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Abstract

Issues: Substance use disorders are associated with significant physical health

comorbidities, necessitating an integrated treatment response. However, service

fragmentation can preclude the management of physical health problems during

addiction treatment. The aim of this systematic review was to synthesise the rec-

ommendations made by clinical practice guidelines for addressing the physical

health of people attending alcohol and other drug (AOD) treatment.

Approach: An iterative search strategy of grey literature sources was conducted

from September 2020 to February 2021 to identify clinical practice guidelines.

Content pertaining to physical health care during AOD treatment was extracted.

Quality of guidelines were appraised using the Appraisal of Guidelines Research

and Evaluation II (AGREE-II) tool.

Findings: Thirty-three guidelines were included for review. Fourteen guidelines

were considered high quality based on AGREE-II scores. Neurological conditions

(90.9%) and hepatitis (81.8%) were the most frequent health problems addressed.

Most guidelines recommended establishing referral pathways to address physical

health comorbidities (90.9%). Guidance on facilitating these referral pathways was

less common (42.4%). Guidelines were inconsistent in their recommendations

related to oral health, tobacco use, physical activity, nutrition and the use of stan-

dardised assessment tools.

Implications and Conclusions: Greater consistency and specificity in the rec-

ommendations made for integrating physical health care within addiction treat-

ment is needed. Ensuring that recommendations are applicable to the AOD

workforce and to treatment services limited by funding and resource constraints

should enhance implementation. Future guideline development groups should
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consider increased consultation with the AOD workforce and inclusion of clinical

tools and decision aids to facilitate referral pathways.
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1 | INTRODUCTION

Substance use disorders are often accompanied by serious
physical health comorbidities [1]. Relative to the general
population, people living with alcohol and other drug
(AOD) problems are at an increased risk for developing
many types of chronic illness, including cardiovascular
disease [1–3], respiratory disorders [1, 2], hepatitis C [2,
4] and diabetes [1, 2]. Although less commonly a focus of
literature [5, 6] oral disease and nutritional deficiencies
are also disproportionately higher among this population
[5, 7, 8]. Health comorbidities may arise as a direct conse-
quence of AOD use (e.g., alcohol dependence and cirrho-
sis of the liver; blood borne viruses resulting from
intravenous drug use). Otherwise, health problems can
be caused indirectly by behavioural and lifestyle factors
often associated with addiction, including reduced acces-
sibility to healthcare and neglect of physical health con-
cerns while using [7–9]. For example, cardiovascular
disease, a leading cause of mortality among people with
substance use disorders [3], can be exacerbated by
unhealthy lifestyle behaviours such as tobacco use, poor
diet and physical inactivity that frequently accompany
AOD use [2, 10, 11]. The physical health sequelae of
AOD use are not always gradual or cumulative, however.
The cardiovascular complications of methamphetamine
use for instance (e.g., vasoconstriction, cardiac arrhyth-
mias and pulmonary hypertension) are associated with
an increased risk of sudden cardiac death and
stroke [12–14].

All physical health conditions, whether directly
caused by AOD use or those that have arisen indepen-
dently of substance use, are relevant to the quality of life
and treatment outcomes of those living with substance
use disorders. Failing to address physical health while
people are in AOD treatment may lead to treatment drop-
out and to an increased risk of relapse [15–17]. In con-
trast, improvements to physical health can enhance
motivation to change substance use behaviour and
increase the physical and psychological quality of life for
people attending addiction treatment [16, 18]. The high
prevalence of physical health comorbidities, as well as
the impact of physical health on AOD treatment out-
comes, supports a growing consensus that integration of
AOD services and primary health care is imperative
when treating substance use disorders [19]. This kind of

‘integrated care’ approach is advocated by federal drug
and addiction agencies [20] and within clinical practice
guidelines [21, 22]. Although, there is no consensus on
how integrated care should be conceptualised, leading to
difficulties for implementation and evaluation of inte-
grated treatment approaches [23]. The term ‘integrated’
will be used from here on to refer to intervention efforts
that target both substance use and physical health during
treatment for substance use disorders.

Research has highlighted benefits of addressing physi-
cal health during AOD treatment, and services have been
encouraged to apply recommendations made by practice
guidelines to facilitate care for these comorbidities
[24–26]. However, physical health needs continue to be
inadequately addressed within addiction treatment set-
tings [19, 27, 28]. With the exception of detoxification ser-
vice providers, the AOD workforce is made up of
predominantly non-medically trained professionals,
including generalist AOD workers (e.g., welfare workers,
support workers), social workers, counsellors and psy-
chologists [29, 30]. The physical health consequences of
substance use places additional demands on the AOD
workforce who are often required to work across multiple
sectors and roles to address client treatment needs [30].
With regards to managing client physical health comor-
bidities, there remains little research on how the AOD
workforce can be better supported [27]. While research
efforts dedicated to supporting medical physicians to
address AOD problems in primary health-care settings
are more substantial [31–35], they too report ongoing
knowledge and training gaps when it comes to substance
use disorders. Particularly physicians have indicated a
strong need for specialist addiction advice and clarity on
referral pathways between primary care and specialist
AOD services [36].

Literature has reported on some of the structural and
organisational factors that can undermine efforts of AOD
treatment services and the AOD workforce when addres-
sing physical health comorbidities of those in treatment
[37–39]. One factor identified as contributing to sub-
optimal management of physical health comorbidities is
the way that AOD services are often disconnected from
primary health-care providers [40]. This disconnect can
cause fragmented service provision, impeding access to
necessary health care for people who are attending AOD
treatment and hampering efforts to engage primary
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health-care practitioners in the treatment of substance
use disorders [37]. Service fragmentation can mean that
even when physical health needs are identified during
AOD treatment, referral pathways from AOD treatment
services to primary health care may not be established
[19, 39].

Procedures used by AOD treatment services to identify
physical health concerns have been identified as another
factor precluding adequate care of physical health comor-
bidities. These include ill-defined assessment procedures
resulting from poor integration of clinical instrument and
information systems [41], and the use of internally
developed assessment processes rather than psychometri-
cally valid assessment tools [27, 42]. The length of time
required to administer assessment procedures and
perceptions of assessment processes as bureaucratic have
also been cited as potential barriers for assessing and
monitoring the health needs of clients [27, 41]. Yet,
comprehensive screening is a necessary precursor to the
identification, referral and management of physical
health issues during AOD treatment.

Clinical practice guidelines are a resource that could
support clinicians working in AOD treatment services to
provide an integrated treatment response. When rigor-
ously developed, clinical practice guidelines can enhance
clinical decision-making and support the delivery of qual-
ity health care [43]. Clinical practice guidelines provide a
link between scientific literature and health care in prac-
tice [43]. They offer a means of translating the growing
research on integrated AOD treatment into recommenda-
tions that can be used by the AOD workforce and pri-
mary health practitioners working with substance use
disorders. Recommendations made within clinical prac-
tice guidelines could provide guidance for improving the
management of physical health conditions during AOD
treatment. There have been no published systematic
reviews examining what practice guidelines recommend
for managing physical health comorbidities among peo-
ple in treatment for substance use disorders.

