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Trigger warning
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presentations will include reference to mental Il :

health and drug and alcohol use, and some

presentations will include reference to self -harm

and suicide, death or dying and sexual violence.

Please take care of yourselves and feel free to
step out If needed. Speak to a member of the
team with any specific concerns.




Background

Problematic substance People struggling with these Disadvantaged
use and mental ill -health ISsues often experience poor communities tend to be
frequently co -occur health and social outcomes affected most badly
Over a third of people with serious People with co -occurring problems who are Drug -related deaths are more than five
mental illness have co -existing drug not in contact with any specialist services times higher in the most compared to

or alcohol conditions are at greatest risk of suicide the least deprived areas in England
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Agenda

Setting the scene
Leading by lived experience

Showcase of promising practice
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Where do we go from here?

Advances in Dual Diagnosis
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Any guestions, just ask one of the team!
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The epidemiology and treatment
of co-occurring mental health and
alcohol problems

Dr Laura Goodwin
Senior Lecturer in Mental Health and Lead for the Public Mental Health Group
Lancaster University



Common and severe mental health problems and alcohol
use aData from the Adult Psychiatric Morbidity Survey
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Puddephatt, J. A., Jones, A., Gage, S. H., Fear, N. T., Field, M., McManus, S., McBride, O., & Goodwin, L. (2021). Associations of alcohol use, mental health and

socioeconomic status in England: Findings from a representative population survey. Drug and alcohol dependence, 219, 108463.
https://doi.org/10.1016/j.drugalcdep.2020.108463




What are the barriers to care which can increase
existing inequalities?

A Alcohol use can delay someone seeking help for a mental
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A Alcohol use can provide a barrier to someone starting

UlUqca
criteria

A Told to reduce drinking before they can be seen by

services

A Someone with serious mental health problems may not be
seen by addiction servicesr if substance use Is thought to
be a consequence of their mental health problem/their
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A Hazardous and harmful drinkers are more likely to drop

out of treatment (Buckman et al., 2018)
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Co-occurring problems in minoritised ethnic
and racial groups




Assoclations between alcohol use and mental health
I IN specific minoritised ethnic groups

Next Steps
Survey (sweep

Health Survey
for England

(2999 and

2004)

Millennium
Cohort Study

A Pooled associations between hazardous
drinking and psychological distress were
significant in the Indian group; those with
psychological distress had greater odds of survey (2007
hazardous drinking " N
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Puddephatt, J., DasMunshi, J., Coomber, R., Onwumere, J., & Goodwin, L. (20%3). T

Understanding the association between mental health and alcohol use among White Britsh ~ White Other  Black Caribbean  Black African
minority ethnic groups. Alcohol Change UK. m No distress W Meets criteria for distress

South-East
London
Community
Health study
(sweeps 1 and
2)

Understanding
Society (sweep
7)

Psychiatric
Morbidity

35

A Limitations due to measurement and
categorisation of ethnicity in the population
surveys
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Understanding experiences of alcohol use among
people fromminoritisedethnic backgrounds who have
a mental health condition

A Role of implicit cultural expectations on alcohol use

A If people felt that they were not meeting family/community expectations and they had a
mental health problem, alcohol was more likely to be used as a coping response

A Use of alcohol to fit in with multicultural groups
A Particularly if people had moved away from their community

A Conversations about alcohol were often initiated with trusted people outside of addiction
settings

A Longterm changes supported by family

Puddephatt, J. A., Booth, M., Onwumere, J., Dadunshi, J., Coomber, R., & Goodwin, L. (2024). Exploring
experiences with alcohol and how drinking has changed over time among minority ethnic groups with a diagnosed
mental health problem. Social Science & Medicine 348, 116803.
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Co-development of culturally framed -~ —— —
alcohol resources for mental health =~ =“=mEsssssse
and community settings

Co-production and implementation of a culturally sdapted alcobol toolkit for mental health and

nity organisations

A Aims to increase alcohol screening wittminoritised ethnic
service users in mental health settings

A Training mental health staff and communityorganisations to
routinely assess alcohol use and support alcohol referrals in a

culturally sensitive way

A Further information: https://sphr.nihr.ac.uk/prevention/co -
production -and-implementation -of-a-culturally -adapted-
alcohol-toolkit-for-mental-health-and-community -

organisations/
NIHR | Gh e NIHR | &eteera™ NIHR | SeResearen
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How Is the current guidance implemented and
what are the barriers to care experienced by
people with co-occurring problems?




