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Abstract 

 

Background: People who use alcohol (PWUA) experience a higher rate of 

psychological problems including depression, anxiety and post-traumatic stress disorder 

(PTSD). Despite clinical recommendations for psychological therapy as first-line treatment, 

psychological support for PWUA in the United Kingdom (UK) remains fragmented and 

inconsistent. Provision is often split between specialist community substance use services and 

National Health Service (NHS) mental health services. Broader research into the UK 

healthcare system has shown PWUA struggle to access appropriate services for support with 

both general health and alcohol addiction. More specific research into PWUA’s experience of 

pathways into psychological therapy is limited.  

 

Aim: This study addresses this gap in the literature and explores the experiences of 

attempts to access psychological therapies from the perspective of PWUA.  

 

Method: 15 PWUA were recruited mainly from community substance use services 

and addiction support groups across South East England. Semi-structured interviews were 

conducted with participants who identified as trying to negotiate both alcohol addiction and a 

mental health problem. A Constructivist Grounded Theory approach guided the data 

collection and analysis with a focus on the principles of constant comparison.  

 

Findings: A theoretical model was constructed, integrating the themes of chaos, 

negative self-image, embodied experiences such as relapse, and an increasing sense of self-

reliance. The process by which PWUA remain stuck in a chaotic system, as well as the 

alternative pathways sought out of chaos, are presented in the model.  

 

Conclusion: This study draws attention to the difficulties PWUA experience when 

attempting to navigate routes into mental health treatment as well as the need for integrated, 

consistent and accommodating pathways to support chronically excluded PWUA into 

appropriate psychological treatment. Findings are discussed in relation to existing research; 

implications for clinical practice are considered, especially regarding the provision of NHS 

services as opposed to third sector organisations.  
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Chapter One: Introduction 

 

1.1 Chapter overview 

 

This study examines the experiences of people who use alcohol (PWUA) as they 

navigate the psychological treatment pathway in an attempt to access talking therapy. Chapter 

One first provides an overview of the relationship between alcohol use and mental health 

issues. It then describes the complex and often contested definitions of both addiction and 

recovery, giving a brief history of the differing schools of thought and competing 

conceptualisations of addiction. The chapter then explores the segregation of mental health 

and addiction services within a UK healthcare policy context. More specifically, it presents 

the impact that this has had on treatment options for those struggling with substance use 

issues, and in particular alcohol addiction. Recent changes to NHS Talking Therapies 

(previously known as Improving Access to Psychological Therapies [IAPT]) in the context of 

inclusion and exclusion criteria for PWUA are considered. A review of the current literature 

is then provided, in the form of a meta-ethnography. The chapter concludes with a 

presentation of both the rationale and aims of the study.    

 

1.2 Alcohol and health 

 

Alcohol addiction accounts for approximately 5.3% of the global burden of disease 

and three million deaths each year worldwide (World Health Organisation [WHO], 2022). 

The Office for National Statistics (ONS, 2025) reported that alcohol-related deaths in the UK 

were at a record high in 2023 with 10,473 reportedly due to heavy drinking. The co-

occurrence of both alcohol addiction and psychological problems is well-established within 
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the literature. In the UK, 71% of PWUA were reported to have a mental health need in 2023 

(Office for Health Improvement & Disparities, [OHID] 2023a). Research has also shown 

alcohol addiction is strongly associated with higher rates of both anxiety and depression (Lai 

et al., 2015; Puddephatt et al., 2022).   

 

More specifically, a causal relationship between increased alcohol use and the 

development of mental health issues such as anxiety, depression and PTSD has been 

documented (Connery et al., 2020; Debell et al., 2014; Jané-Llopis & Matytsina, 2006; 

Klanecky et al., 2016; WHO, 2022). Conversely, psychological problems and exposure to 

traumatic life events, especially those occurring in childhood, are now recognised to increase 

the likelihood of developing an alcohol addiction, including physical dependency (Ford et al., 

2007; Khoury et al., 2010; ; Maté, 2018; Moustafa et al., 2021). Recently, the Dame Carol 

Black independent review of drugs in England reported that trauma and mental ill-health are 

the “drivers and accompaniment of much addiction” (Black, 2021).  

 

The term “dual diagnoses”, referring to the presence of both a substance use disorder 

and psychological illness, is now well-established in the literature (Guest & Holland, 2011; 

Hall & Farrell, 1997). In a UK healthcare context, this term only refers to those with a 

diagnosed serious mental illness (SMI). The term has been criticised as problematic and even 

pejorative, with critics arguing that addiction and mental health issues should instead be 

viewed as “co-occurring conditions”, “co-existing difficulties” (Guest & Holland, 2011) 

rather than “separate problems for a ‘dual diagnosis’” (Black, 2021). Furthermore, the term 

does not account for those with undiagnosed or common mental disorders (CMDs), defined 

by the Department of Health and Social Care as psychological problems such as anxiety, 

depression and phobias (DHSC, 2020).  
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1.3 The history and conceptualisation of addiction and recovery 

 

1.3.1 Addiction 

 

The concept of addiction remains notoriously elusive, with attempts at definitions 

often failing to grasp the complexity and richness of the process (Albanese & Shaffer, 2012; 

Fisher, 2022; Shaffer, 1997; Shaffer 1999; Shaffer & Albanese, 2005; Weegman, 2017). 

Throughout history, addiction has been conceptualised under two competing frameworks: the 

disease versus the morality model (Frank & Nagel, 2017; Pickard, 2020). Prior to the early 

twentieth century, the term addiction related to an admirable sense of passion, from the Latin 

to assign to, rather than a pathological disorder (Maté, 2018). The now-dominant disease, or 

neurobiological, model emerged over the twentieth century, with roots in the birth of 

Alcoholics Anonymous (AA) in the 1930s (Morris et al., 2023a). Addiction is understood as 

a “chronic, relapsing neurobiological disease characterised by compulsive use despite 

negative consequences” (National Institute of Drug Abuse [NIDA], 2020; Pickard, 2020, p. 

37). The brain is thus “hijacked” by substances that enhance surges of dopamine through 

neurotransmitters, creating an artificially increased sense of pleasure, activating the brain’s 

reward processing system and alleviating negative emotional states such as anxiety, stress 

and emotional pain (National Institute of Alcohol Abuse and Alcoholism [NIAAA], 2023). In 

this way, compulsion overrules choice, with addicted individuals continuing to ingest 

substances despite no longer deriving pleasure from use.  

 

The neurobiological model helped to counter the previously dominant morality model 

of addiction whereby individuals are seen to have a choice whether or not to be addicted, and 
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those who engage in substance (mis)use viewed to lack willpower and self-control (Frank & 

Nagel, 2017; Pickard, 2020). Neurobiological models, therefore, were understood to de-

moralise addiction (Frank & Nagel, 2017) and remain prominent globally, considering 

NIDA’s (2020) statement of addiction as a “brain disorder”. For some, the neurobiological 

model reduces stigma by allowing the individual to believe they are victim to a disease. For 

12 Step recovery programmes such as AA, the outsourcing of the causes of addiction allows 

individuals to hand over responsibility to a higher power (AA, 2001). It has since been 

argued, however, that the neurobiological model may in fact reinforce questions of morality 

rather than reduce them, considering that disease itself is stigmatised and difficult to rid 

oneself of (Frank & Nagel, 2017). Viewing addiction in an isolated biological form under the 

dominant disease model could lead to pessimism and a sense of hopelessness – substance 

users may consider themselves passive victims of a disease outside of their control. Addiction 

becomes viewed as something to be “got rid of” rather than something to be “worked with” 

(Fisher, 2022).  

 

Neurobiological models are also criticised for their reductionist nature, 

notwithstanding questions relating to why some people become addicted while others do not 

(Fisher, 2022; Frank & Nagel, 2017; Maté, 2018). While all addictions have a biological 

dimension, given the altered physiological state in the brain, there are myriad complex factors 

involved which tend to be overlooked (Maté, 2018; Teesson et al., 2011). Towards the latter 

half of the twentieth century, there was a rise in psychological theories of addiction, including  

behavioural models, for example, as well as studies relating to individual differences 

including the “addictive personality” (Teesson et al., 2011). More recently, socio-cultural 

explanations, such as environmental factors which make addiction more likely, have been 

explored (Fisher, 2022; Maté, 2018; Teesson et al., 2011). The more recent backlash to the 
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disease model has started to reframe the individualised moral burden of addiction into 

something of a complex interaction between human beings and their social and political 

environments (Maté, 2018). Links between environmental impacts of early years trauma on 

brain development and the subsequent likelihood of developing an addiction have been well-

researched, with traumatic childhood experiences now understood to impact on key 

biological functions of the brain (Fisher, 2022, Maté, 2018).  

 

1.3.1.1 Diagnostic criteria: alcohol use disorder (AUD) 

 

Clinically diagnosing addiction remains equally contested. Addiction itself is rarely 

defined, but terms such as abuse, dependence and disorder have been used interchangeably 

over time (Rosenthal & Faris, 2019). The 11th Edition International Classification of Diseases 

(ICD-11) uses the umbrella term “disorders due to use of alcohol” (WHO, 2022). Within this 

category, there are differentiations between varying degrees of alcohol use. “Harmful use” is 

defined as “a pattern of alcohol use that has caused damage to a person’s physical or mental 

health or has resulted in behaviour leading to harm to the health of others” (WHO, 2022). In 

the UK, the National Institute for Health and Care Excellence (NICE) uses the terms “alcohol 

misuse” and “alcohol use disorder” (AUD) interchangeably, covering a spectrum of varying 

severity from harmful to dependent drinking (NICE, 2014). In comparison, the 5th Edition 

Diagnostic and Statistical Manual of Mental Disorders (DSM-5) (American Psychiatric 

Association [APA], 2013) only relatively recently combined the previously separate terms 

“abuse” and “dependence” into a spectrum of AUD in 2013 (Rosenthal & Faris, 2019), 

defining AUD as “a problematic pattern of alcohol use leading to clinically significant 

impairment or distress”. The DSM-5 definition uses 11 criteria grouped into four primary 

categories: physical dependence, risky use, social problems, and impaired control. Diagnoses 
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range from mild (meeting two to three criteria), moderate (four to five criteria), or severe (six 

to eleven criteria) (APA, 2013). 

 

The diagnostic category of AUD has also been criticised as one which overlooks the 

“complex and heterogeneous nature of alcohol problems” (Morris et al., 2023a). Public 

versus professional narratives relating to AUD also tend to differ greatly, with public 

conceptions continually embedded in the stigmatising and othering notions of “alcoholism” 

and “disorder”, favouring reductionism under the umbrella of a clinical “disease model” 

narrative, which has dominated discourse over the twentieth century and heavily burdens the 

individual as biologically problematic (Morris et al., 2023a).  

 

1.3.1.2 Terminology used in the current study  

 

Considering the complexity associated with the concept, definition and diagnosis of 

addiction, the current study employs the term “people who use alcohol” which is 

recommended by the Society for the Study of Addiction (SSA) (2022) as appropriate 

“person-first” terminology to refer to alcohol addiction whilst avoiding stigmatising language 

in research. Whilst of course the majority of people who consume alcohol would not identify 

themselves as having an addiction, the current study intends the term PWUA to describe 

those who self-identify as having an “addiction” to alcohol or consume alcohol in a 

“harmful” or “problematic” way, rather than “general population” level drinkers. The term 

PWUA also accounts for the many participants and readers who may be unlikely to have 

clinically-diagnosed AUD, but nonetheless self-identify as having “problematic” or 

“harmful” alcohol use, as defined by the individual themselves. Therefore, PWUA as a term 

accommodates an individual’s self-identification in terms of addiction, whilst acknowledging 
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that alcohol use – in terms of the presence of an addiction or AUD - is difficult to define 

solely through presence or absence of diagnostic criteria.  

 

This is in line with the current movement towards understanding addiction as broad 

and deeply heterogeneous, rather than existing upon a single continuum of biological disease, 

representing a person’s entire identity (Maté, 2018; Morris et al., 2023a). The term PWUA 

also aims to avoid the stigmatising and reductionist notions of “alcoholic” or “addict”. The 

use of acronyms has also been deemed stigmatising in some literature (SSA, 2022). While the 

current study acknowledges and agrees with this perspective, it is required to adhere to a 

restrictive word limit. It therefore continues to use the acronym PWUA for practical 

purposes.  

 

1.3.2 Recovery  

 

Like addiction, recovery is conceptually blurry and difficult to define, especially 

considering the natural ebbs and flows that occur during its process (Davidson & White, 

2007; El-Guebaly, 2012; White, 2007). A systematic review of the literature on the concept 

of recovery demonstrates the contested nature of the term, with various bodies producing and 

re-producing loose definitions (El-Guebaly, 2012). The UK Clinical Guidelines for Alcohol 

Treatment (OHID, 2023) define recovery as “a process of building up positive benefits that 

can help the person to sustain abstinence (or moderate drinking where appropriate) and to 

develop broader wellbeing and a life that is meaningful to them”. Alternatively, APA (2018) 

defines recovery as “a state of ongoing sobriety following long-term substance abuse” which 

has been criticised for overlooking the chronic (but expected) cycles of relapse and re-entry 

into treatment and recovery which can last for decades, if not life (El-Guebaly, 2012).  
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Recovery as simply “sober” alludes to a status of “fixed”, “healed” and “cured” which 

are common terms within 12 Step approaches, supporting PWUA towards total sobriety and 

the notion of becoming a “better person” (El-Guebaly, 2012). Such ideas are problematic in 

themselves and can in fact further stigmatise the already denigrated addicted person within 

society. Within the field of healthcare, even the “fully recovered” person holds marginalised 

status when compared to other biomedical fields such as “cancer survivor” (El-Guebaly, 

2012). Furthermore, non-abstinent recovery stories, especially those of lived experience, are 

rare in the field of addiction (Morris et al., 2023a). Fisher (2022) also argues that abstinence 

should not be the sole goal of treatment, describing addiction as “profoundly ordinary: a way 

of being with the pleasures and pains of life, and just one manifestation of the central human 

task of working with suffering” (p. 300). Neale et al. (2015) explored service users’ views of 

recovery measures in UK treatment providers, finding weaknesses in views of recovery as 

“cure” and preferences for recovery to speak to notions of “coping”.  

 

In the UK, the heavy impact of social, cultural and economic factors on the root 

causes of addiction (such as poverty and trauma) contrast starkly with the provision of care 

when it comes to supporting those with addictions– such as adequate rehabilitation and 

detoxification programmes (Sebatindira, 2023). It is argued that soberness and recovery are a 

way of fitting into a capitalist norm, ensuring all individuals contribute to and function 

productively within society. Sebatindira (2023) suggests that society’s reluctance to provide 

support to somebody who is not yet sober or “recovered”, or even somebody who is still 

“committed to failure” in the eyes of the state demonstrates that supporting those with 

addictions is still a radical concept. As it stands, provision of addiction treatment and 

decisions over who has access to help speaks volumes as to society’s views on who is, or is 
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not, worthy of treatment (Sebatindira, 2023). Arguably, this is an example of the heavy 

burden of morality that is laid upon recovery being the desired end goal and one which all 

people with addictions should be aiming for.  

 

1.4 Addiction and mental health services: The UK healthcare context 

 

1.4.1 Addiction treatment in the UK 

 

In the UK, the DHSC introduced a four-tiered system in 2006 in order to treat 

addiction. Tier one treatment is delivered by healthcare professionals (HCPs) in primary care 

settings which includes interventions such as alcohol use screening and onward referral, 

whilst tier two services are provided by HCPs with some training in substance use, offering 

extended brief interventions such as harm reduction. Those with more serious substance use 

issues are seen by tier three services, which provide structured support from specially trained 

HCPs. Tier four provides rehabilitation and detoxification inpatient services staffed by highly 

specialised HCPs (Murray et al., 2012).  

 

For those with clinically-recognised AUD, treatment is centred upon community 

services providing outpatient detoxification and psychosocial interventions, alongside 

residential services providing structured rehabilitation programmes as well as inpatient 

detoxification, whereby PWUA can be supported to safely withdraw from physical alcohol 

dependence (Rose et al., 2011). Rehabilitation and detoxification programmes in England, 

however, are underfunded and remain notoriously difficult to access (Black, 2021; Jackson et 

al., 2024) often with long delays for inpatient treatment, triggering stress and feelings of 

isolation for those on the waiting list (Neale et al., 2024).  
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1.4.2 Segregation of mental health and addiction services 

 

Considering the well-known links between alcohol addiction and mental health 

problems, it is concerning to note the chronic issue of segregation between the substance use 

and mental health sectors in the UK. This has drawn significant attention since the 2012 

Health and Social Care Act (HSCA) transferred commissioning responsibilities for drug and 

alcohol services from the NHS to local authorities (King’s Fund, 2021; NHS England, 2016; 

Poulter et al., 2021; Roberts et al., 2020). Substance use services are “currently being 

delivered to patients by a fragmented patchwork of largely non-NHS providers” (Poulter et 

al., 2021, p. 4) including third sector or quasi-autonomous non-governmental organisations. 

65% of specialist community services are now provided by third sector or private agencies, 

compared with 90% provided by the NHS prior to 2012 (Roberts et al., 2020). 

 

This transition contributed to the divide between mental health and addiction services, 

with siloed funding and commissioning no longer providing incentives for joined-up working 

(Black, 2021). There is a chronic lack of coordination across services as a result, making 

integrated support for those with co-occurring conditions a practical challenge. HCPs have 

also become broadly specialised within fields of health which goes against the concept of 

integrated service provision (Murray et al., 2012). Even the term “dual diagnosis” itself 

arguably contributes to the complexity and fragmentation of substance use and mental health 

issues in terms of treatment provision (Guest & Holland, 2011; Holland, 1998), viewing the 

two as separate diagnoses requiring separate treatment from separate services (Black, 2021).  

 

1.4.2.1 Impact of segregation on PWUA 
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A meta-analysis conducted into the association between mental health problems and 

alcohol use concluded a strong need for alcohol and psychological problems to be “treated in 

parallel” (Puddephatt et al., 2022, p. 1570); in the UK, however, the lack of service 

integration has drawn heavy criticism, becoming a well-documented issue in public health 

policy over the last decade. Numerous reports have highlighted the risk of exclusion that 

people with addictions face from mental health support as a result of the long-standing divide 

between services (Black 2021; King’s Fund, 2021; NHS England, 2016; PHE, 2017; 

Recovery Partnership, 2015). Providing specialist, rather than integrated, services leaves 

people risk of falling through the gaps between treatment providers, or facing rejection from 

mental health services due to strict referral criteria surrounding addiction. The Five Year 

Forward View for Mental Health report (NHS England, 2016, p. 23) highlighted similar 

concerns, stating “referral pathways have become more complex and many people with 

mental health and substance misuse problems no longer receive planned, holistic care”. Those 

with addictions and co-occurring mental health problems often find themselves frequently 

passed between various providers, which risks service drop-outs and treatment incompletion 

(Black, 2021; King’s Fund, 2021; Powell, 2006) and places the onus on individuals to 

manage and coordinate their own care (Jackson et al., 2024; May et al., 2014). Reports have 

suggested that people with addictions are regularly excluded from mental health support until 

they have resolved their addiction issues, whilst simultaneously excluded from substance use 

services until they have addressed their mental health problems (Black, 2021; Jackson et al., 

2024; Montgomery et al., 2023; Roberts et al., 2020).  

 

The state of substance use service provision itself has also been criticised as 

fragmented following the 2012 HSCA (King’s Fund, 2021; Black, 2021; Poulter et al., 2021). 
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In 2021, Public Health England (PHE) (now OHID), reported 82% of dependent PWUA are 

not accessing any substance use treatment (Alcohol Change, 2018). The complexity of the 

funding and commissioning process inadvertently affects pathways into services as well as 

the quality and range of treatment options (Gilburt et al., 2015). Alcohol-related hospital 

admissions have been significantly increasing in England, leaving the NHS to regularly 

provide unplanned and non-specialist hospital detoxification out of necessity (Poulter et al., 

2021). Until recently, spending cuts to local substance misuse services resulted in fewer 

service users accessing and completing treatment (Roscoe et al., 2022) as well as the closure 

of numerous specialist inpatient units and increasing pressures on acute hospital services 

(Phillips et al., 2021). In 2021, however, it should be noted that increased funding was 

allocated to both new and existing detoxification services in the UK, following an 

independent review into the significant financial under-provision of services (Neale et al., 

2024). What little psychological support is provided within substance use services often 

refers to motivational interviewing or keywork sessions rather than psychological therapy 

with an accredited therapist (Black, 2021; Jackson et al., 2024). Psychosocial interventions 

that are currently offered are limited and delivery is “substandard, frequently amounting to 

little more than a chat with a drug worker” (Black, 2021, p. 34). Furthermore, there are a 

shortage of training posts in addiction psychiatry due to funding cuts. The impact of such cuts 

have been cited as fewer specialists within addiction services, meaning that non-specialist 

doctors, such as those in A&E departments, often take the lead in supporting those with 

addictions, without the necessary expertise (British Medical Association [BMA], 2024).   

 

1.4.3 NHS Talking Therapies and clinical therapeutic guidelines 
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Psychological support for common mental disorders (CMDs) is, at present, provided 

largely by NHS Talking Therapies. The service provides therapeutic interventions for 

depression and anxiety as well as other CMDs such as PTSD, as outlined in NHS England’s 

Community Mental Health Framework (2019). While NICE provides clinical treatment 

guidelines for people with “co-existing severe mental illness and substance misuse” (NICE, 

2016), at present there are no equivalent guidelines for those with co-occurring CMDs and 

addiction issues. Recommendations are based on specific presentations alone, such as 

treatment for anxiety or depression (NICE, 2014a; 2022); separate guidelines offer treatment 

recommendations for PWUA (NICE, 2014). Psychological, or talking, therapies such as 

cognitive behavioural therapy (CBT) are acknowledged to be highly effective in treating 

alcohol use disorders (NICE, 2014; OHID, 2023). Despite this evidence, NICE (2014) 

recommendations for supporting PWUA therapeutically is to offer CBT or other behavioural 

therapies with a focus on “alcohol related problems”, rather than offering specific 

psychological interventions for trauma, anxiety or depression, for example.  

 

A “Positive Practice” report, published by NHS Talking Therapies in 2012, 

recognised the possibility of “substantial clinical gains to be made” in working with those 

with addictions, given “there is no evidence that substance misuse per se makes the usual 

psychological therapies ineffective” (IAPT, 2012, p. 1). From 2018, NHS Talking Therapies 

set out that drug and/or alcohol use should not be an automatic exclusion criterion from 

treatment as long as one’s use does not interfere with session attendance or engagement and 

that people with addictions should be in treatment with a local substance use service 

simultaneously to receiving therapy (NHS England, 2024). Guidance also suggests, however, 

that services should be flexible in their approach to engaging those with addictions, such as 

tolerating some missed sessions and working jointly with substance use services to provide 
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treatment (NHS England, 2024). In practice, however, it has been found that PWUA are often 

excluded from accessing psychological support in the UK due to their alcohol use, informed 

that sobriety is a requirement before being accepted into therapy services (Jackson et al., 

2024; Montgomery et al., 2023). Studies have also shown that while PWUA perceive their 

addictions to be intrinsically linked to their mental health problems, this is seldom recognised 

by healthcare services (Jackson et al., 2024; Lawrence-Jones, 2010).  

 

1.4.4 Integrating the addiction and mental health sectors 

 

Davidson and White (2007) argue that integration between the addiction and mental 

health sectors is “sorely needed and long overdue” especially considering “mental illnesses 

and addictions co-occur within the same person as frequently as they exist independently of 

one another” (Davidson & White, 2007, p. 110). A meta-analysis conducted by Drake et al. 

(2004) also demonstrated the benefits of an integrated care system for people with co-

occurring addiction and mental health issues, especially in terms of engagement and 

motivation for recovery. The need for better integrated services to tackle the exclusion of 

people with addictions from mental health services has been emphasised in UK health policy 

research over the past decade. The “Better Care for People with Co-Occurring Mental Health 

and Alcohol/Drug Use Conditions” report (PHE, 2017) recommended addiction treatment 

and support to be delivered in mainstream services rather than specific substance use 

services. They presented a “no wrong door” policy whereby “providers in alcohol and drug, 

mental health and other services have an open door policy for individuals with co-occurring 

conditions, and make every contact count” while “treatment for any of the co-occurring 

conditions is available through every contact point” (PHE, 2017, p. 9).  
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Similarly, the DHSC (2017) published its Clinical Guidelines on Drug Misuse and 

Dependence, recommending there be “no wrong door through which to enter services 

(whether based on levels of alcohol and/or drug dependence or on presence or absence of 

specific diagnoses of mental illness), even if subsequently this sometimes leads to referral for 

alternative pathways of care” (p. 232). The most recent NHS Long Term Plan (NHS, 2019) 

also set out plans to integrate primary and community health services to support those with 

mental health and substance use issues through a multidisciplinary service model.  

 

Despite a focus on illicit drug use, the Dame Black (2021) report called for NHS 

mental health services and substance use providers to ensure that “individuals do not fall 

between the cracks” (Black, 2021) and that investment should be directed into mental health 

provision for this underserved group. In response to the report, NHS England (2024) 

published a ‘10-year Strategic Plan for the Drug and Alcohol Treatment and Recovery 

Workforce’ outlining a movement towards employing qualified psychotherapists and 

psychologists within substance use services, as well as clearer referral pathways to be made 

available to HCPs. Viewing addiction as a trauma response was also highlighted. Another 

recent government report detailing a “10-year Drugs Plan to Cut Crime and Save Lives” 

(Department for Department for Levelling Up, Housing & Communities, 2022) 

recommended the employment of psychologists within substance use services. Furthermore, 

the recent Lord Darzi Independent Review into the NHS in England (Darzi, 2024) also called 

for simplified and integrated NHS service models to incorporate mental health, primary and 

community care, especially considering the surge in waiting times for mental health treatment 

at present. 

 

1.5 Alternative therapeutic approaches to working with addiction 
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Bowen et al. (2024) discuss potential benefits of alternative therapeutic approaches, 

such as Dialectical Behavioural Therapy (DBT), considering the prevalence of emotional 

dysregulation in co-occurring PTSD and substance use disorders, for example. Besides, with 

the exception of CBT, therapies are very difficult to access through the NHS, despite 

evidence suggesting their effectiveness amongst this population (BMA, 2024). While CBT 

and other behavioural therapies are recommended by NICE guidelines for the treatment of 

both alcohol addiction and CMDs, much has been written about the psychoanalytic stance to 

working with addiction (Weegman, 2017; Reed, 2002; Rodriguez de la Siera, 2000). Such 

approaches, however, are yet to be clinically recommended by NICE guidelines and therefore 

are not incorporated into NHS treatment provision. Psychoanalytic therapies are argued to be 

some of the few approaches that hope to rehumanise the “disorder” of addiction (Weegman, 

2017). The therapist works to identify patterns of emotional dysregulation within patients, 

understanding addiction as a means of self-medication and as a way of coping and an 

ongoing battle with accumulated life adversity, such as childhood trauma (Weegmann, 2017).  

 

Reed (2002) discusses the drug as a “container” referring to Bion’s (1963) concept of 

the dynamic relationship between container and contained. The purpose of psychotherapy for 

those experiencing addiction is to transfer the role of the container from the drug to the 

therapist. Those in active addiction can be understood as maintaining death on the periphery 

of their lives. This “dance with death” becomes a form of comfort, knowing that a numb state 

of mind is never far away and that alcohol can offer a swift exit from a world that has often 

become “deadened” by trauma in the form of neglect or abuse (Reed, 2002). Psychodynamic 

theories allude to the notion that addiction can cause people to only experience a sense of 

aliveness when in extremeness, walking a fine line between life and death.  
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1.6 Marginalisation from healthcare services 

 

1.6.1 Stigma surrounding addiction 

 

Efforts have been made to understand the rationale behind the segregation of mental 

health and addiction treatment, but also of addiction from mainstream healthcare over time. 

In the US, Davidson and White (2007) note that both fields of addiction and mental health 

have a “dark past” (p. 110) in which those suffering with addiction or mental health problems 

occupy “a common place of disgrace in society” (p. 111), often excluded from or given 

ineffective treatment. In the UK however, whilst mental health services remain largely under 

NHS provision, addiction has become even further marginalised (Poulter et al., 2021). 

Research has found stigma to play an important role in this denigration. One systematic 

review (Schomerus et al., 2011) found that when compared to non-substance related mental 

health disorders, people with alcohol dependence were less often regarded as having a mental 

health issue, and instead more commonly held responsible for their condition. They were also 

more likely to be subject to social rejection and negative emotions from the public, as well as 

being at risk of more general structural discrimination. Olsen et al. (2003) summarised six 

studies across the UK, US and Australia, concluding that respondents from the general public 

believed PWUA should receive less priority when it came to healthcare.  

 

Similar reviews have been conducted into staff perceptions of people with addictions, 

revealing that longstanding stigmatised views can contribute to lower levels of care (Caszalis 

et al., 2023) as well as reduced levels of empathy (Van Boekal et al.,2013). Marginalisation 

within therapeutic contexts is also prevalent. People with addictions are regularly dismissed 

by therapists, often deemed “unmanageable” and passed over to organisations, such as 



 

  

25 

substance use services, that quite often will find themselves overwhelmed by the challenges 

of working with this client group without qualified psychologists or psychotherapists 

(Rodriguez de la Siera, 2002). HCPs working in addiction services often perceive addiction 

as having no way out, their organisations becoming an endless revolving door to those who 

attempt recovery, relapse and return (Weegmann, 2017).  

 

Views around addiction being a “self-inflicted condition” reflect society’s 

longstanding prejudice towards people with addictions (Weegmann & Cohen, 2002). There 

exists, to an extent, a fascination with addiction due to it being placed outside of the law and 

society as a dumping ground for our own psychological projections of “badness” (Reed, 

2002). Language also has a powerful impact on policy and social attitudes; referring to 

people as “alcoholics”, “drunks” or “addicts” contributes to the stigma around PWUA 

(Fisher, 2022). The use of language to describe recovery is laden with stigma – words such as 

“clean” are in direct opposition to the “dirty addict” (Weegmann, 2017). Even across 

recovery models such as AA, narratives surrounding the stigmatisation of alcoholism prevail 

(Morris et al., 2023a). Patterns of substance use “entail a process of social degradation and 

exclusion, a process described in classic AA terminology as ending in ‘the drinker hitting 

rock bottom’” (Room, 2005, p. 147). AA recommends that in order to begin recovery “the 

delusion that we are like other people… has to be smashed” (Alcoholics Anonymous, 2001, 

p. 30) encouraging PWUA to distance themselves from those around them who are “normal” 

in comparison (Morris et al., 2023a).  

 

Room (2005) identifies three sources of marginalisation when it comes to substance 

use: that of social exclusion, such as being ousted from family and friends; that of social 

agencies which draw attention to the most “problematic” of users and enhance exclusion; and 
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that of the national and local policy decisions such as the criminal justice system or health 

policy, which contribute to further marginalisation. Operating at a deeper level is the ongoing 

stigmatisation faced by PWUA, enhanced by a sense of moralisation and an existence outside 

the norms of society. Substance use is heavily moralised; using drugs or alcohol crosses the 

boundary between social inclusion and exclusion (Room, 2005). Problem drinking, in this 

sense, lies in stark opposition to ideas of self-control, health and moderation (Peele, 1987).  

 

Crawford’s (1980) notion of “healthism” takes this notion further, exploring the 

“elitist moralising about what are believed to be unhealthy coping behaviours” (Crawford, 

1980, p. 385). The concept of “healthism” also indicates the extent to which the onus of 

maintaining good health is often placed upon the individual, taking responsibility away from 

institutional or structural systems. It implies that good health should be something one strives 

towards, performing individualised acts of self-care, for example, to achieve a status of 

healthy conformity. Both the problems of poor health and the solutions are therefore the 

responsibility of the individual, serving to de-politicise health. Conceptualising alcohol 

addiction as an individually located disease overlooks the roles of social, environmental and 

commercial determinants of health as well as public health policies in providing opportunities 

for recovery (Morris et al., 2023a). This was notable in the Review of Drugs report (Black, 

2021) which highlighted the prominent role of societal factors such as homelessness and 

unemployment on increasing levels of addiction. Viewing addiction as a social, rather than 

individual, issue has been discussed within critiques of capitalist, or free-market, literature 

(Alexander, 2012).  The inherently social nature of addiction involves critical examination of 

the wider role of the state including living conditions such as poverty and experiences of the 

social care system (Sebatindira, 2023).  
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1.6.2 Epistemic injustice 

 

 Notions of blame and responsibility placed upon an individual can be thought about 

within a context of epistemic injustice. The notion of epistemic injustice (Fricker, 2007) 

explores the wrongdoing of somebody in their capacity as epistemic subject, or “knower”. 

Epistemic injustice can occur in two ways – that of testimonial injustice, whereby those with 

lived experience are not believed because of their status in society, and that of hermeneutical 

injustice, whereby societal structures make even the individual with lived experience struggle 

to comprehend or communicate the injustice they are subject to. This concept has been 

applied to both mental health studies, namely in relation to psychiatry and the difficulty 

subjects can face in expressing experiences (Crichton et al., 2017; Drożdżowicz, 2021), and 

more recently to the realm of addiction, namely that of drug addiction (Shevchenko & 

Zhavoronkov, 2025). It is argued that for people who use drugs, epistemic injustice exists 

temporally – such as misalignments between the expectations of time-keeping and treatment 

timelines from healthcare systems compared with those of people with addictions 

(Shevchenko & Zhavoronkov, 2025). Struggling to attend morning appointments, due to 

physical challenges associated with drug use, for example, contributed to the mismatch 

between health systems’ expectations on service users and the reality of drug use. Similarly, 

the onus placed on an individual to collect methadone prescriptions three times per day is an 

example of unrealistic time-budgeting expectations placed on the individual. Service users 

may struggle to articulate reasons for missed appointments, or express needs related to help-

seeking adjustments, often accepting individual-level blame.  

 

Although writing specifically about the experience of people who inject drugs, Harris 

(2020) describes the embodied violence experienced by those excluded from mainstream 
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healthcare, an experience which can also be applied to stigmatised substance users (such as 

PWUA) more broadly. Delays to care-seeking, for example, are often put down to individual 

cognitive decisions and lack of personal responsibility (Harris, 2020). The cultural norms 

instilled by the “right” and “wrong” ways of doing healthcare (Harris, 2020) contribute to 

both the segregation of substance use services from other mainstream healthcare providers, 

and a sense of self-protection whereby PWUA may feel alienated and deterred from seeking 

support for psychological issues.  

 

However, the purpose and role that comes with injecting drugs is vital amongst many 

people who use drugs, helping them to cope with the challenges associated with being 

chronically excluded from healthcare and society in general. Despite the physical pain of 

injecting, the process of sourcing and using heroin provides a cyclical and rhythmic pattern to 

the day, creating order out of what at first might appear to be out of control and chaotic lives. 

Heroin use also has the capacity to numb; seemingly self-destructive acts such as delays to 

care-seeking can, on the contrary, represent meaningful and protective acts of self-care in 

terms of avoiding hospital treatment for risk of not being able to use heroin whilst admitted, 

risking withdrawal. Refusing to seek healthcare also provided a sense of agency within what 

was experienced as hostile and rejecting healthcare system (Harris, 2020).  

 

1.6.3 PWUA and barriers to accessing healthcare services: current research 

 

Despite the high rate of both psychological and physical health concerns amongst this 

population, people with addictions tend to be less likely to access healthcare services 

(Connery et al., 2020; Francia et al., 2022; Hoover et al., 2021; Jackson et al., 2024; May et 

al., 2019; Priester et al., 2016; Probst et al., 2015). This is partly a result of the chronic 
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marginalisation of people with addictions from healthcare services but also due to the stigma 

and shame surrounding addiction which are both recognised as common barriers to accessing 

care (Connery et al., 2020; Francia et al., 2022; Room, 2005; Sawer et al., 2020). Shame and 

stigma can also contribute to delayed treatment-seeking (Hoover et al., 2021; May et al., 

2019).  

 

While there is no existing systematic review into PWUA’s experiences of either 

psychological or general healthcare services in the UK, some broader, international reviews 

of the experiences of PWUA have been conducted relating to experiences of healthcare 

services. One systematic review explored the qualitative barriers to AUD treatment for 

PWUA (May et al., 2021). It found shame, stigma, lack of perception regarding individuals’ 

needs for treatment and a fear of giving up drinking to be among the key barriers to accessing 

healthcare. One study of six countries in northern Europe (not including the UK) found 

shame and stigma to be one of the biggest barriers to PWUA diagnosed with AUD in primary 

care seeking specialist treatment (Probst et al., 2015). Systematic reviews into the 

experiences of people with addictions more generally have found structural barriers to 

accessing mental health and substance use treatment to be a chronic issue globally (Priester et 

al., 2016). Another review similarly found that people with addictions and mental health 

problems regularly attend accident and emergency (A&E) departments due to a lack of 

alternative community resources (Li et al., 2022).  