1.1 | The current study

Through a systematic review of clinical practice guide-
lines, the current study aims to synthesise existing guide-
lines and their recommendations for integrating physical
health care during AOD treatment. The review alone is
not intended to prescribe what ‘should’ be done by the
AOD workforce when addressing the physical health
conditions of clients. Rather it aims to clarify what exist-
ing guidance recommends, as a starting point for enhanc-
ing the way that physical health is managed as part of

providing integrated treatment. A synthesis of clinical
practice guidelines would provide insight on their useful-
ness for members of the AOD workforce and inform
future considerations to better support the AOD work-
force when addressing client physical health needs. Spe-
cifically, a systematic review was undertaken to answer
the following:

1. What physical health conditions do treatment guide-
lines recommend addressing during AOD treatment?

2. What recommendations are made for the manage-
ment of physical health conditions during AOD
treatment?

2 | METHOD

This systematic review protocol was registered in PROS-
PERO (International Prospective Register of Systematic
Reviews; identification number: CRD42019123311). The
principal aims were to determine what physical health
conditions were identified by guidelines as relevant to the
treatment of substance use disorders, as well as the rec-
ommendations made for managing these conditions as
part of AOD treatment.

2.1 | Search strategy

A grey literature search was conducted to identify clinical
practice guidelines for the treatment of substance use dis-
orders. Guidelines published in English between the
years 2010 and 2021 were searched using guideline spe-
cific databases and organisational websites including:
The Guidelines International Network, The New Zealand
Guidelines Group, The Scottish Intercollegiate Guidelines
Network and The National Institute of Clinical Excel-
lence (NICE). Other grey literature sources were also
examined, these included Trove, Advanced Google
searches and government/peak body websites
(e.g., World Health Organization, Australian Institute of
Health and Welfare, European Monitoring Centre for
Drugs and Drug Addiction). Where possible, search
engines embedded within organisation websites includ-
ing Advanced Google searches were used with search
terms for publication type (e.g., ‘guideline’), condition
(e.g., ‘alcohol’, ‘drug’, ‘substance’) and setting
(e.g., ‘treatment’, ‘rehab*’). To make sure that no guide-
lines were overlooked by the search strategy, medical
practitioners who were experienced in treating people
with substance use disorders were consulted and guide-
lines were reviewed for references to other guidelines.

OSBORNE ET AL. 1369



2.2 | Eligibility criteria

Initial searches identified 3200 records (Figure 1).
Records that were not guidelines or that were not

publicly available were excluded. Duplicates were also
removed. Remaining records (n = 201) were screened
based on their title and abstract/forward where available.
Eligible guidelines included for full analyses (n = 33)

F I GURE 1 PRISMA flow chart of search results at each stage of the screening process with inclusions and exclusions [44]
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fulfilled the following criteria: (i) were a clinical practice
guideline*; (ii) were produced for AOD specialist treat-
ment services†, in full or in part; (iii) recommendations
related to the treatment of alcohol or drug use, either col-
lectively or for specific substances; (iv) concerned the
treatment of adult populations, either in full or part
(i.e., not exclusively for the treatment of adolescent popu-
lations); (v) referenced ‘physical health’ in the text; and
(vi) were published in English.

Search results were excluded if they were:
(i) developed for use exclusively by medical practitioners;
(ii) treatment service specifications‡; (iii) developed by a
private organisation for use within that organisation
only; (iv) a fact sheet, commentary or editorial article; or
(v) original studies investigating the effectiveness of the
clinical practice guideline.

2.3 | Data extraction

Physical health conditions and the types of recommenda-
tions made by guidelines for managing these conditions
were categorised following reviews of the literature and
team discussions involving all authors. Categories were
established for binary classification of the data collected
from guidelines. Information related to physical health
conditions and recommendations for managing physical
health comorbidities were extracted from guidelines by
author Briony Osborne.

The following data were extracted:

• Guideline characteristics: title of guideline, authoring
organisation, year of publication, target population
and substance (e.g., alcohol, opioids, methamphet-
amine), target treatment group and intended
audience.

• Physical health conditions and recommendations:
The physical health conditions identified by guide-
lines were extracted (e.g., hepatitis, cardiovascular
diseases, dental health). All health problems identi-
fied, including those directly related to substance use
or caused indirectly through the behavioural or life-
style factors associated with substance use disorders
were extracted as part of this review. Physical health
conditions were categorised as both specific health
events (e.g., stroke) and as conditions of broad organ
systems (neurological problems of the nervous sys-
tem). This approach was used in an effort to capture
any reference to physical health conditions made
throughout guidelines. Guidelines were also reviewed
to determine what recommendations were made for
managing these physical health conditions
(e.g., referral to general practitioner).

2.4 | Quality assessment

The Appraisal of Guidelines for Research and
Evaluation II (AGREE-II) tool [46] was used to assess the
quality of included guidelines. The AGREE-II is a vali-
dated tool developed for appraising clinical practice
guidelines across six domains: (i) scope and purpose;
(ii) stakeholder involvement; (iii) rigour of development;
(iv) clarity of presentation; (v) applicability; and
(vi) editorial independence. A total of 23-items across the
six domains are scored on a seven-point Likert scale
where scores range from 1 = strongly disagree to
7 = strongly agree. Consistent with previous systematic
reviews that used the AGREE-II [47–49], we considered a
guideline to be ‘high quality’ when scores on subscale
3 ‘rigour of development’ which concerns methodology
used for guideline development was ≥50% of the maxi-
mum possible score. All guidelines were independently
rated using the AGREE-II by author Briony Osborne, fol-
lowing completion of the AGREE-II training modules
[50]. A proportion of guidelines (21%) were rated by a
second reviewer, who held a Master’s degree in clinical
psychology and had also completed the AGREE-II train-
ing modules. Meetings between the reviewers were held
to reach a consensus in scoring for items rated with a dif-
ference of more than two points.

3 | RESULTS

Thirty-three guidelines fulfilled the inclusion criteria for
full data extraction. Guideline characteristics including
authoring organisations, year of publication, target popu-
lation group and substance type, are provided in Table 1.
There was significant diversity in the substances targeted
by guidelines as well as the intended audiences. Most
guidelines (n = 20) directed recommendations for the
misuse of alcohol and other drugs broadly and were non-
specific in the substances that they targeted. Other guide-
lines made recommendations for specific substances
exclusively; alcohol (n = 4), opioids (n = 4), benzodiaze-
pines (n = 2), methamphetamines, volatile substances
and cannabis (all, n = 1).

The intended audience of guidelines was extensive,
including a wide scope of professionals. Most guidelines
specified that their intended audience was broad, includ-
ing social-welfare and medical professionals (i.e., medical
practitioners, allied health professionals, social workers,
case workers and specialist AOD workers or counsellors;
n = 14). Six guidelines specified a broad intended audi-
ence that also included service users (i.e., those in treat-
ment for substance use disorders) and/or their family/
carers. Other guidelines (n = 8) referred to their intended
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audience in vague terms, such as, ‘healthcare providers’
(n = 1), ‘healthcare professionals’ (n = 3) or ‘clinicians’
(n = 4). Five of the guidelines indicated that the AOD
workforce specifically were the target audience of their
publication, using terms such as ‘substance abuse treat-
ment counsellors’.