Overview of PHE and NICE guidelines for the provision of care for
people with caoccurring substance use and mental health problems

Public Health England (PHE) PHE Priorities

Care pathway

Care co-ordinator
Jointcommissioning

Access when and where needed
24/7 response to crisis

Pathways to wider support services
Recovery support

No Wrong Door Everyone’s Job

* Opendoor policy * Jointresponsibility
* Make everycontact count * Working together

PHE Framework
Strong therapeutic alliance
Therapeutic optimism
Collaboration of delivery of care
Intoxication managed safely
Stop smoking advice (routine care)
Involve carers/family
Care reflects views and needs of
person

NICE Guidelines for Severe Mental lllness
Identification of co-occurring problems
Not excluded from services because of co-occurring problems
Care co-ordination
Follow up after missed appointment

A systematic review of studies published in the UK since 2017 which focused on treatment for adults

with co -occurring substance use and mental health problems.

Search of 5 databasesiPsychINFQ MEDLINE, CINAHL, Embase, and Web of Science) and grey literature
14609 papers screened; 326 full text screened; 17 included studies



Descriptive core
themes

1: Challenges to care
for co-occurring
conditions

2: Integration of care

3: Barriers and
facilitators

Sub-themes

1.1: Wrong doors

“people often met ‘brick walls” when trying to access support. Examples included waiting lists, requirements around referral pathways, not meeting
eligibility criteria around ‘being sick enough,” or being passed around between services.”

1.2: Recognition of co-occurring conditions

"Because they say, “Oh, you have to reduce your drinking,” but | can’t. I've got deep psychological issues, | can’t- So, | need the therapy in line with
reduction of alcohol. | need them in conjunction, that's my biggest hurdle at the minute. It's a vicious cycle, isn't it?”.

1.3: Access to care when and where it is needed

“Many providers only offered support between normal business hours; yet, people frequently felt that late at night was when they most needed

o

support as ‘'no one is awake’ and that was often when they hit ‘rock bottom’.

2.1: Partnership working

“Substance workers informally asked about the impact of their role within ward settings, feedback was positive and highlighted the expertise on ha
was useful when unsure of where to refer or manage someone in withdrawal.”

2.2: Communication and information sharing

“Participants reported finding the integration of treatment to be beneficial in reducing the sense of stigma and exclusion linked with mental health
services”

2.3: Everyone's job

“If it's done properly, it would take. . .quite a bit of time and finding that time would,. . .be quite difficult within the current constraints.”

3.1: Stigma

“Participants stated they valued the experience of social inclusion and participation in the decision-making process concerning their health care
provision which contrasted with their pervading sense of social exclusion and perceived stigma from mental health services and society at large”
3.2: Therapeutic optimism

“The relationships formed between clients and substance misuse workers is another key factor in success, and individuals who feel a strong connec
with their workers are more likely to engage with treatment and achieve positive outcomes”

3.3: Systems and structural level

“I think it's been hugely disappointing, how slow the treatment field has been to, even to recognise the evidence presented to it, uh, and incredibly
slow to incorporate this ability to get more benefit from the treatments they are providing”
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Broader challenges to equitable provision
e.g. exclusion of people from trials




Systematic review and meta-analysis of RCTs of
psychological interventions for bipolar

Review article

Journal of Affective Disorders ,*
0

Volume 389, 15 November 2025, 119745

Alcohol use across trials of
psychological interventions for
bipolar: A systematic review and
meta-analysis

Lauren Halsall@? & &

, Steven Jones 9, Zoe Swithenbank ¢, Anastasia Ushakova ®,

Laura Goodwin ©

A Clinical guidelines recommend psychological interventions for bipolar.