 

The following section will provide a systematic overview of the current literature 

relating to PWUA experiences of healthcare services from a UK context.  

 

1.7 Systematic literature review: A meta-ethnographic approach 
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A systematic literature review was conducted to identify current qualitative research 

related to the experiences of PWUA in accessing psychological therapies in the UK. Given 

the lack of studies relating to psychological provision specifically, the search criteria were 

expanded to include experiences of UK healthcare services. For the purpose of this review, 

psychological and healthcare services refer to a wide range of NHS and third sector settings 

including: psychological therapy services, substance use services, inpatient treatment settings, 

A&E departments, GP surgeries and specialised outpatient clinics. 

 

A meta-ethnographic approach, first offered by Noblit and Hare (1988), provides an 

interpretative account that is suitable for synthesising qualitative data. Meta-ethnography is 

particularly useful as a means of understanding patient experiences of healthcare (Britten et 

al., 2002). Noblit and Hare’s (1988) seven-phase process holistically organises data in order 

that it can be used or translated across multiple studies (Priestly & McPherson, 2016). Meta-

ethnography was deemed appropriate for the current literature review not only because of its 

appropriacy to healthcare research, but because it culminates in the development of a line of 

argument, or theoretical model, which can then help to inform or guide the broader research 

into PWUA within this study. The seven phase process put forward by Noblit and Hare 

(1988) was closely followed for this research. The process involved: getting started; deciding 

what is relevant to the initial research interest; reading the studies; determining how the 

studies are related; translating the studies into one another; synthesising translations; 

expressing the synthesis (Noblit & Hare, 1988). 

 

The current meta-ethnography ensures rigour by primarily following Noblit and 

Hare’s (1998) seven phase approach. It also incorporates recent guidance from the eMERGe 
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framework for reporting meta-ethnographies (France et al., 2019) (Appendix N). Further 

methods for ensuring rigour were through the use of the Critical Appraisal Skills Programme 

UK (CASP) (2018), a PRISMA flow chart (Paige et al., 2021) to systematically select 

articles, and lastly a SPIDER table to focus the search strategy. All guidelines carry 

systematic guidance; the study reflects on the limitations of carrying out an independent 

systematic review at the end of the chapter.  

 

1.7.1 Article selection 

 

In order to select the relevant articles, a systematic search was carried out on 5th 

August 2025 using four databases: APA Psycinfo, APA Psycharticles, MEDLINE Ultimate 

and CINAHL Ultimate. Search terms are demonstrated in Table 1. Given the large number of 

results gleaned from the initial searches, the specific criteria were adjusted in order to narrow 

down the results to relevant papers. The researcher discussed the search strategy with her 

supervisor and agreed to limit results according to specific criteria, in adherence with 

eMERGe guidelines (France et al., 2019). This was to ensure the search minimised the 

amount of irrelevant studies included. Search terms were limited to abstract-only and results 

filtered to include ‘Peer reviewed’ and ‘UK’ studies only. The results were also limited to 

studies published from 2010 onwards. This year was chosen due to the 2010 publication of 

the ‘Healthy Lives Healthy People’ NHS Long Term Plan (NHS, 2010) which determined 

public health policy across this decade. Research prior to this was considered likely to 

provide outdated examples of healthcare experiences. 

 

France et al. (2019) also recommend reducing bias by reviewing and screening studies 

for inclusion with a second researcher. The researcher discussed screening criteria with her 
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supervisor and submitted her initial search results and inclusion strategy for formal review 

before proceeding. Studies were included if they met the following criteria: 1) participants 

were PWUA with experience of accessing healthcare services, 2) studies were conducted 

within the UK, 3) studies were peer reviewed. Studies were excluded if: 1) they focussed 

solely on healthcare experiences from other people’s perspectives (such as HCPs) 2) they 

focussed solely on the COVID-19 pandemic, 3) they explored pharmacological treatment 

programmes for alcohol use, 4) they used quantitative methodologies or mixed methods, 5) 

studies conducted prior to 2010 were excluded in order to provide up-to-date experiences of 

healthcare.  

 

A subsequent process of article exclusion then took place by reading the abstracts of 

the remaining 55 articles. Some studies were excluded due to either irrelevant research focus 

or other disqualifying factors detailed in Figure 1. Specific search strategy and exclusion 

categories are also outlined in the PRISMA flow diagram. Ten studies were selected for 

inclusion (Dorey et al., 2021; Gilburt et al., 2015; Haighton et al., 2016; Jackson et al., 2024; 

Montgomery et al., 2023; Naughton et al., 2013; Parkman et al., 2017a; Parkman et al., 

2017b; Roberts et al., 2020; Roper et al., 2013).  

 

Figure 1 illustrates a PRISMA flow diagram (Moher et al., 2009; Page et al., 2021) 

which indicated the various phases of the search strategy. The SPIDER framework (Cooke et 

al., 2012) was employed in order to define the search strategy as well as to guide topics of 

interest (Table 2). It should be noted that the search criteria for PWUA was difficult to define. 

The intended study sample was people who use alcohol in a “harmful” or “problematic” way, 

or consider themselves to have an “addiction” to alcohol. However different studies employ a 

wide variety of terminologies, concepts and definitions when it comes to identifying this 
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population. The researcher therefore considered the following study populations to 

appropriately meet the systematic review’s population of interest: people who self-identify as 

using alcohol at a “harmful” or “problematic” level, including those who self-identify as 

having an alcohol addiction, people with clinically diagnosed AUD, people who identify as 

being alcohol dependent, people identified by researchers as having “harmful” or 

“problematic” alcohol use (such as those who do not consider themselves to drink to a 

“harmful” or “problematic” level but repeatedly attend A&E visits for alcohol-related 

reasons), and people with dual diagnoses (alcohol rather than drug use). The SPIDER table 

(Table 2) employed simplified terminology (people who use alcohol at a “harmful” or 

“problematic” level, or identify as having an alcohol “addiction”) to encompass this range of 

definitions for PWUA whilst simultaneously excluding study samples of adults who drink 

alcohol at a “general population” level, i.e. drinking that is not considered “problematic” or 

“harmful”. 

 

Table 1 

Table showing search terms employed. 

 
Search 
number 

Search terms 

1. alcohol or people who drink alcohol or people who drink or alcohol-related or drinker* 

or alcohol user* or people with alcohol addiction* or alcoholic* or dual diagnos* 

alcohol dependen* or AUD or alcohol use disorder* or alcohol-use disorder or problem 

drinker* or alcoholic* or people who use alcohol  

2. healthcare or health care or care service* or service prov* or hospital* or health 

service* or health facilit* or medical care or medical service* or hospital* or 

emergency department* or accident and emergency or A and E or A&E or ED or 

mental health service* or psychological service* or therapy service* or therapeutic 

service* or counselling service* or IAPT or talking therap* or psychiatric service* 

psychological treatment* or treatment or pathway 
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3. experience* or access* or service prov* or availability or treatment barrier* or 

treatment need* or treatment seeking or experience* or treatment-seeking or navigat* 

4. UK or United Kingdom or London or England or Britain or British 

5. qualitative or interview* or focus group 

 

Table 2 

SPIDER criteria for study eligibility and inclusion (Cooke et al., 2012). 

 

Criteria  Definition 
Sample People who use alcohol in a “harmful”, or “problematic” way, or 

consider themselves to have an “addiction” to alcohol. This excludes 

adults who drink alcohol at a “general population” level, i.e. drinking 

that is not considered “problematic” or “harmful”. 

Phenomenon of interest Experiences of UK healthcare services 

Design Interviews, focus groups 

Evaluation Views, experiences 

Research type Qualitative 
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Figure 1 

PRISMA flow diagram of search process (Page et al., 2021). 
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while CASP does not offer a formal scoring system, the researcher decided that studies which 

met eight out of ten criteria were deemed to be of high quality, while studies that met four to 

seven out of ten criteria were deemed medium quality. Studies below four were deemed low 

quality and would justify exclusion from the meta-ethnography. Using this scoring system, 

the current meta-ethnography found that two studies scored “medium” (Montgomery et al., 

2013; Roper et al., 2012) and eight scored “high” (Dorey et al., 2021; Gilburt et al, 2015; 

Haighton et al., 2016; Jackson et al., 2024; Naughton et al., 2013; Roberts et al., 2020; 

Parkman et al., 2017a; Parkman et al., 2017b;).  

 

The majority of studies laid out a clear rationale for research including sample 

selection and research design, however some were less clear regarding the rationale for the 

research design. The inclusion of both staff and service users’ opinions within two studies 

(Roberts et al., 2020; Montgomery et al., 2013) somewhat reduced the richness of analysis 

and discussion of PWUA’s experiences, especially considering the discussion did not 

separate out the responses to specific themes in order to allow for direct comparison during 

the results and discussion. Similarly, the rationale behind the use of individual interviews and 

focus groups as methods of data collection was explored in the methods section but then not 

expanded upon within the discussion of Haighton et al.’s (2016) study. Further reflection 

regarding the process of using focus groups amongst this demographic could have been 

beneficial. One study (Haighton et al., 2016) met the SPIDER search term criteria of ‘alcohol 

dependence’ as the population being interviewed, however it  also included participants who 

drank alcohol to a level not deemed ‘problematic’. Following discussion with her supervisor, 

it was agreed that including the study made the systematic review more rigorous than 

omitting it. 

 



 

  

37 

The majority of papers referred to a discussion of ethical considerations, apart from 

Roper et al. (2012). Ethical discussion was also minimal in Montgomery et al. (2013) and 

only alluded to ethical approval granted. However, despite the majority of papers 

interviewing those who may have been under the influence of alcohol, issues of consent and 

capacity that are crucial when interviewing this population were only alluded to in Jackson et 

al. (2024) and Parkman et al. (2017a; 2017b). Dorey et al. (2021) did not interview those 

under the influence but gave a thorough discussion of ethical considerations in general. Only 

two papers discussed the participant-researcher relationship (Jackson et al., 2024; Roberts et 

al., 2020) and the way in which this could impact on the quality of interviews. One study 

provided vague recruitment criteria and also employed the use of breathalysers to ensure 

sobriety prior to interviews (Roper et al., 2012). This is questionable ethically given the 

research appeared to recruit those with current alcohol addictions.  

 

While some meta-syntheses rigorously assess for quality, others find CASP to be 

overly rigorous in its approach (Priestly & McPherson, 2016). Despite certain shortcomings 

in specific papers, however, for the purpose of this meta-ethnography it was assumed that all 

ten studies met the SPIDER criteria, were peer-reviewed, and provided an acceptable 

standard of both valuable and rich information, and in-depth analyses, justifying their 

inclusion in the meta-ethnography. This also aligned with practical restrictions given the 

limited number of journal articles in this area of the literature. Table 3 provides an overview 

of the key features of the studies included in this meta-ethnography. 
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Table 3 

Table showing key features of studies. 

 
Author 
and 
location 

Participants Study setting Study aim Study 
population 

Methodology Key findings 

Dorey et 
al. (2021)  
 

n=24 
 

Inpatient 
hospital 
detoxification 
services in the 
UK.  

PWUA’s 
experience of 
specialist nurse 
interventions 
within hospital 
detox 
programmes. 
 

Patients who 
had undergone 
alcohol 
detoxification 
within the past 
month.   

Semi-
structured 
interviews. 

Specialist nurses 
provide critical 
support to those 
in hospital detox 
as well as follow-
up support which 
improves 
recovery.  
 

Gilburt et 
al. (2015) 
 

n=20 
 

Community 
alcohol 
treatment 
services in 
London.  

Service users’ 
perspectives 
on navigating 
the alcohol 
treatment 
pathway. 
 

Individuals 
seeking help 
for alcohol 
dependence.  

Semi-
structured 
interviews. 

Motivation and 
self-efficacy is 
required to 
navigate alcohol 
treatment in 
London.  

Haighton 
et al. 
(2016) 
 

n=51 
 

One charity 
and two 
community 
alcohol 
treatment 
services in 
Northeast 
England.  

Exploring 
experiences of 
PWUA 
seeking 
treatment for 
alcohol-related 
health issues in 
mid-later life.  
 

Recovering 
dependent 
drinkers, 
‘sensible’ 
drinkers, 
dependent 
drinkers, 
people who 
currently 
consume 
alcohol.  
 

Semi-
structured 
interviews and 
focus groups.  
 

PWUA in mid-
later life tended to 
be more isolated 
and covert in 
drinking habits. 
Better aftercare is 
required along 
with enhanced 
role of the GP. 
 

Jackson et 
al. (2024) 
 

n=39 
 

Voluntary and 
community 
sector 
organisations 
in Cumbria.  

Experiences of 
formal care 
provision for 
PWUA and 
depression. 
 

People with 
current or 
recent 
experience of 
co-occurring 
heavy alcohol 
use and 
depression.  

Semi-
structured 
interviews. 

Treatment is 
required that 
acknowledges 
PWUA’s 
socioeconomic 
context and need 
for relational 
support. 
 

Montgom
ery et al. 
(2023) 
 

n=10 
 

One primary 
care and two 
secondary care 
alcohol 

Experience of 
PWUA and 
staff of alcohol 
treatment 

People with 
alcohol 
dependence.  

Semi-
structured 
interviews. 

Barriers to timely 
and appropriate 
treatment for 
PWUA include 
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treatment 
services in 
Liverpool.  

units (ATUs) 
in relation to 
service 
provision and 
help-seeking 
behaviours. 
 

lack of mental 
health support, 
stigma and 
complex 
treatment 
pathways.  
 

Naughton 
et al. 
(2013) 
 

n=19 
 

Housing 
organisations 
and alcohol 
treatment 
services in 
Southwest 
England.  

Understanding 
the delay in 
PWUA 
seeking 
treatment. 
 

‘Problem 
drinkers’.  

Semi-
structured 
interviews. 

Motivations for 
seeking treatment 
were around 
psychosocial, 
health and 
situational 
problems rather 
than a desire to 
stop drinking. 
 

Parkman 
et al. 
(2017a) 
 

n= 30 
 

Six A&E 
departments in 
London.  

PWUA who 
frequently 
attend A&E’s 
views of 
substance use 
services. 
 

People who 
frequently 
attend A&E for 
alcohol-related 
reasons.  

Semi-
structured 
interviews. 

PWUA cited a 
need for mental 
health and social 
care support 
rather than help 
for drinking; 
these needs often 
go unmet in 
substance use 
services. 
 

Parkman 
et al. 
(2017b) 
 

n=30 Six A&E 
departments in 
London. 

PWUA’s 
experiences of 
A&E 
departments. 

People who 
frequently 
attend A&E for 
alcohol-related 
reasons. 

Semi-
structured 
interviews. 

A&E departments 
provided 
immediate, 
accessible and 
sympathetic care 
to PWUA 
compared to 
limited 
community 
resources. 
 

Roberts et 
al. (2020) 
 

n=18 Four 
community 
alcohol 
treatment 
services in 
England.  

Service users, 
providers and 
commissioners’ 
perspectives 
on access to 
specialist 
community 
treatment in 
England. 
 

People with 
diagnosed 
alcohol 
dependence.  

Focus groups. Stigma, shame, 
guilt, combined 
with lack of 
integration with 
mental health 
services create 
barriers to alcohol 
treatment.  
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Roper et 
al. (2013) 
 

n=30 ATU in 
Northwest 
England 

Experiences of 
PWUA in 
decisions to 
seek inpatient 
treatment. 

People 
currently 
seeking 
treatment 
from an ATU.   

Semi-
structured 
interviews. 

Decisions to seek 
treatment are not 
gradual and often 
result from 
‘mirroring events’ 
which trigger 
changes in self-
identity. Initial 
acceptance of self 
as ‘alcoholic’ 
supports 
movement 
towards 
perceptions of self 
as agent of 
change.   
 

 

1.7.3 Determining how the studies are related  

 

Recurring and shared themes were identified following a detailed examination of the 

ten selected journals. Following Atkins et al. (2008), a table was created in order to ease the 

process of identification and organisation of key emergent themes, as well as to facilitate 

cross-comparison. Table 4 is a tabulated example of one study to illustrate the process 

involved in reviewing the themes and concepts within the study. The final row provides a 

single explanation in order to summarise the key theory within the paper, termed a ‘second-

order interpretation’ (Britten et al., 2002).  
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Table 4 

Sample of tabulated study details and key concepts. 

 
Methods and concepts Roper et al. (2012) 
Key study details  
Purpose To understand the process by which PWUA decide to seek treatment 

with an NHS ATU.  
Setting North West England 
Sample 30 PWUA  
Data collection Qualitative interviews 

 
Key concepts  
Ambivalence to change  
 
Sense of shame 

Process of seeking treatment is not gradual and unlikely to occur 
without a push factor. 
Shame and stigma prevents PWUA from seeking treatment.  

Pivotal moments 
 
Shifting identities 
 
 
Feeling seen 

Participants underwent ‘mirroring events’ e.g. sudden hospital 
admission or relationship breakdown.  
Problem recognition, self-reflection and change and change can result 
from such events, providing a window of opportunity for engagement 
with services.  
PWUA require support with building new self-identities following 
crisis points. 

  
Explanation (second order 
interpretation) 

PWUA require support navigating new self-identities in order to 
overcome stigma. Services must assist with supporting PWUA away 
from self-perceptions as ‘problem drinkers’ towards a those of 
‘responsible’, ‘engaged’ and ‘action-taking’.  

  
 

1.7.4 Translating the studies into one another  

 

Once the summary tables (Table 4) were completed for each study, the key themes 

that emerged from the studies were then analysed across all papers, a process of translating 

the studies into one another (Noblit & Hare, 1988; Britten et al., 2002). Recurrent themes 

were reduced and nine key concepts were identified: Ambivalence to change, Sense of 

shame, Anticipating poor treatment, Uncertain pathways, Going it alone, Pivotal moments, 

Shifting identities, Going the extra mile, and Feeling seen. The main concepts were then 
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consolidated into one overarching table (Table 5). This provides a cross-comparison of the 

studies according to key concepts. 



 

  

Table 5 

Cross comparison of studies by concept. 

 

 

 

 

Concepts Dorey et 
al. (2021) 

Gilburt 
et al. 

(2015) 

Haighton 
et al. 

(2016) 

Jackson 
et al. 

(2024) 

Montgomery 
et al.  

(2023) 

Naughton 
et al.  

(2013) 

Parkman 
et al. 

(2017a) 

Parkman 
et al.  

(2017b) 

Roberts 
et al. 

(2020) 

Roper et 
al. 

(2013) 

Ambivalence to change  * * * * * *  * * 

Sense of shame * * * * * *   * * 

Anticipating poor 
treatment  

* * * * * * * * *  

Uncertain pathways * * * * * * * * * * 

Going it alone * * * * *  * * *  

Pivotal moments * * * *  *  * * * 

Shifting identities * *   * *    * 

Going the extra mile * * * * * * * * *  

Feeling seen *   * * * * * * * 
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1.7.5 Synthesising the translations  

 

 The meta-ethnography followed Atkins et al. (2008) who recommend viewing the 

tabulated study details from each paper next to one another in order to aid direct comparison. 

Second order interpretations were then developed (Britten et al. 2002). At this stage, four 

broader categories were then developed: Inner conflict, Perception of a hostile healthcare 

service, Accepting addiction, and Bridging the gap between addiction and health (Figure 2). 

A thorough examination of the studies’ relevant second-order interpretations aided the 

development of the key concepts and categories, which linked together and uncovered a 

third-order analysis, effectively producing a line-of-argument woven throughout all ten 

studies (Figure 3).   

 

Figure 2 

Summary of key concepts and synthesised categories. 

 

 

 
 
 
 
 
 
 

 
 
 
 
 
 
 

 

 

 

Key concepts Synthesised categories 

Ambivalence to 
change 

Sense of shame 

Anticipating poor 
treatment  

Uncertain pathways 
Going it alone 

Pivotal moments 
Shifting identities 

Inner conflict 

Perception of a hostile 
healthcare service 

 

Accepting addiction  

Bridging the gap between 
addiction and health 

 

Going the extra mile 
Feeling seen 
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Figure 3 

Line-of-argument: progressive stages of PWUA’s experiences of healthcare.  

 

 
 

 

1.7.6 Results 

 

1.7.6.1 Inner conflict. 

 

Ambivalence to change. Across most studies, the sense of ambivalence towards both 

help-seeking and changing one’s alcohol intake were amongst the leading experiences of 

PWUA. Many participants expressed a belief that their alcohol use was not problematic, or a 

belief that help was not needed, which led them to delay, or avoid, engaging with appropriate 

services (Naughton et al., 2013; Montgomery et al., 2023; Parkman et al., 2017a; Roberts et 

al., 2020). Parkman et al. (2017a) noted that A&E attendances amongst PWUA were unlikely 

to be centred upon a desire for support with drinking; participants in fact demonstrated a lack 

of interest in, or an unawareness of the need for, getting any form of specialist help and 

instead sought psychosocial support. An ambivalent attitude towards making changes and 

taking the first step towards recovery was also determined by the general level of functioning 

in other areas of their life. It was noted by Naughton et al. (2013) that without problems 

arising in other areas of their lives due to drinking, PWUA would refuse to “realise, 

acknowledge or accept” (p. 300) a need for intervention.  

 

Inner conflict
Perception of a 

hostile 
healthcare 

service

Accepting 
addiction

Bridging the 
gap between 
addiction and 

health
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Sense of shame. Co-existing with ambivalence was an enduring sense of shame that 

had become internalised within participants, meaning they were fearful of reaching out for 

help. Internalised stigma, guilt and embarrassment (Gilburt et al., 2015; Haighton et al., 2016; 

Jackson et al., 2024; Roberts et al., 2020; Roper et al., 2013;) were reported by participants 

across all studies as being a barrier to help-seeking when it came to a range of healthcare 

services, creating a sense of inner conflict about needing help but often being too ashamed to 

ask for it. PWUA regularly cited not wanting to self-identify as an “alcoholic” leading to 

hesitations in approaching healthcare services generally (Montgomery et al., 2023). Avoiding 

the truth to oneself and others often created a vicious cycle, leading to increased alcohol 

intake. Naughton et al. (2013, p. 300) reported that for PWUA, “hiding their drinking from 

friends and family brought on feelings of shame and guilt and alcohol was used to deal with 

those feelings”.  

 

1.7.6.2 Perception of a hostile healthcare service. 

 

Anticipating poor treatment. The perception of healthcare services as hostile came up 

in most studies (Gilburt et al., 2015; Haighton et al., 2016; Jackson et al., 2024; Montgomery 

et al., 2023; Naughton et al., 2013;). Although some studies (Parkman et al., 2017a; 2017b) 

reflected an overall positive perception of healthcare services with the occasional poor 

experience, others reported a clear lack of faith in services. PWUA reported services’ 

inability to “recognise their distress or acknowledge their social context” (Jackson et al., 

2024, p 272). Some PWUA had views of GPs “not wanting to treat drinkers, or did not see 

drinking as a ‘legitimate’ illness to trouble a doctor with” (Haighton et al., 2016, p 8). 

Additionally, seeking support from a GP would require “admitting to being ‘drunk all the 

time’, or having an alcohol problem” (Haighton et al., 2016, p. 8). A common thread that 
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wove through the studies was that the continued fear of judgement or hostility from services 

fuelled PWUA’s sense of low self-esteem (Gilburt et al, 2015). 

 

Uncertain pathways. Pathways into various healthcare services were often cited as 

complex, with no clear route into alcohol treatment specifically or other healthcare support 

more broadly (Dorey et al., 2021; Gilburt et al., 2015; Jackson et al, 2024; Montgomery et al., 

2023; Naughton et al., 2013; Roberts et al., 2020; Roper et al., 2013). Services tended to be 

siloed, with the separation between mental health and alcohol support services named as a 

particularly frustrating divide amongst many participants. Attempting to move from 

substance use into mental health services was cited as feeling like a “brick wall” (Roberts et 

al., 2020, p. 4) while Naughton et al. (2013) described the treatment seeking pathway as 

“complex and iterative” (p. 302). Services were often experienced as separate entities entirely 

(Jackson et al., 2024). Parkman et al. (2017a) found PWUA would regularly end up attending 

A&E departments in order to receive care for psychosocial problems such as housing and 

financial concerns for which they were unable or uncertain how to access elsewhere. PWUA 

were also drawn to A&E because of the sympathetic response from staff and the ease of 

being seen promptly and under one roof (Parkman et al., 2017b).  

 

The complex nature of services was a key deterrent for PWUA in seeking healthcare 

support, demotivating PWUA to access help (Gilburt et al., 2015). Participants were regularly 

caught between services, particularly substance use and mental health, with abstinence often 

cited as a barrier to gaining psychological therapies (Dorey et al., 2021; Montgomery et al., 

2023). Gilburt et al. (2015, p. 448) found “a lack of role definition and role boundaries in 

services, overlap in treatment provision and poor service integration” often left PWUA 
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confused and unclear about which service or individual was their main point of contact when 

it came to alcohol support.  

 

Going it alone. Multiple studies concluded that PWUA regularly felt as though they 

had been left to navigate the healthcare system on their own without support (Dorey et al., 

2021; Gilburt et al., 2015; Haighton et al., 2016; Jackson et al., 2024; Montgomery et al., 

2023; Parkman et al., 2017a; Parkman et al., 2017b). Putting the responsibility on the service 

user was a common theme across some studies, with individuals citing that they were often 

made to feel they were to blame for their alcohol use and depression and should therefore be 

taking responsibility for getting well (Jackson et al., 2024). This was experienced as an 

expectation for self-efficacy and motivation on the individual (Gilburt et al., 2015). Both 

Parkman et al. (2017a) and Parkman et al. (2017b) reported PWUA regularly find themselves 

lacking in wider psychosocial support that often led them to approach A&E departments 

instead. Those who did receive inpatient or intensive treatment would regularly finish 

inpatient detoxification programmes with little to no follow up in order to help them maintain 

abstinence (Haighton et al., 2016). The focus on personal responsibility to navigate the 

healthcare system exacerbated a sense of feeling uncared for, heightening what were often 

already low levels of self-worth amongst service users (Jackson et al., 2024).  

 

1.7.6.3 Accepting addiction.  

 

Pivotal moments. Moments of clarity, or “mirroring events” (Roper et al., 2013) 

defined the specific moments in PWUA’s lives that propelled them into help-seeking. This 

was commonly defined as reaching a crisis point whereby PWUA might become hospitalised 

or come face-to-face with other statutory services, forcing participants to confront their 
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alcohol addiction head on. For many it was also an opportunistic moment for healthcare 

services to engage them in treatment. A similar notion was recognised across a range of 

studies (Gilburt et al., 2015; Haighton et al., 2016; Jackson et al., 2024; Naughton et al., 

2013; Parkman et al., 2017b). Contrary to the long-standing narrative that change in drinking 

habits is a gradual process over time, numerous studies reported key moments where PWUA 

might feel out of control, during which they would decide to urgently seek help. Such 

moments were often the result of factors such as health scares or significant life events such 

as relationship breakdowns or involvement with police or social services (Gilburt et al., 

2015). Parkman et al. (2017b) recognised that significant physical injury was often a moment 

that propelled PWUA into help-seeking from A&E departments. 

 

Shifting identities. Sudden shifts in self-identity following such pivotal moments 

contributed to a process of self-acceptance that was critical in PWUA’s experience of help-

seeking (Dorey et al., 2021; Gilburt et al., 2015; Montgomery et al. 2023; Naughton et al., 

2013; Roper et al., 2013). Viewing oneself as an “alcoholic” or “problem drinker” because of 

a crisis point created a shift in self-view which was challenging, yet also a point of hope in 

terms of getting much-needed healthcare support. These moments proved critical in terms of 

how services responded to PWUA; engaging people in services at this time were seen as 

opportune moments to initiate change. A fine balance needed to be struck between a sense of 

both “agency and passivity” (Roper et al., 2013, p. 485). In this sense, a combined identity 

was deemed most helpful, whereby PWUA could take responsibility for their drinking but 

also be helped to acknowledge that the addiction was often out of one’s control. Such 

identities allowed PWUA to view themselves as “agents of change” (Roper et al., 2013). 

Other studies also highlighted the importance of developing a new self-narrative, in order to 

facilitate engagement with services. It was highlighted that “for many, overall, it was a 
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facilitation of self-reflection, to develop a deeper personal understanding of an individual 

narrative, which proved key” (Gilburt et al., 2015, p. 447).  

 

1.7.6.4 Bridging the gap between addiction and health. 

 

Going the extra mile. PWUA described that the complexity of services could be 

counteracted by joined-up working between healthcare providers, as well as by services 

which took a holistic approach to treatment (Haighton et al., Montgomery et al., 2023; 

Roberts et al., 2020). This included recognising the wide and varying needs of service users 

which extended beyond that of just alcohol use. Participants “without exception… spoke 

about wanting to resolve life disruption rather than wanting to stop drinking per se” 

(Naughton et al., 2013, p. 299), pointing to the need for a psychosocial approach to healthcare 

amongst this demographic. A&E attendances by PWUA were, on the whole, related largely 

to mental health needs, physical healthcare emergencies or a desire for psychosocial support 

(Parkman et al., 2017a; 2017b). PWUA found A&E departments more likely to be able to 

meet these needs in a timely manner, citing A&E staff as going the extra mile by providing 

follow up phone calls post discharge, for example (Parkman et al., 2017b). 

 

 On occasion, PWUA had been able to access primary care which, against the odds, 

“acknowledged explicitly their relationship between alcohol use and depression” (Jackson et 

al., 2024, p. 274). Despite this, in general the responses received by PWUA tended to be 

those with a heavy focus on alcohol as the problem. GPs were experienced by PWUA as 

dismissive of health concerns, citing alcohol use as the cause of most health issues (Haighton 

et al., 2016).  
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Feeling seen. Being met, assessed and triaged holistically, and tailoring treatment to 

individual needs, were regularly cited as facilitators of better engagement with healthcare 

services (Dorey et al., 2021; Jackson et al., 2024; Montgomery et al., 2023; Naughton et al., 

2013; Parkman et al., 2017a; Parkman et al., 2017b; Roberts et al., 2020; Roper et al., 2013). 

Despite this role, follow-up care from the point of discharge was often found to be lacking, 

requiring PWUA to continue treatment pathways on their own. Being seen in A&E was a 

generally positive experience for PWUA, being treated compassionately and fairly by staff 

and having a guaranteed, timely intervention (Parkman et al., 2017b). These settings felt safe 

and were reported to be staffed by people who knew PWUA as individuals, including their 

medical and social histories (Parkman et al., 2017b). PWUA’s perception of specialist 

substance use services were mixed, but services that offered holistic support were deemed 

more valuable, for example those that accounted for PWUA’s wider psychosocial needs 

beyond that of addiction support (Parkman et al., 2017a). Peer support or mutual aid within 

services was also cited as a positive, with “contact with clients at the clinic… validating their 

own experiences and helping them build a more positive view of themselves” (Roper et al., 

2013, p. 484).  

 

1.7.7 Line-of-argument synthesis 

 

The current meta-ethnography uncovered a line of argument that details various 

stages in which PWUA approach and engage with healthcare services. This often begins with 

an initial stage of inner conflict, fraught with ambivalence towards healthcare services and an 

inner sense of shame. The act of approaching a healthcare service was often clouded by prior 

experiences of hostility, or concern regarding the confusion of services available; participants 

often felt left on their own to attempt to engage with services. The role of stigma and shame 



 

  

52 

is entangled with that of ambivalence, as the more people were disinclined to reach out owing 

to internalised shame, they were simultaneously unconciously strengthening a belief that they 

did not need help and that they were able to cope on their own.  

 

Committing to engaging with services often required a step towards self-acceptance, 

which came about during pivotal shifts in self-identity, often at crisis point. Maintaining 

engagement with services required a bridging of the gap between the broad range of 

healthcare services, as well as compassionate and person-centred care that went beyond that 

of standard alcohol-treatment such as inpatient detoxification. Going above and beyond by 

providing psychosocial support alongside alcohol treatment, was deemed essential across all 

the studies. Being treated as a person, feeling seen, and having staff who recognised the need 

for wraparound care, was a highly valued outcome for PWUA and a contributor to more 

sustainable engagement with services. 

 

1.7.8 Discussion 

 

This meta-ethnography synthesised current research into PWUA’s experiences of 

healthcare services in the UK. The line of argument reveals a four-stage process in which 

initially, internalised stigma and shame alongside an inherent ambivalence to seek help and 

change prevents PWUA from approaching healthcare services. The role of stigma and shame 

is entangled with that of ambivalence, as the more people were disinclined to reach out due to 

internalised shame, they were simultaneously strengthening a belief that they did not need 

help, effectively able to cope on their own. This aligns with numerous studies across the 

global North which have found that stigma and shame prevented people with substance use 

disorders from seeking treatment (Connery et al., 2020; Francia et al., 2022; Hoover et al., 
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2021; May et al., 2019; Room, 2005; Sawer et al., 2020). This extended to a lack of 

acknowledgement that there was a problem in the first place (Cunningham et al., 1993; 

Hingson et al., 1982; Oleski et al., 2010; Wagner et al., 2017; Motta-Ochoa et al., 2017).  

 

The meta-ethnography also demonstrated that when participants did reach out to 

services on occasion, they often experienced healthcare services as hostile, complex and 

fragmented. Not knowing where to go for support and being left to manage care 

independently seemed to put PWUA off seeking treatment and often caused them to remain 

isolated and avoidant of further help-seeking in future. Divisions between mental health and 

addiction services specifically were regularly reported by participants across the studies and 

were often referenced along with the lack of joined up care and complexity of referral 

pathways. This was apparent not only in mental health versus addiction services, but also 

across inpatient and community detoxification pathways, with many referencing little to no 

follow-up or after care once they had been discharged. Such issues also existed across 

broader inpatient versus community services, including primary versus secondary healthcare 

settings.  

 

Interestingly, participants’ first experiences of significant engagement with alcohol 

treatment services specifically could be triggered by a pivotal moment whereby PWUA found 

themselves at crisis point. These “mirroring events” (Roper et al., 2013) would allow PWUA 

to see themselves in a different light, contributing to a shift in self-identity. While it was 

confronting to be faced with the reality of having an “alcohol problem”, for many it was also 

an opportunistic moment for healthcare services to engage them in treatment. At this point, 

supporting PWUA with a transition to a new, and more hopeful, identity was required to 

facilitate a sense of agency in the process of recovery. Despite this, the reality was that staff 
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sometimes continued to treat service users as “alcoholics”, rather than providing a much-

needed holistic approach to their healthcare. Going above and beyond, and providing 

psychosocial support alongside support for PWUA’s alcohol use, was deemed essential 

across all the studies, as was a desire for joined-up working between services. PWUA 

regularly approached healthcare settings for support with housing or financial difficulties 

such as access to benefits. Being treated by compassionate staff who recognised the need for 

psychosocial support that goes above and beyond straightforward medical care was noted in 

multiple studies and implied the critical and transformative role that HCPs can play in 

supporting PWUA into services.  

 

1.7.8.1 Limitations 

 
 One limitation to note is that the researcher did not preregister the review. This is 

because it was not part of the University doctoral thesis guidelines. However, the research 

acknowledges that not preregistering may result in potential bias in terms of the literature 

search. In line with France et al., (2019), the researcher made an effort to avoid bias by 

discussing search strategy and article screening processes with the secondary researcher 

(supervisor) and submitting the systematic review for formal feedback. Despite this 

limitation, it should be noted that reflexivity is an integral part of qualitative research, which 

can also be perceived as a strength rather than a weakness.  

 

1.8 Rationale for current thesis  

 
There is a small, but growing, body of research into PWUA and their experiences of 

UK healthcare services more broadly, as well as some studies exploring reasons why PWUA 

decide to seek treatment for alcohol addiction (Orford et al., 2006; Roper et al., 2013). 
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However, it is surprising to note that there are no current studies that explore the experiences 

of PWUA when it comes to the psychological services treatment pathway specifically. 

Conducting the meta-ethnography therefore highlighted a stark gap in the literature relating to 

PWUA’s experiences of psychological services and provided a rationale for conducting the 

current empirical study.  

 

Furthermore, the meta-ethnography highlighted the various barriers, both systemic 

and individual, that exist when it comes to PWUA’s experience of attempting to access 

healthcare services in the UK. The studies suggest that perceptions of a hostile healthcare 

system, such as the uncertain pathways into treatment and the sense that PWUA needed to act 

independently to seek help, might prevent help-seeking amongst this population. Similarly, 

PWUA’s expectation of poor treatment or sense of stigma and shame meant that participants 

often avoided help-seeking in the first place. The results of the meta-ethnography therefore 

provided further rationale for the current empirical study; considering the lack of qualitative 

research into PWUA’s experience of psychological services, it was deemed appropriate to 

conduct a study to specifically explore PWUA’s experiences within this healthcare setting.  