3.1 | Quality of the guidelines: AGREE-II
appraisal results

The overall AGREE-II scores ranged from 3.0 to 6.0 out
of 7 (see Table 2). Of 33 guidelines included, 14 were of
‘high quality’ based on the methodology used for their

TAB L E 2 Methodological quality according to the AGREE-II represented as % out of maximum possible score for respective domains

(seven-point Likert scale, 1 = strongly disagree to 7 = strongly agree)

Guideline
title (ID)

1. Scope
and
purpose

2. Stakeholder
involvement

3. Rigour of
development

4. Clarity of
presentation

5.
Applicability

6. Editorial
independence

Overall
score
(out of 7)

1 ALDP01 72 64 10 53 27 0 3.5a

2 ALDP02 75 56 13 39 27 0 3.5a

3 BCCSU03 94 67 83 78 71 83 6

4 BYMO04 56 50 29 89 38 0 4

5 NICE05 94 83 90 89 88 50 6

6 CRISM06 86 94 94 94 38 79 6a

7 UKDoH07 50 78 29 61 46 25 4

8 GRIGG08 53 14 22 56 52 21 4.5a

9 MAREL09 94 78 46 89 50 25 6

10 NHMRC10 94 89 92 100 79 67 6

11 NICE11 83 94 85 89 83 50 7

12 NICE12 94 89 83 78 75 67 6a

13 NICE13 100 89 83 72 75 75 6

14 SAMHSA14 33 61 19 44 58 42 4

15 SAMHSA15 33 61 27 56 54 17 4

16 SAMHSA16 78 44 21 61 50 17 4

17 SAMHSA17 78 78 23 56 63 42 5

18 SAMHSA18 39 67 35 89 71 17 5

19 SAMHSA19 61 61 44 44 83 8 5

20 SAMHSA20 39 61 23 72 67 17 4

21 SAMHSA21 39 50 23 44 63 17 4

22 SAMHSA22 61 67 23 44 71 42 4

23 SAMHSA23 83 72 25 50 67 25 4

24 SAMHSA24 39 61 21 39 79 17 3

25 MOH25 50 50 15 33 67 17 4

26 NSW26 56 56 23 56 50 0 4

27 CCSMH27 56 44 77 83 58 67 5

28 CCSMH28 50 39 75 78 54 67 5

29 CCSMH29 61 28 77 78 54 67 5

30 CCSMH30 94 44 75 89 67 67 5

31 VADoD31 100 78 89 97 52 42 6a

32 WHO32 67 89 100 89 54 92 6

33 WHO33 89 81 93 94 58 79 6a

aAGREE-II assessment performed independently by two reviewers.

OSBORNE ET AL. 1379



development and expressed by scores >50% on the rigour
of development subscale. Higher scores on this subscale
indicate sufficient explanation on the search strategies
used to identify scientific evidence and how the research
was used to inform the final recommendations made by
the guideline. Most guidelines presented recommenda-
tions in a clear and unambiguous way as indicated by
scores >50% on subscale, clarity of presentation (n = 25).
Scores above 50% on this subscale are also indicative of
being able to locate recommendations easily within the
text. Scope and purpose were adequately explained by
most guidelines (n = 24). Higher scores on this domain
indicate that objectives, the intended audience and the
intended outcome of the guideline were clearly described.
Most guidelines scored >50% on the stakeholder involve-
ment subscale (n = 24), suggesting concerted efforts to
consult with people affected by substance use and the
workforce involved in treating substance use disorders.
Majority of guidelines (n = 24) also scored >50% on the
applicability subscale, indicating sufficient information
on the barriers and facilitators for applying recommenda-
tions as well as advice and/or tools for implementation
was provided. For subscales editorial independence, most
guidelines scored <50%. Only one-third of guidelines
(n = 11) scored >50% on this subscale, where lower
scores indicate insufficient detail on funding sources and
how conflicts of interests were addressed during the
guideline development process.

3.2 | Physical health conditions
addressed by guidelines

There was variation in the types of physical health condi-
tions addressed by guidelines (see Table 3). The most fre-
quently identified conditions were neurological

TAB L E 3 Physical health conditions identified by guidelines

n (%)

Neurological problems/seizuresa 30 (90.9)

Hepatitisb 27 (81.8)

Respiratoryc 26 (78.8)

Cardiovasculard 26 (78.8)

Women’s healthe 26 (78.8)

Injury or accidentf 26 (78.8)

HIV/AIDS 25 (75.8)

Malnutritiong 23 (69.7)

Diabetesh 21 (63.6)

Liver/cirrhosis 21 (63.6)

Weight concernsi 19 (57.6)

Tobacco smoking 19 (57.6)

Renal/kidneyj 18 (54.5)

Psychomotor/mobilityk 17 (51.5)

Chronic painl 16 (48.5)

Sexual healthm 16 (48.5)

Dentaln 15 (45.5)

Bacterial infectionso 14 (42.4)

Musculoskeletalp 13 (39.4)

Stroke 13 (39.4)

Blood/circulatoryq 12 (36.4)

Digestive/pancreatitisr 11 (33.3)

Dermatologicals 10 (30.3)

Immune compromisedt 7 (21.2)

aNeurological problems including seizures, multiple sclerosis, epilepsy,
neuropsychological impairments affecting skill acquisition.
bHepatitis; including hepatitis B, hepatitis C and hepatitis type unspecified.
cRespiratory problems including asthma, pneumonia, chronic obstructive
pulmonary disease (emphysema, chronic bronchitis) and respiratory
depression caused by high doses of opioids.
dCardiovascular problems including high blood pressure, heart attack, lipid

abnormalities and disorders, heart arrhythmias and myocardial ischemia.
eWomen’s health including menstrual health issues, contraception,
pregnancy and the need for screening procedures such as mammograms.
fInjury and accidents including traumatic brain injury, other undefined
brain injuries and traffic accidents (not including self-inflicted injury or

suicide).
gMalnutrition included nutritional deficiencies and malabsorption issues
leading to conditions such as anaemia. Guidelines that suggested dietary
support only were not included here.
hDiabetes or metabolic disorders.
iWeight concerns included being overweight or being underweight. Weight
gain or weight loss as a side effect of treatment for substance use disorders
(e.g., weight changes subsequent to using Acamprosate for alcohol use
disorder).
jKidney and renal problems including hepatic encephalopathy.
kPsychomotor and mobility issues included nonspecific physical disabilities,
peripheral neuropathy, myopathy, gait issues and carpal tunnel.
lChronic pain linked to comorbid physical health conditions or as an
unrelated condition.

mSexual health included sexually transmitted infections, sexual dysfunction
and sexual behaviour influencing the health status of the individual and/or
their sexual partners.
nDental health problems including tooth decay (cavities), tooth loss,

periodontal disease and poor oral health generally.
oBacterial infections addressed non-specifically as well as tuberculosis,
bacterial endocarditis, syphilis, meningitis, rheumatic fever, nosocomial
infections and streptococcal pharyngitis.
pMusculoskeletal problems including osteoporosis and arthritis.
qBlood and circulatory conditions including infections of the blood vessels,
deep vein thrombosis, haemorrhages, cancer of the blood vessels (e.g.,
Kaposi’s sarcoma), septicaemia and peripheral vascular disease.
rDigestive disorders including pancreatitis, gastritis, gastrointestinal bleeding
and abdominal pain associated with substance use.
sDermatological problems including skin infections and abscesses.
tImmune compromised referred to conditions resulting from immune
dysfunction (such as bacterial pneumonia) and when autoimmune
conditions were referred to non-specifically.
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conditions (including seizures; 90.9%) and hepatitis
(81.8%). Cardiovascular, respiratory and health condi-
tions specific to women were also addressed frequently
by guidelines (all 78.8%). Among the least frequently
cited health problems were digestive conditions (includ-
ing pancreatitis) (33.3%), dermatological conditions
(30.3%) and compromised immunity (21.2%). Refer to
Table S1 for physical health conditions identified within
each individual guideline.