A However, is AUD a common exclusion criteria for trials, possibly to
increase likelinood of trial efficacy.

A Research Questions:
A What proportion of trials excluded people with AUD?

A Does this exclusion associate with efficacy?

A Titles, abstracts, and keywords published in the English on MEDLINE,
PsycINFO, EMBASE, SCOPUS, and CENTRAL were searched In
December 2024 (n = 12,833).

A Inclusion criteria: RCTs of any psychological intervention for bipolar,
Including any active or passive control group.
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Volume 389, 15 November 2025, 119745

Review article

Alcohol use across trials of
psychological interventions for
bipolar: A systematic review and
meta-analysis

Lauren Halsall@? & &

Laura Goodwin ©

Journal of Affective Disorders ,*
0

X, Steven Jones 9, Zoe Swithenbank ¢, Anastasia Ushakova ®,

Across 92 trials:
A 34% explicitly excluded people with AUD.
A Only 16% explicitly included people with AUD.

Meta-analysis: No differences were found in overall
Intervention efficacy between trials including and
excluding people with AUD for either manic or
depressive symptoms.

Conclusions: Future trials should aim to recruit more
representatively, to allow evidenced -based treatment
decisions to be made.
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Adherence to treatment and treatment outcomes Iin military
veterans with co-occurring CMD and AUD

Lower engagement for those with CMD&AUD

A Treatment completion:  Veterans with
CMD&AUD were less likely to complete
treatment than those with CMD only (68.5% vs

Nkg~|] 1 ~a2. ~N| Nz.«S« ~p 2~ ®s| kz- g~zzkg®ki i1 ""®" p?2~/{
77.0%)
A DNAs: Veterans with CMD&AUD had a higher

between September 2011 and September 2023
proportion of DNAs (14% vs 9%, | =0.04, 95% Cls I I - .
0.01-0.06) Treatment complete DNA rates

B CMD mCMD&AUD




Treatment outcomes across those with CMD vs co -occurring
CMD & AUD

Reliable improvement:  Similar between groups in unadjusted analyses for all CMDs.

A After adjustment, CMD&AUD group showed slightly better improvement for
Depression.

Reliable recovery: Similar between groups in any analysis for all CMDs.
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Conclusions

Implementation
gap

Co-occurrence is not
uncommon, yet people with
co-occurring problems often
experience inequalities in
accessing the support they
need. Guidance is often not
implemented.

Exclusion from
research

People with co -occurring
problems have also
commonly been excluded
from the research which
informs provision of
psychological interventions

Increasing
Inclusion

We need to prioritise better

inclusion of people with co -

occurring problems in
research and treatment ,
particularly marginalised
groups, and support people
to be able to engage with
mainstream services

Flexibility in
eligibility for
treatment

Integrated interventions can
work, and our provisional
data suggests that people
with co -occurring problems
can benefit just as well from
psychological interventions.

Abstinence based eligibility
criteria may not be helpful.
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Why we did the study and what we wanted
to know

A Context of increasing alcohol related harm, greatest in men our area NHS
North East and

ag e d 4 5 - 5 9 NHS North East and North Cumbria North Cumbria

Integrated Care Board (ICB)

A Does alcohol cause increased use of health care?

A Accounting for other factors that effect healthcare use

A Are there trends in attending hospital for those with alcohol

edcar and

A To understand how to provide better care Tk

A Cohort of men in North East North Cumbria aged 45-59,
comparing those known to be risky drinkers or to have used W il
health care because of their drinking with those who are not " e




What did we do?