 

The studies also demonstrate the rich and valuable data that qualitative research 

methods contribute to healthcare research. For example, important policy implications 

relating to A&E attendances are raised in two studies (Parkman et al., 2017a; Parkman et al., 

2017b). The current empirical study hopes to offer similarly valuable clinical implications 

relating to psychological healthcare policy, whilst also comparing and contrasting 

psychological healthcare provisions with that of other UK healthcare contexts.  
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 This meta-ethnography has further illustrated the gaps in service provision between 

mental health and addiction services in particular, as well as the critical need for support for 

PWUA that is holistic rather than siloed into specialised areas of treatment. Given the flurry 

of recent healthcare policy reports in the UK recognising that “people with mental health 

problems and co-occurring substance use problems can face barriers to accessing mental 

health support” (NHS England, 2020, p. 20), the current study aims to address this gap 

highlighted by the systematic review and provide detailed exploration into the experiences of 

PWUA as they navigate the psychological therapy treatment pathway in the UK.  

 

1.9 Chapter Summary  

 

 This chapter has provided a broad overview of the history of alcohol addiction and 

mental health as well as the growing segregation between services over time. A systematic 

literature review in the form of a meta-ethnography was conducted in order to assess current 

research into the experiences of PWUA accessing healthcare services. The literature review 

confirmed that there is no current qualitative research into PWUA experiences of accessing 

psychological therapy in the UK. This chapter has provided a rationale for the current study, 

both in terms of the gap in the literature as well as its aims to inform future clinical practice 

given the current challenges facing service provision.  

 

Chapter Two: Methodology 

 
2.1 Chapter overview 

 

This chapter discusses the ontological and epistemological positionality of the 

researcher. It then describes the research design of the project and explains and justifies the 
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rationale behind the selection of constructivist grounded theory (CGT) as a qualitative 

research method. It will present the main principles of grounded theory (GT), along with a 

description of the foundations of the method as well as the different approaches through 

which GT has been adapted. The chapter will then describe the research process, including 

participant selection and recruitment, methods of data collection and process of data analysis. 

The chapter will conclude with a discussion on ethical considerations as well as suggestions 

for research dissemination.  

 

2.2 Rationale for choosing qualitative methodology 

 

Qualitative research, as opposed to quantitative, is normally derived from a relativist 

framework, and is congruent with interpretivist-constructionist philosophies (Creswell, 2003; 

Willig, 2018). It is concerned with gaining rich and detailed understanding of people’s lived 

experiences (Coolican, 2009) and suggests that meanings are formed through conversations 

and interactions with others (Creswell, 2003). Qualitative methods seek to understand how 

meaning is assigned to experience as well as how people form interpretations of the social 

world (Polgar & Thomas, 2013). Qualitative research is concerned with questions such as 

‘how’, ‘what’ and ‘why’ within specific contexts (Denzin & Lincoln, 1998). 

 

Qualitative methodology was considered appropriate for the current study for a 

variety of reasons. Firstly, the aim of the study is to examine and understand the 

psychological, practical and embodied experiences of PWUA when attempting to access 

psychological therapy. This is a complex phenomenon and is based on subjective experiences 

as well as PWUA’s individual understandings of the world around them. Qualitative 

methodology is understood to be an appropriate methodology to gather detailed data relating 
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to subjective experiences (Pope & Mays, 1995). Secondly, qualitative research methods shed 

light on the complexity of health-related experiences and practices as well as taking into 

account the epistemological assumptions that underlie health-related knowledge (Malson, 

2010). Thirdly, this study relies on transcribed data from one-to-one interviews conducted 

with PWUA. Qualitative methods are particularly useful for understanding participant 

experiences and gathering rich descriptions (Barker et al., 2015); exploring the detailed 

knowledges from PWUA themselves using qualitative methodology can provide crucial 

insight into lived experiences for service providers, commissioners and health policy-makers 

(Neale et al., 2015). Finally, a qualitative methodology aligns with the researcher’s personal 

philosophical positioning, as outlined in the next section.  

 

2.3 Philosophical positioning 

 

Ontologies are beliefs about what constitutes reality and can vary from realism to 

relativism when it comes to interpreting the nature of the social world and how it is produced 

(Giaocomini, 2010). Establishing either a realist or relativist stance is important both in the 

data collection process and in the analytic stages of research (Willig, 2012). Realism assumes 

that an external reality exists and therefore can be known. Collecting data from a realist 

perspective in qualitive research involves taking participant accounts as an objective “truth” 

(Giaocomini, 2010) that exists independently of people’s perceptions and constructions 

(Fletcher, 1996; Phillips, 1987). At the other end of the spectrum, a relativist perspective 

abandons claims of truth. “Realities” are understood as subjective and do not exist beyond an 

individual’s own thoughts and experiences (Willig, 2012). 
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From an ontological starting point, an epistemological viewpoint can then be 

developed, which refers to assumptions regarding the theory of knowledge (Willig, 2012). In 

this sense, “epistemologies (how we must find out) flow necessarily from ontological beliefs 

(what we want to find out about)” (Giaocomini, 2010, p. 131). Epistemological standpoints 

are concerned with both the means and the extent to which knowledge can be acquired and 

are understood to exist along a continuum between positivism and interpretivism (Crotty, 

1988). Positivist approaches understand knowledge as measurable; researchers are neutral 

and therefore do not affect or distort what is studied (Coolican, 2009; Willig, 2018). Positivist 

approaches are centred upon objectivity; researchers aim to uncover causal explanations 

about an external and “knowable world” (Charmaz, 2014, p. 5).  

 

Interpretivist ontologies are grounded in relativism, viewing knowledge as co-

constructed between researcher and participant. Constructionism is just one of several 

interpretivist, or postmodern, paradigms which emphasises individuals’ constructions of the 

world through relational and social interactions (Williamson, 2006). Knowledge is co-

constructed between participant and researcher as people explain and describe their worlds, 

creating subjective meaning (Banister et al., 1994; Coolican, 2009). From this stance, the 

perception of the researcher provides an equally important account of a shared social world 

(Willig, 2012). This has subtle differences to other interpretivist paradigms such as social 

constructionism which emphasises the importance of specific cultural and social contexts 

(Young & Collin, 2004) and to constructivism, which emphasises individual cognitive 

processes.  

 

As Willig (2012) suggests, researchers should be reflexive and confront the multiple 

identities that “represent the fluid self in the research setting” (Guba & Lincoln, 2005, p. 
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210). Researchers require self-awareness regarding their own epistemological and ontological 

positioning as well as the practical considerations of the project (Banister et al., 1994). In this 

study, the researcher adopts a relativist ontological standpoint, maintaining a belief in the 

existence of multiple subjective “truths”. Epistemologically, the researcher is aligned with a 

social constructionist standpoint, understanding knowledge to be co-produced between 

participant and researcher, through careful and attentive conversations with participants and 

detailed exploration of the processes and experiences that define their worlds (Charmaz, 

2014). In this way, “a social constructionist approach to grounded theory allows us to address 

why questions while preserving the complexity of social life” (Charmaz, 2008, p. 397). The 

researcher also understands knowledge to be embedded within a social context, as well as 

influenced by individual cognitive processes from participants’ personal experiences.  

 

2.4 Rationale for choosing grounded theory 

 

Within the field of psychological research, there are a range of qualitative research 

methods that are commonly used, alongside varying approaches to analysing qualitative data 

(Denzin & Lincoln, 1998). Within psychology, methods of qualitative inquiry commonly 

include thematic analysis (TA), interpretative phenomenological analysis (IPA), discourse 

analysis (DA) and grounded theory (GT).  

 

GT was deemed most appropriate for this research because of its unique approach of 

moving beyond description into explanation and theory generation (Charmaz, 2017). GT has 

been recognised as a useful methodology for understanding health-related processes or 

journeys through social phenomena (Charmaz & Henwood, 2017); GT also provides a 

systematic approach to data analysis, with theoretical concepts remaining detailed and closely 
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connected to the data itself (Charmaz, 2017). Given the extent of complexity in current policy 

regarding addiction and mental health service provision, gaining context-specific and detailed 

insights into PWUA experiences of this social phenomenon makes it best suited to GT 

methodology. GT will be explored in more detail in the next section of this chapter.  

 

Braun and Clarke (2006) developed TA to interpret patterns of meaning within 

qualitative data (Terry et al., 2017), adopting a flexible approach to analysis whilst 

recognising the subjectivity of the researcher (Braun & Clarke, 2006; Terry et al., 2017). 

However, TA has been criticised for being too broad a research method and therefore lacking 

distinction from other qualitative approaches (Terry et al., 2017). Similarly, TA tends to 

identify and describe themes rather than exploring process, providing explanation and 

developing theory – all of which are critical to GT (Charmaz, 2017). This project will be 

focusing on a specific phenomenon to craft a theory, hence a broad approach to analysis 

would have been insufficient.  

 

DA focuses on linguistics and its power to shape meanings, identities and 

relationships through social, political and psychological characteristics (Arribas-Ayllon & 

Walkerdine, 2017). Meaning is understood to be created through a shared and mutually 

agreed use of languages, as well as the context through which it is shared. Compared to GT, 

however, DA is often criticised as conflating both realism and relativism in its approach. This 

project seeks to develop theory from data through a constructionist lens, lending itself to a 

relativist approach to analysis, and similarly the focus of this project draws on experience of 

the social world of participants, with less attention paid to linguistics. DA was therefore not 

selected as a research method.  
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IPA aims to understand the lived experiences of participants relating to a particular 

phenomenon, and to examine, interpret and find patterns of meaning across experiences 

(Eatough & Smith, 2017). Despite sharing similarities with GT in terms of a distinct focus on 

how participants make sense of their social worlds, IPA remains largely descriptive in its 

approach, compared with GT’s aim to explain process and develop theory. This project seeks 

to generate theory to explain PWUA’s experiences, therefore a descriptive approach was 

thought to be inappropriate.   

 

2.5 Grounded theory: development of grounded theory 

 

GT was initially developed by Glaser and Strauss (1967), making a case for 

qualitative research to rival quantitative as a systematic and inductive method of inquiry 

(Charmaz, 2000). GT follows a process of systematic data collection and analysis, aiming to 

uncover phenomenological processes such as behaviours and social relationships, studying 

such phenomena in the environments in which they take place (Glaser & Strauss, 1967). In 

this way, the aim was to bring scientific rigour into qualitative research, moving beyond 

descriptive studies towards “explanatory theoretical frameworks” (Charmaz, 2014, p. 8). 

Originally, GT aimed to uncover a theory which explained a basic social process (Lever, 

2013). Glaser and Strauss (1967) advocated for a process of “developing theories from 

research grounded in data” as opposed to deducing hypotheses from pre-existing theory 

(Charmaz, 2014, p. 4). The theories developed from the data are understood as hypotheses to 

be further tested or researched in the future (Glaser & Strauss, 1967) and laid the groundwork 

for qualitative research to be seen as a credible methodology (Charmaz, 2014). For Glaser 

and Strauss (1967), a “finished grounded theory explains the studied process in new 

theoretical terms” (Charmaz, 2014, p. 7). As first-generation GT theorists, Glaser and Strauss 
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(1967) prompted a move away from deductive positivism yet continued to adopt a positivist 

view of an objective “discovery” of theory, representing what has come to be known as 

traditional GT (Charmaz, 2014).  

 

In the following years, Glaser and Strauss differed and later diverged in their 

approach to GT; Glaser continued to be influenced by positivism and empiricism, whilst 

Strauss proposed a symbolic interactionism approach, understanding humans to be active 

agents in their own worlds, creating structure through engaging in social processes (Charmaz, 

2000; Chun Tie et al., 2019). Strauss and Corbin went on to develop an independent strand of 

GT known as evolved or interpretivist GT (Strauss & Corbin, 1990; Levers, 2013), 

highlighting the importance of multiple realties and context in theory development. Their 

approach also acknowledged the role that researchers play in the interpretation of data, but 

nevertheless remained grounded in a relativist pragmatist position (Charmaz, 2000).   

 

A second generation of GT theorists later emerged, moving away from positivism and 

proposing a post-modernist approach to GT. Theorists such as Bowers and Schatzman 

(2009), Byrant (2002) and Clarke (2005) acknowledged the value of GT guidelines but began 

to lean towards combining GT with more flexible assumptions and approaches. Charmaz 

(2006) developed the constructivist approach to GT (CGT), positing that both research and 

theory are not discovered, but are instead constructed (Charmaz, 2006; 2014). CGT adopts a 

“middle ground between postmodernism and positivism” (Charmaz, 2000, p. 510). While the 

approach is firmly grounded in social constructionist epistemology (Charmaz, 2008; Byrant, 

2002) and assumes multiple social realities, it does not overlook “the existence of an 

obdurate, real world that may be interpreted in multiple ways” (Charmaz, 2008, p. 410). 

Within CGT, theory is thought to be constructed by the researcher who views the world 
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“through their own particular lens” (Chun Tie et al., 2019, p. 3). Charmaz (2014) emphasises 

that experiences are co-constructed through the interaction between participant and 

researcher, providing a subjective interpretation of the world, not merely a construction of it.  

 

Certain differences in traditional versus CGT are notable, such as the use of focussed 

coding in CGT which allows for a more interpretative approach to the coding process. In 

CGT, researchers are also encouraged to take a “deeply reflexive stance” termed 

methodological self-consciousness, which encourages researchers to “scrutinize their data, 

actions, and nascent analyses” (Charmaz, 2017, p. 3). This encourages the researcher to pay 

close attention to her own individual response to the process of information gathering and 

data analysis (Charmaz, 2017). Charmaz views traditional GT as a useful set of principles 

that can be used as flexible guidelines for research. 

 

2.6 Grounded theory: techniques and application  

 

Some methodological techniques remain consistent across all strands of GT, despite 

their differing philosophical frameworks. These include coding, memo writing, constant 

comparison, concurrent data collection and analysis, theoretical sampling and theoretical 

sensitivity. A brief explanation of the various techniques will be explained below.  

 

CGT is an iterative rather than linear approach meaning that data is concurrently 

collected and analysed throughout the research process. In this way, the researcher 

continually refers back and forth between the stages of data collection and analysis, refining 

categories along the way (Charmaz & Henwood, 2017). The recurrent nature of the GT 

approach allows for the processes of theoretical sampling as well as constant comparison. 



 

  

65 

Theoretical sampling is a “defining property” of CGT (Charmaz, 2000, p. 519). Throughout 

the process of collecting and analysing data, it is likely that gaps emerge within nascent 

theories, whereby further data might be required. Using theoretical sampling, the researcher 

seeks to sample specific issues to gain a deeper understanding of emergent theories 

(Charmaz, 2000). Participants or interview questions might therefore be chosen strategically 

in accordance with the direction of emerging concepts and theory (Charmaz, 2014; Glaser & 

Strauss, 1967).  

 

Constant comparison is a key feature of GT. It provides a means of combining both 

the coding and theory development processes of qualitative research. Using a constant 

comparison method, codes are compared to codes, codes to categories, and categories to 

categories throughout the data analysis process (Birks & Mills, 2011). This occurs until the 

theory is fully integrated. Unique to CGT is the concept of abductive reasoning (Charmaz, 

2014). It occurs mainly through using the method of constant comparison. As such, the 

researcher considers all possible theoretical explanations for “surprises” found in the data 

(Charmaz & Henwood, 2017) and either confirms or disconfirms them, until they arrive at, or 

construct, the most plausible theoretical explanation (Charmaz, 2006). In this way, the 

researcher moves “back and forth between possible theoretical explanations and data to 

construct robust theory” (Charmaz, 2017, p. 39). Data collection continues until theoretical 

saturation has occurred (Charmaz & Henwood, 2017). This is when gathering further data 

would not reveal any new properties of a given category, therefore providing no further 

insights relating to the emergent theory (Charmaz & Henwood, 2017, p. 140). 

 

Coding is the process of assigning conceptual labels to the data and is the beginning 

of the process of theory-making (Urquhart, 2013). Coding guides future data gathering and is 
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the important link between data collection and meaning (Saldaña, 2021). Different types of 

coding exist within CGT. Initial coding is the preliminary process of examining every line, or 

word, of data (Charmaz, 2014). Codes should be kept as close to the data as possible; using 

gerund, or active, codes help to move the data towards conceptual analysis and meaningful 

theory rather than description, connecting processes rather than isolated incidents or topics 

(Chun Tie et al., 2019).  

 

Intermediate coding, termed focused coding by Charmaz (2014), then takes place in 

order to begin to analyse which codes appear most regularly, or supersede other initial codes 

in terms of importance. It results in the development of categories (codes which account for 

larger amounts of data) and begins the process of theoretical analysis and integration. To 

remain close to the data during the coding process, Charmaz (2014) advises the researcher to 

remain reflexive in questioning her own response to the data, whilst also remaining attuned to 

the participants’ understanding of their own worlds. In this way, the researcher is also open to 

scrutiny (Charmaz & Henwood, 2017). After ascertaining which categories most helpfully 

explain the crux of the research, they are refined and treated as theoretical concepts, which 

can help the researcher to understand multiple issues that are occurring across the research. 

This type of coding leads to theoretical integration (Birks & Mills, 2011).  

 

Memo writing occurs throughout the entire process of analysis and is an important 

feature of GT. As a researcher, it involves writing analytic notes to oneself along the way in 

order to identify “tentative categories and their properties, define gaps in data collection, 

delineate relationships between categories and engage in reflexivity” (Charmaz & Henwood, 

2017, p. 240). It starts before the data collection takes place (Urquhart, 2013), at the point 

where the researcher has decided on an area of study. Memo-writing as a process is helpful 
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because it encourages the researcher to examine both the data and the provisional codes from 

a new perspective (Charmaz, 2000). As analysis proceeds, memos start to become 

progressively theoretical (Charmaz & Henwood, 2017) and allow for a higher level of 

abstraction to the researcher’s initial ideas (Urquhart, 2013).  

 

Theoretical sensitivity is the process by which researchers become fully immersed in 

the data, becoming attuned to the nuances of the participants’ words and enhancing their level 

of insight with the area of research (Birks & Mills, 2011). Codes and meaning start to carry 

analytic weight and researchers develop “the ability to discern and interrogate possibilities for 

conceptualising the data in abstract terms” (Charmaz & Henwood, 2017, p. 250).  

 

2.7 Rationale for choosing constructivist grounded theory 

 

Charmaz’s (2006) constructivist strand of GT was selected to meet the aims of this 

study. CGT provides a methodology through which a theoretical framework can be 

developed which seeks to explain how PWUA experience the process of accessing 

psychological therapy. In terms of capturing PWUA’s experiences, the aim is to make sense 

of individuals’ internal and social worlds and the complex psychological processes that are 

involved in help-seeking, addiction and marginalisation. A constructivist approach to this 

research project is also appropriate given its focus on exploring participants’ personal 

interpretations, reflections and experiences of a psychosocial phenomenon. CGT allows for 

multiple perspectives to emerge, simultaneously acknowledging the role of the researcher in 

the interpretation of data. CGT seeks to provide an interpretive portrayal of the studied world 

rather than a static picture (Charmaz, 2014). This is especially useful for the researcher’s area 

of research – that situated within addiction and mental health service provision - given the 
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recently updated public health policy relating to the provision of psychological therapy in the 

UK (NHS, 2019).  

 

The researcher’s personal philosophical positioning is critical as it undoubtedly 

influences research design (Urquhart, 2013; Charmaz, 2014). In this study, the researcher 

aligns with social constructionism, approaching this study from the belief that meanings are 

co-constructed, whilst also considering her own work history and current role as a trainee 

psychologist to have a subjective influence on the data. The researcher also consulted with an 

expert by experience, who acted as second supervisor during the initial planning stages of the 

study. The expert by experience was also a member of the Essex Service User Recovery 

Group (SURG), allowing for wider (albeit indirect) consultation with a recovery group to 

include multiple perspectives. Involving service users in the planning stages of research can 

be an important way of increasing a study’s credibility, as well as ensuring relevance to those 

the study might impact (Neale et al., 2017). Furthermore, meetings with her second 

supervisor provided a means for the researcher to determine appropriate terminology, such as 

using “person first language” rather than potentially stigmatising language. It was agreed that 

concerns regarding access to psychological therapy was a topic of concern and similarly, the 

researcher was able to consult with her second supervisor regarding broader ethical decisions 

such dynamic risk assessing during interviews. Overall, this contributed to the study being 

grounded in lived experienced of PWUA. 

 

In order to meet the aims of the study, CGT is appropriate because it is a useful 

methodology for studying power, marginality and inequality as well as implementing social 

justice research (Charmaz, 2005) and developing social consciousness (Charmaz, 2017). This 

is suitable to the current study’s focus on often contested public health and social policy 
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within the fields of mental health and addiction service provision. CGT provides “a 

systematic approach to social justice inquiry that fosters integrating subjective experience 

with social conditions in our analyses” (Charmaz, 2005, p. 510). The process of 

“methodological self-consciousness” enhances critical enquiry within qualitative research, 

scrutinizing power and inequality in a hope to redress forms of oppression and injustice 

(Charmaz, 2017). Constructivist epistemology is also a useful approach for areas of research 

that are not sufficiently explained by pre-existing theories (Gasson, 2004); research relating 

to PWUA experience of psychological services is underexplored in the literature.  

 

Although more traditional approaches to GT are adamant that an avoidance of the 

literature is key to ground one’s theory in the data, Byrant and Charmaz (2007) suggest that it 

is important to understand and be familiar with the current discourse surrounding the topic of 

research. Within CGT, it is suggested that conducting a literature review can help to “set the 

stage for what you do in subsequent sections or chapters” (Charmaz, 2006, p. 166). In 

addition, Noblit and Hare’s (1988) meta-ethnographic approach is grounded in the authors’ 

perceptions of the data and is less “concrete” than a meta-synthesis (El Hyssein et al., 2017). 

A line of argument provides an interpretation of the data, rather than a synthesis of the data 

itself, which is congruent with CGT methodology. 

 

El Hussein et al. (2017) recommend a “multistage nonlinear approach to the 

literature” which the researcher followed, using the process of constant comparison 

throughout the entire thesis process. Within the current study, a literature review was 

conducted both prior to and following the data collection process in order to compare existing 

research on the subject. This aligned with the constant comparison process throughout the 
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research, allowing the researcher to compare theory back to existing literature following the 

collection of data and during the analysis process.  

 

2.8 Procedure 

 

2.8.1 Participants and recruitment  

 

Participants were recruited for this study by advertising initially across substance use 

services and community recovery support groups. In total, four community alcohol services 

supported with recruitment. The study was also shared via organisations’ mailing lists. In 

addition, the study was advertised on addiction and recovery support groups on Facebook and 

shared on ‘X’. Initially services and participants were recruited solely from southeast 

England, but once the study was advertised using social media groups, participants from 

elsewhere in England were also included. Given the sensitive nature of the subject area 

within this research project, one-to-one interviews, rather than focus groups, were deemed 

most appropriate. The inclusion criteria for recruitment were as follows: 

 

a) Adults who identified as having an active alcohol addiction, with alcohol being their 

primary substance. For the purpose of this study, “active addiction” was defined by a 

participant who identified as currently struggling with their alcohol use. This allowed 

the subjective experience to define active addiction, rather than placing strict notions 

of “drinking” versus “sober” as recruitment criteria which would be inappropriate 

given the non-linear nature of recovery. Throughout the process of interviewing, the 

inclusion criteria were expanded to include those who were within six months of 
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recovery to account for the dynamic and often cyclical nature of addiction and 

sobriety.  

 

b) Participants were required to also identify as having a mental health problem, either 

diagnosed or undiagnosed. Participants who had mental health conditions which were 

managed by secondary mental healthcare were excluded from participating. This was 

because those under secondary care are likely to have a psychiatrist and therefore are 

subject to different treatment pathways to psychological support compared with those 

seeking primary mental healthcare services, such as NHS Talking Therapies.  

 

c) Participants were required to be engaging with a substance use service or another 

related support service. This was to safeguard individuals during the interview to 

ensure that they had support in an ongoing capacity.  

 

2.8.2 Sampling strategy  

 

Purposive sampling was initially employed for the recruitment of participants for the 

research study through the contacting of specific substance use services. This expanded to 

snowball sampling whereby participants shared information about the study via word of 

mouth to peers who might be interested in participating. Those who met the inclusion criteria 

received an initial screening phone call with the researcher. This was to ensure that 

participants were suitable to participate in the research by assessing inclusion criteria and risk 

relating to severity of mental health conditions. 15 participants were recruited for the study 

which was deemed an appropriate and practical sample size given the time limitations of the 

study, whilst enough to provide rich and sufficient data for the development of a grounded 
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theory. During the process of recruitment, the researcher was contacted by a further six 

participants who either did not meet the criteria for inclusion (two) or decided not to 

participate (four).  

 

A participant information sheet (Appendix F) was produced and disseminated to 

interested participants. The information sheet explained the purpose of the study, the 

inclusion criteria for participation, and relevant information relating to consent and 

confidentiality. The procedure of the study and the purpose of the research project and its 

potential benefits and risks were also explained clearly. The contact details for the researcher 

and lead supervisor were also supplied. Participants were also sent a consent form (Appendix 

G) to sign and return via email as well as a brief demographic questionnaire (Appendix H) in 

order to gather information regarding age, gender, sexuality and employment status as well as 

further details regarding length of engagement with current support service. This was to allow 

for recognition of any notable patterns within the participant data. A signposting sheet 

(Appendix I) was also sent to participants prior to interview, detailing support services 

available should participants wish to seek support following the interview. Participants were 

informed that they would receive a renumeration voucher of £20 via email following the 

interview. This was in line with University guidelines, which restricted the researcher’s 

ability to pay participants cash. 

 

As the study progressed, theoretical sampling was employed to seek participants 

specifically, in line with a CGT approach (Charmaz, 2014). As such, after the first five 

interviews, initial codes were generated, followed by focussed codes. The researcher became 

aware that the cyclical nature of sobriety and recovery was apparent across the initial 

interviews. Through memo-writing (Appendix E), the researcher became aware that her 
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initial plan to exclude participants who were not in active addiction served to reinforce the 

more rigid ‘biological’ model of addiction. The first five interviews revealed that the process 

of recovery was “messier” than this; periods of sobriety and addiction could not be clearly 

accounted for. As a result, the inclusion criteria were adjusted accordingly. The following ten 

participants were recruited using the broader criteria of being either in active addiction, or 

within “recent”, i.e. six months of recovery – which could include periods of addiction and 

sobriety. This accounted for the more volatile, “grey” nature of recovery and to avoid 

deeming participants ineligible, potentially reinforcing a sense of rejection from services.  

 

According to GT, data collection is deemed complete when theoretical saturation has 

occurred. This has been challenged by Nelson (2016) who argues that it implies a notion that 

data can be complete, contradicting CGT’s underlying philosophy which postulates that 

realities cannot be fully “known” as they are constructed. Therefore, Nelson (2016) argues 

that “conceptual depth” is a more appropriate concept for use in CGT research, implying that 

the researcher has reached sufficient depth of understanding in relation to the emergent 

theory. The current study therefore focussed on achieving conceptual depth rather than 

saturation, not only because of its alignment with CGT, but also because of the reality of the 

time constraints of this study and remit of a sole researcher. It should be noted that 

demographic variation within the sampling process was difficult to account for, given the 

largely White British participant responses received. It is of note, however, that the purpose 

of the research project was to generate theory rather than provide a wide demographic variety 

to the sample.  

 

2.8.3 Interviews  
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Semi-structured interviews were used as they are the most common data collection 

method in CGT (Charmaz, 2014) but also because they are appropriate for the gathering of 

in-depth exploration of experiences. Interview length varied from 108 mins (participant 15) 

to 48 mins (participant 11) (M = 73.6 mins). Eight interviews were conducted face-to-face at 

various substance use services across the East of England. According to participant 

preference, seven interviews were conducted remotely via Microsoft Teams.  

 

The interview process was loosely structured according to an interview topic guide 

(Appendix K); this was amended slightly as the data collection progressed according to 

notions of theoretical sampling with CGT (Charmaz, 2014). All interviews started by asking 

participants to describe their experiences of addiction and mental health problems which was 

a broad, descriptive and open-ended question as recommended by Charmaz (2014). This was 

in order to encourage participant stories to emerge and is important considering “interviewing 

is not considered as efforts to mirror reality but as emergent interactions through a mutual 

exploration of the interviewee’s experiences and perspectives” (Charmaz & Thornberg, 2021, 

p. 317). The researcher’s approach to asking questions and following up on the response are a 

critical component in the construction of the data as well as the quality of the data gathered 

(Charmaz & Thornberg, 2021). As the interview progressed, follow up questions were honed 

according to emergent themes (Charmaz, 2014). The emergent categories of chaos and 

confusion became apparent within the first five interviews, prompting the researcher to 

explore these topics in more detail as the interviews progressed, as encouraged by the CGT 

technique of theoretical sampling. Purposefully honing in on specific topics as the interviews 

progressed was aided by the process of memo-writing, helping the researcher to understand 

her own responses to the initial interviews. An example interview transcript is included in 
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Appendix M. Further details regarding the process of conducting interviews will be discussed 

in Chapter Four.   

 

2.9 Data analysis 

 

2.9.1 Coding, memo-writing & theory building  

 

Several qualitative researchers have discussed manual coding versus using software 

(Neale, 2016; Braun & Clark, (2022). For thematic analysis, Braun & Clark (2022) suggest 

both manual or software coding can be used but suggest initial coding to be conducted by 

hand to allow for greater reflexivity and interpretation. Neale (2016) suggests hand versus 

software coding comes down to personal preference but advises that the process of moving 

between summarised data and its specific context requires “intimate knowledge of the data 

and when, where, how and why they were generated. No computer program can substitute for 

this” (Neale, 2016, p. 1105). The current research used manual coding, both hand-written and 

later using Microsoft Excel to organise the codes. This was possible given the current study’s 

relatively small sample size as well as being conducted by a sole researcher, meaning that the 

process of data analysis, while transparent, was unique to her own system of sense-making 

and theoretical integration, rather than reliant on colleagues’ contributions to a shared 

software programme and coding system. Furthermore, given the less structured nature of 

CGT alongside its recurrent and iterative coding process, the researcher preferred manual 

coding as it facilitated easy movement between data, memos and codes.  

 

Initial line-by-line coding of transcripts (Appendix A) largely used gerund codes in 

order to maintain close engagement with the data (Charmaz & Thornberg, 2021). The 
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researcher began to define meanings and actions and make constant comparisons between 

transcripts. Initial codes are provisional, meaning the researcher remained as open as 

possible, attempting to avoid placing codes into predetermined categories at this stage. 

During this stage, the researcher began to recognise links and draw comparisons between 

codes and meanings. Focussed coding (Charmaz, 2014) (Appendix B) then took place in 

order to organise the most commonly occurring and relevant, or “fertile” (Neale, 2016) codes 

under provisional conceptual headings in a Microsoft Excel spreadsheet. These headings 

were then compared to one another, checking for similarities and repetitions across the data, 

and comparing initial codes to initial codes.  

 

The conceptual headings were then organised on a separate spreadsheet and clustered 

again according to relevance and occurrence. At this stage, the researcher referred back to the 

data, using the CGT process of constant comparison, to consolidate the headings and trace 

these back to specific segments of transcripts. The researcher decided to manually write down 

the preliminary conceptual headings, cutting out segments of participant transcripts and 

beginning to integrate these under broader conceptual headings, beginning the process of 

theoretical coding (see Appendix C). This process aids close engagement with the data 

(Urquhart, 2013) and although challenging to organise, CGT researchers are advised at this 

stage to “tolerate ambiguity” (Charmaz & Thornberg, 2021, p. 322). The aim of this type of 

coding is to begin to integrate a large amount of data; using paper allowed for a more creative 

process of theoretical intervention and aided the iterative approach to CGT. 

Memo-writing (Appendix E) was an important process that occurred throughout the 

entire research process, helping the researcher to document, consolidate and process her own 

reflections (Chun Tie et al., 2019). Memo-writing occurred prior to, during and after 

conducting the interviews and played an important role in the writing up and consolidation of 
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results. It helped to generate codes and categorise as well as understand the reasoning and 

process behind emerging theoretical ideas (Birks & Mills, 2015). Memos were freely written 

in terms of form and content, as recommended by grounded theorists (Birks & Mills, 2015), 

providing a means of “conceptualis[ing] the data in narrative form” (Lempert, 2007, p. 245). 

At the start of the research process, memos were in the form of diary entries, helping the 

researcher to think about feelings and reflections that arose during the process of initial 

recruitment as well as throughout the process of data analysis. It also helped the researcher 

understand her own pull towards the research area. Later, memos were used in a more 

structured way to help to develop initial codes and subcategories, reflective of how the 

researcher was beginning to think about links within the data.   

Lastly, more structured theoretical coding (Figure 5) was developed whereby the 

researcher began moving subcategories into higher order conceptual categories and beginning 

to integrate the GT into a theoretical model. Creating visual diagrams at this stage can be 

especially helpful to start building relationships between categories (Urquhart, 2013). 

Developing a theoretical model is an attempt to provide an understanding of how conceptual 

categories interrelate, presenting what is essentially “a theoretical interpretation or 

explanation of a studied phenomenon” (Chun Tie et al., 2019, p. 7). Both traditional GT 

(Glaser & Strauss, 1967) and more flexible approaches, including CGT, all suggest that a 

substantial theory is the final outcome of research. Kelle (2007) advises against forcing 

theoretical concepts on the data. Heuristic categories are recommended, which do not need to 

be precise or perfect but instead represent the lens through which the researcher perceives the 

phenomena.  

 

2.9.2 Audit trail  
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Using a constant comparison process throughout the stages of coding, the researcher 

was able to continually determine which codes, categories and subcategories were most 

relevant to the entire data set. For example, subcategories such as the disappointment at not 

receiving psychiatric diagnoses from primary care services as well as the confusion regarding 

the role of medication were both experienced by PWUA following interactions with GPs and 

other HCPs. However, it was the overarching sense of negative self-view – including lowered 

self-worth and the reinforcing sense of shame – that were the most impactful experiences on 

PWUA in terms of embodied responses and were therefore identified to be categories that 

best explained the data. The following chapter presents the categories, subcategories and 

theoretical model.  
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Figure 5 

Theoretical coding and beginning to build a model 

 

 

2.9.3 Quality assurance 

In contrast to Glaser and Strauss (1967), assessing the quality of CGT studies 

arguably requires prioritising abstract understanding rather than explanatory power. Quality 

is assessed based on four criteria: credibility, originality, resonance and usefulness (Charmaz, 

2014). Credibility refers to the rigour of the process of data collection, analysis and 
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evidencing theory development in a GT study (Charmaz, 2014; Charmaz & Thornberg, 

2021). Firstly, achieving rigour requires attention to certain systematic processes including 

theoretical sampling, achieving theoretical sufficiency and demonstrating accurate links 

between the data and the emergent theory. Secondly, systematic approaches to both coding 

and constant comparison are also useful markers of a credible GT study (Charmaz, 2014). 

Lastly, methodological self-consciousness is a means of explaining the researcher’s 

predispositions and assumptions prior to commencing the research and being transparent 

throughout the study. Providing a sound demonstration of the researcher’s own reflexivity 

and transparency throughout the process is useful means of demonstrating credibility 

(Charmaz, 2014). More details relating to researcher’s reflexivity are discussed in section 4.6 

as well as through the process of memo-writing which occurred throughout the research 

process in its entirety.  

Originality refers to the development of an emergent theory as one “offering new 

insights, providing a fresh conceptualisation of a recognised problem, and establishing the 

significance of the analysis” (Charmaz & Thornberg, 2021, p. 3016). Situating the study 

within current research and discussions relating to its originality will be detailed in Chapter 

Four. Resonance refers to how relevant the study is and the extent to which it offers 

understanding about other individuals, beyond that of its own participant’s experiences. 

While qualitative research is not intended to be generalisable (Neale et al., 2014), ensuring a 

GT study is resonant with the research area is important. It can be useful to question whether 

the categories “portray the fullness of the studied experience” as well as whether the GT 

makes sense to participants involved in the study. (Charmaz, 2014, pp. 337-338). Usefulness 

refers to the extent to which the study provides clarity about participants’ understanding of 

their everyday lives as well as providing a “foundation for policy and practice applications” 

(Charmaz & Thornberg, 2021, p. 316). A useful study will also contribute to new avenues of 
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research. Further discussion regarding how the study meets these four criteria is provided in 

Chapter Four which details a critique of the current research.  

2.10 Ethical considerations 

This study obtained ethical approval from the University of Essex School of Health 

and Social Care’s Ethics Committee (Appendix L). Ethical considerations were also made in 

accordance with The Code of Human Research Ethics (2021) produced by the British 

Psychological Society. This Code informs standards of practice relating to consent, 

confidentiality, appropriate data storage and risks of harm both to participants and researcher. 

The following section refers to each of these ethical issues within the current research. It 

explains how various ethical issues were considered and managed during the planning, 

collection and analysis of the data.  

2.10.1 Informed consent  

 

Ethical research must not only rely on participants agreeing to participate, but also 

being provided with full and open information regarding the study (Denzin & Lincoln, 1998). 

The participant information sheet (Appendix F) clearly stated the aims of the research and 

expected outcome; it also stated that participation in the study was entirely voluntary, and 

consent could be withdrawn at any point prior to the interview or within a specified 

timeframe following the interview. The consent form (Appendix G) also included a statement 

of agreement to participate in the research as well as consent for the recording of interviews. 