Some guidelines provided more general descriptions
of physical health comorbidities: ‘People with AOD use
disorders are at an increased risk of physical health prob-
lems such as cardiovascular, respiratory, metabolic and
neurological diseases’ [59, p. 105]. Other guidelines were
more specific, particularly when the guideline had been
developed for specific substances or populations. For
example, NICE12 details the way that malabsorption syn-
dromes are common among people who misuse alcohol,
perpetuating malnutrition among this population group
and increasing their risk for neurological conditions such
as Wernicke’s encephalopathy [61].

3.3 | Recommendations for integrating
physical health care and AOD treatment

The frequency of recommendations provided in the
guidelines are summarised in Table 4. For recommenda-
tions made within guidelines individually, refer to
Table S2. Instructions to initiate passive referrals to
address health comorbidities, was the most frequent rec-
ommendation made across the guidelines (90.9%). Pas-
sive referral approaches involve providing information to
service users and/or encouraging them to use health-care
services so that their health comorbidities can be
addressed. Recommendations to use active referrals
(e.g., contacting the health-care provider directly and
liaising with them on behalf of the person in treatment)
were made less frequently (42.4%). Most guidelines
(87.9%) gave examples of the types of physical health
comorbidities that clinicians should be aware of when
working with people attending treatment for substance
use disorders (e.g., alcohol misuse and liver disease). Just
over half of the guidelines (57.6%) recommended the use
of validated assessment tools for screening the physical
health needs of people entering AOD treatment. Guide-
lines included a wide range of assessments, including the
Treatment Outcomes Profile (TOP), Clinical Institute
Withdrawal Assessment Scale (CIWA), Camberwell
Assessment of Need Short Appraisal Schedule and the
General Health Questionnaire, among others (see
Table 4). Of these assessment tools, those that were not
created primarily for monitoring substance withdrawal,

typically contained a single item for assessing physical
health (e.g., the Camberwell Assessment of Need Short
Appraisal Schedule, the TOP). About half of the guide-
lines contained recommendations related to tobacco ces-
sation or nicotine replacement therapy (51.5%) and the
provision of information for consumers attending treat-
ment and their family/carers (48.5%).

4 | DISCUSSION

The quality of the guidelines in this review was variable.
Less than half of the guidelines were rated as ‘high qual-
ity’ according to scores on the AGREE-II. While most
guidelines cited research evidence as the basis for inform-
ing final recommendations, recommendations were at
times limited in their applicability within specialist AOD
treatment settings. NICE guidelines (NICE05, NICE11,
NICE12 and NICE13) consistently scored above >50% on
the applicability subscale and provide good examples for
optimising implementation of guideline recommenda-
tions. For example, NICE12 is specific on assessment
tools that can be used on entry into AOD treatment and
to monitor client outcomes (e.g., AUDIT, CIWA-Ar).
These tools are then included as appendices in this guide-
line for ease of access and use. Access to funding and
resources across AOD treatment services is not equal [37]
and will limit the extent to which research findings and
guideline recommendations can be applied by individual
service providers [39]. Efforts to improve guideline appli-
cability, particularly for AOD treatment services that face
funding and resource constraints may encourage these
services to implement recommendations related to the
management of client physical health.

4.1 | Physical health conditions
addressed by guidelines

The range of physical health conditions identified in this
review (see Table 3) highlights the significant variation in
health comorbidities addressed by guidelines. Encourag-
ingly most guidelines made mention of health conditions
disproportionately experienced by people with substance
use problems, including neurological conditions, hepati-
tis and cardiovascular disease [3, 28, 82–85]. Other health
problems were consistently less commonly identified.
These tended to be acute medical conditions that require
immediate intervention such as stroke (39%), or condi-
tions that may be less severe and typically non-acute,
such as dermatological concerns (30%).

Results of the review highlighted the omission of
some health conditions that, relative to the general
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population, affect people with substance use disorders at
higher rates. Just over two-thirds of guidelines discussed
nutritional deficiencies as a consequence of substance
use. Since malnutrition is reported to be prevalent among
those in AOD treatment [9, 42] and has been linked to all
types of substance misuse [6, 8], it is surprising that it
was not addressed more globally across guidelines. Just
over half of the guidelines addressed weight concerns
and tobacco use, while sexual health, sexually transmit-
ted infections and oral health were mentioned by less
than half of guidelines as relevant to the treatment of
physical health comorbidities. This is despite all of these
health conditions being disproportionately experienced
by people living with a substance use disorder [5,
7, 10, 42, 86].

Greater consistency in the physical health conditions
identified by guidelines as relevant to the treatment of
substance use disorders could improve their utility for
the AOD workforce. Aside from a missed opportunity to
support adequate management of existing health prob-
lems, the AOD workforce need to screen for physical
health comorbidities that are relevant to the health and
safety of addictions treatment. In detoxification and the
early stages of abstinence health problems such as epi-
lepsy or Long QT§ syndrome will have implications for
treatment options and dosing of medication [87–89].
Other conditions rely on detection and ongoing interven-
tion throughout and following AOD treatment
(e.g., asthma, hepatitis, cardiovascular disease and liver
cirrhosis) [1, 3]. Moreover, the AOD workforce can play
an important role in helping service users to manage
their own health needs (e.g., providing nicotine replace-
ment therapy to service users who smoke tobacco) [11].

4.2 | Recommendations for integrating
physical health care and AOD treatment

Recommendations made in guidelines for managing the
physical health comorbidities of those attending treat-
ment for substance use disorders were wide-ranging.
Almost all recommended passive referral to external ser-
vice providers when health concerns were unable to be
managed internally by the AOD service. Most guidelines
provided examples of some health comorbidities that staff
working in AOD programs should be aware of. In many
guidelines there was also agreement on the importance
of staff training and professional development for the
AOD workforce and the use of biomarkers to assess phys-
ical health.

Most guidelines specified that non-medically trained
members of the AOD workforce were a part of their
intended audience (Table 1). Yet recommendations

related to biomarkers seemed to assume that non-
medically trained AOD staff will know about such bio-
marker tests (e.g., use of blood tests and urinalysis) and
will seek the appropriate medical support to have these
completed and/or interpreted. Efforts to specify how the
AOD workforce (particularly those without medical
training) can use recommendations such as these is
needed. Since gaps in professional knowledge of AOD
workers has been cited as a barrier for assessing and
managing client physical health [27, 37, 39, 90], staff
training related to diagnostic testing and biomarkers may
also be useful.

