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Trigger warning

AêĲ×ă Ģç× ĢĉĔêÍ ĉá ĢĉÓÀĹȂě ×Ĳ×ăĢ ĂĉěĢ
presentations will include reference to mental ill -
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 

use and mental ill -health 

frequently co -occur

Over a third of people with serious 

mental illness have co -existing drug 

or alcohol conditions

People struggling with these 

issues often experience poor 

health and social outcomes

People with co -occurring problems who are 

not in contact with any specialist services 

are at greatest risk of suicide

Disadvantaged 

communities tend to be 

affected most badly

Drug -related deaths are more than five 

times higher in the most compared to 

the least deprived areas in England



IȂĂ áÀÍing this maze full of 
doors and every time I 
ĉĔ×ă À ÓĉĉėǢ Ģç×ė×Ȃě
another door, sets of 
Óĉĉėěǡ ~ç×ė×Ȃě ăĉ
coherent structure within 
the system that says, 
ǿ,Àă ĳ× Ĕü×Àě× Ĕħüü Ģçêě
together so we can 
actually provide the help 
Ģçêě Ĕ×ėěĉă ă××ÓěǡȀ

Expert -by -experience, Newcastle -Gateshead



Setting the scene1
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Agenda

#nihrclosingthegap



Any questions, just ask one of the team!



Session 1: Setting the scene



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 å Data from the Adult Psychiatric Morbidity Survey
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What are the barriers to care which can increase 
existing inequalities?

ÅAlcohol use can delay someone seeking help for a mental 
őĲċƣőШƓƖŸĤũĲůЯШĬƨĲШƣŸШƣőĲůШĦŸƓŔŰŊШĤǃШћƚĲũŉШůĲĬŔĦċƣŔŰŊќ

ÅAlcohol use can provide a barrier to someone starting 
ůĲŰƣċũШőĲċũƣőШƣƖĲċƣůĲŰƣЯШŔŉШƣőĲǃШĬŸŰќƣШůĲĲƣШƣőĲШĲũŔŊŔĤŔũŔƣǃШ
criteria
ÅTold to reduce drinking before they can be seen by 

services

ÅSomeone with serious mental health problems may not be 
seen by addiction services т if substance use is thought to 
be a consequence of their mental health problem/their 
ŰĲĲĬƚШċƖĲШћƣŸŸШĦŸůƓũĲǂќ

ÅHazardous and harmful drinkers are more likely to drop 
out of treatment (Buckman et al., 2018)



Co-occurring problems in minoritised ethnic 
and racial groups



Associations between alcohol use and mental health
in specific minoritised ethnic groups

ÅPooled associations between hazardous 
drinking and psychological distress were 
significant in the Indian group; those with 
psychological distress had greater odds of 
hazardous drinking 

ÅLimitations due to measurement and 
categorisation of ethnicity in the population 
surveys
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Understanding experiences of alcohol use among 
people from minoritised ethnic backgrounds who have 
a mental health condition

ÅRole of implicit cultural expectations on alcohol use
ÅIf 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

ÅUse of alcohol to fit in with multicultural groups
ÅParticularly if people had moved away from their community

ÅConversations about alcohol were often initiated with trusted people outside of addiction 
settings
ÅLong-term changes supported by family

Puddephatt, J. A., Booth, M., Onwumere, J., Das-Munshi, 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.



Co-development of culturally framed 
alcohol resources for mental health 
and community settings

ÅAims to increase alcohol screening with minoritised ethnic 
service users in mental health settings 

ÅTraining mental health staff and community organisations  to 
routinely assess alcohol use and support alcohol referrals in a 
culturally sensitive way

ÅFurther information: https://sphr.nihr.ac.uk/prevention/co -
production-and-implementation-of-a-culturally -adapted-
alcohol-toolkit -for-mental-health-and-community-
organisations/ 
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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 co-occurring substance use and mental health problems

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 databases (PsychINFO, MEDLINE, CINAHL, Embase, and Web of Science) and grey literature
14609 papers screened; 326 full text screened; 17 included studies





Broader challenges to equitable provision 
e.g. exclusion of people from trials



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

Å Clinical guidelines recommend psychological interventions for bipolar. 

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

Å Research Questions: 

ÅWhat proportion of trials excluded people with AUD? 

ÅDoes this exclusion associate with efficacy? 

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

Å Inclusion criteria: RCTs of any psychological intervention for bipolar, 
including any active or passive control group. 



Findings

Across 92 trials: 

Å34% explicitly excluded people with AUD.

ÅOnly 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. 