Informed consent was gained on three separate occasions; this was to minimise the risk of 

participants giving consent when under the influence of alcohol and who may therefore have 

fluctuating capacity. Consent was discussed orally during the initial phone calls with 

participants regarding the study; it was gained in written form prior to the interview using the 
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consent form, and lastly participants gave oral consent at the start of the interviews 

themselves.  

 

2.10.2 Confidentiality  

 

The participant information sheet confirmed that participants’ data would remain 

anonymous; participation in the study would also remain confidential. All identifiable 

information would be removed from transcripts; participants were assigned a pseudonym for 

both the write up of the transcripts and the study. All quotes used in the study are void of 

identifiable information. Participants were also provided with information regarding how 

their data would be securely stored (see Section 2.10.3 below) and were reminded of this 

information at the start of the interviews. The researcher informed participants about the 

limits of confidentiality at the start of interviews. If participants made any disclosure that 

involved risk of imminent harm to themselves or to others, they were informed that the 

researcher would be required to break confidentiality and inform relevant services. 

Participants were invited to ask any questions or voice concerns regarding confidentiality 

prior to the start of interviews. The researcher confirmed that participants were comfortable 

with the interview being recorded, as laid out in the consent paperwork, and timeframes for 

interview length were discussed. At the end of the interview, participants were debriefed and 

given the opportunity to ask any questions. 

 

2.10.3 Data access, storage, security  

 

Storage of data was detailed fully in the participant information sheet; procedure was 

in line with guidance from the UK Data Protection Act (2018) as well as specific 
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requirements from the University of Essex Ethics Committee. Participants’ data were 

anonymised at the point of collection. During the recording process on either a password-

protected Dictaphone or on Microsoft Teams, participants were allocated an identifying 

number before later being allocated a pseudonym. Signed consent forms were kept separately 

to the recordings in a locked cabinet. Recordings were permanently deleted once they had 

been transcribed. Transcribed recordings and demographic forms were kept in a password 

protected folder on the University of Essex’s secure host server. The researcher’s laptop was 

also password protected. Access to the transcripts was restricted to the researcher and the 

thesis examiners only upon specific request. All interviews were transcribed by the researcher 

herself. The data will remain securely stored for ten years to allow for potential amendments 

and possible publication before being permanently deleted.  

 

2.10.4 Risk management 

 

Recruiting participants with both an alcohol addiction and mental health problem 

meant that specific regulations relating to managing risk were considered during the 

interview process. This was because of the increased likelihood of intoxication during the 

interview but also because of the potential for emotive topics to be discussed. All face-to-face 

interviews were conducted at specific substance use services that participants were familiar 

with; staff members were also present on site for the duration of interviews. Participants were 

informed that the topic of the interviews might be emotive and that they were under no 

obligation to share information that they were not comfortable discussing. Participants were 

reminded that they could take breaks when needed or terminate the interview at any point if 

they wished. The researcher also made it a requirement of the recruitment process that 

participants be engaged with a support service (where they had an assigned keyworker) to 
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minimise risk of participants lacking any form of follow-up after the interview. The 

researcher continuously considered the dynamic risk assessment (Appendix J) during the 

interviews to monitor capacity to both consent to and engage in the interview. However, no 

interviews needed to be terminated for any concerns regarding participants being intoxicated 

or participants being too distressed to continue.  

 

2.11 Dissemination 

 

All participants as well as services that supported with recruitment will be emailed a 

summary of the study’s findings. Following submission, this study will be uploaded to the 

University of Essex thesis repository, making the research available to all trainees as well as 

other students and staff. This study will also be submitted to specific peer-reviewed journals 

with the aim of publication. The researcher will likely submit to the Journal of Social Science 

& Medicine, Journal of Substance Use, Journal of Addiction, International Journal of Drug 

Policy and the Journal of Studies on Alcohol amongst others. The researcher will also present 

the findings at the European Sociological Association Research Network’s “Sociology of 

Health & Medicine Mid-Term Conference” in Portugal in June 2025. Opportunities for 

dissemination of findings at the Society for the Study of Addiction Conference 2025 will also 

be considered.   

 

2.12 Chapter summary  

 

This chapter has provided a rationale for the researcher’s choice to employ CGT over 

other qualitative research methods as well as other strands of GT. The researcher’s 

philosophical positioning was also presented. The defining elements of CGT were then 
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outlined, before detailing the researcher’s specific approach to the research process, including 

data collection and analysis. Ethical considerations relating to the research process were 

discussed before outlining a dissemination plan for the research findings. The next chapter 

explores the results of the participant interviews.  

 

Chapter Three: Results 

 

3.1 Chapter overview 

 

The following chapter describes participants’ demographic characteristics. It then 

proceeds to present the synthesised data, collected from participant interviews, in the form of 

a theoretical model. The model draws upon the subcategories and categories that were 

developed throughout the process of close, systematic analysis of the data. The theoretical 

model is then followed by an in-depth exploration of the model’s key categories and 

subcategories. Throughout this exploration, participants’ quotes are presented in order to 

illustrate PWUA experiences and provide examples of the model’s grounding in the data.  

 

3.2 Participants’ demographic characteristics  

 

Pseudonyms were assigned to all participants to protect anonymity (see Table 6). Five 

participants were male, ten participants were female; ages ranged from 22 to 58 (M=40). 

Most participants (N=12) were unemployed at the time of interview, described as “long term 

sick leave”. During the interviews, most participants spoke about finding it impossible to 

maintain employment as a result of both mental health difficulties and active addiction. 

Nearly all participants (N=14) were White British, reflecting perhaps the nature of the 



 

  

86 

demographic population base of Essex and Hertfordshire, with 85% and 72% white British 

populations respectively (Essex Council, 2021; Hertfordshire Council, 2021). However, this 

is possibly also indicative of the wider issue of ethnic minority groups facing greater barriers 

to accessing mental healthcare in the UK (Bansal et al., 2022).  

 

All participants were engaged with a support service at the time of interview which 

consisted of substance use or community recovery services. The length of participants’ most 

recent engagement with their current support service ranged from one month to 25 years. 

Prior to the current services that PWUA were engaged with, however, participants had 

experienced a variety of different services. Most participants (14 out of 15) had at some point 

been supported for their mental health issues by an NHS psychological service. Some 

participants had also engaged with mutual aid groups such as AA (N=8) and some had 

experienced private therapy at various stages in their lives (N=5).  
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Table 6   Participants’ demographic data
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3.3 Theoretical model   

 

The theoretical model (Figure 6) draws together the range of categories and 

subcategories outlined in Table 7, which were identified through the close analysis of 

participant data. The model describes the processes by which PWUA attempt to access 

psychological therapy. At the centre of the model, alcohol holds a conflicting role in PWUA’s 

lives. Alcohol inflicted chaos but simultaneously provided a lifeline to cope with chaos in its 

various forms: the chaos associated with challenging life circumstances, that of mental health 

problems, and PWUA’s perceptions of a confusing, complex and cyclical system of 

psychological support. Alcohol was seen to be a “safer” option than giving up drinking 

considering PWUA lacked trust that timely sand adequate support would be put in place. 

Pathways into therapy are experienced as nonsensical. Participants regularly end up back at 

square one of various referral processes, stuck on waiting lists or bounced between services 

without a sense of clarity, direction or purpose. 

 

Interactions with HCPs and services are characterised both by experiences of 

rejection, but also by the anticipation of rejection which can be enough to trigger avoidance 

of help-seeking. This was often due to poor experiences of treatment from statutory services 

in the past. PWUA tended to present a modified version of themselves to GPs. For example, 

downplaying the level at which they were drinking in an attempt to access treatment, whilst 

simultaneously hoping to avoid judgement. 

 

Two outcomes from interactions with HCPs and services are possible. Negative 

interactions, both experienced and perceived, tended to reinforce PWUA’s entrenched sense 

of shame and their pre-existing, negative self-image of the stigmatised “addict”. This lack of 
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self-worth often deterred PWUA from help-seeking, believing that they did not deserve 

treatment. Negative interactions, general confusion and uncertainty regarding the referral 

process, and the reinforced sense of shame triggered embodied responses in PWUA. 

Increased likelihood of relapse or physical manifestations of declining mental health such as 

self-harm or suicide attempts were common. PWUA subsequently found themselves back in 

the chaos of the system.  

 

Another possible outcome was a movement towards self-sufficiency. Negative 

perceptions of HCPs and services were often enough to activate PWUA’s defensive 

behaviours, such as putting their barriers up, refusing to return to services and rejecting NHS 

support entirely. For many participants, this prompted a newfound motivation to seek 

alternative pathways out of the chaos. This was normally via third sector organisations such 

as substance use charities, or through support from those around them such as mutual aid 

groups or family and friends, leading to psychological therapy. 
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Figure 6 

Theoretical model 
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Table 7 

Table of categories and subcategories 

 

Category Subcategory Frequency 
(participant number) 

1. The conflicting role 
of alcohol in everyday 
life 

Coping with the chaos of addiction 
 
 

N=15  

 Alcohol functions as a survival 
mechanism  
 

N=15 

2. Navigating a chaotic 
system 
 

Cyclical and confusing treatment 
pathways 

N=15 

 PWUA exist in a state of limbo  
 

N=13  
(1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11, 
12, 15) 
 

3. Interactions with 
healthcare professionals 
and services 

Rejection  N=15 

 Anticipation of rejection  
 
 

N=15 

 PWUA present modified versions  
of self  
 

N= 8  
(1, 3, 4, 5, 6, 13, 14, 15) 

4. PWUA’s negative 
self-image 

Reinforced shame  
 
 

N=15 

 Lack of self-worth and its impact  
on help-seeking 
 

N=13  
(1, 3, 4, 5, 6, 7, 8, 9, 10, 11, 
13, 14, 15) 
 

5. Embodied responses 
to chaos 

Risk of relapse  
 

N=11  
(2, 3, 5, 6, 7, 9, 11, 12, 13, 14, 
15) 
 

 Physical manifestations of mental  
health decline  
 

N=14  
(1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11, 
13, 14, 15) 
 

6. Towards self-
sufficiency 
 

Defensive behaviours as a protective 
strategy 
 

N=15 

 PWUA’s alternative pathways out of 
chaos 
 

N=15 
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3.4 Category One: The conflicting role of alcohol in everyday life  

 

3.4.1 Coping with the chaos of addiction 

 

Coping with active addiction was something that impacted on all participants’ 

experiences of help-seeking, as well as their practical ability to engage with services. Many 

described the inherent ups and downs of alcohol addiction, combined with mental health 

difficulties, as having significant impact on their ability to access psychological support. As a 

result, PWUA experienced not only difficulty maintaining engagement with services, such as 

attending regular appointments, but also in navigating the chronic disruptions to housing, jobs 

and relationships that were described as the knock-on effects of addiction. This sense of 

chaos, in turn, made service engagement even more challenging. Liz, who had moved around 

a lot and experienced periods of homelessness, spoke about the challenges associated with 

maintaining relationships with services whilst in active addiction. Moving regularly and sofa 

surfing required continually re-registering with new GP surgeries, often restarting the process 

of seeking support. This proved especially difficult during active addiction which she 

described as being in a state of “oblivion” (Liz).  

 

Liz: I've also moved a lot, like I've been homeless for a lot of years. And sofa surfing 

all in alcoholics’ houses from this place to that place. So I've slipped through a lot of 

registering with GPs and then you know you've got to go through the whole rigmarole 

of re-registering, making a new referral. And when you're an alcoholic you haven't got 

the time, you haven't got the energy. I mean, you've got the time because you've got 
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time to drink all day. But you're not thinking of making all the right steps because 

you're in oblivion in your mind. 

 

For some, the realities of managing an active addiction as well as negotiating 

withdrawal symptoms meant that alcohol would always be their priority, taking precedence 

over any form of help-seeking, including getting to appointments or making contact with 

services.  

 

 Marina: And on top of that there’s the drink, because my mind is just trying to not 

focus on the drink. Drink always comes first, before I can acknowledge anything else. 

 

Managing the demands made on participants by services was felt to be near-

impossible. Many participants experienced services as unreasonable, citing unrealistic and 

unfair expectations to meet rigid appointment times and negotiate inflexible cancellation 

policies. Furthermore, service policies were often experienced as dismissive of the struggles 

surrounding compliance that often came with addiction. Catherine described “falling apart” at 

the expectation to maintain communication with her GP because of the anxiety it created.   

 

Catherine: I couldn’t phone the GP because I was too ashamed… I have a real 

problem with communication… I'm trying very hard at the moment to keep my phone 

on. I can't open post, can't open emails. You'll have noticed my communication is 

rather sporadic. I really, really struggle. 

 

Some participants also described a desire for a second chance when it came to missing 

appointments. Being discharged from a therapy service seemed counterintuitive to those 
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struggling to adhere to rigid schedules whilst in the midst of active addiction. There was a 

sense that stumbling at the “first hurdle” (Francesca) would end support immediately. She 

shared: “We can fuck up because we're human, we're going to make mistakes, but society's 

like, oh, if you don't come then we're going to take it [therapy] away from you… I understand 

you can't give a million chances”. She went on to say: “If I did, after a [therapy] 

conversation, go and pick up a drink straight away, they'd be like “Don’t come back”… I 

think it's like policy and procedure … that is what causes a lot of the isolation of not going 

into systems because I think well as soon as I fuck up you're going to shun me anyway”.  

 

PWUA also expressed some hesitancy to engage with psychological therapy services 

due to a fear of mental health deterioration and risk of relapse.  

 

Nadia: I don't want to relapse, I don't want to lose my marbles again, I can't afford to, 

mentally, physically, everything. And there's a feeling that if you do talk about stuff, 

things will get worse before they get better. Everything's got to be in place, you know, 

have a safe roof over my head, have my benefits. And be confident a bit more in my 

sobriety.  

  

 Starting therapy was seen to be associated with a greater risk of relapse and possibility 

of losing “everything” (Nadia). Opening up to a therapist, without appropriate support to 

stabilise the wider psychosocial components of her life, was conceptualised as too risky a 

prospect for Nadia, and ultimately prevented her from seeking psychological therapy. The 

chaos of addiction itself, as well as its presence in other parts of life, created significant 

barriers to psychological support for PWUA.  
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3.4.2 Alcohol functions as a survival mechanism 

  

All participants spoke about the function of drinking alcohol as a means of survival in 

various forms, paradoxically providing consistency in the face of chaos. Regardless of the 

societal perspective of addiction as a form of downfall, or giving up, PWUA drank as a way 

of persevering, self-regulating and staying alive when forced to cope with mental distress. 

Alcohol represented something reliable and dependable amidst the chaos of intolerable 

feelings and complicated life circumstances.  

 

All PWUA identified the start of their drinking journeys at a relatively young age 

(early teenage years), having begun drinking to manage the chaos that had often characterised 

their early lives. Many had suffered adverse childhood experiences and trauma during their 

upbringings and saw alcohol as a lifeline. For some, it was “the only way I learned to cope” 

(Melanie) or “an escape from all the chaos that had just kind of been dropped into my life” 

(Jenna). Jenna also described becoming “attached to this coping mechanism of drinking”, 

unable to separate herself from alcohol. Reflecting on his journey to becoming addicted to 

alcohol, Simon said: 

 

Simon: I was managing in ways that are not so good. So with drinking, I guess it was 

just as a coping mechanism, to have a sense of control, because I felt that life was just 

chaos and I couldn't control anything. Then obviously that’s when I started to use 

alcohol. 

 

Drinking afforded PWUA some control over their feelings – by disconnecting them 

from reality, blocking out particular emotions, or by contributing to some sense of feeling 
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amidst the numbness. PWUA were not ignorant about the negative effects of alcohol - most 

acknowledged alcohol as detrimental to their health overall – but alcohol’s function as a 

lifeline meant it was heavily relied upon, often keeping PWUA afloat whilst waiting for 

services. For Francesca, the prospect of living without alcohol was overwhelming. She 

attributes being alive today to her addiction, which allowed her to keep going despite the 

intensity of her psychological difficulties.   

 

Francesca: But without my addiction, I don't think I would have survived as long as I 

have. Because in addiction, my mental health wasn't a problem. So it's a survival 

strategy. It relieves all the pressure that is going on mentally for me.  

 

Sometimes a reliance on alcohol was a barrier to treatment; participants feared giving 

it up in case appropriate and timely support was not put in place. Alcohol was a lifeline in 

terms of providing reliable psychological support, given that many PWUA could not trust that 

services would step in to support them if they were to stop drinking.  

 

Louise: They [the GP] asked about my drink and then I said “Yes, I am drinking 

heavy at the moment as a way of really trying to normalise everything out of my 

head” and they said, “Do you want any help with that?” And I said “No, because if 

you take away that I don't know how I'll cope.” 

 

Physically stopping drinking was often considered dangerous due to risk of 

withdrawals. In this sense alcohol was a literal lifeline to many. For Liz, being admitted 

whilst inebriated was not accommodated by her hospital’s inpatient assessment policy, and 

therefore she was denied treatment whilst in mental distress. 
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Liz: So when I was nineteen, I tried to get myself sectioned in hospital and they 

wouldn’t take me seriously because I was drunk. I needed to be sober for the 

assessment. But I was alcohol dependent, so it wasn't possible to be sober, so I tried to 

explain to them “Look I have to drink because I'm physically addicted, otherwise it’s 

dangerous”.  

 

A fear of giving up their lifeline by reducing or stopping drinking was also described 

by many as a terrifying prospect given the amount of trauma they had been through. Being 

asked to confront their emotions through psychological therapy felt like a reason to avoid 

services. They feared that they would have to give up the crutch of alcohol and be forced to 

acknowledge memories that many had grown accustomed to blocking out by drinking. For 

some, drinking was a “camouflage” (Dennis), a way of blending into society, avoiding their 

mental health problems and distancing themselves from mental distress.  

 

Dennis: But you know then I turned to drinking. And it was alright, but fucking hell 

then when I stopped drinking I thought everything will be alright and it… and it's not 

because it goes the other way. I'm more aware of the problems I had before I started 

drinking. Yeah and it just escalates way back. Like when I was a kid…. Yeah, it's not 

as easy anymore to just dust it off. And if I think about it I’m like why did I open 

Pandora's box?  

 

3.5 Category Two: Navigating a chaotic system 

 

3.5.1 Cyclical and confusing treatment pathways  
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Confusion regarding what psychological support was available and how to access it 

was a common experience amongst all participants. Understanding the system was an initial 

hurdle. Many were unsure about which service was the most appropriate to seek help from or 

how to go about making contacting or initiating a referral. All PWUA described what they 

perceived to be a chaotic and complex system with no clear pathways or routes into therapy, 

leaving them feeling frustrated and unsure how to proceed.  

 

Dennis: Yeah, can't get through [to Talking Therapies] or they say this number's 

disconnected. And I'm looking at it, thinking it's the same number they gave me. So 

you're left with nothing…. Who shall I talk to? The doctors? Tried that. So no, I don't 

know who else exactly. 

 

PWUA’s perceptions of a complex system were intensified after receiving conflicting 

and sometimes inaccurate information regarding referral pathways, experience as “mixed 

messages” (Melanie). This was particularly challenging for PWUA who often reported a 

heightened sensitivity to feeling “out of control” (Jamie) as a result of their upbringings. 

Feeling out of control within the referral system therefore stirred up the same emotions, 

making the unknown particularly challenging to endure. Many did not know where to begin 

in asking for help; nearly all participants had never heard of NHS Talking Therapies or IAPT, 

resulting in numerous referrals to the wrong service. Some spoke about moments where their 

GPs had confessed that they were also unsure of the protocol for getting mental health 

support. 
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Louise: I referred myself to about three wrong places before I finally got to the right 

place. It's an absolute minefield getting to the right service… One of the GPs even 

said, “I find it very difficult to navigate, to be honest.” 

 

All PWUA attributed their alcoholism to their mental health problems. Drinking was a 

way of coping with such problems, for which they were unable to access support. Oscillating 

between mental health and addiction services was something that was common to all 

participants, often described as a “ping pong”-like process (Jamie, Jenna, Dennis).  They 

reported that they were not being accepted into psychological therapies whilst in active 

addiction but were unable to stop drinking without getting mental health support in the first 

place. 

 

Jamie: I know that with dual diagnosis, you get this really, really bizarre situation. If 

you've got mental health problems and you're drinking or taking substances, you go 

for help with your mental health, and they say, “Well, we can't help you because 

you're drinking.” So you go to an alcohol or drug service, and they go “Well, we can't 

help you because you got mental health problems.” And it's like ping pong. So who 

helps you? No one does, because no one wants to pick you up.  

 

For most PWUA, not feeling able to access help was experienced as direct rejection 

from a hostile and uncaring system. This was compounded by a sense that PWUA were left to 

fend for themselves in order to progress along the referral pathway.  

 

Jenna: So anyway, I got rejected from the community team, that's how I felt 

anyway… I was discharged back to the care of my GP and so basically that leaves the 
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ball in my court…. they're ping pong-ing each other back and forth saying you need 

to get support with mental health. Mental health services are saying you need to get 

support with your substances and you're like, yeah, well, I need both. They're both 

interlinked. 

 

Some said that even after jumping through the required hoops and getting sober, they 

were still not offered timely support by psychological services. This led them back to the 

beginning of the process, experiencing the system as cyclical rather than linear.  

 

Dennis: I tried to get help before I came here [substance use service] and they went, 

“Well, I can't really help you because you're drinking.” And that's… that was such a 

negative thing to say to somebody. That's why I'm reaching out to get help here. And I 

mean, they just say “Oh, well, you're drinking so sort your drinking out then come 

here”. So, I did, I went to get help and sorted that out. And still nothing… So it's come 

full circle, hasn't it? I've gone full circle with them twice and there's still no help. 

 

PWUA also described help as being patchy and fragmented. Many felt themselves 

endlessly oscillating between getting better and then worse again.  

 

Damien: The only thing I would say when it comes to all this kind of help is, it's all a 

bit like piecemeal. It's all a bit all over the shop and not coordinated, so there's periods 

where I got better. Got worse, got better, got worse, got better, got worse. It's like you 

have some level of success… but because the support is not progressive you fall back 

down. It's like snakes and ladders.  
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3.5.2 PWUA exist in a state of limbo 

 

Alongside attempts to navigate their way through a chaotic mental health system, 

many participants also spoke about regular feelings of being stuck or left in limbo. Spending 

times on waiting lists for psychological therapy was a common experience for all 

participants. While some were aware of their position in the process, other PWUA reported 

uncertainty about wait times, or if they were even on a list at all. Catherine described her 

experience as “one step forward, one step back. You know, you just end up standing still”. 

For Louise, the experience felt entirely pointless. 

 

Louise: It was never ever getting anywhere, you know, we’d wait a couple of months 

to get seen by them [NHS] initially. And then they'll say, “Right, well, we'll refer you 

to this.” And then it's another couple of months… it just becomes frustrating because 

it's such a long, drawn out process and then at the end of it, you're not really any 

further forward… And you get, you get to the point of thinking what is the point of all 

of that? 

 

Some PWUA found the process of waiting to be anxiety-inducing. Having been 

accepted to start a rehabilitation programme, Damien had been left in the dark regarding his 

position in the queue or likely starting time. Being left in limbo meant he was forced to resort 

to self-management strategies in order to keep himself psychologically afloat. He spoke about 

an exercise group he had joined: 

 

Damien: I guess I’m slightly waiting forever. And there's no updates, like what 

position I am in the queue or anything. So I just don't know. Just a lack of 
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information. Really, I'm just having to learn how to manage my own head… I engage 

regularly with this group of guys who play football every week... I've got like scraps 

of support here and there. 

 

Other PWUA spoke about their lives being “on hold” (Dennis). Being in a limbo state 

was also especially difficult for those in a precarious stage of recovery, having tentatively 

managed to maintain sobriety in order to access a therapy service, but being then left to wait 

without an indication of when, or if, they would be assessed.  

 

3.6 Category Three: Interactions with HCPs and services 

 

3.6.1 Rejection 

 

All PWUA reported experiences with HCPs and services during which they had felt 

rejected, dismissed or judged for their drinking and/or their mental health problem. These 

experiences regularly served to reinforce PWUA’s preconceptions that attempting to get help 

was pointless. The experience of rejection occurred not only at a service level, through 

regular bouncing between services, but also from individual HCPs who often delivered direct 

rejections following assessments, described by some PWUA as “final decisions” (Dennis) 

with no follow up or signposting to other services. Dennis remembered a psychological 

assessment he had attended: 

 

Dennis: I opened up and poured my heart out. And what, what for?... You've made me 

cry. I've gone home. And they just said, “Oh, well, you're not psychotic”. So there 

isn’t even a follow up with me being on the medication. No phone calls, nothing. So I 
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think like, what was the point of telling people I don't know, what's the point of telling 

strangers all my deepest stuff if you're not going to help me? 

 

He went on to describe how he had been told on multiple occasions by NHS 

psychological services to “fix that [the alcohol use] before we help you” (Dennis). Liz spoke 

about an experience of being told during a psychological assessment that her mental health 

difficulties were a result of “watching too many scary movies” which she experienced as 

rejection, or as she put it “a brush off” (Liz). Her experience resulted in her telling her GP she 

never wanted to go back to the psychology team that had assessed her. A sense of rejection 

was also distressing for Jenna, who received the news that she was being removed from her 

NHS Talking Therapies waiting list following a GP referral because of her drinking.  

 

Jenna: And at this point I was told I didn't meet the criteria. I've got the text message 

on my phone. It's really triggering. I've got a text message. See that? How is that safe? 

Send me a text message saying I don't meet the criteria for care and then discharged 

me because of my drinking.  

 

The sense of being rejected was further enhanced by the news being delivered in what 

Jenna felt to be an impersonal and ultimately unsafe way. This was especially challenging due 

to the extent of her mental health crisis that she was in at the point of referral, leaving her to 

navigate both her pre-existing difficulties as well as the added experience of rejection on her 

own.  

 

3.6.2 Anticipation of rejection 
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Pessimistic views of services left PWUA feeling ambivalent about the prospect of 

help-seeking. Earlier experiences from childhood, combined with more recent interactions, 

had caused many PWUA to develop poor views of services and an expectation that they 

would be met with rejection or judgement. This anticipation and ingrained loss of faith in 

services was often enough to cause PWUA to avoid asking for help, feeling resigned to their 

pessimism and accepting of the unlikelihood of a psychological therapy referral. Jamie had a 

history of extensive failures from statutory services when he was growing up, including 

having his history of childhood abuse dismissed by professionals in the past. This had 

instilled a long-standing pessimistic view of services which affected his relationship to help-

seeking today: “I just thought it [asking for help] was not worth the time. You've let me down 

with my mental health, why would my drinking be any better?” (Jamie). He went on to say:  

 

Jamie: You know, I was very, very, very much dismissed. They say, “Well, you're 

making excuses, you’ve got to get on with it”  and that's the kind of reaction I got 

from most people. You know, “It's [the abuse] in your past, why are you making such 

a big deal of it now?” So in the end I just thought it's just pointless to try and get help, 

particularly from the health service. 

 

Francesca had also been let down by services in her childhood. She recounted a time 

when she had overdosed when she was 12 and had not received adequate aftercare when she 

was in hospital. As an adult, even when help was offered to her, she had a difficult time 

accepting it.  

 

Francesca: Yeah, so it's difficulty trusting. That's the mindset. That kind of thing. 

Yeah. Um, and obviously like, mentally, now I'm learning I have to be open to get the 
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right help…. nothing's ever been handed to me, I've always had to work for it. So 

when somebody sits down in front of me like… it's hard to believe. 

 

Francesca carried both resentment and a strong urge to protect her child-self who had 

been overlooked repeatedly by services. This was something she was attempting to overcome 

in her current therapeutic relationships as well as relationships with services more generally. 

She went on to describe the challenges she has in terms of opening up in her therapy sessions 

that she currently attends at the substance use service she is engaged in. She said “And when 

I do speak to people now, I say that a lot of the time. I say ‘Don't think I'm not opening up, I 

am opening up, but it's very hard because I'm still quite resentful for the little girl in me. She's 

so broken and battered and bruised and hurt and sad’”.  

 

Despite lots of PWUA reporting some good experiences and interactions with GPs 

and other HCPS, the ingrained fear of judgement or rejection remained prominent and 

affected their views of help-seeking. The perception of hostility amongst HCPs and services 

regularly caused PWUA to avoid asking for help. Discussing the reasons behind her 

avoidance of asking the GP for a referral for therapy, Melanie said: 

 

Melanie: A lot of it was just my own stubbornness, but a lot of it fear, I suppose. Fear 

of being judged, fear of not being believed. Not being taken seriously, or like drinking 

was my own fault. Um I guess it's just hard to face it, like, you know, admitting it to 

myself… I was so scared of being judged.  

 

For other PWUA, their own negative self-view combined with their anticipation of 

judgement into what appeared to be a well-ingrained fantasy about the outcome of help-
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seeking. Nadia described with certainty how she believed her GP would view her as “just 

another person feeling bad for themselves that can’t sort it out” despite having not received 

this response previously.  

 

3.6.3 PWUA present modified versions of self  

 

PWUA often moderated how they presented to therapists and other HCPs, caught up 

in what was felt to be a complex negotiation of help. Sometimes participants diminished their 

problem for fear that being honest about their drinking would lead to rejection from services. 

At the same time, PWUA could not minimise their problems too much, for risk of dismissal if 

they did not meet the threshold for mental health support. PWUA sometimes carried the 

burden of shame regarding their alcohol use on behalf of professionals, moderating their 

experiences in order to protect HCPs from the “upsetting” (Francesca) aspects of addiction.  

 

Francesca: And after a counselling session, I’d have to go and use. And then 

sometimes I'd be like, I can't be too honest because that's not a nice story to tell 

somebody. I don't want to upset them. Not knowing that they're a counsellor and that's 

what they're there to do. So I would, like, make things not seem as bad. 

 

For Catherine, who had sought private therapy, the therapeutic process and 

relationship had felt pointless because she was dishonest about her drinking, afraid that her 

therapist might assume that alcohol was the cause of her problems rather than her way of 

coping. When asked what prevented her from being honest, Catherine responded “It’s just 

judgment. And also I think because… because I don't want them to think alcohol is the cause. 

Because it isn’t. I think it's an attempted solution.”   
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Others were dishonest for fear of direct rejection if they were open about their alcohol 

intake. Jamie was concerned that he would be judged by his GP for disclosing his alcohol 

use, but he also worried that if he under-reported his drinking, he may not meet the threshold 

for help. This left him feeling uncertain regarding how much to disclose and what the 

appropriate amount to drink was to deem him worthy of help. He said: “And then with the 

GP, you know they’re judging us because you're drinking too much. So you're not worthy of 

treatment. Or you're not worthy of treatment because you're not drinking enough” (Jamie).  

 

He went on to describe his tendency to present a modified version of himself in front 

of professionals, striking a complex balance between telling the truth and keeping his 

addiction a secret: “It's a lot of games played between health professionals and patients. And I 

think that's really sad. You know, we're all adults, but it does feel like a game sometimes” 

(Jamie). He described the game as a form of bargaining for support: “So I thought, well if I 

say I've plugged 30 units and you're giving me a lecture, if I tell you what I'm really drinking, 

will you just kick me out the door?” He believed this lack of honestly ultimately undermined 

the relationship with HCPs, making a mockery of the interactions he had had with his GP.  

 

3.7 Category Four: PWUA’s negative self-image   

 

3.7.1 Reinforced shame 

 

Intense feelings of shame characterised all PWUA’s experiences of alcoholism, 

sometimes leading to a reluctance to approach services or a desire to disengage. Shame was 

often a result of an extensive history of feeling ostracised or rejected by services for both 
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their addiction and mental health problems. PWUA often preferred to avoid asking for help 

for fear of disclosing their alcohol use and the possibility of facing judgement, a result of the 

internalisation of stigmatising societal narratives about being labelled “an addict” (Melanie) 

or “just another junkie” (Nadia). Shameful feelings and subsequent avoidance tended to keep 

PWUA trapped in the cycle of the chaotic system. 

 

Alice: And it's just the embarrassment, I suppose, like normally, you know, I don't 

really want to talk about it [drinking] to anyone. I just wanted to keep it to myself, I 

didn't want to reach out.  

 

There were also other, more complex assumptions about how others would view 

alcoholism, as though drinking was seen as PWUA’s fault and a demonstration of being 

somebody who “couldn’t control myself” (Melanie) or a “failure” (Laurence). Melanie 

described her self-loathing of getting physical shakes when she was withdrawing from 

alcohol, angry at having allowed her drinking to escalate to such a level.  

 

Melanie: I thought, how ridiculous am I that I've got myself so bad that my arms are 

shaking so much. Like, I'm not in control of the drink now, the drink's controlling me. 

I can't even use, physically use, my own body. And I just felt so stupid that I've let 

myself get so far with everything, like how did I let my drink get so bad? … That kind 

of drinking, it's shameful…. You've done it yourself, forced it on yourself.  

 

There was also an indication that if PWUA disclosed their drinking to HCPs, they 

imagined they might be thought of differently. Alcohol would be seen as the root of their 

issues, which was viewed societally as a problem not worthy of help.  
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Melanie: People see you as a waste of space if you’re a drunk, if you drink. I tried to 

not do it, obviously no one forced it down my throat, and I do know I’ve done it to 

myself. You know what I mean? … So if someone's depressed, without drinking, 

you’ve got all the help in the world, but when you drink and you're like that, it's not, 

it's just, it's looked upon differently, you know, people just think, oh, she's not, she's 

not that bad, she's just drunk all the time. 

 

Francesca was accessing therapy from a substance use service. She described 

emotionally shutting down due to her sense of shame, reluctant to return to her therapist 

because she had relapsed. She feared disappointing her therapist and the feeling of having 

failed was overwhelming, leading her to disengage:  

 

Francesca: Once I picked up the drink again, I thought, I can't go back there. Like, 

they're going to be disappointed. Do you know what I mean? Like, I was battling, I 

was battling with myself. Even though they never made me feel like that, but because 

internally, and the way I process things, I was like, no, that's it, that's done. I’ve 

messed up. That's done, I can't go like that. And then I would just shut it off.   

 

Jamie, who had worked in the substance use sector himself, struggled with his own 

self-image after relapsing. His shame at being back at square one meant that he was reluctant 

to seek help.  
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Jamie: And I think it made me feel more of a fraud. That, you know, I've done all this 

work for all these years yet I’m back here. Stage one and that self-doubt you know, 

and that shame.  

 

Laurence described a similar sentiment. His shame was a reflection of the stigma 

faced by PWUA and a sense that he should be able to cope, yet he had failed. On the outside, 

he described looking as though he was functioning well, whereas in reality he was struggling. 

 

Laurence: I was embarrassed. I felt like I'd let myself down, let everyone down. 

 

Interviewer: What do you think you were ashamed of?   

 

Laurence: I think because I was holding it together. Like, you know, if you look from 

the outside, at the time I was working a corporate job, getting paid a load of money, 

I've got the girlfriend, the flat, all that... So I had to keep up a façade, I guess.  

 

3.7.2 Lack of self-worth and its impact on help-seeking 

 

A poor sense of self-worth also affected many participants’ relationship to help-

seeking and often led to an avoidance of interacting with services and HCPs. PWUA 

commonly believed they were not deserving of support, an idea that had become internalised 

not only from the stigma surrounding addiction but also from long-standing, often negative, 

experiences of services that stemmed from PWUA’s childhoods. For example, Francesca had 

been dismissed regularly by children’s social services when she was growing up, despite 

displaying what she described as obvious signs that her father was physically and emotionally 
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abusive. Feeling chronically ignored when she needed help as a child had led her to believe 

that she was not worthy of being helped. She described a combination of the shame of her 

addiction alongside her early traumatic experiences as causing her to believe she was 

“broken” (Francesca), making her attempts to seek help patchy and inconsistent. She had one 

positive relationship with a GP who had gone to lengths to encourage her to look for help 

from services.  

 

Francesca: Since I've moved over here, the last thing he [GP] said was, “Take all the 

help you can get, go out and look for it, because people want to help you.” Because 

for a long time, I didn't feel like I deserved to be helped. 

 

Other PWUA also described historic experiences of rejection from services that had 

instilled a sense of being beyond help, diminishing their sense of self-worth. For Nadia, this 

had escalated to a perception of herself as being unworthy of not only support, but of other 

basic needs such as housing.  

 

Nadia: And that [rejection] makes you completely lose your faith in humanity and 

think, you know what, maybe I am unvaluable. You know? Maybe I should just go 

live on the street, because that's all I'm good for. 

 

An internalisation of rejection was also alluded to by Laurence who described a belief 

that he was “being a pain” by inconveniencing HCPs and bothering services. Phoebe also 

alluded to a diminishing sense of self-worth, thinking she was “too much” for services to 

support.  
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Phoebe: When I got told I couldn’t have counselling they didn’t even tell me to my 

face. I’d just get a letter. I’ve just got quite few letters saying, “Sorry, we can't handle 

you, we can't deal with you at this time, please re-refer in future when you’re sober.” 

