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Inclusivity

ÅTo ensure an inclusive environment where open discussions 
can take place, please:
- avoid acronyms where possible
- be respectful and allow room for constructive challenge

ÅAfter the event
- share the information you receive, but do not reveal the 

identity of who said it without their consent
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Alcohol Assertive Outreach Treatment: 
Scene setting
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This presentation will cover:-

ÅBackground of Alcohol Assertive Outreach Treatment (AAOT)

ÅEvidence of effectiveness and cost-effectiveness 

ÅWhat patients think of AAOT



Context
ÅHarm: third leading cause of disability in Europe 

ÅPrevalence of alcohol dependence in England 1.6 million people 

Å7,556 deaths wholly caused by alcohol in 2021

ÅRecent fall (22%) in those with alcohol dependence accessing alcohol 
treatment

ÅEstimates between 6% and 20% of in-need population accessing 
treatment 

ÅHealth and Social Care Act 2012 + cuts to public health budgets

ÅRising hospital admissions ςmore than doubled since 2003

ÅAlcohol costs NHS in England £3.5 bn per year

ÅWider societal costs £21 bn



Alcohol related hospital admissions England 2003-2019
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People who attend hospital frequently for alcohol-
related reasons ςan overview
ÅHeterogeneous group 
ÅComplex needs: alcohol dependence PLUS multiple, unmet physical/mental 

health and social care needs  
ÅRarely access community addiction services; high attendance acute 

hospital care
ÅCare and support accessed = high cost and low impact (short-term, 

simplistic vs. long-term, for complex needs) 
ÅPoor outcomes
ÅFeel stigmatised and socially excluded
ÅAlcohol-ǊŜƭŀǘŜŘ ŦǊŜǉǳŜƴǘ όƘƻǎǇƛǘŀƭύ ŀǘǘŜƴŘŜǊǎ ό!wC!ύΣ άƘƛƎƘ-need, high-
Ŏƻǎǘέ ό¦{ ƭƛǘŜǊŀǘǳǊŜύ 
ÅIn two South London boroughs, 9% of people with alcohol dependence 

accounted for 59% of alcohol admissions
ÅEquated to 1.4 million bed days per year = £848 million 



AUD and associated complex needs?
ÅMental ill health
ÅHigh level of anxiety and depression
ÅBut also undiagnosed SMI such as schizophrenia 

ÅLearning difficulties physical or mental 
ÅLow educational attainment, gaps in system, poor employment record
ÅSelf-care
ÅLocal authority accommodation (of the poorest standard)  
ÅVulnerability 

ÅPhysical ill health
ÅInjury
ÅUnplanned detoxification ςhigh risk to patient and long-term health
ÅLiver damage and cirrhosis
ÅAlcohol-related brain injury (ARBI) 

ÅSocial support needs
ÅHousing insecurity, benefit deficit, loss of (positive) social support network  -

vulnerability 



Alcohol Assertive Outreach Treatment
ÅOriginally designed for people with severe mental illness 

ÅBuilding on case management for deinstitutionalisation 

Åά!ǎǎŜǊǘƛǾŜ /ƻƳƳǳƴƛǘȅ ¢ǊŜŀǘƳŜƴǘέ ό!/¢ύ (Stein and Test, 1980) 
ÅRespond to material needs, coping skills, perseverance, freedom from 

pathological relationships, and support and education 

ÅάLƴǘŜƴǎƛǾŜ ŎŀǎŜ ƳŀƴŀƎŜƳŜƴǘέ όL/aύ (Burns 1999; Killaspyet al., 
2006)
ÅCaveat re: negative results in UK mental health setting?

ÅAdapted for people with alcohol dependence:-
ÅPassettiet al., 2008  (engagement into treatment)

ÅHughes et al., 2013 (reducing hospital attendance)

ÅDrummond et al., 2017  (engagement into community treatment)
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What is Alcohol Assertive Outreach Treatment? 
Å{Ƴŀƭƭ ƪŜȅǿƻǊƪŜǊ ŎŀǎŜƭƻŀŘǎ Җмр

ÅMultidisciplinary team 

ÅFrequent contact (e.g. weekly) 

Å>50% contacts in the community / home-based

ÅHolistic care ςfocus on health and social care needs

ÅExtended contact e.g. 12 months

ÅPersistent, assertive engagement

ÅWorking across traditional professional boundaries

ÅPatient-led agenda

ÅEngagement with families, carers and professionals

ÅAdvocacy

ÅSupporting patients to attend addiction and health services

ÅVolunteers provided practical help and support

ÅSurvey of AOT for alcohol in hospitals n = 37. Six high, 13 mid, 18 low. Extended 
support common but MDT working not (Fincham-Campbell et al., 2017)

12





AAOT clinical trial
ÅAdapt the Assertive Outreach Treatment model previously used in severe 

mental illness (Drummond et al., 2017)

ÅCompared with standard care ςsimple referral, no proactive follow-up  

ÅIdentified patients through hospital e-health records

ÅInclusion criteria: combination of A&E attendance AND/OR acute care 
admission, within one month/year, PLUS diagnosis of alcohol dependence

ÅMultidisciplinary team based at Maudsley Trust (SLaM) ςnurses, 
keyworkers, consultant psychiatrist and volunteers

ÅPartnership working with hospital and community teams

ÅRecruited 174 patients into a trial of AAOT versus Care as Usual, 87 per 
treatment group  (n=174, n=87 in each arm).