About two-thirds of guidelines contained recommen-
dations related to physical activity and nutrition. Some
guidelines identified malnutrition as a health comorbid-
ity without recommending that nutritional support or
information be provided as part of AOD treatment. Rec-
ommendations for increasing physical activity were not
always in reference to addressing client weight concerns.
These findings suggest a missed opportunity within some
guidelines given the reported benefits of improved dietary
intake and reduced sedentariness while people are
engaged with AOD treatment [8, 9, 91, 92]. Studies have
also reported on the feasibility of these kind of interven-
tions that can easily be embedded within AOD treatment
programs [11, 93].

The use of standardised screening tools to assess the
physical health status of people entering AOD treatment
were recommended by just over half of the guidelines.
Standardised screening tools are necessary for reliable
monitoring of intervention response among people acces-
sing AOD treatment services [41]. They also support the
establishment of referral pathways by informing what
type of supports an individual is going to need during
addiction treatment (e.g., financial aid, housing support,
brokerage, physical health care). However, validated
assessment tools such as the TOP, the CIWA and General
Health Questionnaire are limited in their potential to
inform urgency and timeliness needed for referral and
follow-up care of physical health problems. This is an
issue that warrants further consideration for improved
delivery of an integrated treatment response. Uncertainty
related to the severity of particular health conditions or
presenting symptoms can mean that referral pathways
are not established when they should be [27].

Less than half of guidelines included recommenda-
tions and information for the facilitation of active refer-
rals for managing the physical health comorbidities of
service users. Of the guidelines that did contain recom-
mendations for active referral, additional information
was provided that could be used by readers to initiate
appropriate referral pathways. This included naming spe-
cific health professionals or services that should be
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contacted for particular health conditions, providing con-
tact information for relevant primary health-care pro-
viders, and/or detailing the eligibility criteria for services
that provided physical health care. Recommendations
that emphasise the benefits of active referrals and follow-
up by the AOD workforce would reduce the likelihood
that gaps in service delivery preclude health comorbid-
ities from being managed during addiction treatment.
Investment in inter-agency partnerships with external
primary healthcare providers is another economical
option for improved coordination of care. Inter-agency
partnerships can establish more seamless referral path-
ways, linking those in treatment for substance use to
appropriate health-care providers in the community [39],
including services such as acute hospital care, compre-
hensive primary care, dental care and specialist services
such as hepatology clinics. Guideline development
groups should also consider the advantages of including
localised guides for referral pathways as was done by
some of the guidelines in this review.

4.3 | Limitations

A limitation of this review was that grey literature searches
were limited to only those published in English. This
review did not consider guidelines for the treatment of
comorbid mental health conditions. It may be that such
guidelines do contain important research evidence and rec-
ommendations for integrated AOD treatment that was not
captured by this systematic review. Further, an iterative
approach was used to search for guidelines. This means
that there may have been some guidelines that were not
identified. Despite this, the search strategy involved exten-
sive manual and systematic searching where experts were
also consulted to ensure that no eligible guidelines were
inadvertently excluded from the review.

4.4 | Future directions and conclusion

Findings suggest that the ability of clinical practice guide-
lines to inform best practice for the integration of physi-
cal health care during AOD treatment could be
improved. Significant variation in recommendations
made across guidelines means inconsistencies in the
guidance provided to AOD services and staff. Greater
consistency in this regard would support enhanced
decision-making, as clinical practice guidelines are
intended to do [43]. A more universal approach to recom-
mendations related to oral health, tobacco use, physical
inactivity and dietary habits during AOD treatment
should be considered. The irregularity in which these

health behaviours were mentioned in guidelines was an
unexpected finding of the review, particularly given liter-
ature reporting on the way that AOD services are well-
placed to deliver healthy lifestyle interventions [9,
11, 92–95].

This review highlights a need for greater specificity
for recommendations that can be interpreted and applied
by the AOD workforce, particularly those who are non-
medical professionals. Guidelines should also consider
the impact of funding mechanisms on the capacity of
addiction services and staff to implement recommenda-
tions related to the management of client physical health.
Providing tools (e.g., assessment and screening measures)
and resources (e.g., decision aids) within the guideline or
its appendices is one way in which guidelines may miti-
gate the limitations of funding constraints for delivering
integrated care.
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ENDNOTES
* A systematically developed statement to assist practitioners and
consumer decisions about appropriate health care for specific cir-
cumstances [43].

† AOD specialist services included outreach, counselling services,
withdrawal services, residential rehabilitation or other/not speci-
fied, adapted from reports by the National Centre for Clinical
Research on Emerging Drugs [45].

‡ This is because treatment service specifications have the intention
of providing guidance to services on organisational structure, con-
ditions and resources; different from clinical guidelines which
provide direction to clinicians working with individual clients.

§ QT refers to the QT interval of the electrocardiogram [87].

1386 OSBORNE ET AL.

https://orcid.org/0000-0002-0428-2442
https://orcid.org/0000-0002-0428-2442
https://orcid.org/0000-0003-3800-7673
https://orcid.org/0000-0003-3800-7673
https://orcid.org/0000-0002-3409-475X
https://orcid.org/0000-0002-3409-475X
https://orcid.org/0000-0002-3409-475X
https://orcid.org/0000-0003-0500-1865
https://orcid.org/0000-0003-0500-1865


REFERENCES
1. Dickey B, Normand S-LT, Weiss RD, Drake RE, Azeni H. Med-

ical morbidity, mental illness, and substance use disorders.
Psychiatr Serv. 2002;53:861–7.

2. Eddie D, Greene MC, White WL, Kelly JF. Medical burden of
disease among individuals in recovery from alcohol and other
drug problems in the United States: Findings from the
National Recovery Survey. J Addict Med. 2019;13:385–95.

3. Stenbacka M, Leifman A, Romelsjö A. Mortality and cause of
death among 1705 illicit drug users: a 37 year follow up. Drug
Alcohol Rev. 2010;29:21–7.

4. Touzet S, Kraemer L, Colin C, Pradat P, Lanoir D, Bailly F, et al.
Epidemiology of hepatitis C virus infection in seven European
Union countries: a critical analysis of the literature. HENCORE
Group. (Hepatitis C European Network for Co-operative
Research). Eur J Gastroenterol Hepatol. 2000;12:667–78.

5. Baghaie H, Kisely S, Forbes M, Sawyer E, Siskind DJ. A sys-
tematic review and meta-analysis of the association between
poor oral health and substance abuse. Addiction. 2017;112:
765–79.

6. Ross LJPD, Wilson MBS, Banks MPD, Rezannah FBND,
Daglish MMD. Prevalence of malnutrition and nutritional risk
factors in patients undergoing alcohol and drug treatment.
Nutrition. 2012;28:738–43.

7. Shekarchizadeh H, Khami MR, Mohebbi SZ, Ekhtiari H,
Virtanen JI. Oral health of drug abusers: A review of health
effects and care. Iran J Public Health. 2013;42:929–40.