Evidence that people with co-occurring problems 
ƚőŸƨũĬŰќƣШĤĲШĲǂĦũƨĬĲĬШŉƖŸůШůĲŰƣċũШőĲċũƣőШƣƖĲċƣůĲŰƣ



Adherence to treatment and treatment outcomes in military 
veterans with co -occurring CMD and AUD

Lower engagement for those with CMD&AUD

ÅTreatment completion:  Veterans with 
CMD&AUD were less likely to complete 
treatment than those with CMD only (68.5% vs 
77.0%)

ÅDNAs:  Veterans with CMD&AUD had a higher 

proportion of DNAs (14% vs 9%, =̡0.04, 95% CIs 

0.01-0.06)

Nkg~|i^ª· ^|^z·«s« ~p ª~¯®s|kz· g~zzkg®ki i^®^ pª~{ ^ ?szs®^ª· Vk®kª^|«í {k|®^z rk^z®r «kª´sgk 
between September 2011 and September 2023



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

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

ÅAfter 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

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.

Implementation 
gap

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

Exclusion from 
research

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

Increasing 
inclusion

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.

Flexibility in 
eligibility for 
treatment
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Healthier and Fairer Programme Healthier and Fairer Programme 

The burden of alcohol on the use of 
healthcare: 

a North East and North Cumbria case study

Sarah Hulse, Strategic Manager for Alcohol, North East North Cumbria ICB

Anna Pickford, Principle Intelligence Analyst, NECS 
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Healthier and Fairer Programme Healthier and Fairer Programme 

Why we did the study and what we wanted 
to know

Å Context of increasing alcohol related harm, greatest in men 

aged 45-59

Å Does alcohol cause increased use of health care?

Å Accounting for other factors that effect healthcare use 

Å Are there trends in attending hospital for those with alcohol 

harm?

Å To understand how to provide better care

Å Cohort of men in North East North Cumbria aged 45-59, 

comparing those known to be risky drinkers or to have used 

health care because of their drinking with those who are not



Healthier and Fairer Programme Healthier and Fairer Programme 

Identification of cohorts

Hospital admission 
data

Males aged 45-59

Alcohol admission or 
alcohol referenced in 

clinical recorded

Alcohol Cohort 
n=27,747

Admitted within the 
last 10 years

Not admitted within 
the last 10 years

Alcohol Cohort n=27,747

No Alcohol admissions 
or alcohol referenced 
on any clinical records

Control Group 
n=335,829

Admitted within the 
last 10 years

Not admitted within 
the last 10 years

Control Group n=335,829

GP data

Other data sources

What did we do?



Healthier and Fairer Programme Healthier and Fairer Programme 

What did we find?
1. Differences between the alcohol & non -alcohol 
cohort 

Alcohol cohort were far more likely to be current smokers, live in areas of high 

deprivation and have a pre-existing condition



Healthier and Fairer Programme Healthier and Fairer Programme 

Alcohol and Control Cohorts ð differences 
in Long Term Conditions

Diagnosed condition Alcohol Control Variation

Anxiety Disorder 37% 17% 20%pts

Depression 35% 15% 20%pts

Hypertension 24% 20% 4%pts

Diabetes 12% 10% 2%pts

Asthma 9% 6% 3%pts

Chronic Obstructive Pulmonary Disease 7% 2% 5%pts

Ischemic Heart Disease 6% 4% 2%pts

Coronary Heart Disease 6% 4% 2%pts

Chronic Lung Disease 5% 1% 4%pts

Å Long term conditions which were more prevalent in the alcohol cohort were
Å Anxiety and Depression
Å Hypertension
Å Diabetes
Å Various respiratory conditions
Å Cardiovascular conditions. 



Healthier and Fairer Programme Healthier and Fairer Programme 

What did we find? 
2. Differences in A&E attendance
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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
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Å Unplanned admissions accounted for the majority of the additional costs 

per person in the alcohol cohort
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What did we find? 
5. Differences in length of stay in hospital
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Å Additional 11.5 bed days per 

person over 10 years
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What did we find? 
6. Differences in Mental Health referrals
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What did we find? 
7. Differences in Mortality

0.4% 0.2% 0.0% 0.2% 0.4% 0.6% 0.8% 1.0%

35

36

37

38

39

40

41

42

43

44

45

46

47

48

49

50

51

52

53

54

55

56

57

58

59

60

A
g

e
 a

t 
d

a
te

 o
f 
d

e
a

th

Age and Cohort at Date of Death - Proportional

Control Alcohol

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

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

Å Peak age was 53-54 years
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Patient vignettes

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

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

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

Å Example 2: representative of patient in midrange cohort

Å Example 3: representative of patient with least number of healthcare 
contacts (lowest 25%)
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Example patient 1
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Example patient 2