 

Jamie spoke about the combination of alcohol use and mental health problems 

worsened his sense of self-worth, which in turn made him feel hopeless about help-seeking. 

He said “When you’re depressed you haven’t got the energy to do anything or the kind of 

self-respect or self-worth. So you know, I couldn't see any benefit, really, of going to see 

anyone” (Jamie).  

 

3.8 Category Five: Embodied responses to chaos 

 

3.8.1 Risk of relapse  

 

The implications of being rejected from therapy, or having disappointing or 

judgemental interactions with HCPs, were often recounted by participants in the form of 

profound embodied experiences. This referred most commonly to PWUA’s tendency to 

relapse as a response to feeling rejected or judged and shut out from accessing therapy. This 

could feel intolerable to some PWUA, due to the chronic and enduring impact of having been 

rejected over the course of their lives by multiple services. For others, the experience of 

waiting on seemingly endless lists became too much, prompting a desire to return to drinking.  

 

Interviewer: And did you get any mental health support after your son passed away?  
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Phoebe: So I went straight to the doctor and they said, “Well, we can make you an 

appointment” but there was nothing. There was a three month wait or something, to 

process the trauma. But by that time I’d started drinking, ‘cause it was too long. It was 

like help, my son's died I don't know what to do. So when they said, “Well, we can 

make you an appointment but you have to wait three months”, I ended up… I got 

quite angry and I ended up drinking again. And then because I was drinking I was 

never able to get the counselling. So I ruined that for myself I guess. 

 

Phoebe’s experiences of being kept on a waiting list led her not only to relapse, but 

also triggered self-blame, believing that she had ruined her own chances of future treatment 

by drinking again. As a result of her relapse, she re-entered the chaotic system, and unable to 

get support for her trauma because she was in active addiction. Marina expressed how her 

lack of trust in services contributed to her avoiding seeking help, for risk of relapse if she is 

rejected: “I’ve just been let down so many times. And if I get, let, let down again, I don't 

know if it's going to make me spiral and result back in relapse or something” (Marina). 

Dennis described a sense of frustration at having gone through the motions required for 

getting psychological help through the NHS, but ending up back at square one because the 

support was not in place after he had finally managed to achieve sobriety. This caused him to 

relapse, which was experienced almost as a defiant response to rejection, an outcome that he 

believes was inevitable given the lack of support.  

 

Dennis: I've done everything they've asked me to do but I’ve ended up back at square 

one drinking again…. So I'm back to square one. I’ve done everything I've been 

asked… And obviously I've started drinking again.  
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Francesca, whose housing situation had meant she had to move areas, disengaged 

from therapy that she had been accessing through a substance use charity. Being in a new 

county made it unsustainable for her to keep attending. The impact of this led to relapse: “I 

was straight back into addiction, and I cut all my resources off” (Francesca). The shame that 

went alongside her addiction meant she felt compelled to isolate herself. Some PWUA also 

described turning to new substances to manage their mental health issues after the slow 

realisation they were not able to access psychological therapy. This was often combined with 

a sense that their alcohol use had steadily worsened over the years of being denied support, 

and could have been prevented had they been helped to access therapy at a younger age. 

 

Jenna: My situation is that they've left it and left it and left it and left it, you know, as I 

say, first reaching out for support. Asking for help when I was 19, and now I'm sat 

here at 27 with a lot worse drink problem a lot worse social issues as well in terms of 

housing and, you know, work. And now the other substances that have also started to 

creep in and become part of my way of trying to cope. 

 

For Liz, feeling motivated to engage with services coincided with her periods of 

sobriety. Long waiting lists meant that she would lose motivation and return to drinking and, 

once back in active addiction, she described not caring about persevering to access help: 

 

Liz: I could even wait too long and then I give up and go back to drinking. You know, 

it's like when you finally do get a call we'll be back drinking and then I'm not 

bothered when I’m drunk… I need the help and I'm willing to accept the help. But 

yeah, everything is a waiting process. 
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During an assessment with a mental healthcare professional, Liz was confused by the 

lack of explanation regarding a potential diagnosis. She described having what she felt to be a 

“long check in” rather than being given the reassurance of a treatment plan, which made her 

feel that she was beyond help. Like Dennis, some defiance was noted in her response to 

rejection, as though it confirmed her suspicions that help was not available.  

 

Liz: I actually went back home and relapsed… I'm un-helpable. Well, there's no help 

out there, you know. So then I left the rehab and then went back to being street 

homeless. 

 

Coming away from the appointment, she felt more confused, describing the 

experience as causing her to feel “mad” and questioning what was wrong with her. She 

returned to both drinking and homelessness, both situations offering some form of familiarity 

amongst the chaos of a confusing system.  

 

3.8.2 Physical manifestations of mental health decline  

 

The embodied consequences of trying to navigate a chaotic system and being 

unsuccessful in securing therapy also led, in some cases, to deteriorating mental health 

symptoms - both psychologically and physically. For some, the uncertainty regarding position 

on a waiting list, or how to access help, had led to incidences of self-harm. This was 

compounded by stopping drinking, with many PWUA describing worsening mental health 

symptoms after they had managed a period of sobriety in an effort to get psychotherapy. 

 

Louise: It does worry me how long it's going to take. You know, I haven't been given 

a time scale as yet, so I'm just told I'm on the waiting list and I know in some places 



  

  

116 

that that can be a very long time. Yeah. There's, you know, there has been a couple of 

incidents where I've hurt myself since I've stopped drinking and so, you know, it is 

still there. 

 

Damien described his experiences of “white knuckling” his way through the waiting 

list whilst maintaining sobriety. Without alcohol to self-medicate with he was “just about 

managing get through the day” (Damien). Similarly, Laurence described being “at the end of 

my tether” and deteriorated into a mental health crisis after a rejection from his GP surgery 

following a disclosure of suicidal ideation. His deterioration in mental health was a message 

to the GP that his situation was worsening to the point of wanting to end his life. He 

continued drinking when he got home, experiencing a sense of total isolation whilst 

simultaneously a desire to act destructively both towards himself and the GP who he felt had 

dismissed him.  

 

Laurence: I clearly remember the last time I left the doctors, I left that surgery after he 

[the GP] said there was nothing they could do, and it sounds mental, but I was gonna 

drive my car through their wall. And I remember going home, and I was drinking 

more, and I was just so angry. And I was like, are these people serious? Like, I've just 

told him, like, I'm gonna kill myself and he's giving me a [self-help] website and I'm 

just like… I don't know where to turn now. Having these thoughts like, I have no one 

around me, like what do I do… and my, my brain was that gone… it's hard to even 

describe, but I just felt so infuriated, but it just reinforced that whole, like, there’s 

literally no help out there.  
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Professionals’ response to worsening mental health conditions was often to prescribe 

antidepressants. This was experienced by many PWUA as medication being “chucked down 

my throat” (Laurence) or “thrown at me” (Louise) as a quick and easy solution, giving GPs 

permission to dismiss their needs. Antidepressants were seen as a poor substitute for therapy 

in the eyes of PWUA, contributing to an already deeply embedded sense that their needs were 

regularly dismissed.  

 

Interviewer: And NHS Talking Therapies or anything like that, was that suggested to 

you?  

 

Melanie: No, just they just give me antidepressants, which they love to do. I mean 

even when I went to my doctors just for stomach pains they'd try and give me 

antidepressants. I was like, no, just tell me what the pain is, I'm not here for meds. 

 

Dennis described minimal aftercare following his prescription for an increased dose 

of antidepressants. Being left to fend for himself after being prescribed medication for his 

mental health was experienced as more evidence of being abandoned by services, a sense of 

having been “left” (Dennis) without follow up.  

 

Dennis: One phone call. Haven't heard since. No follow up. Same with medication. 

There's no follow up, no like “Are these new tablets working?” It's like I’m taking 

them and I’m left to deal with it…. Who's going to pick me up and go, “Oh, do you 

know what he needs?” So all they do is up your medications. 
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Jamie recounted his experience of attempting to get psychological support for his 

mother, whose mental health was worsening. His own experiences of rejection from the NHS 

and other statutory services in the past bore such a weight in terms of the impact on him, that 

the vicarious rejection he experienced from his mother left him struggling with suicidal 

thoughts.  

 

Jamie: So I tried to get help for that again from the NHS. And they just said “There's 

nothing we could do. It's just dementia”. So a couple of years ago, it really sent me 

into a dark place. So I went right back and started drinking heavily and started self-

harming again. And felt really suicidal. 

 

For Francesca, she managed to go for stretches of time without drinking, as a result of 

attending church regularly. She described the lack of psychological support in place as 

detrimental to her mental state. She shared: “I was just kind of like floating about really. But 

thought I was doing amazing because I wasn't taking drugs and drinking. So mentally, it was 

just like, I was just existing” (Francesca).  

  

3.9 Category Six: Towards self-sufficiency  

 

3.9.1 Defensive behaviours as a protective strategy 

 

All participants talked about strategies of self-protection and self-preservation that 

they employed to defend against the anticipated judgement or rejection from services. Such 

strategies included lowering their expectations of help, avoiding help-seeking, putting up 

psychological barriers (such as not opening up emotionally to professionals) or at the extreme 

end of the spectrum disengaging completely and attempting to manage their mental health 
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problems themselves. Catherine, who had received various types of therapy both privately 

and from the NHS, spoke about her sense of being let down when the group that she was 

attending stopped due to funding issues. This solidified her negative view of services; she 

shut herself off from the prospect of being helped in the future. She said: “It was just another 

nail in the coffin of pessimism… you get something that, that’s actually working and no, 

they’re just gonna pull it" (Catherine).  

 

Lots of PWUA exhibited tendencies to avoid attempting to get psychological help 

following negative experiences and interactions with professionals. For Laurence, being 

rejected confirmed his pre-existing suspicions and earlier life experiences that help was 

unavailable, to the point that he avoided going to the doctors even for physical health 

concerns and would instead try to cope on his own. He said: “I'm quite anti going to the 

doctor. I won't go to the doctor unless I'm sort of dying. Because I have got a lot of 

resentment for them because of the way I've been treated… I've just been turned away when 

I've needed them the most” (Laurence).  

 

Psychological barriers and putting a guard up was another defence mechanism 

employed by PWUA in order to protect themselves from the prospect of rejection. Some felt 

that it was easier to not go into detail about their mental health problems and that bringing up 

their personal experiences would feel too painful. Therefore, it was felt to be easier to cope 

on one’s own. Alice spoke about her tendency to keep her alcohol use and mental health 

difficulties to herself: 

 

Alice: No, I wouldn't have told anyone else. 
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Interviewer: Why was that? 

 

Alice: Not wanting to talk about it because I think it's quite common to say “I'm ok” 

because you don't want to really go into it. Actually, it's easier, isn't it? Because you're 

protecting yourself, you don't really want to hurt yourself or bring that up or get sad.  

 

Jamie also spoke about a fear of making himself vulnerable and the prospect of 

further rejection, leading him to put a guard up when interacting with HCPs.  

 

Jamie: I think if you've taken that courageous step to go forward and ask for help and 

it's not there almost immediately, there's a sense of rejection, maybe sense of let down 

and you start to build the barriers up, because obviously to get to ask for help, you 

dropped your barriers you've got because you've made yourself vulnerable. So 

therefore, if the help isn’t there, I think those barriers go up quickly. 

 

Similarly, Jenna described her reluctance to speak to professionals and open up, given 

her low expectations when it came to psychological support which contributed to a feeling of 

“learned helplessness” whereby accepting help felt particularly hard given the extent of 

rejection she’d experienced. Even approaching somebody for help took a great deal of 

courage because of an ingrained fear of being dismissed.  

 

Jenna: Because you get, like I said, the learned helplessness thing where you you've 

asked for help so many times that you think, you know what you know, and then 

you're not receptive to it. So I was like, I actually can't physically open everything up 
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again to go through another assessment, you know, in case it might get battered back. 

Because it's a big deal even just asking for help in the beginning. 

 

Marina, who had spent years rough sleeping, said that she protected herself by 

avoiding seeking help at certain points in her life because beginning the process of therapy 

would make her more vulnerable and she was afraid of her mental health deteriorating any 

further. Given other parts of her life had not been safe, such as stable housing and 

employment, she did not feel equipped to open up within a psychological setting. Engaging in 

therapy meant giving up her coping, or self-protective, strategies that she had put into place. 

A preferable position was to manage on her own: 

 

Marina: No, I just didn't want to go through it all again, because you sort of lose trust 

in the system completely, from being on the streets for so long. You know they're 

gonna take away the coping strategies that you've already put in place for yourself and 

try and open you up. And you’re not ready to be that vulnerable... So yeah I didn't 

want to talk about it again. I thought I could do it on my own because I’m so hyper-

vigilant. 

 

Some PWUA completely disengaged from services and attempted to manage 

independently. One particular interaction with a healthcare professional left Liz so confused 

that she “didn’t bother going back” to mental health services. Her disengagement was a 

symptom of struggling to cope with perceived rejection and dismissal – returning to the 

service and trying again was beyond her capacity given the pessimistic view of services had 

been confirmed.  
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3.9.2 PWUA’s alternative pathways out of chaos 

 

Throughout the process of attempting to access psychotherapy, there were many 

moments during which PWUA decided to either temporarily or permanently give up on 

trying to navigate the NHS system or wait for an appointment. In these moments, PWUA 

resorted to navigating their own pathways out of the chaotic system and into various forms of 

psychological therapies. Most commonly, therapy was sought through alternative, third sector 

service provision outside of the realm of the NHS mental health system. These included 

substance use, housing or homeless services, domestic abuse refuges or other third sector 

mental health services. Often these services either offered therapy themselves or facilitated 

referrals to NHS therapy and therefore provided guidance and stability throughout the 

complex process. 

 

Francesa spoke about going back to church which helped her get sober for a short 

period of time. Her private counsellor, who she described as “amazing” also referred her to 

mutual aid meetings. In the end, she sought help from a substance use service and received 

therapy from them directly, which she attributes to another stretch of sobriety while the 

support lasted. For many, the third sector was a lifeline, providing support in times of crisis 

that PWUA were unsure how they would have survived without. Often, meeting with a 

substance use charity was the first time PWUA had been properly listened to or taken 

seriously. Jamie had a unique experience of being offered three years of therapy through a 

charity, which he believed would never have been possible through the NHS.  

 

Jamie: So I then turned to the third, the charity sector, and that's when they gave me 

counselling for three years. And that was the difference. They didn’t say “Oh, you 
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make it too much of it”. It was “you don't make it enough of it, this is such a profound 

thing that's happened to you”.  

 

Melanie spoke about the role a substance use charity had played in her recent 

recovery as a literal lifeline when she was experiencing suicidal thoughts.  

 

Melanie: Yeah, and then, so, I got more help from them [substance use charity] in that, 

in all ways, to be honest if it weren't for them, I wouldn't be here. I wouldn't be, like, 

like, feeling emotions, because like I said, like, bury them, bury them and hold them 

tight, and then drink, to, to just, you know, block it out… but they were good. I never 

ever thought I would find anything like that. Never in my life. But if it weren't for 

them I don't even know where I'd be. I don't know, I just don't. 

 

She went on to describe their consistency in contact and a sense that she was being 

held in mind throughout the process, being called and contacted, describing them as being 

“On my side” (Melanie). Some participants also received support from friends or family who 

supported them into private rehabilitation facilities as a stepping stone to recovery. Laurence 

said:  

 

Laurence: He [friend] came round to my flat that I was in at the time about two weeks 

later and was just like, right, booked you in this rehab. This had all been going on in 

the background. He's like, you're going there tomorrow and I'm coming to pick you 

up. And you're coming, that's the end of that, which obviously started this whole 

journey. 
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Not all experiences with NHS HCPs and services were negative. Some PWUA had 

been able to access NHS Talking Therapies or other NHS psychological therapy services, 

often through their GPs who were confident about the referral pathway. Francesca described a 

GP that gave her “the space for me to be”. He continued to offer referrals to counselling in a 

non-judgemental manner, despite Francesca refusing help at the time because of not feeling 

ready to enter into a therapeutic relationship.  

  

Francesca: And this, this one GP, he was the only doctor that I did have an 

appointment with who just sat with me for about an hour and he just let me cry and he 

was like, “I'm just here. If you want to talk, we can talk. If you don't, don’t, he said, 

but you can't leave this doctor's until I know that you're in a better place. And if that 

takes me all day, that's what I'm here to do”.  

 

Mutual aid, including community recovery groups and local AA groups, were also 

regularly sought by participants, although experiences were mixed. Catherine’s experience of 

a therapeutic group was provided by the NHS. Before it was discontinued early, she described 

the process of sharing her experiences with other like-minded people as “a breath of fresh 

air” giving her a sense of “real connection” to others (Catherine).  

 

3.10 Chapter summary 

 

 This chapter initially presented a summary of participants’ demographic 

characteristics. It then introduced a description of the findings and presented the categories 

and subcategories within a theoretical model, in order to explain the processes by which 

PWUA navigate the pathways into psychological therapy. The chapter then provided a 
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detailed account of the conceptual categories and subcategories, providing examples from 

participant interviews. A discussion of the study in relation to existing literature is presented 

in the next chapter.  

 
 

Chapter Four: Discussion  

 

4.1 Chapter overview  

 

This chapter summarises the results of the study and the theoretical model outlined in 

Chapter Three. It then proceeds to discuss the main findings of the study according to the 

research aims as well as detailing the findings in relation to current research in the field of 

PWUA experiences of psychological therapy services, as well as other healthcare services 

more broadly. The discussion incorporates theoretical ideas from various schools of 

psychological thought, including psychoanalytic psychotherapy and attachment theory as 

well as clinical guidelines for working with common mental health problems, including 

trauma. The chapter then outlines the limitations of the study, suggesting possible areas for 

future research and policy regarding psychological therapies service provision. The chapter 

concludes with a self-reflexive account of the research process.  

 

4.2 Summary of study findings  

 

This study has explored the experiences of PWUA as they attempt to access 

psychological therapy. The current study is the first specifically to explore the psychological 

therapy pathway and therefore provides a novel perspective on this phenomenon. Other 

qualitative studies, identified in the meta-ethnography, have explored PWUA experiences of 
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other healthcare providers including substance use services (Gilburt et al., 2015; Parkman et 

al., 2017a; Roberts et al., 2020), inpatient detoxification settings (Dorey et al., 2021), A&E 

departments (Parkman et al., 2017b), primary care settings (Montgomery et al., 2023) or 

experiences of treatment seeking across the healthcare system in general (Haighton et al., 

2016; Jackson et al., 2024; Naughton et al., 2013; Roper et al., 2012). Considering the meta-

ethnography identified evidence of a gap in the literature relating to PWUA’s experience of 

the psychological treatment pathway, the current study was conducted as a first step in 

closing this gap. The study’s results offer a unique opportunity to compare participant 

experiences of the psychological service context to those identified within healthcare settings 

more broadly. The following sections (4.3.1 – 4.3.7) will outline a discussion of the study’s 

findings both in terms of novel findings as well as comparisons (both similarities and 

differences) to the existing literature identified in the meta-ethnography. The current study 

also fills the gap in the literature by providing specific clinical implications for the 

psychological therapy sector, which will be highlighted in section 4.5.   

 

This study also offers a unique theoretical framework, guided by CGT, through which to 

understand the complex process of PWUA help-seeking. This is the first GT study exploring 

PWUA experiences not only of psychological services but of healthcare services generally. 

To date, only three studies have used a GT methodology to explore substance users’ (both 

alcohol and drugs) experiences of UK healthcare services (Harris, 2020; Lawson & Griffiths, 

2023; Monks et al., 2013).  

 

 The results of the study, generated from 15 interviews with PWUA, were analysed using 

a constructivist grounded theory methodology. Participants’ accounts of their experiences led 

to the development of a theory, grounded in the data, that comprised of six interrelated 
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conceptual categories. PWUA in this study described lived experiences characterised by 

chaos, both in their personal lives and in attempts to navigate pathways into psychological 

services. Alcohol played a contradictory role in PWUA’s lives. Despite awareness of its 

negative effect on their lives alongside a keen desire to stop drinking, alcohol represented 

stability and familiarity amidst the chaos. It provided a lifeline for PWUA considering the 

lack of support from psychological services, helping them to survive the myriad challenges 

and distress associated with mental health problems.  

 

Experiences of treatment pathways within “the system” were also characterised by 

confusion and uncertainty; PWUA found themselves bounced between services or stuck on 

seemingly endless waiting lists. Most were uncertain about which services were meant to 

support them, or unaware of how to self-refer. The role of alcohol was bound up with the 

experience of a chaotic system, often a contributing factor to making therapeutic engagement 

more difficult. In the presence of alcohol dependence, these systemic constraints were 

appraised by both interviewees and often the professionals they engaged with, as no more 

than individualised practical failings, such as poor time management and deprioritising of 

attending appointments whilst in active addiction. However, understood within the context 

that such alcohol consumption occurred, this behaviour was often born out of fear that 

giving-up alcohol was a risk because interviewees were not convinced adequate support 

would be put in place. It is important to note that these findings are not intended to assign 

blame to HCPs, services or participants, rather this study hopes to demonstrate the extent to 

which chaos has permeated PWUA experiences across all aspects of the psychological 

treatment pathway. 
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PWUA’s interactions were often influenced either by current experiences or past 

memories of rejection. They were regularly told that they did not meet the threshold for 

psychological support or that they needed to stop drinking before they would be accepted into 

therapy services. PWUA tended to modify how they presented to professionals, negotiating a 

balance between appearing worthy of help but fearful of disclosing their true alcohol intake 

for risk of rejection. Simultaneously, the anticipation of rejection was often enough for 

PWUA to avoid help-seeking entirely, the lasting impact of years of dismissal at the hands of 

statutory services. 

 

The theoretical model explains the two possible outcomes that are triggered by 

interactions with HCPs and services. These interactions shaped whether PWUA would either 

relapse and re-enter the chaotic system or alternatively develop a self-sufficient approach to 

help-seeking, propelled to seek alternative pathways to psychological therapy. Precise 

numbers of participants that followed each route were impossible to state: most participants 

had experienced both outcomes on multiple occasions, entering and re-entering the chaotic 

system multiple times whilst also achieving periods of sobriety and engaging with services 

before relapsing again. 

 

One outcome was that poor experiences with HCPs and services, both recent and historic, 

contributed to what was often a pre-existing negative self-image for PWUA, reinforcing 

already chronic feelings of shame around addiction, or a sense that participants were not 

worthy of help. Judgemental, rejecting or dismissive interactions combined with an already 

confusing and chaotic experience of being stuck in the system often triggered embodied 

responses such as relapse, or alternatively acts of self-harm or attempts at suicide. Following 

this deterioration, PWUA tended to find themselves unable to seek further help due to recent 
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relapse and a deterioration in mental health, finding themselves rejected by services because 

of recent relapse, or alternatively lacking the motivation or ability to reach out for help again. 

The conflicting role of alcohol was also notable at this stage in the process of help-seeking – 

relapse represented both a failure but also an act of defiance via a return to familiar and 

comfortable chaos of one’s own making. 

 

An alternative outcome from interactions with services was a surprising movement 

towards self-sufficiency and independence. This was triggered by the activation of defensive 

strategies. Many decided that they no longer wanted to be reliant on NHS services or risk 

opening up again to HCPs. Some participants would disengage completely, cutting off ties 

with the NHS and resorting to modified and individualised pathways into psychological 

therapy. These routes were mainly facilitated by third sector providers such as substance use 

services or mental health charities. Other referrals into therapy were sometimes facilitated by 

mutual aid groups, an experience with a supportive GP, private therapist or support from 

friends and family.  

 

4.3 The theoretical model in relation to existing literature  

 

4.3.1 Navigating chaos within the self and the system  

 

While this study is by no means the first to associate the concept of chaos with that of 

addiction, it is the first to conceptualise chaos across psychological treatment pathways, 

operating simultaneously at both an individual level, through the day-to-day lived 

experiences of addiction, as well as at a service level, through PWUA’s experiences of 

attempting to navigate the treatment pathway. The term “chaos” has negative connotations in 
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research, namely when used in opposition to a positive state of “order” or “stability” (Fraser 

et al., 2007). This study, however, does not locate the “problem” of chaos in the participant; 

on the contrary it seeks to explain how chaos of the “system” interacts with and enhances the 

complexity of living with addiction. Rather than a derogatory term that assigns blame or 

judgement to participants’ lives (Fraser et al., 2007), “chaos” was used to describe the 

complexity of this interaction and its impact on participants. Furthermore, the word was used 

specifically by multiple participants during the interviews when describing their own 

experiences, making sense for the analysis to employ participant-led language.  

 

The complex and often disjointed nature of the lives of participants struggling with 

alcohol addiction has been documented in existing studies of healthcare services across the 

UK (Dorey et al., 2021; Gilburt et al., 2015; Jackson et al., 2024; Montgomery et al., 2023; 

Roper et al., 2013). Some have explored the difficulties PWUA face when attempting to meet 

demands from healthcare services. For example, attending regular appointments whilst 

intoxicated was challenging because living with addiction was akin to being “out of control” 

for reasons such as regular seizures due to alcohol withdrawal and other physical health 

issues (Gilburt et al., 2015, p. 446). Demands from services were experienced as distressing 

and punitive, especially when faced with penalties or discharges for missed appointments 

(Jackson et al., 2024). PWUA often approached inpatient hospital or other care settings when 

in physical, mental, or social crisis (Dorey et al., 2021; Montgomery et al., 2023; Roper et al., 

2013).  

 

This study found that patchy engagement with services in terms of attending 

appointments, deprioritising their own mental health needs due to the need to drink and 

struggling to meet demands from services characterised the chaotic nature of addiction and 
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contributed to individuals’ barriers to help-seeking. However as discussed, such practices 

were often the result of chronic alcohol use which PWUA struggled to give up, being 

uncertain that appropriate replacement support would be put in place. Alcohol therefore was 

often viewed as the only option for survival for PWUA when faced with an uncertain and 

complex system that did not appear to be providing adequate support. Despite this systemic 

issue, the individual “failings” of participants was often alluded to during interviews – 

PWUA were often reprimanded for missed appointments or poor engagement. This connected 

to the notion of healthism (Crawford, 1990), whereby the onus and responsibility for 

achieving good health is placed on the individual, rather than addressing the social and 

structural causes of addiction.  

 

The notion of epistemic injustice (Fricker, 2007) is also relevant to the findings of this 

study. Hermeneutical injustice was detected amongst participants’ accounts of “the system”. 

Hermeneutic injustice occurs when “a gap in collective interpretive resources puts someone 

at an unfair advantage when it comes to making sense of their social experience” (Rance et 

al., 2017, p. 2224). The majority of PWUA had neither heard of NHS Talking Therapies, nor 

were aware that they were eligible for support from this service. It was therefore difficult for 

most to articulate what exactly they were seeking from services, often unable to recall what 

service they were on a waiting list for, or which service they had attended a psychological 

assessment with. As such, the chaotic and complex nature of the referral pathway represents a 

form of structural discrimination that skews power relations (Fricker, 2007) between services 

and service users, making it more difficult for PWUA to “know”, or to make sense of, their 

exclusion.  
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Prior to the current study, the experience of chaos in addiction had yet to be 

conceptualised as a chronic feature of everyday life, interacting with the broader systems 

associated with psychological treatment pathways. One study briefly alluded to the dual 

nature of the complexity of the alcohol treatment pathway specifically as being attributable to 

both “the fragmented services provided, but elsewhere it highlighted a participant’s chaotic 

pattern of engagement” (Gilburt et al., 2015, p. 446). Similarities between service user 

experience more generally and the study of organisational dynamics has been discussed in 

existing psychoanalytic literature, finding “the fragmented minds of the chronically excluded 

are reflected in the fragmentation of the systems that exist to accommodate them” (Brown et 

al., 2011, p. 318). The results of the current study go further to suggest that PWUA 

experience the services that are designed to support them as more than just fragmented or 

complex – services themselves not only mirror the chaotic experience of addiction but 

actively interact with PWUA’s experiences by triggering relapse or mental health decline. In 

this sense, the complexity of the system aggravates the already turbulent nature of living with 

addiction. The cyclical nature of this interaction is recurrent - following relapse for example, 

treatment pathways become even more difficult to navigate. This interaction is highlighted by 

the circular, repetitive and seemingly “messy” theoretical model (Figure 6) discussed in 

Chapter Three. 

 

From a broader perspective, the complex structure of UK healthcare services for 

PWUA has been well-documented in recent studies (Dorey et al., 2021; Gilburt et al., 2015; 

Haighton et al., 2016; Jackson et al, 2023; Montgomery et al., 2023; Parkman et al., 2017a; 

Parkman et al., 2017b; Roberts et al., 2020; Roper et al., 2013). For example, the problem of 

the “revolving door” practice, whereby PWUA are bounced from one service to another and 

re-enter services multiple times, has been reported in studies as far back as 2009 (Resnick & 
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Griffiths, 2010, p. 453). Current research has also highlighted the fragmented nature of 

psychological support for PWUA specifically alluding to the gap that has emerged between 

mental health and substance use services (Dorey et al., 2021; Jackson et al., 2024; Roberts et 

al., 2020). PWUA are regularly turned away from psychological therapy, with services citing 

a required period of sobriety lasting six months or longer (Dorey et al., 202; Roberts et al., 

2020). Other studies have highlighted that HCPs often lack knowledge regarding appropriate 

referral pathways for both mental health and substance use services for PWUA (Jackson et 

al., 2024). PWUA experiences of healthcare systems are characterised by uncertainty not only 

about the remit and role of HCPs but also the function of services with which they were 

engaged (Gilburt et al., 2015). 

 

NHS Talking Therapies aim to provide psychological therapy for those experiencing 

CMDs, offering “clear pathways” into treatment (NHS England, 2024, p. 73). The findings of 

the current study, however, support the existing body of literature surrounding complexity 

and fragmentation, particularly in relation to the segregation of mental health and substance 

use services. Participants regularly reported feeling “ping-ponged” between the two, with 

neither accepting responsibility for their care. Holistic working has been cited in lots of 

research as a “valued and desired” approach to working with co-occurring addiction and 

mental health issues (Montgomery et al., 2023, p. 8) yet this study adds to existing literature 

which finds that such an approach is lacking in participant accounts. Other studies have also 

documented that the lack of broader social support often required by PWUA left participants 

eager to seek help not only for alcohol-related issues but also for their physical, psychological 

and social healthcare needs from A&E departments (Parkman et al., 2017a; 2017b).  
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The study also noted the geographically inconsistent, or “postcode lottery”, nature of 

psychological service provision for PWUA. Occasionally, participants were able to access 

therapy via counsellors or psychologists within their substance use service; for the majority, 

however, this option was not available. The fragmented and patchy nature of service 

provision is perhaps unsurprising given the decommissioning of NHS community substance 

use services to local authorities following the 2012 HSCA (King’s Fund, 2021; Poulter et al., 

2021; Roberts et al., 2020). Multiple reports have highlighted concerns regarding changes in 

commissioning of substance use services and the tendency for people with addictions to fall 

through the gaps (Kings’ Fund, 2021; NHS England, 2016; PHE, 2017; Department for 

Health, 2017; NHS England, 2024). Fewer NHS-led substance use services has meant that 

integrated service provision between mental health and substance use providers has suffered. 

Nonetheless, research has found PWUA struggle to navigate community alcohol services 

both prior to and post the HSCA (Drummond et al., 2015; Resnick & Griffiths, 2010; Roberts 

et al., 2020). This study has highlighted that despite numerous targets set by public health and 

government bodies over recent years (Black 2021; Darzi, 2024; NHS APA, 2025; NHS 

England, 2024; PHE, 2017), the lived experience of PWUA continues to be largely 

characterised by confusion and chaos.  

 

4.3.2 Alcohol as a survival mechanism 

 

Another key finding in this study was the complex and conflicting role that alcohol 

played in participants’ lives. In the context of therapeutic help-seeking for PWUA, this study 

found that the familiarity and safety of alcohol was a contradictory but fundamental 

experience of PWUA’s addicted lives. Of note was a particularly interesting oscillation 

between attempts to access support, perceiving or experiencing rejection, and then returning 
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to drinking often after periods of sobriety, finding themselves back at “square one”. 

Relapsing and returning to the chaos of the system was often a trigger for a tumultuous period 

of poor mental health and challenging social impacts such as homelessness. PWUA would 

often disengage and isolate themselves from services at this stage, in part due to the shame of 

having “failed”. This finding has been reported in existing literature whereby feelings of 

shame were intensified after perceived “failure” upon relapsing (Gilburt et al., 2015). This 

study, however, is the first to note the dual role of alcohol in relation to the experiences of 

PWUA in seeking psychological help. As well as the shame and sense of failure that 

accompanied relapse, this study aligned with the conceptualisation of alcohol in 

psychoanalytic literature as both the cause of distress but also a safe and often vital 

component of PWUA’s lives.   

 

The function of substances as providers of safety and comfort has been explored more 

widely in psychoanalytic literature, through concepts such as the “container” (Bion, 1963; 

Reed, 2002) as well as the therapist’s role of an indestructible and transitional object for the 

client to depend upon (Hale, 2013; Rodriguez de la Siera, 2002). Attachment theory (Bowlby, 

1969) has been a helpful framework through which to understand the causes of substance use 

disorder, with insecure attachment styles having been linked to increased rates of substance 

use disorder (Schindler, 2019). The role of substances in addiction has also been explored in 

psychoanalytic literature through the notion of early wounding and trauma that results in later 

life addictions, defences and compensatory behaviours. Addiction is recognised as a way of 

coping with a “primal wound”, one which tends to send people with addictions into states of 

“non-being”, removing a sense of self and disrupting interpersonal development (Firman & 

Gila, 1997). Addiction in this sense is a way to cope with such a threat related to “non-being” 
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or not existing, which for many who have experienced childhood abuse can feel more of a 

threat than death itself (Firman & Gila, 1997). 

 

Continued substance use also affects the ability to form relationships, which may 

provide some indication of the difficulties in trust that many PWUA find when relating to 

services. Furthermore, the “safety and comfort of the addictive process” can replace the need 

to form connections and relationships with HCPs (Firman & Gila, 1997, p16). Many PWUA 

reported suspicious views of HCPs which were attributed to years of poor treatment, often 

experiences of not being believed when sharing their stories. Some studies have explored the 

concept of alcohol as a providing a “regulatory function” to PWUA whereby substances serve 

as a “complex compensatory mechanism” for an absent attachment bond (Padykula & 

Conklin, 2010, p. 351) or as a method of regulating PTSD symptoms (Bowen et al., 2024). 

The impact of using substances on forming a therapeutic alliance has yet to be explored in the 

context of PWUA’s tendencies to avoid help-seeking. However, if researched in more detail, 

could provide a useful insight or theoretical framework through which to understand PWUA’s 

patterns of engagement with services and HCPs.  

 

All participants in this study described or alluded to early as well as more recent 

traumatic experiences, ranging from childhood abuse to domestic abuse as adults. Alcohol 

served as a survival mechanism and a remedy for distressing psychological problems and a 

way of staying alive in the face of challenging mental health problems. As noted in the 

current study, existing research has identified a fear of worsening mental health problems or 

withdrawal symptoms if PWUA were to stop drinking (Haighton et al., 2016). This was 

compounded by a fear of opening up to HCPs for risk that they would be re-traumatised by 

vocalising or sharing their experiences. Many PWUA reported that they felt safer to exist in 
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the chaos of their own making, rather than chaos at the hands of the system. This is because 

being out of control was often triggering to participants in terms of early or recent trauma in 

their personal lives, but also because stopping drinking felt too risky without the guarantee of 

psychological support.  

 

4.3.3 Chaos within the literature 

 

The theme of chaos was mirrored not only in the findings of the current study, but 

also in the state of the theoretical literature surrounding addiction as well as the research 

process itself. The complexity of conducting research amongst this population, including 

gaining access to services and setting up interviews, will be discussed in more detail in the 

reflective account (Chapter 4.6). Within the literature, both addiction research and guidance 

for treatment exist in “a state of conceptual chaos” (Shaffer, 1997, p. 1573). While this is a 

long-standing contested issue in research (Albanese & Shaffer, 2012; Shaffer, 1997; Shaffer 

& Albanese, 2005; Teeson et al., 2011), competing theories of addiction persist today, with 

the causes of and ‘solutions’ to addiction remaining highly debated (Fisher, 2022; Pickard, 

2020; Rosenthal & Faris, 2019). Complexity and disagreement between various models and 

theories of addiction (such as biological versus psychological) has been argued to make the 

alcohol treatment pathway even more inefficient and fragmented (Gilburt et al., 2015) while 

establishing treatment need and guidelines for appropriate healthcare is likely to remain 

challenging (Shaffer, 1997).  