ÅCǳƴŘŜŘ ōȅ DǳȅΩǎ ŀƴŘ {ǘΦ ¢ƘƻƳŀǎΩ CƻǳƴŘŀǘƛƻƴ ¢Ǌǳǎǘ /ƘŀǊƛǘȅ ŀƴŘ bLIw 
CLAHRC (collaboration for leadership in applied health research and care)
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Shows graphically error plot for PDA at baseline, month 6 and month 
12. Plot shows median, IQR, min and max values.
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FIGURE 5: Scatterplot  on a cost-effect iveness plane of differences in 
costs vs. differences in QALYs (complete case sensit ivity analysis)
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decision-maker might be willing to pay per QALY



Participant resource use

ÅHospital inpatient care high before and after trial (both arms)

ÅSpread across a wide variety of hospital specialities 

ÅAfter 12 months, those receiving AAOT hadlower inpatient 
resource use than for those instandard care

ÅOther differences: 
ïA&E attendance and ambulance use were less for those receiving AAOT 

than for those in standard care

ïCommunity services were less for those receiving AAOT (specialist 
alcohol treatment was not higher for those receiving AAOT)

ïCriminal justice involvement was lower for those receiving AAOT 



/ƘŀƴƎŜ ƛƴ ŀƭŎƻƘƻƭ ŀŘƳƛǎǎƛƻƴǎ Ǿƛŀ 9ƳŜǊƎŜƴŎȅ 5ŜǇŀǊǘƳŜƴǘ ƛƴ YƛƴƎΩǎ /ƻƭƭŜƎŜ IƻǎǇƛǘŀƭ 
targeting 87 alcohol-related frequent attenders
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What patients reported

Å29 patients interviewed

ÅParticipants described large amount of unmet need before trial

ÅMost participants described multimorbidity: -
Åover half had a mixture of mental and physical health conditions
Ånine had physical health conditions only
Åfour had mental health conditions only

ÅVery few had accessed community alcohol treatment services before 
the trial 

ÅThose receiving AAOT reported changes in the way they engaged with 
services

ÅVery few of those receiving standard care reported any changes

ÅMost feedback on AAOT very positive 



Positive experiences of AAOT intervention
ÅCohort of 18 patients receiving AAOT

ÅάLƴǘŜǊǇŜǊǎƻƴŀƭέ ŀǎǇŜŎǘǎ ƻŦ ǎǳǇǇƻǊǘ
ÅTherapeutic style

ÅRelationship with keyworker

ÅKeyworker qualities

ÅάtǊŀŎǘƛŎŀƭέ ŀǎǇŜŎǘǎ ƻŦ ǎǳǇǇƻǊǘ
ÅFlexible format of engagement and support

ÅBroad focus on all needs (patient-centredapproach) 

ÅCare coordination and navigation 

ÅNegative experiences included too sudden / ill-timed end to support 
and one bad match between keyworker and patient



In summary
ÅAAOT is cost-effective

ÅDriven by small improvements in outcomes combined with a 
reduction in inpatient use

ÅReasons for cost-effectiveness:
Åfelt supported across a variety of needs

Åfelt adequately supported with their alcohol problems by their AAOT 
keyworker

Åfelt respected and listened to 

Åwere better informed about their own health, drinking and services

Åwere more engaged in playing an active role in their health care

Ågreatly valued the therapeutic relationship with their keyworker
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NIHR ARC National Priority Areas

Å$| ӃT³X«Ż´ |XJӃº| J«T ªJºX³« ºÉ
ÅPrevention, including Behavioural Risk Factors
ÅHealth and care inequalities
Å5X«ºJӃ |XJӃº|ŵ  «NӃÄT «z N| ӃT³X« J«T É­Ä«z °X­°ӃXŻ´ ªX«ºJӃ |XJӃº|
ÅMultimorbidity
ÅAdult social care and social work
ÅHealthy ageing, including dementia and frailty

*ARC = Applied Research Collaboration: a NIHR-funded regional collaboration between universities,
health and social care providers, commissioners, charities, and local authorities
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What is the MHIN?

Å Commissioned by the National Institute for 
Health and Care Research

Å Jointly led by the Applied Research 
Collaboration (ARC) South London and ARC 
East of England

Å Problems being addressed:

Å Care gap in mental health
Å Slow translation from evidence to practice
Å Uneven implementation
Å Underserved populations and conditions
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What is the aim of the MHIN?
ÅTo catalyse and evaluate the implementation of high -impact, evidence-
based mental health interventions supra-regionally or nationally within 3 
years

MHIN Objectives:

ÅTo convene a multidisciplinary consortium of key stakeholders

ÅTo identify and prioritise service areas that require improvement

ÅTo identify evidence-based solutions

ÅTo identify and agree implementation methods that are realistic

ÅTo conduct an evaluation of the implementation activity

ÅTo conduct an evaluation of the MHIN as a priority network programme



NIHR ARC National Priorities Programme: Mental Health Implementation Network (MHIN)

How has the MHIN progressed these aims?