GP data

Hospital admission
data

Other data sources

Males aged 459

Alcohol admission o
alcohol referenced In
clinical recorded

No Alcohol admissio
or alcohol referenced
on any clinical record

Alcohol Cohort

Admitted within the
last 10 years

Not admitted within
the last 10 years

Admitted within the
last 10 years

Not admitted within
the last 10 years



What did we find?

1. Differences between the alcohol & non -alcohol
cohort

Cohorts by Index of Multiple Cohorts by Age in Years Cohorts by Smoking Status Cohorts by Long Term Condition
Deprivation 8.00% 70.00% Count
35.00% 7.00% : il i 60.00% 60.00%
30.00% 6.00% . 1 | | NN soo0% | 50.00%
‘ il | ! B ‘ il
Y % 500‘% | ; ! | i I | f {1 4 jal
25.00% | } H | | ! BE B 40.00% ‘ 40.00%
20.00% 4.00% i 11010 |
» | 30.00% 30.00%
15.00% W8 3.00% L
1000 BN B8 BB 2.00% #0.00% | 20.00%
| . s | . \
= 1 IH halaalald ey i A - Il B I
0.00% " 1Al .l 0.00% 0.00% 0.00% - - -
1 2 3 4 5 6 7 8 9 10 45 46 47 48 49 50 51 52 53 54 55 56 57 58 59 Non-Smoker Ex-Smoker Current Smoker 0 1 2 3 A+
IMD Decile Agein Years Smoking Status Number of Long Term Conditions
W Alcohol Group  ® Control Group N Alcohol Group  ® Control Group M Alcohol Group  ® Control Group B Alcohol Group  ® Control Group

Alcohol cohort were far more likely to be current smokers, live in areas of high
deprivation and have a pre-existing condition



Alcohol and Control Cohorts d differences
In Long Term Conditions

Diagnosed conditiol Alcoho| Contro| Variatior

Cohorts by Long Term Condition

Count Anxiety Disorde 37% 179 20%pts
Depressio 35% 159  20%pts
60.00% _
Hypertensiol 24Y% 20% 4%pts
50.00% _
Diabete! 12% 10% 2%)pts
40.00%
Asthma 9% 6% 3%pts

30.00% Chronic Obstructive Pulmonary Dise 7% 2% S%pts

Ischemic Heart Disea 6% 4% 2%pts
I I I I I Coronary Heart Disea 6% 4% 2%pts
. — — — Chronic Lung Dises 5% 1% A%t

0 1 2 3 4+

Number of Long Term Conditions

20.00%

10.00%

0.00%

™ Alcohol Group Control Group A Long term conditions which were more prevalent in the alcohol cohort wer
Anxiety and Depression

Hypertension

Diabetes

Various respiratory conditions

Cardiovascular conditions.

Too oo T T I



What did we find?
2. Differences in A&E attendance

9.00 9
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AE_Attendence AE_Attendence

@ Control Average B Alcohol cohort Average (adjusted) @ Control Average B Alcohol cohort Average (adjusted)

Admitted sub cohort Non-admitted sub cohort

Admitted sub cohort defined as patients with at least one hospital admission




What did we find?

3. Differences in hospital admissions and costs linked to
these
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What did we find?
4. Differences in Planned and Unplanned admissions

verage (adjusted)

A Unplanned admissions accounted for the majority of the additional costs
per person in the alcohol cohort




What did we find?
5. Differences in length of stay in hospital

A Additional 11.5 bed days per
person over 10 years




What did we find?
6. Differences in Mental Health referrals

Admitted sub cohort Non-admitted sub cohort




What did we find?
7. Differences in Mortality

Age and Cohort at Date of DeatRroportional

A 12.5% of the alcohol cohort died
within the 10 year period

A 2.5% of the control cohort died
within the 10 year period

A Peak age was 534 years




Patient vignettes

A Detail of cost and individual events do not illustrate the complexity of care
that people experience