 

Mathematical models using chaos theory and the study of non-linear dynamics have 

also been applied to substance use problems in an attempt to challenge the linearity of the 

transtheoretical model of change (Resnicow & Vaughan, 2006; Skinner, 1989; Warren et al., 
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2003;). However, attempting to apply mathematical formula to something as complex as 

addiction has been criticised as reinforcing the issue of over-simplification (Warren et al., 

2003). The transtheoretical model of change (Prochaska & DiClemente, 1982) is still widely 

used in addiction treatment; the five stages of precontemplation, contemplation, preparation, 

action, and maintenance laid out in a linear fashion. While the process of recovery is now 

more widely recognised to be non-linear, accommodating relapse as part of recovery 

(O’Brien & McLellan, 1996), this study found that participants still experienced diametrically 

opposed requirements of “sober” versus “addicted” in terms of treatment criteria, suggesting 

that the complexity of addiction and recovery has yet to be embedded in NHS policy. The 

current study used qualitative data to begin to make sense of the chaos and complexity 

associated with PWUA experience, inadvertently responding to suggestions as far back as 

Skinner (1989) who advocated for increased acceptance of chaos in attempting to understand 

and conceptualise addiction.  

 

4.3.4 Rejection, anticipated rejection and modifying oneself  

 

The grounded theory developed highlights the complexity of interactions between 

PWUA and HCPs, for example GPs, and other psychological services such as NHS Talking 

Therapies. PWUA often reported experiences of direct rejection due to their alcohol use or 

for not meeting the threshold for mental health support. Others described a common 

perception amongst HCPs that their alcohol use was the cause of their mental health 

problems, a notion that all participants strongly denied, claiming that, on the contrary, alcohol 

use was a coping mechanism for mental health problems. Some existing studies have also 

reported negative perceptions of seemingly dismissive GPs and services more generally 

(Coste et al., 2020; Haighton et al., 2016; Jackson et al., 2024; Roberts et al., 2020). One 
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study in particular found GPs to be focussed on alcohol misuse as the main cause of health 

difficulties and it was rare that GPs linked PWUA’s mental health concerns, such as 

depression, to be a key cause of their alcohol use (Jackson et al., 2024). Similarly, GPs have 

been found to refuse to view alcohol use as a legitimate illness (Haighton et al., 2016).  

 

Not all perceptions of GPs and healthcare services were negative. In England, 

research has found GPs to be the preferred first point of contact for PWUA seeking support 

with alcohol issues (Lock, 2004); while more recent literature has reported PWUA’s and other 

substance users have generally positive views of staff in healthcare settings (Neale et al., 

2024; Parkman et al., 2017b). An important finding from this study, however, was that even 

the anticipation of a negative interaction with HCPs could be enough to prevent PWUA from 

help-seeking, or would cause them to moderate or filter how they presented themselves to 

professionals for fear of being judged or rejected. This could lead to barriers to help-seeking 

that were not necessarily founded on experiences of rejection from GPs or psychological 

therapy services, but rather a historic perception of statutory and other services that had built 

up over years. Playing “games” with HCPs was identified to be part of a complex negotiation 

for support. Some participants hid their alcohol intake for fear of judgement, although 

downplaying their problems also risked dismissal based on not meeting the threshold for a 

mental health referral. Other participants felt pressured to protect their therapists from their 

distressing stories. While one study reported that PWUA felt able to conceal their alcohol use 

with ease from GPs, citing fears of judgement (Haighton et al., 2016), this study is the first to 

identify the complex and often unspoken negotiation between PWUA and HCPs.  

 

A report by the BMA (2024) into doctors’ (including GPs and psychiatrists) 

perspectives of working on the frontline of the mental health system in England found similar 
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difficulties from the perspectives of professionals. Often, doctors struggled with the lack of 

service options available for those with addiction issues. The report noted that “patients are 

sometimes told different things by services. Some patients are told to seek treatment for their 

mental health before getting treatment for their addiction, but are then told they have to seek 

treatment for their addiction before getting treatment for their mental health” (p. 35) 

demonstrating that the issue exists for both sides in relation to the mental health system.   

 

4.3.5 PWUA’s negative self-image  

 

This study identified interactions with HCPs and services as a contributing factor to 

PWUA’s pre-existing negative self-image and lowered sense of self-worth. It also connected 

a negative self-image from a cognitive perspective with that of the embodied impacts on 

PWUA – namely relapse and deterioration in their mental health condition. A common 

experience for people with addictions has been mentioned previously in relation to the 

“primal wound” of early traumatic childhood experiences (Firman & Gila, 1997). Feelings of 

low self-worth, shame and being unworthy of treatment tended to re-appear in interactions 

with services. Considering the extent to which participants in this study had experienced early 

years trauma, it is unsurprising that perceived rejection from services or HCPs triggered 

particularly strong responses. This has been described in psychoanalytic literature relating to 

those with addiction issues to be a risk of returning to a well-known state of feeling invisible, 

non-existent, or in a state of “non-being” (Firman & Gila, 1997).  

 

More broadly, the impacts of shame and stigma have been identified in existing 

literature as key barriers to accessing healthcare amongst PWUA (Gilburt et al., 2015; 

Haighton et al., 2016; Jackson et al., 2024; Naughton et al., 2013; Probst et al., 2015; Roberts 
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et al., 2020). Similar to the findings of this study, being dismissed by services has been found 

to increase PWUA’s “internalised negative identity” (Gilburt et al., 2015, p. 446). In addition 

a dismissal of the link between alcohol addiction and poor mental health has been found to 

contribute to lower senses of self-worth and a feeling of being uncared for (Jackson et al., 

2024). This was certainly noted in the current study too. Many participants expressed a 

genuine belief that they were not worthy of help, an indicator of shame becoming internalised 

likely due to many years of perceived rejection. However, while some studies have found that 

PWUA prefer to avoid identifying as an “alcoholic” due to shame (Montgomery et al., 2023; 

Naughton et al., 2013; Roper et al., 2012), this study found some PWUA openly used 

denigrating language such as “junkie” in relation to themselves, perhaps indicating the extent 

to which a negative self-view had become internalised.  

 

Beyond the UK, multiple studies in the global North have also found that stigma and 

shame prevented people with addictions from seeking treatment (Cunningham et al., 1993; 

Hingson et al., 1982; Lamb et al., 2021; May et al., 2021; Motta-Ochoa et al., 2017; Oleski et 

al., 2010; Tarp et al., 2022; Wagner et al., 2017). Shame also caused people to minimise the 

severity of their addiction and in turn created a strong belief that they were able to handle the 

problem on their own. This often extended to a lack of acknowledgement that there was a 

problem in the first place (Cunningham et al., 1993; Hingson et al., 1982; Motta-Ochoa et al., 

2017; Oleski et al., 2010; Wagner et al., 2017). For PWUA more specifically, some studies 

similarly found participants to be ambivalent to help-seeking for alcohol treatment 

specifically (Montgomery et al., 2023; Naughton et al., 2013; Parkman et al., 2017a; Parkman 

et al., 2017b; Roberts et al., 2020). On the contrary, this study identified that all PWUA 

intended to pursue psychological therapy in different ways, whilst also identifying 

unreservedly with having an alcohol addiction for which they needed support.  
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4.3.6 The embodied response to chaos  

 

Contrary to some studies which identified shame as a motivating factor for change 

(Naughton et al., 2013), this study found that a reinforced sense of shame and/or feelings of 

rejection often triggered relapse and worsening mental health conditions, dragging PWUA 

back into the chaos of the system. Other studies have recognised the impact of rejection from 

statutory services as a contributor to suicidal ideation and relapse (Jackson et al., 2024); 

PWUA have also been found to risk relapse after leaving rehabilitation or detoxification 

programmes if adequate follow-up was not provided (Haighton et al., 2016; Montgomery et 

al., 2023). This study, however, is the first to identify the cyclical and interconnected nature 

of the system and individuals, as well as the contradictory role of alcohol that appeared to be 

tied up with this process. On the one hand, participants referred to relapse as a symbol of 

giving up, a choice to return to chaos and an acceptance that drinking would entrench them 

even further in barriers to psychological help. This idea has been alluded to in current 

literature in relation to the self-destructive mode triggered by negative self-perception. For 

example, alongside specific social circumstances, addiction is often “compounded by a 

negative self-concept that is part and parcel of a self-destructive mindset” (Pickard, 2020, p. 

42).  

 

On the other hand, this study found that relapse represented an act of resistance and 

defiance in the face of a chaotic system. A key finding of the current study was PWUA’s 

comfort and familiarity in returning to alcohol, the straightforward nature of knowing how to 

cope with the impact of alcohol on the body as opposed to the physical discomfort of anxiety 

and waiting, or “white knuckling it” as one participant phrased it. If help was not available, 
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PWUA could find safety and solace in the “container” (Bion, 1963) of alcohol, connected to 

the concept of alcohol as a survival mechanism.  

 

This study also found self-harm and overdose to be violent but meaningful acts of 

aggression towards participants’ own bodies, representative of being left at rock bottom and a 

need to take autonomous control over themselves in ways that they could. Acts of self-harm 

also sent a message to the system indicating their distress and were an expression of the 

severity of their psychological condition. The role of alcohol amongst participants supported 

findings relating to the everyday structural violence associated with living with marginalised 

status as an “addict” in society, and the adjustment to normalised pain (Harris, 2020). 

Seemingly self-destructive acts, such as injecting, can, on the contrary being meaningful and 

protective acts of self-care (Harris, 2020). Despite the obvious discomfort associated with 

withdrawal and injection, control is inadvertently regained. For participants in the current 

study, relapse and the associated assault on the body also represented a site of resistance - 

disengaging with healthcare services represented powerful terms of agency whereby 

“avoidance of medical institutions can protect against further emotional and physical 

assaults” (Harris, 2020, p. 6).  

 

In general, the embodied impact of addiction remains relatively under-explored in the 

literature. Some studies have alluded to the effects of dependence on alcohol, such as pain, 

seizures, withdrawal and hangovers as a precursor to PWUA deciding to seek help (Gilburt et 

al., 2015). Most literature on recovery from addiction, however, tends to focus on the more 

rational and cognitive elements of the process, such as recovery from shame, and moving 

forward with new identities (Nettleton et al., 2011). One study exploring people who use 

drugs’ bodies finds that the recovering body represents a loss of the structure and habituation 
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of the drug-using body (Nettleton et al., 2011). This is contextualised as a ‘dys-appearance’ or 

absence of the functional body – one which demands attention because it has grown 

accustomed to the cyclical nature of sourcing money, scoring drugs, then injecting. Following 

recovery, users’ bodies struggle to renegotiate their function, because despite the harm of 

drug use on the body, habituated action can in fact “provide comfort, reassurance and 

familiarity, even if it is action we would cognitively prefer not to do” (p. 352). This concept is 

comparable with the findings of the current study; participants reported familiarity and 

comfort in the return to drinking, despite the obvious negative consequences that relapse 

inevitably incurred.  

 

4.3.7 Towards self-sufficiency 

 

4.3.7.1 Defensive behaviours as a protective strategy 

 

The findings of this study bear some similarities with the “why try phenomena” 

(Corrigan et al., 2009) whereby people with psychological problems can suffer with 

internalised or “self-stigma” and are dissuaded from pursuing processes like help-seeking, 

perceiving them to be pointless. Simultaneously, a paradoxical impact of self-stigma can also 

evoke a sense of personal empowerment and drive to pursue goals, encouraging individuals 

to take a more active role in treatment (Corrigan et al., 2009). In the current study, two 

opposing responses were apparent when faced with either anticipated or experienced 

rejection from HCPs and services. Rejection could reinforce PWUA’s already negative self-

perception, triggering a downward spiral into relapse and worsening mental health problems. 

At the other end of the spectrum, interactions that were dismissive or judgemental could in 
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fact prompt a movement towards self-sufficiency, prompting PWUA to look for alternative 

pathways into psychological therapy.  

 

This study found that defensive behaviours were often the precursor to self-

sufficiency. In psychoanalytic theory, defences are strategies employed unconsciously to 

decrease internal stress (Lemma, 2013) and can include help-rejecting at a more extreme end 

of the spectrum, compared with a more stable response like common problem-solving in the 

anticipation of situations before they arise (Perry & Bond, 2012). This study noted that 

responses to rejection or other negative experiences with staff and services often prompted 

PWUA to put up a metaphorical guard and avoid opening up to HCPs. Withdrawing or 

disengaging from services was often deemed to be the safer option, a choice made partly out 

of necessity but also partly an act of defiance via a demonstration of not needing the NHS’s 

support.  

 

While this study is the first to report this phenomenon in PWUA experiences of 

psychological therapies, a tendency to “go it alone” and rely on one’s own self-efficacy has 

been well-documented in the literature in relation to the wider healthcare system (Gilburt et 

al., 2015; Haighton et al., 2016; Jackson et al., 2024; Montgomery et al., 2023; Parkman et 

al., 2017a; Parkman et al., 2017b). Some studies have highlighted the resourcefulness of 

PWUA; approaching A&E departments for help was experienced by PWUA as taking 

proactive action to get timely and compassionate healthcare (Parkman et al., 2017b). Self-

sufficiency amongst PWUA in relation to help-seeking is arguably empowering on the one 

hand, contributing to an increased sense of agency, but also “balanced against considerable 

pressure associated with the inherent responsibility” (Gilburt et al., 2015, p. 448). Self-

sufficient attitudes to help-seeking have also been documented in other fields relating to 
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experiences of marginalised communities. A qualitative meta-synthesis by Lamb et al. (2012) 

found that across northern Europe, hard-to-reach groups such as the homeless or asylum 

seekers in general tended to opt for more independent, self-management solutions when it 

came to seeking mental health support in primary care settings. This was due to a reluctance 

to seek professional help and increased tendencies to socially withdraw, partly because of the 

stigma associated with acknowledging mental health problems. Interactions with GPs were 

negatively affected by status power differentials, especially in the context of mental health 

consultations, leaving marginalised groups less likely to reach out for help. 

 

4.3.7.2 PWUA’s alternative pathways out of chaos 

 

This study is the first to suggest that idiosyncratic pathways into psychological 

therapies were often a successful outcome of the self-sufficient, defiant and defensive 

behaviours that had developed as a response to perceptions of a hostile and chaotic system. 

Most participants reported that they had accessed psychological therapy at various stages 

throughout their journey of addiction via the third sector – namely substance use services, or 

mental health charities. In contrast to existing studies which found PWUA’s views of 

community substance use services to be mixed (Dorey et al., 2021; Gilburt et al., 2015; 

Jackson et al., 2024; Montgomery et al., 2023; Parkman et al., 2017a; Roberts et al, 2020), 

the current study found PWUA view community substance use and other third sector services 

as a lifeline, often providing the only accessible routes into either NHS therapy, or 

alternatively therapy provided by the service itself or another third sector organisation.  

 

Other studies have also noted that PWUA find creative and alternative routes into 

broader healthcare services to meet their specific needs (Gilburt et al., 2015; Haighton et al., 
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2016; Jackson et al., 2024; Montgomery et al., 2023; Parkman et al., 2017a; Parkman et al., 

2017b; Roper et al, 2013). Notably, the social dimensions of addiction often propel PWUA 

into help-seeking from a variety of healthcare settings (Parkman et al., 2017a; Parkman et al., 

2017b). Alongside existing literature (Jackson et al., 2024; Roper et al., 2013), this study also 

notes the crucial role played by support systems beyond that of the third sector. For example, 

some participants had paid for private psychotherapy or alternatively accessed mutual aid 

groups. Many relied upon on friends and family for support into residential rehabilitation 

programmes, for example, which provided in-house psychotherapy. Although such pathways 

often resulted in positive outcomes for PWUA in terms of accessing therapy, it is concerning 

to note that concepts such as healthism (Crawford, 1980) continue today. The self-reliance 

and resilience of individuals and their families, as well as community led mutual aid or 

recovery groups reinforce the notion that the ultimate responsibility for health is down to the 

individual, rather than the state. 

 

As discussed previously, PWUA experiences of the NHS were not all negative. Often 

PWUA reported specific encounters with GPs or HCPs where they felt supported and listened 

to and were offered appropriate referrals to services such as Talking Therapies. Such 

experiences, although relatively infrequent, were often described as transformative in 

PWUA’s pathways of care. Such encounters have been noted in some existing studies as 

windows of opportunity for change (Roper et al., 2012). The importance of referrals being 

made at the right time from supportive and trustworthy professionals has been found to be 

critical in terms of supporting PWUA into treatment (Roper et al., 2012; Orford et al., 2006; 

Jakobsson et al., 2005). This study supports the notion that positive experiences with HCPs 

can be the gateway to successful access and engagement with psychological therapy services.  
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4.4 Limitations  

 

There are specific limitations to this study which should be acknowledged. The sample’s 

representativeness of PWUA experiences across southeast England could be considered 

problematic considering the high proportion of white British participants. Given the lack of 

racial diversity, this study provides insight only into the experiences of a specific 

demographic of PWUA. The Race Equality Foundation (2023) found black and minority 

ethnic populations to have worse outcomes, longer waiting times and were less likely to 

access support from NHS Talking Therapies. This study also raises important questions 

regarding why more participants from black and minority ethnic backgrounds did not respond 

to recruitment advertising, highlighting concerns regarding the visibility of minority ethnic 

participants in healthcare services more generally, as discussed earlier in this study.  

 

Participants recruited to the study were also relatively limited in geographic variability. 

Considering the nature of qualitative research, however, this is not necessarily problematic 

(Leung, 2015). Credible qualitative data should be transferable, rather than generalisable 

(Lincoln & Guba, 1985) and in CGT in particular, results are based on fewer but more 

intensive efforts at data collection (Charmaz, 2014). Nonetheless, caution should be taken in 

considering the findings of the current study in relation to other areas of England, where 

inevitably the provisioning of substance use services is likely to vary according to local 

authority. Research from a broader range of services across England could therefore enhance 

transferability to contexts with more ethnically and culturally diverse populations as well as 

widening the study to incorporate the inconsistent nature of service provision across England. 

Application and interpretation of the current data is also limited by the lack of comparable 

studies in other parts of the UK as well as globally. Research using quantitative as well as 
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qualitative analysis and studies incorporating a wider geographical scope are needed to 

solidify implications for NHS policy and practice.  

 

In addition, this study may also have attracted PWUA who were eager to share their 

stories because of having negative experiences with healthcare services. Those who have 

managed to access therapy through traditional routes may have felt less compelled to 

participate in the research, given they had positive experiences. This may have led to 

response biases. Similarly, participants were giving details of accounts over the lifespan 

which may be subject to recall biases. Providing accumulative accounts of historic 

experiences with mental healthcare services may lead to more negative appraisal of current 

experiences. In terms of transferability, the study also cannot account for the 82% of PWUA 

who are not accessing any substance use treatment at all (Alcohol Change, 2018). The study 

only sampled a small number of participants who are currently engaging with a support 

service. Given the majority of PWUA are not currently in treatment of any kind, further 

research with these participants may yield different results, perhaps in terms of a desire for 

psychological therapy and help-seeking in general.  

 

Another limitation of this study is that it incorporates the views of PWUA rather than 

people who use both drugs and alcohol. This was intentional, given the scope of the current 

study and the need for a focussed research aim, however the study therefore does not account 

for the experiences of people who use drugs, who are usually seen within the same substance 

use services. Furthermore, it was decided not to specify the exact quantity of alcohol and/or 

other substances that were used by participants. The study instead included participants who 

identified as having an addiction to alcohol as their primary substance. Future research could 

perhaps select participants based on more specific drinking levels in order to explore the 
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extent to which amount of alcohol intake affects therapeutic help-seeking and access to 

therapy. Similarly, the study does not include the voices of HCPs, who could provide 

insightful perspectives relating to service delivery, perhaps inviting nuance and balance into 

accounts of the “system”.    

 

4.5 Clinical implications 

 

Given the considerable lack of research surrounding PWUA experiences of the mental 

health sector in England, this study’s dissemination hopes to shed light on the chaotic nature 

of PWUA’s experiences and proposes recommendations for changes in service delivery. This 

study aims to support not only professionals working within the field of substance use and 

mental healthcare policy, but also PWUA who may find some reassurance in the knowledge 

they are not alone in their attempts to negotiate such complexity. Making sense of this 

complexity in order to support PWUA into treatment is paramount. This study illustrates that 

at present, the system does not operate in a way that is “grounded’” in PWUA’s everyday 

lives and lived experiences, suggesting that it not appropriately and effectively set up for the 

people it is meant to support.  

 

The current study provides an initial response to calls across the sector for further 

research into effective working with co-occurring addiction and mental health problems to 

address the gap in the literature. In response to the Dame Black report (2021), the NHS 

Addictions Provider Alliance highlighted a “general need for more evidence to support the 

whole system response” (NHS APA, 2025) while the publication of the “Better Care…” 

report (PHE, 2017) specified the importance of integrated care whereby alcohol and mental 

health needs are addressed at the same time, “delivered in and by mainstream services and 
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not in specialist dual diagnosis teams” (p. 17). It also called for closer monitoring on 

providers who often work with patients presenting in mental health crisis whilst intoxicated, 

who are regularly excluded from services because “their condition is not judged severe 

enough” (PHE, 2017, p. 27) and to ensure services users are not excluded “based on levels of 

alcohol and/or drug dependency, or on diagnoses (or lack of diagnoses) of mental illness” (p. 

28). Nearly a decade later, however, and such an approach appears yet to be embedded.  

 

Considering this study is the first to explore PWUA experiences of accessing 

psychological therapy specifically, there is scope for further research to be undertaken to 

deepen understanding of PWUA trajectories towards therapeutic help-seeking. The current 

study was broad in its aim to understand “experiences” but narrow in specification of 

psychological therapy. It would be beneficial to further examine experiences of precise 

components of the psychological therapy pathway in more detail – such as initial assessments 

with Talking Therapies services. This could give valuable insight into the specific areas that 

require improvement across the broader therapeutic pathway.  

 

Further research into the perspectives of professionals who work with PWUA could be 

beneficial in order to understand the challenges and barriers to supporting PWUA into 

psychological services, furthering understanding of the areas where staff training may be 

necessary. Interviews with NHS Talking Therapy practitioners would also be beneficial in 

this regard and could contribute to the relatively small body of existing literature in the area 

which so far has focussed on staff perspectives of supporting PWUA within secondary care 

hospitals (Jackson et al., 2024a). The role of the wider psychological “system” could also be 

examined in more detail through interviews with policymakers and commissioners in order to 
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explore the rationale behind current segregations between mental health and substance use 

services and to better understand perceptions around the barriers to integration.  

 

The geographical inequality in terms of substance use and mental health service provision 

creates difficulties for researchers when conducting studies that are generalisable or 

transferable. This was noted during the research process in this study; attempting to establish 

which services were offered where was challenging and contributed to the sense of chaos in 

attempting to understand the pathway. For example, some substance use services provided 

their own psychology therapist for PWUA whilst at others this was unavailable. An up-to-

date review of service provision for PWUA across England would be beneficial in order to 

determine the support that PWUA have access to and to hopefully work towards 

standardising this across the sector.  

 

Further exploration into the lead up to relapse could be beneficial in order to facilitate 

appropriate and timely support for PWUA. Often, PWUA spoke about achieving sobriety for 

a period of time yet still experiencing rejection from services, leading to relapse. Identifying 

the specific impact of interactions with HCPs and the complexity in terms of PWUA’s 

response to rejection may provide some guidance as to how to make primary care 

consultations more appropriate for PWUA who may be at risk of relapse. For example, 

attachment-informed research into the relational components of this study’s findings could 

shed light on the impact of early trauma on forming trusting connections with professionals 

and whether trauma-informed approaches to GP consultations, for example, could provide 

better care for PWUA.  
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The impact of wider social issues on addiction cannot be overlooked. Some studies have 

explored the complex interactions between the social dimensions of alcohol addiction and 

PWUA’s relationships with health services. For example, PWUA display tendencies for 

increased reliance on A&E departments in the UK to meet both their health and wider social 

needs (Parkman et al., 2017a; 2017b). The demographic survey conducted in the current 

study demonstrated that most PWUA were unemployed at the time of interview, suggesting a 

possible correlation between mental health difficulties, alcohol addiction and difficulties 

retaining employment. Future research into interventions for PWUA that provide both 

psychological therapies alongside targeted psychosocial interventions could be beneficial in 

order to effectively work with this client group. So far, the UK government has piloted 

schemes including the “Changing Futures” programme which supports people with 

addictions and mental health problems, alongside other social, economic and relational 

circumstances by providing assertive outreach and help coordinate access to care (Jackson et 

al., 2024). Access to such services, however, remains geographically inconsistent (Jackson et 

al., 2024).  

 

The proposed theoretical framework provided by the current study can offer contributions 

to healthcare policy in England. Five specific clinical recommendations as a response to the 

findings of this study are outlined below:  

 

•  The findings suggest that pathways into psychological therapy need to be 

made clearer and more accessible for those with co-occurring alcohol addiction and 

mental health problems. This study is in line with existing calls for simplified and 

accessible healthcare pathways for PWUA across the UK (Gilburt et al., 2015; 

Haighton et al., 2016; Jackson et al., 2024; Montgomery et al., 2023; Naughton et al., 
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2013; Roberts et al., 2020). While specific NICE guidelines (2016) are in place for the 

support of people with addictions and diagnosed severe mental illnesses, those with 

undiagnosed or CMDs and co-occurring addictions are yet to be accommodated and 

can fall through the gaps in treatment provision. NICE guidelines to accommodate 

those with co-occurring CMDs and alcohol addiction would be beneficial in order to 

guide treatment providers at all stages of the psychological therapy pathway.  

 

•  This study contributes to recent reports that document the challenges 

associated with current fragmented service provision (Black, 2021; Darzi, 2024; NHS 

APA, 2025; NHS England, 2024; PHE 2017). Despite changes to NHS Talking 

Therapies guidelines in 2018 (NHS, 2024), most participants in the current study 

reported experiences of rejection from psychological services. This was often due to 

their current alcohol use, or alternatively being informed they did not meet the 

threshold for mental health support. This study suggests that referral criteria for 

PWUA and mental health issues should be standardised across all Talking Therapies 

services and effectively communicated to GPs in primary care settings. Referring or 

signposting PWUA with mental health problems to NHS Talking Therapies should be 

standard practice. 

 

•  This study supports existing calls from GPs for better quality training in 

identifying and supporting alcohol-related problems as well as greater awareness of 

therapeutic services, including referral criteria, available for PWUA (Montgomery et 

al., 2023). According to the theoretical model presented in this study, the role of the 

GP and other frontline HCPs can be critical in determining treatment outcome for 

PWUA. One-off appointments with GPs who are both compassionate and 
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knowledgeable about referral criteria and pathways can be transformational. GPs may 

benefit from training regarding relatively recent policy changes in Talking Therapies 

referral criteria to accommodate those with addictions (NHS, 2024) as well as more 

generally in supporting PWUA with co-occurring mental health problems. NHS 

Talking Therapies (NHS England, 2024, p. 58) also states that “clear, accessible and 

engaging materials” should be distributed in GP practices to publicise available 

services, and links with local third sector services need to be strengthened in order to 

provide smoother transitions between services.  

 

•  Considering the findings of this study, most PWUA not only struggled with 

common mental health issues such as anxiety or depression, but most had histories of 

trauma. Trauma-focussed CBT is also the treatment recommendation for people 

suffering with histories of trauma and/or symptoms of PTSD (NICE, 2018). Current 

research has indicated not only the causal effects of poor mental health and traumatic 

experiences in the development of alcohol addiction (Ford et al., 2007; Khoury et al., 

2010; Maté, 2018; Moustafa et al., 2021), but has also documented the broad 

correlation between mental health issues and alcohol addiction in general (Connery et 

al., 2020; Debell et al., 2014; Jané-Llopis & Matytsina, 2006; Klanecky et al., 2016; 

WHO, 2022). It is surprising, therefore, that NICE Guidelines (2014) still recommend 

CBT that focuses on “alcohol-related cognitions, behaviour, problems” for PWUA, 

rather than identifying and working with the presenting mental health issue 

specifically, such as clinically evidenced CBT for PTSD or anxiety. Further research 

into the impact of targeted therapeutic interventions for PWUA could provide 

important insight regarding the opportunities for symptom reduction amongst this 

population.   
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•  Alongside the financial implications of missed appointments or late 

attendances, working with those who may struggle to build therapeutic relationships 

due to histories of both trauma and poor experiences with statutory services can be 

challenging for both the workforce and services more generally. Therapists at NHS 

Talking Therapies may require further training in order to both up-skill and increase 

confidence when working with this client group. In response to Dame Black’s (2021) 

report, NHS England (2024) published the 10-year Strategic Plan for the Drug and 

Alcohol Treatment and Recovery Workforce, highlighting their intention for an 

increased provision of qualified psychologists within substance misuse services as 

standard practice. While this study supports such calls for the provision of 

psychologically qualified staff across the sector, and highlights the need for 

psychological therapy provision to be standardised in order to avoid geographical 

inequalities in service provision, the study also suggests that the recommended 

changes to the substance use sector workforce will maintain the segregation between 

services rather than integrate PWUA into mainstream Talking Therapies services. 

Increasing psychological therapist posts within substance use services does not 

provide an antidote to the divisions between mental health and addiction at the sector 

level. 

 

Encouraging NHS therapy services to be open to the idea of embracing the 

complexity associated with working therapeutically with addiction might be challenging, 

considering current financial constraints. Brown et al. (2011) discuss their pilot model of 

providing open-door psychotherapy for socially excluded adults, going against the dominant 

exclusion model. While, with any service, it is important to consider that “a completely open 
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door can leave nothing left to offer”, it is important to also bear in mind that “a totally 

conditional hospitality risks being nothing more than an exclusionary administration” (Brown 

et al., 2011, p. 312) and likely contributes to further marginalisation of those already suffering 

from chronic social exclusion. They argue that in order to fight against bureaucratic 

gatekeeping and exclusion that upholds so many services, policy changes should work 

towards the seemingly impossible idea of a truly open-door approach.  

 

Gatekeeping is, of course, functionary in the NHS and serves an important role within 

the healthcare system in terms of managing referrals and caseloads. For the chronically 

socially excluded, however, engaging with therapy can be experienced as threatening, 

triggering a sense of annihilation or being trapped in a relationship, often stirred up by 

historic experiences of abuse and neglect. Models of seemingly radical flexible working may 

be preferable, especially for those beginning to work therapeutically for the first time. For 

example, committing to shorter rather than full-length sessions, or having a brief interaction 

with a therapist in the corridor, can be the only way that some marginalised service users feel 

able to engage at first (Brown et al., 2011). Other examples include the notion that the 

therapeutic process may not necessarily be bound by a rigid “frame” and missed sessions, or 

late attendance, may be part of the process. This is in line with PHE’s (2017) framework for 

supporting those with co-occurring mental health problems and alcohol use under a proposed 

approach termed “therapeutic optimism”. As with psychoanalytic literature, the therapist and 

the services they work within may be required to play the role of “indestructible object” 

(Rodriguez de la Siera, 2002) and adopt a flexible approach to what are perceived as more 

traditional psychological therapies.  

 

4.6 Reflexive account  
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My journey into the substance misuse sector began in 2016, a few years after I completed 

my undergraduate degree. I started working as a health and wellbeing practitioner for a 

substance use service in London, supporting people with addiction issues, both housed and 

street homeless. I soon became aware of the extent to which nearly every service user I 

worked with had some form of mental health difficulty which they believed to be at the root 

of their substance use. Most of their stories also referenced childhood sexual, physical or 

emotional abuse, which in turn were the cause of their mental health problems today. 

Substances, both drugs and alcohol, played a critical role in their lives, often as a way of 

managing complex emotions and coping with pain. Most of the service users I worked with 

had never been offered psychological therapy as a way of helping them process their trauma 

and navigate healthy coping strategies so it made sense that service users turned to substances 

as a way of managing very difficult feelings.  

 

I was in my early twenties, right at the start of my career, and I struggled with the remit of 

my role. Most service users I worked with wanted to use their sessions to talk 

“psychologically” about how they were feeling, about events in the past and current 

difficulties in their lives. I was undoubtedly not qualified to offer professional psychological 

support, often leaving me feeling out of my depth in sessions, suggesting service users fill in 

a “drink diary” as homework, at the same time aware that this merely scratched the surface of 

how to work effectively with the root causes of addiction. Although nearly ten years ago, I 

remember attempting to refer service users into NHS therapy services on multiple occasions 

and always getting the same response – that of rejection. I experienced this alongside the 

service user, often being a vessel for their general discontent with “services” and the sense of 

being let down that had characterised their lives from an early age.  
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Being frustrating for me, I can only imagine what it must have felt like for the service 

users, many of whom had been stuck in this limbo for years. Reasons for rejection were 

nearly always that clients needed to engage with a substance use service to get sober before 

accessing therapy. I could understand the requirement; I myself often shared many of the 

frustrations that therapeutic services must have experienced as rationale for enacting strict 

referral criteria. Missed sessions were extremely common and as a Trainee Clinical 

Psychologist I can now understand the disruption this causes to therapeutic work as well as 

the relationship between therapist and client. However, there were many clients that I worked 

with who did engage, attending appointments regularly and who were rarely intoxicated 

during our sessions, or at least not to the point of it being disruptive. For these service users, I 

really believed there was a possibility for good, and potentially transformative, therapeutic 

work. Unfortunately, the rigid rules regarding sobriety were preventing access to therapy and 

therefore, in my mind, possible recovery.  

 

Considering my work history as well as my current NHS psychological training, I chose 

to explore this topic for my doctoral thesis. I wondered whether the situation for service users 

had changed over the past decade. Beginning the research process was challenging. Firstly, 

attaining ethical approval to interview those in active addiction was difficult, forcing me to 

negotiate extensive safeguarding measures such as risk assessments in order to speak to 

participants. I experienced this as further marginalising those with addictions, making it even 

more difficult to have their voices heard. Secondly, attempting to recruit participants through 

charities and other third sector services was often characterised by rejection, bureaucracy and 

red tape. This mirrored what I would find to be the experience of those that I interviewed as I 

progressed through the research process, giving me a glimpse into their everyday challenges. 
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I persevered, and was lucky to be granted access from specific community alcohol services.  I 

am incredibly grateful to them for taking a chance on this research and prioritising this 

opportunity for their service users’ voices.  

 

My personal values undoubtedly contributed to my desire to pursue research in this area. 

A commitment to social justice and equal access to psychotherapy are important to me, 

undergoing both NHS and private psychotherapy myself in recent years has been beyond 

valuable to me. Some of the stories I heard during the interviews were overwhelming at 

times. Participants described lifetime experiences of marginalisation and exclusion, not only 

within healthcare but across a range of statutory services. I was taken aback by the level of 

openness from participants – a willingness to share their stories and overt expressions of 

support for the research project, the majority of whom said they would have happily 

participated with or without a modest remuneration voucher.  

 

I often wondered what I represented to the participants in the study. Being transparent 

about my role as a Trainee Clinical Psychologist, affiliated both to the University of Essex 

and to the NHS, meant that I, on some level, was part of the “system”, yet also had a dual 

identity as a “therapist”. At times, I questioned whether my interview was replicating the 

process of being asked to open up, then being “rejected” all over again, considering the lack 

of relational follow-up involved in research interviews apart from an email with the 

remuneration voucher and a statement of thanks. During the transcribing process I found 

myself sympathising with the PWUA experience and at times it was hard not to lean into the 

political narrative surrounding the segregating of sectors and underfunding of the third sector. 

I kept myself as neutral as possible, to enhance the reliability and integrity of the study, but 
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also to provide readers with the opportunity to make up their own minds and to represent the 

voices of the PWUA without bias.  

 

My own frustration at certain points of the recruitment process was unavoidable at times. 

I noticed this both with services, but sometimes with potential participants, who on occasion 

would schedule an interview and then not show up, even on second, third and even fourth 

attempts. In psychoanalytic terms, I thought about the projection of this frustration at services 

being transferred from the participants into myself. I reflected on this, and at the frustration 

that I imagine some healthcare professionals might feel if and when PWUA disengage or 

miss appointments.  

 

At points I got lost in the chaos of the data analysis itself, again reflective of PWUA 

experience. The process of abductive reasoning in CGT was helpful; one of the early theories 

that I soon discarded was the idea that PWUA simply face rejection from services. I realised 

that the picture was far more complex than this. While some PWUA were rejected outright, 

internal psychological processes such as the anticipation of rejection could make approaching 

services nearly unbearable and the more I progressed with interviews, the more complex the 

picture became. Attempting to organise and consolidate initial codes and categories was 

overwhelming and I was pulled into trying to establish a coherent narrative, before realising 

that this did not exist. Coming to the end of the research process, it became clear that chaos 

was the overarching theme of the study. The more I could accept this, the more the findings 

began to take shape. Taking a step back and accepting the chaos rather than trying to 

disentangle its inherent contradictions and cyclical nature was the beginning of the process of 

being able to understand PWUA experiences.  
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4.7 Conclusion  

 

This study aimed to explore the experiences of PWUA in their attempts to access 

psychological therapy. The systematic review conducted into the experiences of healthcare 

services for PWUA revealed that prior to the current study, no research to date had explored 

the psychological therapy pathway specifically. Constructivist GT was employed in order to 

develop a theoretical model to explain how PWUA negotiate the pathway. The model was 

developed using rich data, collected from in-depth interviews that were grounded in PWUA 

experiences. Conducting interviews face-to-face as well as online facilitated and fostered a 

closer relationship with participants – the length of interviews as well as the researcher’s 

psychological training laid a foundation for good rapport between researcher and participant, 

who were open and willing to share in-depth stories about what were often very personal 

issues.  