8. Jeynes KD, Gibson EL. The importance of nutrition in aiding
recovery from substance use disorders: A review. Drug Alcohol
Depend. 2017;179:229–39.

9. Neale J, Nettleton S, Pickering L, Fischer J. Eating patterns
among heroin users: a qualitative study with implications for
nutritional interventions. Addiction. 2012;107:635–41.

10. Kelly PJ, Baker AL, Deane FP, Kay-Lambkin FJ, Bonevski B,
Tregarthen J. Prevalence of smoking and other health risk fac-
tors in people attending residential substance abuse treatment.
Drug Alcohol Rev. 2012;31:638–44.

11. Kelly PJ, Baker AL, Deane FP, Callister R, Collins CE,
Oldmeadow C, et al. Healthy recovery: A stepped wedge clus-
ter randomised controlled trial of a healthy lifestyle interven-
tion for people attending residential alcohol and other drug
treatment. Drug Alcohol Depend. 2021;221:108557.

12. Darke S, Kaye S, Duflou J. Rates, characteristics and circum-
stances of methamphetamine-related death in Australia: a
national 7-year study. Addiction. 2017;112:2191–201.

13. Kevil CG, Goeders NE, Woolard MD, Bhuiyan MS, Dominic P,
Kolluru GK, et al. Methamphetamine use and cardiovascular
disease. Arterioscler Thromb Vasc Biol. 2019;39:1739–46.

14. Parekh Jai D, Jani V, Patel U, Aggarwal G, Thandra A,
Arora R. Methamphetamine use is associated with increased
risk of stroke and sudden cardiac death: Analysis of the
Nationwide Inpatient Sample Database. JACC Cardiovasc
Interv. 2018;11:S29-S.

15. Darke S, Campbell G, Popple G. Retention, early dropout and
treatment completion among therapeutic community admis-
sions. Drug Alcohol Rev. 2012;31:64–71.

16. Tripp JC, Skidmore JR, Cui R, Tate SR. Impact of physical
health on treatment for co-occurring depression and substance
dependence. J Dual Diagn. 2013;9:239–48.

17. Manuel JI, Yuan Y, Herman D, Svikis D, Nichols O, Palmer E,
et al. Barriers and facilitators to successful transition from
long-term residential substance abuse treatment. J Subst Abus
Treat. 2016;74:16–22.

18. Muller AE, Clausen T. Group exercise to improve quality of
life among substance use disorder patients. Scand J Public
Health. 2015;43:146–52.

19. Savic M, Best D, Manning V, Lubman DI. Strategies to facili-
tate integrated care for people with alcohol and other drug
problems: a systematic review. Subst Abuse Treat Prev Policy.
2017;12:19.

20. National Institute on Drug Abuse. Principles of Drug Addic-
tion Treatment: A Research-Based Guide. Third ed. Rockville,
US: National Institute on Drug Abuse (NIDA); 2018.

21. World Health Organization. Management of physical health
conditions in adults with severe mental disorders - WHO
Guidelines. Geneva, Switzerland: World Health Organization;
2018. p. 1–94.

22. National Institute for Health & Clinical Excellence, National
Clinical Guideline Centre. Alcohol-use disorders: physical
complications - 2017 update. London, UK: National Clinical
Guidelines Centre at The Royal College of Physicians; 2017.
p. 1–303.

23. Richardson A, Richard L, Gunter K, Cunningham R,
Hamer H, Lockett H, et al. A systematic scoping review of
interventions to integrate physical and mental healthcare for
people with serious mental illness and substance use disorders.
J Psychiatr Res. 2020;128:52–67.

24. Bruneau J, Ahamad K, Goyer M-È, Poulin G, Selby P,
Fischer B, et al. Management of opioid use disorders: a
national clinical practice guideline. CMAJ. 2018;190:E247.

25. Campbell EJ, Lawrence AJ, Perry CJ. New steps for treating
alcohol use disorder. Psychopharmacology. 2018;235:1759–73.

26. Perron BE, Bunger A, Bender K, Vaughn MG, Howard MO.
Treatment guidelines for substance use disorders and serious
mental illnesses: Do they address co-occurring disorders?
Subst Use Misuse. 2010;45:1262–78.

27. Jackson L, Felstead B, Bhowmik J, Avery R, Nelson-Hearity R.
Towards holistic dual diagnosis care: physical health screening
in a Victorian community-based alcohol and drug treatment
service. Aust J Prim Health. 2016;22:81–5.

28. Keaney F, Gossop M, Dimech A, Guerrini I, Butterworth M,
Al-Hassani H, et al. Physical health problems among patients
seeking treatment for substance use disorders: a comparison of
drug dependent and alcohol dependent patients. J Subst Use.
2011;16:27–37.

29. Duraisingam V, Pidd K, Roche AM, O’Connor J. Satisfaction,
stress & retention among alcohol & other drug workers in
Australia. Adelaide, Australia: Flinders University, National
Centre for Education and Training on Addiction (NCETA);
2006.

30. Nicholas R, Duraisingam V, Roche A, Braye K, Hodge S.
Enhancing Alcohol and Other Drug Worker’s Wellbeing: A
Literature Review. NSW, Australia: Network of Alcohol and
other Drugs Agencies and Matua Raki; 2017.

31. Roche AM, Hotham ED, Richmond RL. The general practi-
tioner’s role in AOD issues: overcoming individual, profes-
sional and systemic barriers. Drug Alcohol Rev. 2002;21:
223–30.

OSBORNE ET AL. 1387



32. Saitz R, Daaleman TP. Now is the time to address substance
use disorders in primary care. Ann Fam Med. 2017;15:306–8.

33. van Boekel LC, Brouwers EPM, van Weeghel J,
Garretsen HFL. Stigma among health professionals towards
patients with substance use disorders and its consequences for
healthcare delivery: Systematic review. Drug Alcohol Depend.
2013;131:23–35.

34. van Boekel LC, Brouwers EPM, van Weeghel J,
Garretsen HFL. Comparing stigmatising attitudes towards peo-
ple with substance use disorders between the general public,
GPs, mental health and addiction specialists and clients. Int J
Soc Psychiatry. 2014;61:539–49.

35. Tai B, Wu L-T, Clark HW. Electronic health records: essential
tools in integrating substance abuse treatment with primary
care. Subst Abus Rehabil. 2012;3:1–8.

36. Wilson H, Schulz M, Rodgers C, Lintzeris N, Hall JJ, Harris-
Roxas B. What do general practitioners want from specialist
alcohol and other drug services? A qualitative study of New
South Wales metropolitan general practitioners. Drug Alcohol
Rev. 2022;41:1152–60.

37. Ritter A, van de Ven K. Alcohol and other drug treatment
commissioning and purchasing: Is it health care or social-wel-
fare? Drug Alcohol Rev. 2019;38:119–22.

38. van de Ven K, Ritter A, Roche A. Alcohol and other drug
(AOD) staffing and their workplace: examining the relation-
ship between clinician and organisational workforce charac-
teristics and treatment outcomes in the AOD field. Drugs Educ
Prev Policy. 2020;27:1–14.