A 3 anonymised patients were chosen at random to depict the range of 'typical
healthcare utilisation' timelines

A Example 1: representative of patient in cohort with greatest number of
healthcare contacts (highest 25%)

A Example 2: representative of patient in midrange cohort

A Example 3: representative of patient with least number of healthcare
contacts (lowest 25%)
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Example patient 2
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Example patient 3




Summary

Greater prevalence
of health conditions

ﬁ 5 times more
deaths

£16.8 million
difference In cost

&
E
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|7

50% more A&E
attendances

Three times as
many unplanned
admissions

Twice as many bed
days

Use of unplanned care
Increases towards the
end of life



Thanks for listening

https://arc -nenc.nihr.ac.uk/evidence/alcohol -
healthcare -use/

To get In touch please contact:
nencicb -styn.alcoholprevention@nhs.net

Sarah.hulsel@nhs.net

A.pickford@nhs.net
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Alcohol and mental health in the North East and North Cumbria
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Study aim and methods

Aim: to explore the views and experiences of people withocaurring alcohol
use and depression living in the North East and North Cumbria, and health and
social care practitioners who work with them

Data collection:semtstructured interviews betweedune 2021 and May 2022

Participants:39 people with seilfeported current or recent cmccurring

alcohol use and depression, living in the North East and North Cumbria, 27
practitioners (statutory, community and voluntary sector, local authority) who
work with this population

Analysis:interpretive description methodolog{ived experience public
Involvement group (initially 5 people with personal experience of-co
occurring mental health and substance use or as a carer)



Service user Iinterview
findings




- Many participants spoke about experiences of

trauma , social isolation and loneliness and / or had asked if th -
complexity of existing social relationships | had asked It there was something
they could do to change my [antl

- Many participants had multiple and complex needs ~ depressant] tablets [. . .| to help my

Y22R®d | yR KS 2dzaid al
A Challenging practices in the health system e2dzQ0¥S | RRNbBaaSR ezd
- Generally, unable to access some primary and e % 929 ? S | RRNbaa § R ) e 2 d
secondary mental health support when using | RRNBXaa €ez2dzNJ YSyYy Ul 't
alcohol (including talking therapies, crisis services) GKSNE LQY 1TAYR 27F I
- Felt only getting support at point of crisis

- Experiences of stigma (Female, Participant 23)
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| hit the drink becauseof my
mental health and my
depression. . .So,If that had
been cured, sorted, first, the
mental health sideofit, IR 2 y Q (i
think L @&ebeendrinking, or
drinkinglike | am. . . . Because
your drinking Is there because

of your depression and
everythingelse

The doctors gave me a

number of a group. | phoned

them and they phoned me

oF Ol YR &al ARX!| W2 S
0dzaé Qo {23 L (K2dz3
Sy 2dzZaKQ

(Male, Participant 32)

(Male, Participant19)



nowhere to go

Nowhere to go
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The (community)psychiatricnurse called up and

it was one of the mosthorrible conversationd. Q @ S
had in my life, shejust R A Rwaft ib know She
said, a Llydu're with the alcoholrecoveryservice,

0 K S M®&Hhg we can doé | was absolutely
distraught (Male, Participant3)

You just tend to get bounced
around different services and

... I wentto [the hospital]and saidto them, a &m having nobodygrabshold of the issueand
intrusive suicidal thoughts | R 2 y Khaw yvhy. L QY decidedo tackleit . . . movingit on
frightenede And their responsewas, a | Y ty&uaetluce somewhereelse seemsto be the
your alcohol to 13 units a week, you will receive no onlything, if youseewhat | mean. .
treatment from the NHSor from private practicee And | . and it is not easy,when you are
came out of [the hospital] and thought, & 2 St KEitl Q& depressedto go and look for help.
then. ¢ K | il Nbéhingis goingto change L (¥t goingto (Male, Participant28)

getanyhelpg (Male, Participant?)