 

The key findings from the study relate to the notion of chaos that characterised both 

individual experiences of addiction as well as that of the psychological therapy “system”. The 

two realms interact with one another; PWUA remain in a state of chaos, characterised by 

repeated patterns of relapse and recovery. The study also highlights the idiosyncratic routes 

into treatment that PWUA adopt, relying on personal resourcefulness that appeared to be 

borne out of repeated experiences of disappointment and rejection from HCPs and services 

across the treatment pathway. In this sense, the fragmented and ambiguous policy 

surrounding access to psychological therapy for this population is arguably transferred onto 

PWUA, inadvertently exacerbating the chaos. Whilst this is not done intentionally, current 

practice is somewhat negligent. Recent public health reports, accounts of interactions with 

HCPs from participant interviews and research into perspectives of doctors working in the 
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field of mental health (BMA, 2024) demonstrate awareness amongst professionals that the 

system is not set up to support PWUA into treatment. However, despite changes being made 

to referral criteria for PWUA in 2018 (NHS England, 2024), this study suggests that policy 

has not yet filtered down into everyday practice.  

 

Given that these findings are broadly similar to existing studies related to PWUA’s 

experiences of healthcare services in the UK, it suggests that the theoretical framework is 

illustrative of chronic and enduring problems within the “system” at large. Themes of 

uncertain pathways, complexity and tendencies to act independently of services have been 

documented in other studies relating to the healthcare system, demonstrating that the 

marginalisation and chronic exclusion of PWUA extends well beyond access to psychological 

therapy services.  

 

Clinical recommendations have also been presented in this study, namely in relation to the 

need for more clarity for service users throughout the psychological therapy pathway, for 

service providers to establish standardised referral criteria and for the provision of adequate 

training for HCPs regarding support and onward referral for PWUA in primary care settings. 

In the longer term, this study supports existing calls for integrated mental health and 

substance use services. Further research incorporating the voices of HCPs, as well as studies 

that explore various components of the referral pathway such as therapeutic assessments in 

more detail, could be beneficial in order to determine how and where to target appropriate 

interventions across the psychological treatment pathway.  
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Appendices 

 

Appendix A 

Example of line-by-line coding 
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Appendix B 

Example of focussed coding 
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Appendix C 

Example of theoretical coding 
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Appendix D 

CASP checklist and quality assessment of studies 

CASP Criteria Dorey et al. 
(2021) 

Gilburt et 
al. (2015) 

Haighton et 
al. (2016) 

Jackson et 
al. (2024) 

Montgomer
y et al.  
(2023) 

Naughton 
et al.  

(2013) 

Parkman 
et al. 

(2017) 

Parkma
n et al.  
(2017a) 

Roberts et 
al. (2020) 

Roper et 
al. (2013) 

1. Clear 
statement of 
research aims 
 

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

2. Qualitative 
methodological 
appropriateness 
  

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

3. Research 
design 
appropriateness  
 

Yes Yes Yes – although 
could have 

benefitted from 
reflection of 
conducting 

focus groups. 
 

Yes Yes – although 
inclusion of 

staff and service 
user opinions 

reduced 
quality. 

Yes Yes Yes Yes – although 
inclusion of 

staff and service 
user opinions 

reduced 
quality. 

Yes 

4. Recruitment 
strategy 
appropriateness 
 

Yes Yes Yes Yes Yes Yes Yes Yes Yes No – vague 
recruitment 
criteria and 

use of 
breathalyser

s. 
5. Data collection 
addresses 
research issue 

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 
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6. Relationship 
between 
researcher & 
participants 
adequately 
considered 
 

No No No Yes No No No No Yes – although 
brief and could 
provide more 

detail. 

No 

7. Ethical issues 
considered 
 

Yes Yes – 
although no 
discussion 
regarding 

ethical 
interviewing 

for those 
under the 

influence of 
alcohol 

Yes – although 
no discussion 
regarding the 

ethics of 
interviewing 
those likely 
under the 

influence of 
alcohol 

Yes No – only a 
short reference 

to ethical 
approval body.  

Yes – 
although no 
discussion 
regarding 

ethical 
interviewing 

for those 
under the 

influence of 
alcohol 

 

Yes Yes Yes No 

8. Data analysis 
sufficiently 
rigorous 

Yes Yes Yes Yes No – results 
combined staff 

and service user 
perspectives.  

 

Yes Yes Yes Yes Yes 

9. Clear 
statement of 
findings 
 

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

10. How valuable 
is the research? 

Findings 
support 

Provides 
evidence 

Findings 
suggest 

Study draws 
attention to 

Provides 
detailed 

Study 
demonstrate

Recommen
dations for 

Provides 
insight 

Clinical 
implications 

Implicatio
ns for 
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justificatio
n for 

alcohol 
specialist 
nurse role 

and 
interventio

n in 
hospitals 

that PWUA 
are required 
to be self-
efficacious 
in sourcing 

alcohol 
treatment 

changes in 
training 

provision for 
GPs and 
better 

aftercare to 
adequately 

support 
PWUA in 
later life. 

lack of 
formal care 

provision for 
PWUA with 
depression. 

clinical and 
future 

research 
implications 

for more 
timely and 
appropriate 
support for 
PWUA in 

primary care.  

s rationale 
behind 

treatment 
seeking is 

largely due 
to health 

and 
psychosocial 

factors 
rather than 

stopping 
drinking. 

case 
manageme

nt and 
assertive 

outreach to 
support 
broader 

psychosoci
al needs of 

PWUA.  

into 
rationale 
behind 
A&E 

attendanc
es 

amongst 
PWUA.  

of the Health 
and Social 
Care Act 

provided in 
terms of 
access to 
specialist 
alcohol 

treatment. 

clinical 
practice 

regarding 
motivation

s to seek 
alcohol 

treatment. 



  

  

200 

Appendix E 

Example of memo-writing process 
 

Subcategories Memos 

Confusion around mental 

health services 

20th February 2023 – recruitment stage.  

Frustrating feeling to be liaising with services and not getting anywhere. Feeling 

like there is so much red tape around protecting service users, but is this for their 

benefit or for the charity? I feel sure that participants would want to have their 

voices heard about this subject. But sense of participants being silenced by the 

process of not being allowed to recruit. Told by one substance use service: The 

challenges are well known within the sector but solutions for overcoming them are 

less so and are less likely to be identified by speaking to service users alone. This 

feels counterintuitive. 

 

23rd June 2024 – memo written after interview 5.  

Noticing myself feeling confused while the participants are talking about which 

service they’re waiting for. Is this their confusion being transferred into me?  

Trying to understand what routes participants are talking about is confusing. Trying 

to map them out visually following the interview, but seem to be complicated. 

Even if the ‘reality’ that I know as a professional is less complex than what 

participants are describing, they are still experiencing this confusion everyday – to 

them this is the system.  

I was aware of myself attempting to clarify service names or which service exactly 

they have been accessing. Perhaps this is something I’m being caught up in, and 

actually accepting that the accounts of which services they have been involved in 

might be confusing is not something I need to clarify or try to understand fully? 

Am becoming aware of the language used – confused, unsure of who they had been 

seen or assessed by, where they were on the waiting list. Sense of waiting 

endlessly. Frustrating, feeling of being stuck.  

 

Feeling surprised so far no one has heard of IAPT or NHS talking therapies. Some 

had received therapy but weren’t sure what service or how they had been referred. I 

am noticing that lots of participants view charities as a form of saviour, thinking 

this was the only route into therapy. Some had called Samaritans, reached a crisis 

point and then been referred. Most seemed to have found unusual routes into 

treatment, not the usual self-referral to NHS Talking Therapies or referral from a 

GP. Noticed that concept of ‘active addiction’ is hazy for a lot of people, includes 

patches of sobriety. Doesn’t seem to be clear cut drinking or sober. Discuss with 

supervisor about changing inclusion criteria to that of also short term period of 

recovery?  
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Loss of faith in services 

Putting a guard up 

Getting on with things 

myself 

Finding my own sense of 

agency 

Let down by services 

 

20th May 2024 – memo written before potential interview 5 (cancelled) 

I am feeling let down after one participant arranged and cancelled the interview 3 

times, each time I joined the call, she didn’t arrive. Feeling ashamed at my own 

feelings of frustration and aware I should be more understanding. Thinking about 

whether I have the right to feel let down? Sense of chaos in my own attempts at 

organising the interviews and wondering whether this is mirroring the process of 

how PWUA feel about being let down by services and left to try and cope with the 

chaos. On times where I have been let down by participants before, then they have 

rearranged and attended I’m reminding myself that it was worth it, participants 

have been so open and trusting with me.   

 

30th July 2024 – memo written after interview 7 

Sense that participants had to chase up services themselves when they were at their 

lowest and lacked any motivation. Often they would be referred to a service but 

then never heard back, ended up having to chase up the service and were confused 

about who to call/ how to contact. Wasn’t a clear method of referral or waiting list. 

Feeling like the timing is so important, to be picked up in that moment of reaching 

out, making the connection, being followed up – can be a critical point in recovery. 

One good interaction with a health professional could be life changing. But often 

things were let slide and then people relapsed. 

 

9th September 2024 – memo written after interview 9 

Finding myself surprised at the harsh terminology used about themselves - ‘just 

another junkie’. Every single person so far has recounted childhood or adult trauma 

and had felt let down by services in the past. This contradicted somewhat what I 

imagined initially? That the process might be more black and white - people would 

have approached the GP and been turned away and told to get sober first before 

getting mental health support.  

 

Noticing that lots of participants had not even gone to their GP and had felt put off 

before even trying. Sensed some reluctance in this interview of participant feeling 

that she had to attend - coming to the interview when I’m based in the service 

rather than online. As though I’m also representing part of the ‘system’, am 

demanding something of her? 
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Appendix F 

Participant information sheet 
 

Participant Information sheet 

Research title: What are the experiences of people with alcohol addictions in 
attempting to access psychological therapies? 

 
 
Are you currently experiencing an alcohol addiction whilst also struggling with a 
mental health problem? Have you accessed, or tried to access, psychological 
therapy at some point during your experience of addiction? Are you over 18 years of 
age and currently engaged with your local substance misuse service (or other 
relevant support service)? 

If you answered yes to these questions, I would like to invite you to participate in this 
research study. Before you decide whether or not to participate, it is important to 
understand why the research is being carried out, and what it will involve. Please 
read the following information carefully and feel free to ask me if you would like any 
more information, or if there is anything you do not understand. I would like to 
remind you that participation is entirely voluntary, and you do not have to 
accept this invitation. You should only agree to take part if you want to. Thank you 
for taking the time to read this.  

1. What is the purpose of this study? 
I am carrying out this study as part of my doctoral training in Clinical Psychology at 
the University of Essex. I am interested in exploring the journeys that people with 
alcohol addictions have undertaken when trying to access psychological therapies 
(such as counselling or psychotherapy). The study aims to explore the range of 
experiences people have had when attempting to seek help for their mental health 
issue, and what this was like for them. The study is concerned with exploring the 
lived experience of people’s journeys, which means I would like to understand more 
about the views and experiences of people with alcohol addictions and mental health 
issues at an individual level.  

2. Why have I been selected to take part? 
I would like to speak to people who are currently experiencing alcohol addictions and 
are engaging with their local substance misuse service (or other relevant support 
service), and who also feel that they have a mental health issue such as anxiety or 
depression (for example). Your mental health issue does not need to have been 
formally diagnosed. I would like to speak to those who have at some point felt they 
would like to seek mental health support in the form of psychological therapies 
including counselling or psychotherapy, either through the NHS or a mental health 
charity. I am interested in understanding your experience of what this journey was 
like – whether you received psychological therapy or you were not able to. Don’t 
worry if you are not sure if you fit the criteria, I will arrange an initial conversation with 
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all interested individuals to double check whether this research is suitable for you 
before we go ahead with the interview.  

3. Do I have to take part? 
No. Taking part in this research is entirely voluntary and you are free to decide to 
withdraw from the study at any point if you change your mind. You do not need to 
give a reason for choosing to withdraw, it is entirely up to you.  

4. What will happen if I take part? 
After an initial conversation, if we both agree that the research project is right for you 
and you would like to participate, I will give you an idea of what we will discuss in the 
interviews. We can then discuss any questions you might have and, if you are happy 
to go ahead, we will set a date, time and place for the interview. This is likely to be 
face-to-face within your local substance misuse service (or other support service) 
where possible and it is up to you if you would like to let your keyworker (or service 
lead/ support worker) know that the interview is taking place. If it is not possible to 
meet face-to-face for any reasons, or you are concerned about somebody finding out 
you are participating in the interview, we would then be able to conduct the interview 
via Microsoft Teams using a video call. The interview will be with myself and will last 
about 1 hour. I will always try to fit around your schedule and preferences. The 
interview will be recorded using a Dictaphone if face-to-face, or using Microsoft 
Teams if conducted online. The interview will feel more like a conversation where 
you will be invited to talk through and reflect upon your personal experiences of 
accessing psychological therapies.  

5. How will my data be used? 
The University of Essex processes personal data as part of research under the 
lawful basis of ‘public task’ in accordance with the University’s purpose to ‘engage in 
scholarship and conduct research.’  Under the UK’s General Data Protection 
Regulation (UK GDPR) and the UK Data Protection Act 2018 (DPA) the University 
acts as the ‘data controller’ in relations to any personal data gathered as part of 
University research. Any questions relating to the handling and storage of your data 
can be sent to the University Information Assurance Manager via dpo@essex.ac.uk. 
Further information about how your data will be used can be found below:  

 
How will my data be collected? Using an encrypted Dictaphone for audio 

recording or via Microsoft Teams if conducted 
online. 

How will my data be stored? All data will be stored securely via the host 
server at University of Essex, all files will be 
password protected and held in accordance with 
UK GDPR requirement. Any identifiable data 
(including the signed consent form and 
demographic survey) will be redacted and 
labelled with the participant ID number. This will 
then be stored on the secure University server. 
The paper form will be securely disposed of.  

What measures will be put in place to keep my 
data secure and confidential? 

At transcription stage all identifiable information 
will be anonymised (e.g. names, locations). 
Participants will be assigned an ID number in 
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place of their name. Interview recordings will be 
permanently deleted once the data has been 
transcribed and moved to the secure University 
system. This will be stored on a password 
protected laptop.  

Will my data be anonymised? Yes, your data will be anonymised. This means 
that your real name and any identifiable 
information will not be included. A pseudonym 
will be used for the purposes of the final report.  

How will my data be used? Your data will be used for the purposes of this 
study only with the potential for future 
publication of the research paper in academic 
journals.  

Who will have access to my data? The lead researcher– Madeleine Wickers and 
research supervisor – Dr John Day.  

Will my data be archived for use in future 
research projects? 

No. 

How will my data be destroyed? Data will be securely held by the University for 
10 years and then will be permanently deleted. 

 
6. Exceptions to anonymity 

The only exception to maintaining anonymity would be if you disclosed information to 
suggest yourself or another person were at risk of serious harm or engaging in 
serious criminal activity. In such cases I may be legally required to disclose your 
confidential information to the relevant authorities. Such a situation is highly unlikely 
to occur, but please ask for more information if you have any concerns.  

7. Expenses  
I will provide each participant with a £20 voucher as a thank you for your time. The 
voucher will be in the form of an Amazon gift card. Travel expenses will not be 
reimbursed, however I hope to conduct interviews at your local substance misuse 
service (or other support service) therefore long-distance travel is unlikely. If this is 
inconvenient to you, the interview can take place online in the comfort of your home. 

8. Are there any risks to taking part?  
It is possible that thinking and talking about your story may bring up some strong 
emotions and memories. This is not unusual but has the potential to cause distress. 
It is hoped that having a telephone call with myself prior to the interview to talk 
through the questions that will be asked will help you feel informed and comfortable 
about the content of the interview. You do not have to answer any questions that you 
don’t want to. Together we will agree on steps we can take if you feel distressed at 
any point. This may involve pausing, discussing what may help you feel more 
comfortable and then deciding if you would like to continue or end the interview. We 
can also discuss services or resources that may be helpful to you and I will provide 
you with a signposting sheet at the end of your interview that will identify various 
support services available to you if you are to feel distressed following our interview.  
 
Where possible, refraining from being intoxicated prior to the interview would be 
helpful, although this will not necessarily prevent the interview from taking place. 
Although it is unlikely, if I am to sense that a participant is intoxicated to the extent 
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that it feels difficult to continue with the interview, I will likely end the interview and 
discuss with the participant whether it is possible to reschedule for a different date.  
 

9. Are there any benefits to taking part?  
The interview provides a space for you to share and reflect on parts of your story and 
who you are as an individual and as a person experiencing both an alcohol addiction 
and mental health difficulties. This experience may feel helpful to you, however 
everyone processes life events differently and so it is not possible to predict if you 
will find participating personally beneficial or not. It is hoped that the experiences 
shared in interviews will help move towards a better understanding of the 
experiences of accessing psychological therapies for those with addictions and how 
this may be different in the future. 
 

10.  What is the legal basis for using the data and who is the Data 
Controller? 

 
The legal basis for using the data will be your informed consent. This will be a 
statement signed by all participants. The Data Controller will be the University of 
Essex. Further details regarding data controls can be directed to the  
University Information Assurance Manager (dpo@essex.ac.uk).  
 

11. Who has reviewed the study?  
 
The study has been reviewed and approved by the Science and Health Ethics sub-
committee at the University of Essex.  
 

12. What will happen to the result of the study?  
An overview of the results will be sent to everyone who participants. The final 
research project will be submitted to the University of Essex for marking. The results 
may also be published in an academic journal(s).  It would not be possible to identify 
you in the result of either of these as your information will be anonymised.  
 

13.  What will happen if I want to stop taking part?  
You can withdraw from the research at any point before or during the interview 
without providing a reason got your decision. You can withdraw your data up to two 
weeks following the interview by contacting myself and asking to withdraw. After this 
point, your data will be anonymised and combined with a larger set of results so it 
will not be possible to withdraw it.  
 

14.  What if I’m unhappy or there is a problem? 
If you have any concerns about any aspect of the study or you have a complaint, in 
the first instance please contact myself, or the research supervisor, Dr. John Day, 
using the contact details below and we will try to help. If are still concerned, you think 
your complaint has not been addressed to your satisfaction or you feel that you 
cannot approach us, then please contact the University’s Research Governance and 
Planning Manager, Sarah Manning-Press (email: sarahm@essex.ac.uk). Please 
include the ERAMS reference which can be found at the bottom of this page.  
 
The University of Essex strives to maintain the highest rigour when processing your 
personal data, however it is important that you are aware of your right to submit a 

mailto:dpo@essex.ac.uk
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complaint to the University Data Protection Officer via email at 
dataprotectionofficer@essex.ac.uk or by telephone on 01206 872285.  
 
 

Lead Student Researcher: 
Maddy Wickers 
 

Email: mw22307@essex.ac.uk 

Lead Research Supervisor: 
Dr John Day 
 

Research Co-Lead for University 
of Essex Doctorate in Clinical 
Psychology  

Email: john.day@essex.ac.uk 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:dataprotectionofficer@essex.ac.uk
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Appendix G 

Participant consent form 
  

Consent Form for participants 

Title of the Project: What are the experiences of people with alcohol addictions attempting 
to access psychological therapies? 

Research Team: Madeleine Wickers (primary researcher, University of Essex,  
mw22307@essex.ac.uk) and Dr John Day (research supervisor, 
University of Essex, john.day@essex.ac.uk).  

 

Please initial box 

1. I confirm that I have read and understand the Information 
Sheet dated 19.12.2023 for the above study.  I have had an 
opportunity to consider the information, ask questions and have 
had these questions answered satisfactorily.    

2. I understand that my participation is voluntary and that I am free 
to withdraw from the project at any time without giving any 
reason and without penalty. I understand that I can withdraw my 
data up to two weeks following the interview by contacting the 
lead researcher (Madeleine Wickers) and asking to withdraw. 
After this point, my data will be anonymised and combined with 
a larger set of results so it will not be possible to withdraw it. 

 

3. I understand that, due to the nature of the research, I may be 
asked questions relating to both my current experiences with 
alcohol addiction as well as my mental health issues. I 
understand that I may stop the interview at any point without 
explanation and withdraw consent from the study.  

 

4. I understand that the identifiable data provided will be securely 
stored and accessible only to the members of the research 
team directly involved in the project, and that confidentiality will 
be maintained.  

5. I understand that my fully anonymised data will be used for the 
doctoral thesis for Clinical Psychology at the University of 
Essex, titled ‘What are the experiences of people with alcohol 
addictions attempting to access psychological therapy?’  
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6. I understand that my data will be stored for up to 10 years and 
that the researcher may seek publication of the research project 
within a range of academic journals. I understand that my data 
will remain entirely anonymised in the case of publication.  

7. I agree to the use of audio recording of my interview. This will 
be in the form of Dictaphone recording or via Microsoft Teams. 
The audio data will be stored securely via the host server at 
University of Essex, all files will be password protected and held 
in accordance with UK GDPR requirement. Only the lead 
researcher (Madeleine Wickers) and supervisor (Dr John Day) 
will have access to this data.   

8. I agree to take part in the above study.  

 

 

 

Participant Name  Date  Participant Signature 

________________________ __________ ________________________ 

 

Researcher Name Date Researcher Signature 

________________________ __________ ________________________ 
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Appendix H 

Participant demographic survey 
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Appendix I 

Participant signposting sheet 

Signposting: Support services available to you 

If the event that you are to feel upset or distressed by any of the themes we have discussed 
during our interview, I would like signpost you to a range of support services that you can 
contact for support. These include a range of telephone, text messaging and in-person 
services.  

1. To talk about anything that is upsetting you, you can contact Samaritans 24 hours a 
day, 365 days a year. You can call 116 123 (free from any phone) or email 
jo@samaritans.org  
 

2. Shout 85258 is a 24/7 text service for anyone in crisis. You can get free, confidential 
mental health support by texting 'SHOUT' to 85258. 
 

3. SANEline. If you're experiencing a mental health problem or supporting someone 
else, you can call SANEline on 0300 304 7000 (4.30pm–10.30pm every day). 
 

4. For information on further support services, you can contact the Mind Infoline on 
0300 123 3393 

5. You can call NHS 111 Option 2 for the NHS Crisis Response service. This is open 
24/7.  
 

6. In an emergency, for example if you feel you are at risk of suicide, you can call 
999 for an ambulance or go straight to A&E, if you can.  
 

7. If you feel comfortable to, you are welcome to let your support service and/or relevant 
keyworker know that you are undertaking this interview. They might be able to offer 
follow up support after your interview in future keywork sessions. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:jo@samaritans.org
http://www.sane.org.uk/what_we_do/support/helpline
tel:+44-03003047000
tel:+44-300-123-3393
https://www.mind.org.uk/information-support/guides-to-support-and-services/crisis-services/accident-emergency-a-e/
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Appendix J 

Dynamic risk assessment 
 

Dynamic risk assessment checklist 
 
This risk assessment has been written in order for myself, as primary researcher, to 
have a checklist both prior to and during interviews to maintain safety both for myself 
and participants. The risks below are areas in which I will be assessing beforehand 
via phone call with participant (as outlined in my main risk assessment) but also to 
be continually dynamically assessing during the interview. The need for this 
additional risk assessment is because I plan to conduct interviews with service users 
who are likely to be experiencing alcohol addictions.  
 
The risks below (and subsequent actions prior and post interview) highlight the areas 
that I believe need to be focussed on and will be paying close attention to during the 
interviews. During the interview I will be dynamically conducting this risk assessment 
mentally and observing participant behaviour using the skills I have developed during 
my extensive experience working with people with addictions.  
 
Risk   
Level of intoxication  
 

Prior to interview 
(phone call) 

During/post interview 

- lack of capacity to 
consent to 
interview 

Check with participant 
how they feel about 
attending interview 
without consuming 
alcohol. 
Risk assess for suitability 
based on initial phone 
call. 
 

Check with participant 
how they are feeling 
today 
Terminate interview if 
deemed client unable to 
consent, aim for client 
agreement.  
Reschedule if appropriate  

- lack of capacity to 
engage in interview 

Check with participant 
regarding appropriate 
time of day to conduct 
interview to avoid 
intoxication.   

Involve participant in 
discussion if client 
appears to be under the 
influence of alcohol and 
unable to continue with 
interview. Discuss 
options: 1. Would client 
be willing to reschedule 
and could feasibly attend 
another interview not 
under the influence? 2. If 
client is at their 2nd 
interview and attends 
under the influence again, 
inform client that the 
interview cannot go 
ahead. Client to still be 
reimbursed for their time. 
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GDPR: Consent and 
demographic surveys 
destroyed.  

Behaviour change Prior to interview 
(phone call) 

During/post interview 

- Escalation Discuss mental health 
issue with participant, any 
formal diagnoses.  
Risk assess for stability. 

Terminate interview if 
abusive/aggressive 
behaviour is identified/ 
escalates. 

- Distress  Discuss mental health 
issue with participant, any 
formal diagnoses. 
Risk assess for stability. 

Check with client if they 
would like to terminate 
interview.  
Terminate the interview if 
client is noticeably 
distressed.  
Reschedule if 
appropriate.  
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Appendix K 

Interview schedule 
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Appendix L 

Ethics application and approval letter 
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I:  Um sorry. Tech isn't my strong point. Okay, record. Okay. Amazing. All right. So the first 

question, if you're okay to answer, is just if you would be able to tell me a little bit about the 

history of your drinking and when it started and how you think that relates, if at all, to mental 

health? 

P: Okay, so, um, I started, I started using drugs first before I started drinking. Um, so I started smoking 

weed when I was about 11. Um, and then as I got older, probably around 13, I kind of started drinking, 

and then by the time I was 15, I was on, um, I don't know if you know it, but it's called MCAT. It's like 

methamphetamine.  

I: Yeah, yeah. I’ve heard of it.  

P: Yeah. And I was like, I was taking loads of prescription drugs. Like, I'd go to the doctors and say, 

I've got really bad migraines. Just for them to give me some sort of tablet. And then I'd drink loads of 

alcohol. That kind of carried on until when I was 12 when I tried to take my own life. I took like 64 

amitriptyline and I was in a coma for three months, three weeks, sorry, I was in hospital for three 

months. But, um, yeah, so that happened when I was 12, and then when I woke up, Obviously I was 

really angry that I woke up, um, but I didn't get the right support then. So it was kind of like ‘oh, that 

was stupid, don't do it again’. Nobody asked why, nobody asked how really. It was just kind of like 

brushed under the carpet. But after that, I, I always wanted just to die. Like I could never see anything 

getting any better. You know?  

I: Mm-Hmm. So it sounds like you started drinking and taking drugs pretty young? Do you 

remember why you started? 

Yeah. Well when I found drugs and alcohol I was like, well, this takes that feeling away. And I'm not 

hurting anyone by dying and I don't feel like I want to die. So that carried on. And by the time I was 18 

that's when I started to take cocaine. And I was obviously still drinking. And then, yeah, it's just only 

kind of just left me. But in kind of a sense, so I grew up… I was born three months premature. So I had 

no human contact, no like family contact until I was about three months old. And, um, that was my 

older brother, he's smaller than me now, but my older brother was the first person I had skin to skin 

contact with, like properly. And he was only 11 at the time. My mom didn't want me. So my dad was 

really abusive to her. And around the time I was conceived, it wasn't consent. My dad then got put in 

prison for rape. Not from my mum, but from another woman. Um, so by the time my mum realised she 

was pregnant with me, she was still thinking about whether to keep it because at the time you could still 

be like 28 weeks or something and me being impatient I came at 27 weeks so, um, she didn't really have 

a choice after that, so yeah, I came, and then for the first five years my dad was in prison. So other than 

being back and forth from prisons we had quite a nice life. Like all my family, like my mum's family, 

were really good. They were all really involved. We had, good relationships and things like that. Um, 

and then my dad came out of prison when I was 6 and by then he was a heroin addict. So he moved in, 

he kicked my brother out. And for like the next… up till I was 11, he like abused me and my sister, my 

mum in like every way possible. Then when I was 11, my mum, we finally, we went in and out of 
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refuges and as well during that, those couple of, those, those long years. Um, and then the last refugee 

we went to, my sister was 13 and she was like, I'm not going back home. Like he’s going to kill us. So 

I think because my sister made a stand… and it took a lot of convincing because by then me and my 

sister were like, we'll just stay in this refuge. Like, if you want to go home, that's up to you, but we don't 

want to go anywhere near him. Um, so, with, like, with that strength, the people at the refuge helped us 

put a criminal case together for domestic violence, because it's the same, kind of, for all of us. And he 

did get put away, and our house got completely like, we had like security alarms, cameras, bolted doors 

and things like that. But, um, because my mum didn't press charges, he was released within three 

months. And he came back to the house, but obviously because he saw all the doors and stuff, and me 

and my sister had the alarm boxes in our room, they looked like big sound decks. So he knew that he 

couldn't come back there. Um, so then he moved to Stevenage and he was quite heavily on crack at this 

point. Heroin, crack, drinking. He was horrendous. Then he got with this woman and he like, he was 

abusing her children, abusing her, and then he got back in contact with us. Then my granddad passed 

away, his dad, so we started seeing him again, but he obviously pretended like nothing ever happened 

and we pretend, we also pretended like it was the fear, I think, at that time. Then yeah, one night I went 

and spent the weekend with him because I knew if I was there he wouldn't hurt those kids.  

I: That must have been really terrifying?  

P: Yeah and they were only like three and ten at the time, like they weren't his children or anything. So 

I would try and go there every weekend to just give them a bit of like relief from him. And at that time 

he was making me like hold crack for him. So I had like massive balls of crack in all my dressing gown 

pockets, in my socks and things like that. Then the last weekend, basically, this is when I was 12, the 

little boy was, was rude to me. Obviously he's a toddler so I didn't take it personally, but my dad was 

on drugs. So he was like… out to get them. So he dropped me home and then he drove them to, like, 

the edge of a hill, like a cliff kind of thing. And he rang me, and he was like, ‘Can you go into a room 

on your own?’ And I was like, ‘Alright’. And he was like, ‘Don't act like anything's happening.’ But 

obviously I was scared of him, so I literally just did what he said. And he was like, ‘I'm gonna kill 

them’. And I was like, ‘What?’ And then I could hear screaming, like, and he was like, ‘I'm gonna kill 

them. Like, they were horrible to you.’ And I was like, ‘Dad, they weren't, it's okay, like, he's three 

years old, I didn't expect anything.’ I was like, ‘Please just get them out of the car, let the kids get out 

of the car’. Like if I could save someone, my first thought was obviously to save them. Anyway, he did 

let the kids out of the car but then he did stab their mum in front of them while I was on the phone, I 

was like, this is all because, this is all because of you. Like, that's her kid, and he was horrible to you, 

and I was like, it’s my fault.  

I: Sounds like you had a lot to deal with on your own. Where was your mum at this point, and 

your sister?  

P: My mum was in the bedroom next door. My sister was, by that time my sister, she was out on drugs, 

doing anything to not be at home. By that time my mum wouldn't get out of bed, so my mum was like, 
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I don't want to do that because she was traumatised, but she lost all sense of being a mother because we 

looked like our dad. She just couldn't cope. She didn't know what the right or wrong thing was to do. 

My big brother hadn't been in contact with us, he wasn't allowed to be in contact with us. My dad would 

have killed him. So she was just so lost, I can see that now. And she just had another kid so my baby 

brother was like a year old at this point. 

I: Were social services involved at any point if they kind of knew about you being at the refuge 

and that your mum had gone back?  

P: Yeah, yeah, yeah, so they were involved but um, my dad's a really good narcissist so when they're 

around, everything's perfect. You know, like it was really hard, like the social worker, he had charmed 

the social worker, she couldn't believe the things that we would say because then she was like, why are 

you so nice in the meetings when you see him? I said, because we don't have a choice. Like, the fear 

that that man instilled in us is indescribable and we knew that if we ever stepped out of line, he might 

hurt, or he might hurt somebody else. Like, a lot of our punishment would be like, if I did something 

wrong, it'd hurt my sister. If my sister did something wrong, it'd be me. If mum did something wrong, 

it'd be us.  

I: Yeah, so it sounds like you were in an impossible position.  

P: Yeah, yeah, so once I had to, then he put the phone down and I went into my mum and said, Mum, I 

said, you need to ring dad. I don't, I don't know what to do. She was like, what, what? And… but she 

just seemed so unbothered. So I didn't say anything.  So all night I was just trying to ring my dad, trying 

to ring my dad, trying to ring my dad. I think I fell asleep at some point and then woke up in the morning. 

My mum's like, get up, get up. Your dad's on the run. Your dad's on the run. And I was like, I was like, 

he killed them. And my mum's like, what? I was like, he killed them, didn't he? And my mum's like, 

what are you talking about?  She was like, how'd you know that? And I was like, he told me he was 

gonna do it on the phone. And then obviously I just ran out of the house. Because I thought, I've killed 

them, like, at that age, I thought it was my fault. And at that moment I could see no way out of here. I 

didn't listen to the end of the story. Like, I thought they were dead. It's insane. That was the moment 

that I was like, right, I need to die now. Like, I can't live any longer knowing that that was my fault kind 

of thing. Yeah.  So that's when I started, like, preparing for my suicide for about eight weeks. And 

because I was handling my mum's medication and stuff at the time. So I would just steal her medication 

as I was doing her Dossett box. So she didn't know.   

I: Yeah I mean… And you say were feeling this extreme guilt at the time and unable to cope with 

that feeling, like it was your fault?  

P: Yeah, and there was just nobody to speak to. Because obviously, like, we had cried out for help in 

so many different ways. But it was like, it was like we was invisible. That's how I felt growing up. Like, 

we were just invisible. Like, I found a school photo of me, and I've got a black eye. And my hair's not 

done. I'm in like a dirty jumper.  And I'm like, how invisible are we? Like, do you know why that is?  

Yeah, yeah. So obviously that's, um, It’s actually, she did survive. Like, she did survive. The kids 
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weren't hurt that night. But my dad was on the run. He was on the run for, like, six weeks. So I took the 

overdose.  Obviously went into, like, cardiac arrest and stuff.  And my mum was like, this is all Dad's 

fault, she was just blaming my dad. 

I: Mm hmm.  

P: But she knew he was on the run but wasn't telling anyone where he was. Mm hmm. And my, it was 

my dad's mum that was like, if you don’t tell them where he is and you let your daughter die, I don't 

know what sort of woman you are, that kind of thing. Um, and then he turned up to my, turned up to 

my mum's house and my mum called the police on him. And in that time as well, when I was at hospital, 

my brother, my big brother found him and got a gun and was like, took him for a drive and was like, if 

my sister dies, I'm going to kill you. Like, what the, what, what the fuck have you done kind of thing.   

I: And did you think your life, was there a feeling that your life was at risk at this point? Was he 

threatening you? 

P: Yeah. Like where, like, because I had to be like brought back to life, defibrillated and stuff like that, 

um, and that nobody knew what was going on, nobody knew what was wrong.  

I: Oh, so they were blaming your dad for the overdose, okay.  

P: Yeah, yeah, yeah. But that was, like, the first, because my brother started to be back involved in our 

lives, but he didn't know anything that had gone on, like, he literally knew, like, we had to keep it,  I 

don't know why we had to keep it a secret, but we did, we kept it a secret, do you know what I mean? 

I: Yeah. So this is when you were 12, you were then in hospital for three months and you're in a 

coma for three weeks? 

P: Yeah, and then as I woke up, um, the doctor was like, you shouldn't be awake, like when we were 

doing your brain scans and stuff when you were in the coma, like your brain is just so active, like, it 

would not let you die. And I was like, okay, well that gives me some hope. Something's working up 

there. Yeah. Um, but obviously at the time I didn't want to be alive. Yeah. So after that, that's when I, 

like, when I come out, my mum didn't really change. My dad was then put in prison for like, eight 

years? seven years?  

I: Mm hmm. 

P: Something like that. He came back out when I was 17. So, oh five, seven, I don't know. Anyway, my 

dad's been in prison so many times it's hard to keep up. Yeah. So yeah, but during my secondary years, 

my mum just wasn't a mum. She was angry, hurt, like traumatised. And my sister by then was like, on 

kind of hard drugs, in and out, kind of all over the place. And I was just left to look after, raise my little 

brother. So it would be like, I would have to get up at like 5am, do breakfast, get our school uniforms 

ready, make sure that I was ready for school. Yeah. Then I'd have to take him to school and then I'd 

always be late for school and I had to leave school early to pick him up. It was just quite a lot, like my 

mum didn't get out of bed for about three years. Like she got out of bed like to go to the toilet and stuff 

but my mum just wasn't there, do you know what I mean? She wasn't functioning. Yeah and that 

changed when my brother… his girlfriend was a social worker and she came round the house once and 
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the house was infested with fleas. We were like, not malnourished, but I was… I'm a teenager trying to 

navigate my own personal hygiene, everything. Plus having like a little baby brother that was just like 

a baby kind of thing. And mentally I'd shut everything away, so I never really felt anything. I had to do 

what I had to do to keep me and my little brother alive. And my mum alive, to be fair.   