39. Osborne B, Kelly PJ, Robinson LD, Ivers R, Deane FP,
Larance B. Facilitators and barriers to integrating physical
health care during treatment for substance use: A socio-
ecological analysis. Drug Alcohol Rev. 2021;40:607–16.

40. Storholm ED, Ober AJ, Hunter SB, Becker KM, Iyiewuare PO,
Pham C, et al. Barriers to integrating the continuum of care
for opioid and alcohol use disorders in primary care: A qualita-
tive longitudinal study. J Subst Abus Treat. 2017;83:45–54.

41. Ryan A, Holmes J, Hunt V, Dunlop A, Mammen K,
Holland R, et al. Validation and implementation of the
Australian Treatment Outcomes Profile in specialist drug and
alcohol settings: ATOP validation and implementation. Drug
Alcohol Rev. 2014;33:33–42.

42. Osborne B, Kelly PJ, Larance B, Robinson LD, Ivers R,
Deane FP, et al. Substance use and co-occurring physical
health problems: File review of a residential drug and alcohol
treatment service. J Dual Diagn. 2020;16:250–9.

43. Institute of Medicine. In: Graham R, Mancher M,
Wolman DM, Greenfield S, Steinberg E, editors. Clinical Prac-
tice Guidelines We Can Trust. Washington, D.C.,
United States: National Academies Press; 2011.

44. Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC,
Mulrow CD, et al. The PRISMA 2020 statement: an updated
guideline for reporting systematic reviews. BMJ. 2021;372:n71.

45. Roche AM, Ryan K, Fischer J, Nicholas R. A review of
Australian Clinical Guidelines for Methamphetamine Use Dis-
order. NSW, Australia: National Centre for Education and
Training on Addiction; 2019.

46. Brouwers MC, Kho ME, Browman GP, Burgers JS, Cluzeau F,
Feder G, et al. AGREE II: Advancing guideline development,

reporting, and evaluation in health care. Prev Med. 2010;51:
421–4.

47. Bekkering GE, Aertgeerts B, Asueta-Lorente JF, Autrique M,
Goossens M, Smets K, et al. Practitioner review: Evidence-
based practice guidelines on alcohol and drug misuse among
adolescents: a systematic review. J Child Psychol Psychiatry.
2014;55:3–21.

48. Zhang D-X, Li ST-S, Lee QK-Y, Chan KH-S, Kim JH, Yip BH-
K, et al. Systematic review of guidelines on managing patients
with harmful use of alcohol in primary healthcare settings.
Alcohol Alcohol. 2017;52:595–609.

49. Memish K, Martin A, Bartlett L, Dawkins S, Sanderson K.
Workplace mental health: An international review of guide-
lines. Prev Med. 2017;101:213–22.

50. Brouwers MC, Makarski J, Durocher LD, Levinson AJ. E-
learning interventions are comparable to user’s manual in a
randomized trial of training strategies for the AGREE II.
Implement Sci. 2011;6:81.

51. Ana Liffey Drug Project. National community detoxification
benzodiazepine guidelines. Dublin, Ireland: Ana Liffey Drug
Project; 2017. p. 1–59.

52. Ana Liffey Drug Project. National community detoxification:
methadone guidelines. Dublin, Ireland: Ana Liffey Drug Pro-
ject; 2017. p. 1–57.

53. British Columbia Centre on Substance Use. Provincial guide-
line for the clinical management of high-risk drinking and
alcohol use disorder. Vancouver, BC: British Columbia Minis-
try of Health & British Columbia Centre on Substance Use
(BCCSU); 2019. p. 1–190.

54. British Columbia Ministry of Health. Provincial Guidelines for
Biopsychosocial spiritual Withdrawal Management Services -
Adult. Canada: British Columbia Ministry of Health & Provin-
cial Health Services Authority; 2017. p. 1–135.

55. National Institute for Health and Care Excellence. Coexisting
severe mental illness and substance misuse: community health
and social care services. London, UK: National Institute for
Health and Care Excellence; 2016. p. 1–62.

56. Canadian Research & Initiative on Substance Misuse. National
guideline for the clinical management of opioid use disorders.
Canada: Canadian Institutes of Health Research (CIHR), the
Canadian Research & Initiative on Substance Misuse
(CRISM); 2018. p. 1–275.

57. Department of Health IEWG. Drug misuse and dependence:
UK guidelines on clinical management. London, UK: Depart-
ment of Health; 2017. p. 1–317.

58. Grigg J, Manning V, Arunogiri S, Volpe I, Frei M, Phan V,
et al. Methamphetamine Treatment Guidelines: Practice
Guidelines for Health Professionals. Second ed. Richmond,
Victoria: Turning Point; 2018. p. 1–145.

59. Marel C, Mills KL, Kingston R, Gournay K, Deady M, Kay-
Lambkin F, et al. Guidelines on the management of co-
occurring alcohol and other drug and mental health conditions
in alcohol and other drug treatment settings. 2nd ed. Sydney,
Australia: Centre of Research Excellence in Mental Health and
Substance Use, National Drug and Alcohol Research Centre,
University of New South Wales; 2016. p. 1–446.

60. National Health and Medical Research Council. Consensus-
based clinical practice guideline for the management of

1388 OSBORNE ET AL.



volatile substance use in Australia. Canberra, Australia:
National Health and Medical Research Council; 2011.
p. 1–159.

61. National Institute for Health & Clinical Excellence [NICE].
Alcohol-use disorders, The NICE guideline on diagnosis,
assessment and management of harmful drinking and alcohol
dependence. London, UK: National Collaborating Centre for
Mental Health, National Institute for Health & Clinical Excel-
lence [NICE], & The British Psychological Society; 2011.
p. 1–612.

62. National Institute for Health & Clinical Excellence. Psychosis
with coexisting substance misuse, the NICE guideline on
assessment and management In adults and young people.
London, UK: National Collaborating Centre for Mental
Health, National Institute for Health & Clinical Excellence
[NICE], & The British Psychological Society; 2011. p. 1–328.

63. Substance Abuse and Mental Health Services Administration.
TIP 39: Substance Abuse Treatment and Family Therapy, A
Treatment Improvement Protocol (2015 update). Rockville,
MD: Substance Abuse and Mental Health Services Administra-
tion (SAMHSA); 2015. p. 1–260.

64. Substance Abuse and Mental Health ServicesAdministration
(SAMHSA). TIP 41: substance abuse treatment: group therapy,
a treatment improvement protocol (2015 update). Rockville,
MD: Substance Abuse and Mental Health Services Administra-
tion (SAMHSA); 2015. p. 1–208.

65. Substance Abuse and Mental Health ServicesAdministration
(SAMHSA). TIP 29 substance use disorder treatment for peo-
ple with physical and cognitive disabilities. Rockville, MD:
Substance Abuse and Mental Health Services Administration
(SAMHSA); 2012. p. 1–181.

66. Substance Abuse and Mental Health Services Administration
(SAMHSA). TIP 42 substance abuse treatment for persons with
co-occurring disorders. Rockville, MD: Substance Abuse and
Mental Health Services Administration (SAMHSA); 2013.
p. 1–577.

