeing and the cost per client engaged. I believe an Independent review is important because a pretty app or a high number of contacts is not evidence of better health. 
10. Final Recommendation
I recommend That commissioners are asked to agree to a 12-month, co-designed pilot with protected funding, clear stop-or-adapt criteria and published findings. What really sets RecoveryLink apart isn’t the car or app – it’s the immediate safety, trusting relationships and coordinated follow-through. If this pilot can realise more equitable engagement with no detriment to privacy or safety, it should be scaled up through local partnerships and tailored to each UK nation. If the results are poor, I would recommend revising the model should be amended not marketed with rosy publicity. 
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