I: So you'd kind of, you were just kind of coping at that age?  

P: Yeah, yeah, yeah. Okay. Um, and then obviously the drinking drugs just become more and more. 

And because I knew my mum wasn't really there, she didn't really notice. 

I: Mm hmm. So it was around that time, did you say, that you first started drinking and taking 

drugs? To cope with everything that was going on by the sounds of it.  

P: Yeah, so I smoked weed when I was 11. That's when my sister started smoking weed and she's three 

years older than me. So I watched how the weed would make her and be like, oh my god. I'd just go in 

her room when she was in the toilet and like, get off on the joints and smell weed and things like that. 

But even at that time, I mean, I shouldn't have touched drugs at all, but at the time on the weekend, I'd 

be like, Oh my God, guys, I've got weed, like, I was like the cool friend kind of thing. Do you know 

what I mean? And then I think I was about 13 when I had, as a teenager, I'd go out to the park with 

friends, someone's got a bottle, and I was like, give me that, had a little bit, and then I was like, Oh my 

God. I need it. Gimme more. Gimme more. Gimme more.  

I: Mm-Hmm. What was that ‘oh my god’ moment? What was, what was happening for you at 

that point?  

P: It was like, um, I just felt free. Free of kind of thoughts and feelings. Yeah, yeah, yeah. Memories. 

Like my mind, I didn't have no responsibilities. I didn't even, I wasn't me like I wasn't the little girl 

Ashley that has had that horrific time. I was fine. Do you know what I mean? Like, I had a good time. 

Anyway, so that lasted… that lasted forever. That's lasted up until now. But, over time, obviously I 

started, um, experimenting with more drugs. Um, and I had quite a hold on it. I could, I could get drunk 

on a bench. Like, once I put my little brother to bed and knew that he was alright, I'd go to mum's purse. 

It just became like a bit of my routine. Um, then I've got to my A levels in school I did really well 

because I thought that's the only thing that's going to be able to set us free, as long as I have some 

education me and my little brother, we can go anywhere, we can do anything, like, it'll be fine. And the 

school kind of had an idea of what was going on, but because I never said it, they could never intervene. 

Like, I would talk around things, but I would never say what they needed to hear to be able to do 

something. But by the time I was in year 11, they did ease up on me, so like, my behaviour like, they 

wouldn't let male teachers tell me off or anything like that. I had, like, a good relationship with a couple 

of the pastoral team that were women and I would speak to them. And obviously, like, the social worker, 

when my dad came out of prison, the time before he went back in they had contact with the social 

worker and she kind of gave them a bit of a debrief. But obviously, their version was, my dad's in prison 

now, so she's fine.  

I: Mm hmm.  
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P: Not knowing about my mum. Do you know what I mean? So that went on and by the time I was 17 

I was drunk in school all the time. 

I: And was that a way of coping with something going on at school? How was alcohol helping you 

at that point? 

P: Yeah, yeah, yeah. Just everything really. The same stuff. I mean by then my little brother was getting 

older, so I didn't have as much responsibility. Um, and by then my mum, by the time I was 17, my mum 

had gone and got a job back. So she then was working like 18 hours a day to, because she didn't want 

to face what was really going on. And then when I was 18, I went to uni. I didn't want to go, I mean I 

wanted to go to uni, but I didn't know what I wanted to do. I didn't know who I was. I was just doing 

what I thought the next thing was to do. Um, but obviously I went to university, got given all this money 

and then realised that I don't actually have to go to a lecture. Nobody's checking up on me. There's drink 

and drugs everywhere. So there's nobody to go and speak to, like, there was nobody for me to go and 

speak to if I was struggling. Yeah. And, or there, there was, but I just didn't know how to navigate that. 

I never had known how to navigate that.   

I: So that was like a, was that like a University counsellor or something?  

P: Yeah, yeah. My lecturers let me know that we do have support, like, because obviously I wouldn't 

go in for weeks, I'd be drunk. And I was sexually assaulted in Uni, so that also, that put another block 

on me like, I just didn't care. I didn't have any fear, like, I didn't have any feelings. I'd repressed so much 

that it was, I was just literally get up, get a drink, do what you might have to do, get out of feeling like 

you, and you'll be all right. That was literally my routine. Um, so yeah, once I was sexually assaulted I 

came home because that weekend I blacked out. I completely blacked out because I was on so many 

different drinks, drugs, everything. And then I woke up on the Sunday and all I remember is going out 

on the Friday. But when I woke up there was like blood everywhere. Sorry to be crude, but my bum 

was bleeding, my vagina was bleeding. And I hadn't lost my virginity yet either. I hated boys, I was 

like, no, disgusting. I, like, I hated men. Anything like that. Um, so yeah, I ran home and I said, ‘I think 

I need to go to the hospital’. And my flatmate was like, Ashley, he was like, ‘Have you had a mental 

breakdown?’, like, I didn't know what to do. And I was like, ‘What do you mean?’ He was like, ‘I didn’t 

know what to do. You smashed up the kitchen, you smashed your head against the wall, you were trying 

to kill yourself when you came in Friday, Saturday lunchtime, you were covered in blood and you 

couldn't tell me what was wrong. You couldn't tell me what happened, you were just crying’. On 

Saturday night I'd apparently gone and got more alcohol and was just like in a pit of oblivion, but I don't 

remember. But on Sunday, by the time I'd sobered up, I was in pain. There was blood all over my sheets. 

It was like, this is not a very nice thing. But even then, it was like, it's alright. Literally, like, I just 

shrugged it off. I just shrugged. So yeah, by that time, um, I had to come back home, sorry. I left, no, I 

carried on with Uni, but I just lived at home. Still drinking every day, like all the time just like…. Yeah. 

But by then, because I'd had a sense of independence, and my mum still hadn't dealt with her shit, we 

were just clashing.  Um, so I moved in with my brother. My brother was selling drugs, so I started 
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selling drugs.  Um, and that's when I started taking, sniffing cocaine because I was selling it. So, I didn't 

have to buy it, it was just there all the time. Again, my brother didn't know that I was an addict by then.  

Because I still had, like, by then I had a full-time job. Like, I was really well put together, like, on the 

face of it. How I dressed, how I looked. You wouldn't think anything, do you know what I mean? 

I: Yeah. So you were able to cover it up. Why do you think you did that?  

P: Just wasn’t proud of myself at that time I guess. And I was thinking this… it will change soon, it had 

to end at some point. Couldn’t keep on like that. But again, being addicted to drink, it just took over, 

like I was going out every night and then, and how old was I, well probably it was about 23, um, and I 

was sleeping around with anyone. I literally had no feelings. I had no, nothing. I was just like, looking 

back, I was just like a zombie. But if you spoke to me and looked at me, you'd think, oh, she's, she's 

fine. 

I: Yeah. And when you were going out, was there, cause you had no feeling kind of during the 

day and then you would go out drinking, what were you seeking do you think? 

P: Um, I was by that point, like, numb. And that's, I think that's why, that's what my, I use my body for 

a lot of the time because that's the only time I could feel something. I: Okay, yeah.  

I: And obviously when taking drugs as well that would make me feel something. 

Whether it was like great euphoria, or I'd be like, I want to die, I could feel something. 

I: Okay, so it's getting away from the numb, the numbness that you had chronically, I guess, at 

that age? 

P: Yeah. Yeah. Well obviously I, I never knew who I was by the time. From the age of six, I've lived 

like in turmoil. I never got to be who I thought I might be or who I wanted to be, like, and by, like, by 

the time I was 23, it was, I was like, it's inevitable. The drugs will kill me sooner or later. So I, like, and 

because I didn't know who I was and who my friends are, I guess that carried on and I got into some 

really awful relationships. I got with a girl because I thought, oh well I hate men, maybe that's better. 

Um, and she like really badly abused me.  

I: When was that? 

P: From when I was 24 till I was 26. Physical abuse, everything, um, sexual abuse, all of it.  

I: Right, right. Was she, was she drinking and using drugs as well? Was that something you did 

together?  

P: Yeah, yeah, yeah. Um, but by that time, by the time I was about 26 because I had my own flat by 

then and I was like, maybe there's a chance I can, I can save myself. And so after like six months of 

being with her, I was like, I don't want to use much anymore. Like maybe we should just, it should just 

be at the weekend.  So, I stopped, I managed to wean myself off of it. I wouldn't drink until it was the 

weekend. I wouldn't use unless it was the weekend, but obviously by, by Thursday, I'm like gagging for 

it, I'm like, I need to get to the weekend. I need to get to the weekend. And the less drugs and drink I 

used, the more she used. So the abuse got more and more and then again, it just reaffirmed my belief 

that this is it. This is just going to be my life. So I then started using more again. So then… Um we 
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broke up, then I got, I got a job as a head of year in a secondary school which gave me like quite a lot 

of purpose because there were so many kids like me and I was like, oh my god, I can help these kids. 

Do you know what I mean? So that job was one thing that kind of saved my life to be honest. Like it 

gave me a vision. I knew that there was something I could do. And it gave me a feeling. I started to get 

feelings back. Like I was excited about going to work. I was excited to do things for my kids like oh, 

we're gonna have a fun day Friday. Do you know what I mean? Like what… what did I need? What 

would I want if I was 11 again and somebody said, what do you need from me? 

I: Yeah, yeah. And how was your mental health at this point, when you were back at work? 

P: I guess a bit better, I was more… grounded if you know what I mean. So when I started that job, and 

I had, I've got amazing friends from that job. They're still my friends now, um, and they, like, I started 

to find, like, a sense of sisterhood… friendship that wasn't based around drinking, because they're all 

teachers. I mean, they drank but didn't drink like me, like, we loved a bottle of prosecco, but I, I was 

like, oh my god, there's an opportunity. I might not have to be this fucked for the rest of my life. So 

with them girls, I got the strength to leave my partner that I was with. Um, it took a lot of, it took a lot, 

a lot of work on their part, bless them. And they still never judged me for drinking, but it would be like, 

oh, maybe you should only have one bottle tonight. Like, we're only going here. So it was like I was 

starting to get a bit of control back. But yeah, my demons were obviously still there. That stuff doesn’t 

go away. 

I: Mm hmm. And at any point in this time, did you think you needed any mental health support 

of any kind?  

P: Yeah, so I reached out a lot. I reached out a lot. But, because I would go to appointments and be like, 

yeah I'm really struggling with my mental health, but I’d be there with a smile on my face and I'm well 

put together, because that's how I was raised, like we had to be washed and dressed before 7am. Those 

are things that I can't, like, undo. But like, inside I'm like, I'm broken, and they're like, but yeah, but you 

go to work. And I’m like no, I'm broken, I'm broken, like I can't, I can't do this. So I guess I would go 

on and off and try and get help.  

I: Yeah, yeah. So on the outside maybe it looked like you were coping? 

P: Yeah. But to be fair when I started my job as a head of year, I had a mental breakdown in school. 

Um, and it was the head teacher that got me a private counsellor because I said I said like ‘I'm just a 

broken child and I don't know what to do. I'm so lost in that…. I'm so lost I don't know what I'm doing. 

I don't know. I don't know. I don't even know what I'm doing’. And it was kind of like I was just 

whimming. Everything was on a whim. And my headteacher, she's amazing. So she got me in touch 

with a counsellor. And that really worked. Because it was, like, specific. She was like, do you have a 

drink problem? And I was like, if I tell you that, are you going to fire me? And she was like, no, you’re 

such an amazing part of our school that I don't want to lose you. So I'm going to do everything I can to 

get you better but we need to start with being honest. 

I: And how did you find that counselling, that, that private counselling? 
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P: So for the last six months I was there, like, I'd had some really good counselling, um, I started to 

work through some trauma, but even then, I couldn't remember a lot. So I've got quite a lot of gaps. And 

like after a counselling session, I’d have to go and use. And then sometimes I'd be like, I can't be too 

honest because that's not a nice story to tell somebody. I don't want to upset them. Not knowing that 

they're a counsellor and that's what they're there to do. So I would like make things not seem as bad. 

And another thing was that I was so worried about my job, I was like well I can't say that, I can't say 

that, oh god, do you know what I mean. But even so, like the counsellor was amazing, and I was sober 

for like 8 months with them.  

I: Is this a couple of years ago did you say, when you were around 26? 

P: Yeah, yeah. They, they pointed me to meetings and things like that. I left my partner and I was quite 

in a good place in terms of getting ready to deal with the trauma. But then I lost my nan, like really 

suddenly, and that literally just set me back. Because both my nans were the only two maternal people 

in my life that I could trust and trust that they loved me. So I didn't know how to live a life without 

them. So as soon as my nan died and I had to wheel her out in the black bag and stuff. I was like there 

like every minute. Obviously not knowing what that does to somebody, especially someone that's 

already as traumatised as I am. So straight away I went back to the bottle. But by then even drinking 

and sometimes the cocaine wasn't enough. So, this was last year, May last year, I started taking ketamine 

as well and I was drinking so much alcohol. Like, I was drinking six bottles of wine a night, just to even 

go to sleep. And I was smoking so much weed by then because weed made me sleep, and if I slept I 

didn't have to deal with nothing.  

I: And were you working at this point?  

P: No I wasn't, so obviously I took, they'd give me some time off for grieving and then I just, one day, 

no, actually it was after a five day bender, I just handed in my reservation and then I turned my phone 

off, turned all my emails off and nobody could get a hold of me for like weeks. So they sent the police 

round obviously for welfare checks and stuff, but they were like… I was like uncontactable basically.  

I: What do you think made you do that? Turn off… 

P: Just… 

I: The,  your phone. Sorry. 

P: Yeah, yeah well wanting to shut everyone out. Like, knowing I’d spiralled so badly. So yeah, that's 

kind of what led to me coming here really. I then lost my flat. I was sleeping with people for drugs, but 

I just wanted to die. I like, I just wanted to die. I was like, I can’t, there’s no good that's going to come 

out of this. At that point I couldn't see it. And the drugs had fucked me up already. I was so paranoid 

and like weird. I like, I was completely and utterly fucked. Um, and then yeah in May, I ended up in a 

hostel. And there were guys in there that were really abusive, um, like sexually and like I, I was like 

covered in bruises. I was giving blow jobs in parks for a bit of cocaine and ketamine and yeah, yeah I 

was down for it and um, I was like adamant that I wanted to die, the drugs weren't killing me, nothing 

was killing me, like I was in a battle, I was like okay clearly there's a reason for me to be here but I just 
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can't see it. So yeah I got in touch with Oxygen and I was like I can't see my purpose, but I can't die. 

Like, I've tried. It's not happening. And then in March this year, I, um, I found God. I re-found God. 

Because my nans were, like, really, like, old school Christian women. And I thought, like, if I want to 

feel close to my nans, maybe I should go to church. Because they would always take me to church. So 

I started doing that. And I was sober up until May and then because I was like living with family and 

stuff, my sister lives in my childhood home, so I lived with her, but I couldn't live in the home, too 

many memories. And then obviously my mum still battles with her demons, so we were clashing. So 

then I got put in the hostel and I was sober when I went in there. Like, I was really trying but obviously 

I was just, I just was, all I’d ever known or been doing I guess was drinking and taking drugs. I wasn't 

doing any other work and wasn’t having counselling. I was literally going to church, I was praying, but 

I didn't really know what I was praying for. Do you know what I mean? I was just kind of like floating 

about really. But thought I was doing amazing because I wasn't taking drugs and drinking. So mentally, 

it was just like, I was just existing.   

I: And you said there were a couple of times that you, well, a certain amount of times that you 

asked for help and you were told, oh, you're presenting well, going to work, doesn't look like 

you're struggling. Was that at the GP or where was it that you were asking for help?  

P: Yeah, it was the GP mainly. Yeah it was just the GP because I didn't know where else to go and then, 

like I’d end up texting the Samaritans sometimes when I was like really low and it's really helpful but 

only for that moment because it's the action that I need to put in to carry on with the support and I think 

like in those moments I just did, I had nothing left in me so it was like I can't keep begging  for this 

help. And the GP even when I went it was just it was shit, they were like, ‘Yeah, you’re drinking and 

using. So that's probably what it is. That’s why you’re feeling like this’.   

I: Okay. How did that affect how you felt about asking for help?  

P: Yeah well I was like, ‘but I can't stop. I can't stop’. So how am I ever going to get help? It felt 

pointless to be honest. So I worked, when I was over in Letchworth, I worked, um, with an agency 

called Resolve. A charity. 

I: Mm hmm. Yeah, I've heard of them, I think.  

P: I found them online, and I was like because they're drug and alcohol based, I thought, okay, they'll 

get me anyway. They might not be able to get me sober, but they'll understand. Um, so I worked with 

them, their help was amazing. I did counselling through them. And I, I stayed sober. I was clean until… 

it wasn't until I moved into the hostel because I thought I was getting support in the hostel and I didn't 

get it.  

I: So there was no, what happened to the counselling you were getting in the hostel, did that end? 

P: No but, um, I was in a different town.  

I: Oh, you moved, okay. Why did it stop then?  

P: Couldn’t keep going once I’d moved. So I was having trouble going back and forward, I was in 

Hertfordshire at this point, miles away. Yeah. And then I got a chest infection one week, so I literally 
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was poorly, but because I was poorly, the addict came back in me and was like, oh, just take that, that'll 

make you feel better. 

I: Mm hmm. And what did that feel like, stopping the counselling? 

P: Well then literally, I was straight back into addiction, and I cut all my resources off. Although this 

time round again, I'm quite lucky. I've come over here and they've been amazing. I think it's because all 

the little people that helped this year. And like, I've got loads of, now I've got loads of people in 

fellowships and I've got friends that are like eight years sober that I can actually speak to and not feel 

like, oh my god I can't actually say that out loud because it's, do you know what I mean? I think that's 

enabled me to be able to sit here today and accept help and go and find help for myself and argue with 

the GP. Like, no, I'm sober and something's still not right and things like that. I mean that was probably 

a really long answer to your first question. 

I: No, it's really helpful. You've covered so much, so much. So there's so much that's happened. I 

just was wondering, so there was a private counselling and, and then there was a counselling from 

Resolve. Was there anything else you ever got at any point in term of psychological help? 

P: When I turned out of hospital when I was 12, I got sent to CAMHS.  

I: Okay. Yeah. What was that like?  

P: So I was with CAMHS for like six weeks and then I didn't, I didn't get on with the woman. She was 

just really like, hard faced and asking why did you do it? Why did you do it? And I'm like, I don't know. 

I just don't want to be here. I assumed as a counsellor, you should be able, we need to, we need to get 

through that don't know, because there clearly is a reason. But she was just like well, ‘I can't help you 

if you can't tell me’, but I didn't have the words. Do you know what I mean? I didn't know what to say. 

I didn't know how to explain how I was feeling because I didn’t know what I was feeling. Yeah.  Then 

on the last session, she was like, ‘Do you think about your overdose?’ And I'm like, ‘well yeah, it was 

a big traumatic event in my life’. And she wrote down that I think about overdosing again.  So, I was 

like, ‘you put words in my mouth’. I lost all trust, to be honest, to be honest. And obviously like I've 

been abused in every way possible. So my trust in people is like, you have to gain it. Yeah. I'm not an 

easy, I'm not the easiest person to counsel. Like it's gonna be really hard for me to open up. Because I 

dunno what you're gonna do with that information. But I've always had that fear and now I'm learning 

why that fear came and obviously why it was instilled in me for such a long time. I didn't know how to 

unlearn it. But then Resolve [counselling via charity] they were really good. It was just me again. Once 

I, because once I picked up the drink again, I thought, I can't go back there. Like, they're going to be 

disappointed. Do you know what I mean? Like, I was battling, I was battling with myself.  Even though 

they never made me feel like that, but because internally, and the way I process things, I was like, no, 

that's it, that's done. I’ve messed up. That's done, I can't go like that. And then I would just shut it off.  

Even when they were reaching out, I'd be like, no, no, no, no, no.  

I: Yeah, okay. No that makes sense. And is it to you that the… sorry, go ahead.  
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P: Sorry yeah. Well my GP when I was getting sober, I went in there and said, I want to die right now. 

Okay. I don't, I said, I don't, I don't want to die because I know that I'm working hard on myself but I 

can't get rid of these feelings and these thoughts. Like my intrusive thoughts and suicidal thoughts are 

so overpowering I think because they've been there for so long. And this, this one GP, he was the only 

doctor that I did have an appointment with who just sat with me for about an hour and he just let me cry 

and he was like, ‘I'm just here. If you want to talk, we can talk. If you don't, don’t’, he said, ‘but you 

can't leave this doctor's until I know that you're in a better place. And if that takes me all day, that's 

what I'm here to do’. Do you know what I mean? Like I needed to create the safe environment. And 

then I left after an hour. I didn't speak. He just, he gave me some antidepressants. And he said he only 

gives them to me in like seven day blocks. So I have to see him every week because I was refusing like 

any help. So he was like, ‘fine then. Come to me. I'm your GP. I have a duty of care to you’. Um, so he 

was really amazing. Even now, like, he's still like, like, he'll check in. Because he's my mum's doctor 

now, so he'll be like, ‘oh, how's Ashley doing?’ And things like that. So it's like, for me, I needed a safe 

space to be created. Even in the first session, if I don't say a word, I just need to know that I can sit 

comfortably in silence with you. Because then I feel like you've got space for me. Do you know, like, 

that's, I'm just like, like, that's how I, that's how I see it because nobody ever has, nobody's ever had 

space for me to be. Like, if you can sit in silence with me for an hour while I'm processing what we’re 

talking about and you understand that that's how I work, then I will tell you everything. Now I'm in a 

better place. 

I: Yeah. And did he, did he refer you to any counselling? 

P: I was refusing it, you know. But um, he made our appointments every week, an hour long.  

I: Okay, wow.   

P: So that if I needed to speak, there was the space and time. And he would let me stay there for an 

hour, even if we only spoke about just stuff. Because there would always be a way where he would get 

something out of me that would make me feel a bit better leaving.  Do you know what I mean?  

I: Yeah, I see, yeah. How did it feel to have that time and someone just listening? 

P: Yeah it was good, he was like ‘I don't know how else to help you and you deserve, you deserve a life 

better than what you've had’. It was like, yeah, I was very lucky in terms of him doing that and he then, 

like, because he would teach me things, he'd be like, ‘you disassociate’. Like, he would be able to tell, 

like, explain to me what I'm doing and then I'd be able to tell him why. Because I couldn't understand 

what I was doing because it was just normal to me. Do you know what I mean? So it was really, he 

gave me the insight to be able to now, like now I remember a lot of the things he said, I'm like, Oh, 

that's what I'm doing right now. And I do that when I feel like this, do you know what I mean? I can 

like navigate it. Um, and since I've moved over here, the last thing he said, he said was ‘take all the help 

you can get, go out and look for it, because people want to help you’. Because for a long time, I didn't 

feel like I deserved to be helped. He was the first person, oh and like people from like the meetings and 

like the fellowship and stuff that made me feel like I had a space to be helped. And they weren't doing 



  

  

241 

it just to get paid or they weren't doing it to make like, do you know what I mean? Like for their own 

stuff. They were doing it because they actually saw potential in me and knew that I could do something.  

Um, and they have that approach here at DrugLink [substance use charity]. Like it's very, open like that. 

A lot of the people are like ex-addicts and things like that. So we already have those things in common 

where nothing is too hard to talk about. Yeah. Or it might be hard to talk about, but then I happen to sit 

in the room for an hour and help me process whatever I'm trying to process or whatever might've come 

up or things like that. And I'm obviously, I've, I've seen the massive transformation in myself by 

allowing people to do that, letting people in. Because it's not my family or friends and I know they can't 

go back to my family and friends, I feel a lot safer now. Before, because I was at home with my family 

and that, I always thought that they're going to find out and a lot of the things would hurt them or be 

about them or, do you know what I mean? 

I: Yeah. So, yeah. Yeah, so that's interesting as well that you didn't want to take up that offer of 

counselling. Why do you think that was? 

P: Wasn’t ready for one. But I always used to say nobody helped me when I was a child and I needed 

saving, so don't try and help me now that I've figured it out myself. Whether I'm doing it right or wrong. 

I figured out my survival. When I didn't know how to survive, nobody came in and saved me. Do you 

know what I mean? Like, I was the child at that time. And when I do speak to people now, I say that a 

lot of the time. I say ‘Don't think I'm not opening up, I am opening up, but it's very hard because I'm 

still quite resentful for the little girl in me. She's so broken and battered and bruised and hurt and sad’. 

Like, I still have to take some account, like, responsibility for her. Yeah. But I feel like over time, I will 

lose that kind of protective, because I'm, I as an adult, am really protective of that little girl. And that's 

hard to explain to people that you don't know. And I found like because some people suggest that I go 

to counselling and I'm like, it's not just about going to counselling. It's about finding someone that I can 

sit down with and open up to, that relationship. And especially for someone like me, who's never been 

able to you know, see a healthy relationship, never been in a healthy relationship, never known a healthy 

relationship, not even with my mum and my sisters and my brothers. I can't go and have a healthy 

relationship with a random stranger and tell them all my secrets. Yeah, so it's difficulty trusting. That's 

the mindset. That kind of thing. Yeah. 

I: And are you having therapy at the moment?  

P: Yeah, yeah. So obviously with Druglink [substance use service] that’s who I’m with now.  

I: Right. Yeah, so that was through Druglink you got that? And how have you been finding that?  

P: Um, obviously like, mentally, now I'm learning I have to be open to get the right help. It’s taken a 

long time. But, yeah, like I said, it is that, being in that safe space, I know it, like, for someone that's 

never been, nothing's ever been handed to me, I've always had to work for it. So when somebody sits 

down in front of me like, oh, I'm just here to help you, and I'm like, for nothing? And they're like, yeah, 

and I'm like… it's hard to believe. Yeah. Like, it sounds crazy, but because of all the hurt and the pain, 

I have that sinister sense of, oh, you're going to do the same? Are you going to throw it in my face? Or 
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are you going to sell it to the news? I don't know. Like, crazy thoughts. And obviously where I smoked 

weed for so long, I still have a lot of paranoia. So there's like loads of little things that, that you know, 

I think counsellors and stuff have to consider before even getting to the reason as to why we're sat there. 

Do you know what I mean? 

I: Yeah. Yeah. Um. So it sounds like, from what you’ve said, addiction and mental health, they 

are connected for you, do you think?  

P: Yeah. Yeah. Yeah. Yeah. Because as soon as I mentally shut down, and I think that was probably 

around the age of like eight. It was eight. I watched my dad get stabbed in front of me. In front of me. 

I watched him bleed out and I was like, I was standing in his blood. That, that's the last moment I 

remember feeling something as a child. Because that was so painful that my brain just literally had to 

be like, no, no, that's, that's it. Do you know what I mean?  So it’s only now that my brain's kind of 

opening back up to being more aware of things, of feelings and stuff. But without my addiction, I don't 

think I would have survived as long as I have. Because in addiction, my mental health wasn't a problem. 

So it's a survival strategy. It relieves all the pressure that is going on mentally for me. Do you know 

what I mean? So, without one, like, if I didn't feel like that, I wouldn't have had to go, I wouldn't have 

had to go and find drinking drugs to feel something. Like, for me, they are literally like twins. As soon 

as I put the drink and drugs down and I've opened up, my mental health is really slowly, like a tortoise, 

but slowly, I can differentiate between an intrusive thought and how I feel. I now know that if I'm having 

a bad day, there's better ways to cope than to go and buy a drink, go and have a bath, or when I feel 

like, because when I can't cope, I go, it's the numbness, there's like nothing, it's like nothingness. So I'm 

like, go and do something that makes you feel something, whether that's eating, going for a walk, stand 

outside just to feel something physically will then wake my mental brain back up. I don't know. Sorry. 

I’ve said way too much haven’t I.  

I: No, no, it's so helpful. Yeah, it makes sense, allow you to feel. I'm just aware of the time because 

we've spoken already for over an hour so you might be tired! How are you doing, how… 

P: Oh fine, fine, fine.  

I: Ok, great. I mean… But it's, you've given me so much helpful information. And it's like you 

said drinking, was it a way of keeping yourself protected? 

P: And yeah the trauma, I think because I’m… because we're not, well because I’m an adult and I’m 

coming into a counselling room as an adult then the inner that child's forgotten about. But as I'm coming 

into that room, the only person I'm thinking about is that little girl. Do you know what I mean? I think, 

I don't, I don't, I'm not, I'm not a counsellor, obviously not, but as a counsellor, I don't know if that's 

something that is spoken about or like addressed. Do you know what I mean? Like, I know, I know it’s 

probably part of the training and stuff, but I feel like that should be like, you could have those 

conversations. You should have those conversations before like, being like, right, what's your problem? 

Why do you feel like this? I just need you to know that I'm quite fucked. So I just need to know that 

you're aware that this isn't going to, this is going to be hard, really hard for me. And the little girl inside 
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doesn't want them to come out. So as much as I, as an adult, really want all this help and support, that 

little girl still plays a big part in, in my life. Do you know what I mean? For someone like me who's 

just, it's always been about survival, her first thought is, well, how are we going to fucking survive this? 

Don't open your mouth, don't open your mouth. And then it's usually like, when you don't respond how 

socially you're supposed to respond it's like, Oh, they, they don't want it. Or like, if I did, after a 

conversation, go and pick up a drink straight away, they'd be like, ‘don’t come back’. Whereas we like 

people like us just need a bit more grace. Like ask us, why did you go and have a drink? Was it 

something we spoke about? Was it a feeling?  Knowing that I can come back, even though I've made a 

mistake is what will keep me opening up. Because a lot of the, I think it's a lot of it's like policy and 

procedure and people like protocols and things and I get that but I think socially that is what causes a 

lot of the isolation of not going into systems because I think well as soon as I fuck up you're going to 

shun me anyway. But you have to remember that I've never been taught how to… how to speak, how 

to… do you know what I mean? I had to teach myself in a, in a matter of survival. Sorry, I'm just trying 

to help give some wisdom about how you feel.  

I: Yeah. It's really helpful. It's really helpful. I mean, that's all my questions that I wanted to ask. 

But is there anything else that you think is important for me to know, or anything else that you 

think is relevant here?   

P: No, I think it, it was really, it's, it's been really nice for me to be able to like speak to you, because 

that's what I wanted to do. I said I've, I've, I've given up so many times on myself and the system that 

maybe I should go in and just speak to people in the system and be like, this is what we need. This is 

what we actually need. Do you know what I mean? I think people that read a book think they can tell 

us, but unless you're living it, it's so hard to know.  And I think, I just want to represent people like me 

that are where I was six months ago. Do you know what I mean? I thought there was nobody, but it is 

like we're, we're still so protective of ourselves and our inner child that it takes, it takes a while to break 

in and to know that. We can fuck up because we're human, we're going to make mistakes, but society's 

like, oh, if you don't, if you don't come, then we're going to take it away from you. It's going to be taken 

away from you. I understand you can't give a million chances but I would say that after the third time, 

if you're really trying, then here, okay, you're going to have to say, ‘I can't help you anymore’. But not 

at the first hurdle. And I think that's like when I was in the hospital in March this year, the mental health 

nurse came in and she went, ‘Oh, you've been here before, ain't ya?’ And I thought, what? Like, that's 

not how I need to be spoken to right now. Do you know what I mean? Like, and I know that's not 

everyone, and you do get the select idiots in everywhere you go, but it's just like I don't know. And 

obviously because addiction, when you say somebody's an addict, they're so judged, you forget why 

they're an addict. You just, people that aren't addicts just think, you just think, oh, they chose drinking, 

drugs. I never chose, I never in my life wanted to be giving blowjobs for a bit of cocaine, ever. I didn't 

choose to do that, but in my mind, I had no other means of survival. And I just think it's like breaking 

like down that fourth wall, yeah, it's not a choice. Okay, it is a choice in terms of, you know, that you're 
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hurting people and stuff, but I don't know how to stop it. Because by now my brain and body are craving 

for the next drug and that's painful. That's more painful than me seeing my mom cry in that moment. 

Do you know what I mean?  So I just think, yeah, it's like, I'm, I feel, I feel like it's a bit like my purpose 

to just try and kind of like break the fourth wall. Yeah. Um, and kind of like get, because my story, my 

story is absolutely awful and horrendous and traumatic, but now knowing that I've got people that just 

want to help me because they feel sad for that little girl, just as sad as I do, means I'll let them in to help 

me because we've all got the same. We've all got the same end goal.  I'm not just here to be a statistic. 

I'm not just here so you can get paid. Do you know what I mean? And I think addicts, addicts are really 

good at it because of the survival instinct, like we can, like the energies, we read energies really well. 

Like we know if a person's going to be genuine or not straight away before, because we're so 

manipulative and like, like I was like that because I knew how to work my way around things. So I 

know if you're not being genuine with me or not if you're just there because oh, you gotta be and it's my 

job. Do you know what I mean?  

I: Yeah, that's interesting.   

P: You're expecting me to expose the deepest things about me and you're just like, not you personally, 

but you're just like, yeah write it down. All right. Now knowing that you're gonna clock off at five 

o'clock and go to your happy family in your nice warm house. And I'm gonna I don't know where I'll 

be by five o'clock. Do you know what I mean?  

I: Mm hmm. So it's a real sense that you have to trust the other person in the room to be able to 

open up? 

P: Yeah, it's making a safe space and, and knowing like, because drug addicts are really good at being 

like, oh no, nothing's wrong. So if you, so if you said to me like, Ash, what would you want your child 

to say right now? Straight away I'd be like, you care. And all we want is to be cared for and loved. Do 

you know what I mean? And that's a human, that's a human thing. Everybody just wants to be loved. 

So yeah, I feel like that's, I feel like I'm preaching now and I don't want to be preaching.  

I: No, it's so, so helpful. Thank you so much. I, I'll stop the recording now. 

End time 3.42pm 

 

 

 

 

 

 

 

 

 

 



 

  

Appendix N  

The eMERGe meta-ethnography reporting guidance (France et al., 2019) 
 
No. Criteria Headings Reporting Criteria 

Phase 1—Selecting meta-ethnography and getting started 

Introduction 

1 Rationale and context for the 
meta-ethnography 

Describe the gap in research or knowledge to be filled by the meta-ethnography, and the wider context of the meta-ethnography 

2 Aim(s) of the meta-
ethnography 

Describe the meta-ethnography aim(s) 

3 Focus of the meta-
ethnography 

Describe the meta-ethnography review question(s) (or objectives) 

4 Rationale for using meta-
ethnography 

Explain why meta-ethnography was considered the most appropriate qualitative synthesis methodology 

Phase 2—Deciding what is relevant 

Methods 

5 Search strategy Describe the rationale for the literature search strategy 

6 Search processes Describe how the literature searching was carried out and by whom 

7 Selecting primary studies Describe the process of study screening and selection, and who was involved 

Findings 

8 Outcome of study selection Describe the results of study searches and screening 

Phase 3—Reading included studies 
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No. Criteria Headings Reporting Criteria 

Methods 

9 Reading and data extraction 
approach 

Describe the reading and data extraction method and processes 

Findings 

10 Presenting characteristics of 
included studies 

Describe characteristics of the included studies 

Phase 4—Determining how studies are related 

Methods 

11 Process for determining how 
studies are related 

Describe the methods and processes for determining how the included studies are related: 
- Which aspects of studies were compared 
AND 
- How the studies were compared 

Findings 

12 Outcome of relating studies Describe how studies relate to each other 

Phase 5—Translating studies into one another 

Methods 

13 Process of translating studies Describe the methods of translation: 
- Describe steps taken to preserve the context and meaning of the relationships between concepts within and across studies- 
Describe how the reciprocal and refutational translations were conducted- Describe how potential alternative interpretations or 
explanations were considered in the translations 

Findings 

14 Outcome of translation Describe the interpretive findings of the translation. 
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No. Criteria Headings Reporting Criteria 

Phase 6—Synthesizing translations 

Methods 

15 Synthesis process Describe the methods used to develop overarching concepts (“synthesised translations”)Describe how potential alternative 
interpretations or explanations were considered in the synthesis 

Findings 

16 Outcome of synthesis process Describe the new theory, conceptual framework, model, configuration, or interpretation of data developed from the synthesis 

Phase 7—Expressing the synthesis 

Discussion 

17 Summary of findings Summarize the main interpretive findings of the translation and synthesis and compare them to existing literature 

18 Strengths, limitations, and 
reflexivity 

Reflect on and describe the strengths and limitations of the synthesis: 
- Methodological aspects—for example, describe how the synthesis findings were influenced by the nature of the included studies 
and how the meta-ethnography was conducted.- Reflexivity—for example, the impact of the research team on the synthesis 
findings 

19 Recommendations and 
conclusions 

Describe the implications of the synthesis 

 