67. Substance Abuse and Mental Health Services Administration.
TIP 47 substance abuse: clinical issues in intensive outpatient
treatment. Rockville, MD: Substance Abuse and Mental
Health Services Administration (SAMHSA); 2013. p. 1–294.

68. Substance Abuse and Mental Health Services Administration.
TIP 48 managing depressive symptoms in substance abuse cli-
ents during early recovery. Rockville, MD: Substance Abuse
and Mental Health Services Administration (SAMHSA); 2014.

69. Substance Abuse and Mental Health Services Administration.
TIP 37 Substance Abuse Treatment for Persons With HIV/-
AIDS. Rockville, MD: Substance Abuse and Mental Health
Services Administration (SAMHSA); 2013. p. 1–336.

70. Substance Abuse and Mental Health Services Administration.
TIP 27 comprehensive case management for substance abuse
treatment. Rockville, MD: Substance Abuse and Mental
Health Services Administration (SAMHSA); 2015. p. 1–135.

71. Substance Abuse and Mental Health Services Administration.
TIP 45 - detoxification and substance abuse treatment. Rock-
ville, MD: Substance Abuse and Mental Health Services
Administration (SAMHSA); 2016. p. 1–257.

72. Substance Abuse and Mental Health Services Administration.
TIP 51 - substance abuse treatment: addressing the specific
needs of women a treatment improvement protocol. Rockville,
MD: Substance Abuse and Mental Health Services Administra-
tion (SAMHSA); 2015. p. 1–380.

73. Substance Abuse and Mental Health Services Administration.
TIP 46 - substance abuse: administrative issues in outpatient
treatment. Rockville, MD: Substance Abuse and Mental
Health Services Administration (SAMHSA); 2012. p. 1–162.

74. Ministry of Health. Service delivery for people with co-existing
mental health and addiction problems: integrated solutions.
Wellington: NZ: Ministry of Health; 2010. p. 1–55.

75. NSW Ministry of Health. NSW clinical guidelines: treatment
of opioid dependence – 2018. North Sydney, Australia: NSW
Ministry of Health; 2018. p. 1–136.

76. Canadian Coalition for Seniors Mental Health. Canadian
guidelines on alcohol use disorder among older adults. Mark-
ham, ON: Canadian Coalition for Seniors Mental Health
(CCSMH) & Substance Use and Addictions Program (SUAP)
of Health Canada; 2019. p. 1–28.

77. Canadian Coalition for Seniors Mental Health. Canadian
Guidelines on Benzodiazepine Receptor Agonist Use Disor-
der Among Older Adults. Markham, ON: Canadian Coali-
tion for Seniors Mental Health (CCSMH) & Substance Use
and Addictions Program (SUAP) of Health Canada; 2019.
p. 1–26.

78. Canadian Coalition for Seniors Mental Health. Canadian
Guidelines on Cannabis Use Disorder Among Older Adults.
Markham, ON: Canadian Coalition for Seniors Mental Health
(CCSMH) & Substance Use and Addictions Program (SUAP)
of Health Canada; 2019. p. 1–24.

79. Canadian Coalition for Seniors Mental Health. Canadian
Guidelines on Opioid Use Disorder Among Older Adults.
Markham, ON: Canadian Coalition for Seniors Mental Health
(CCSMH) & Substance Use and Addictions Program (SUAP)
of Health Canada; 2019. p. 1–40.

80. Department of Veterans Affairs & Department of Defense.
VA/DoD Clinical practice guideline for the management of
substance use disorders. Washington, DC: The Department of
Veterans Affairs & the Department of Defense; 2015. p. 1–169.

81. World Health Organization. Update of the Mental Health Gap
Action Programme (mhGAP) guideline for mental, neurologi-
cal and substance use disorders. Geneva, Switzerland: World
Health Organization; 2015. p. 1–71.

82. Bahorik AL, Satre DD, Kline-Simon AH, Weisner CM,
Campbell CI. Alcohol, clannabis, and opioid use disorders,
and disease burden in an integrated health care system.
J Addict Med. 2017;11:3–9.

83. Evans E, Kelleghan A, Li L, Min J, Huang D, Urada D, et al.
Gender differences in mortality among treated opioid depen-
dent patients. Drug Alcohol Depend. 2015;155:228–35.

84. Darke S, Kaye S, McKetin R, Duflou J. Major physical and psy-
chological harms of methamphetamine use. Drug Alcohol
Rev. 2008;27:253–62.

85. Bini EJ, Kritz S, Brown LS, Robinson J, Alderson D,
Rotrosen J. Barriers to providing health services for HIV/-
AIDS, Hepatitis C virus infection and sexually transmitted
infections in substance abuse treatment programs in the
United States. J Addict Dis. 2011;30:98–109.

86. Murali V, Jayaraman S. Substance use disorders and sexually
transmitted infections: a public health perspective. BJPsych
Adv. 2018;24:161–6.

87. Fluyau D, Revadigar N, Manobianco BE. Challenges of the
pharmacological management of benzodiazepine withdrawal,
dependence, and discontinuation. Ther Adv Psychopharmacol.
2018;8:147–68.

OSBORNE ET AL. 1389



88. Leach JP, Mohanraj R, Borland W. Alcohol and drugs in epi-
lepsy: Pathophysiology, presentation, possibilities, and preven-
tion: Alcohol, drugs, and seizures. Epilepsia. 2012;53:48–57.

89. Stallvik M, Nordstrand B, Kristensen Ø, Bathen J, Skogvoll E,
Spigset O. Corrected QT interval during treatment with metha-
done and buprenorphine—Relation to doses and serum con-
centrations. Drug Alcohol Depend. 2013;129:88–93.

90. Galvani S. Alcohol and other Drug Use: The Roles and Capa-
bilities of Social Workers. Manchester, England: Public Health
England; 2015.

91. Keane CA, Kelly PJ, Magee CA, Callister R, Baker A,
Deane FP. Exploration of sedentary behavior in residential
substance abuse populations: Results from an intervention
study. Subst Use Misuse. 2016;51:1363–78.

92. Neale J, Nettleton S, Pickering L. Heroin users’ views and
experiences of physical activity, sport and exercise. Int J Drug
Policy. 2011;23:120–7.

93. Kelly PJ, Baker AL, Fagan NL, Turner A, Deane F, McKetin R,
et al. Better health choices: Feasability and preliminary effec-
tiveness of a peer delivered healthy lifestyle intervention in a
community mental health setting. Addict Behav. 2020;103:
106249.

94. Kelly PJ, Townsend CJ, Osborne BA, Baker AL, Deane FP,
Keane C, et al. Predicting intention to use nicotine

replacement therapy in people attending residential treatment
for substance dependence. J Dual Diagn. 2018;14:120–9.

95. Cheah ALS, Pandey R, Daglish M, Ford PJ, Patterson S. A
qualitative study of patients’ knowledge and views of about
oral health and acceptability of related intervention in an
Australian inpatient alcohol and drug treatment facility.
Health Soc Care Community. 2017;25:1209–17.

SUPPORTING INFORMATION
Additional supporting information can be found online
in the Supporting Information section at the end of this
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