Healthier and Fairer Programme Healthier and Fairer Programme 

Example patient 3
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Summary

5 times more 
deaths Twice as many bed 

days

Greater prevalence 
of health conditions

Three times as 
many unplanned 
admissions

50% more A&E 
attendances

Use of unplanned care 
increases towards the 
end of life

£16.8 million 
difference in cost



Healthier and Fairer Programme Healthier and Fairer Programme 

nencicb -styn.alcoholprevention@nhs.net

Sarah.hulse1@nhs.net  

A.pickford@nhs.net

Thanks for listening

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

To get in touch please contact:

mailto:nencicb-styn.alcoholprevention@nhs.net
mailto:nencicb-styn.alcoholprevention@nhs.net
mailto:nencicb-styn.alcoholprevention@nhs.net
mailto:Sarah.hulse1@nhs.net
mailto:A.pickford@nhs.net
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Alcohol and mental health in the North East and North Cumbria



Study aim and methods

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

Data collection: semi-structured interviews between June 2021 and May 2022

Participants: 39 people with self-reported current or recent co-occurring 
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 methodology, lived experience public 
involvement group  (initially 5 people with personal experience of co-
occurring mental health and substance use or as a carer)



Service user interview 
findings



- Many participants spoke about experiences of 
trauma , social isolation and loneliness and / or 
complexity of existing social relationships

- Many participants had multiple and complex needs 

ÅChallenging practices in the health system 

- Generally, unable to access some primary and 
secondary mental health support when using 
alcohol  (including talking therapies, crisis services)

- Felt only getting support at point of crisis 

- Experiences of stigma 

I had asked if there was something 
they could do to change my [anti-
depressant] tablets [. . .] to help my 
ƳƻƻŘΦ !ƴŘ ƘŜ Ƨǳǎǘ ǎŀƛŘΣ άbƻΣ ƴƻǘ ǳƴǘƛƭ 
ȅƻǳΩǾŜ ŀŘŘǊŜǎǎŜŘ ȅƻǳǊ ŘǊƛƴƪƛƴƎΦ hƴŎŜ 
ȅƻǳΩǾŜ ŀŘŘǊŜǎǎŜŘ ȅƻǳǊ ŘǊƛƴƪƛƴƎΣ ǿŜΩƭƭ 
ŀŘŘǊŜǎǎ ȅƻǳǊ ƳŜƴǘŀƭ ƘŜŀƭǘƘΦέ {ƻΣ ǘƘŀǘΩǎ 
ǿƘŜǊŜ LΩƳ ƪƛƴŘ ƻŦ ŀǘΦ

(Female, Participant 23)



Lack of recognition



The doctors gave me a 
number of a group. I phoned 
them and they phoned me 
ōŀŎƪ ŀƴŘ ǎŀƛŘΣ Ψ²ŜΩǊŜ ǾŜǊȅ 
ōǳǎȅΩΦ {ƻΣ L ǘƘƻǳƎƘǘΣ ΨhƘΣ ŦŀƛǊ 
ŜƴƻǳƎƘΩ 

(Male, Participant 32)

I hit the drink because of my 
mental health and my 
depression. . . .So, if that had 
been cured, sorted, first, the 
mental health side of it, I ŘƻƴΩǘ 
think LΩŘ have been drinking, or 
drinking like I am. . . . Because 
your drinking is there because 
of your depression and 
everything else. 

(Male, Participant 19)



Nowhere to go



The (community) psychiatric nurse called up and 
it was one of the most horrible conversations LΩǾŜ 
had in my life, she just ŘƛŘƴΩǘ want to know. She 
said, άLŦ you're with the alcohol recovery service, 
ǘƘŜǊŜΩǎ nothing we can do.έ I was absolutely 
distraught. (Male, Participant 3)

. . . I went to [the hospital] and said to them, άL am having 
intrusive suicidal thoughts. I ŘƻƴΩǘ know why. LΩƳ 
frightened.έ And their response was, ά¦ƴƭŜǎǎ you reduce 
your alcohol to 13 units a week, you will receive no 
treatment from the NHS or from private practice.έ And I 
came out of [the hospital] and thought, ά²ŜƭƭΣ ǘƘŀǘΩǎ it 
then. ¢ƘŀǘΩǎ it. Nothing is going to change, LΩƳ not going to 
get any help.έ (Male, Participant 2)

You just tend to get bounced 
around different services and 
nobody grabs hold of the issue and 
decides to tackle it . . . moving it on 
somewhere else seems to be the 
only thing, if you see what I mean . . 
. and it is not easy, when you are 
depressed, to go and look for help. 
(Male, Participant 28)