Intervention 
prioritisation

ARC 
recruitment

Implementation 
and evaluation
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Initial long list of priority topics for implementation

ÅSevere Mental Illness
ÅPsychosis risk prediction tools
ÅImplementing guidelines for bipolar disorder
ÅPrevent burden on caregivers in SMI
ÅSupport to find and retain employment

ÅSuicide prevention
ÅOptimising & reducing access to medicines

ÅInequalities
ÅImproving access to MH care for ethnic 

minority groups
ÅProvision of talking therapies in languages 

other than English
ÅSuicide and self harm prevention for women 

of South Asian origin
ÅIncrease professionals training in and 

awareness of MH needs in LGBTQ+ 
communities

ÅPeer support
ÅImplementation of peer support systems 

across MH services

ÅChildren and young people
ÅParent-led digital CBT for children with anxiety
ÅIAPT-style services for children and adolescents
ÅSelf harm in adolescents
ÅCrisis resolution teams in autism
ÅManage adverse events during childhood
ÅPrevention strategies for head banging esp. in 

children and adolescents

ÅPerinatal mental health
ÅImplementing guidelines to improve perinatal MH 

care for mothers, their partners and children
ÅIncrease awareness of risks around pregnancy and 

childbirth in SMI

ÅComorbidities
ÅInpatients with physical comorbidity
ÅPhysical health checks in SMI
ÅAccess to MH care in LT physical illness
ÅIntegrated care in comorbid substance misuse, 

including alcohol
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Prioritising the interventions
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Prioritisation: Priority Area Selection
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MHIN Projects and ARC partners

Project MH Focus Intervention Implementing ARCs

1 Improving access to mental 
health services for minority 
ethnic communities 

Patient and Care Race 
Equality Framework 

ÅYorkshire & Humber 
ÅGreater Manchester

2 $| ӃT³X« J«T É­Ä«z °X­°ӃXŻ´
mental health

Parent-led Cognitive 
Behavioural Therapy

ÅEast of England 
ÅNorth West Coast

3 Integrated protocols for 
substance use, mental and 
physical health problems 

Alcohol Assertive 
Outreach Treatment

ÅYorkshire & Humber
ÅGreater Manchester
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AAOT in Greater Manchester
Dr Stephen Kaar, Honorary Senior Lecturer and Consultant 
Psychiatrist, University of Manchester and Greater Manchester 
Mental Health NHS Foundation Trust



VALOR- A mixed methods evaluation of the 
implementation of Alcohol Assertive Outreach 

Treatment (AAOT) in Greater Manchester (Salford 
and Bolton)

Dr Stephen Kaar

Consultant Addictions Psychiatrist, GMMH

Honorary Senior Lecturer, Manchester University



Outline

- Overview of AAOT services under study 

- Quantitative service evaluation

- Qualitative study

- Next steps



VALOR Project 

Aims

Project Aims: 

1. Composition of AAOT and fidelity to the model

2. Service user informed outcome measures  

3. Role of co-morbid mental health conditions 

4. Health economic impact 

5. Sustainability of AAOT in GM/NW

6. Disseminate best practice around implementation 

and clinical service development 



VALOR study sites: Alcohol assertive outreach teams 

in Salford and Bolton



The Big Life Team HISMT 



N

AAOT 

Service 

models



Mixed-methods study design 

1. Quantitative service evaluation

Å Retrospective analysis of routinely collected clinical 

data

Å GMMH plus Bolton and Salford Royal Hospitals 

2. Qualitative research study

Å Prospective study using semi-structured interviews and 

framework analysis  



Primary aim: Explore clinical and demographiccharacteristicsof AAOTpopulation,

measurelevelsof engagementwith the AAOTservice,measurechangein acutehospital,

mentalhealthandstandardsubstancemisuseserviceutilizationbeforeandafter AAOT.

Secondaryaims: betweenservicecomparison, betweensitecomparison.

Methods: compare anonymised, aggregated clinical data from people 12 months before

and 12 months after AAOT involvement. 

Data collected from patients enrolled between 1st Jan  2018 and 31st March 2022by 

Business Intelligence in GMMH and Acute Hospital NHS trusts.

Quantitative Service Evaluation



Quantitative Service Evaluation Sample



Service evaluation: Bolton sample age and gender



Bolton AAOT 

demographics



Bolton AAOT ïmean length of first treatment episode 



Bolton AAOT: Contacts with structured 

addictions care 



A&E Attendances 12 Months Before-After
(N = 1038, Z = -7.531, p < .001, two-tailed)



(N = 112, Z = -5.012, p < .001, two-tailed)

A&E Attendances of Frequent Attenders -

more than 5 times/year (n = 112) 



Hospital Bed Nights

(N = 1038, Z = -3.351, p < .001, two-tailed)



(N = 110, Z = -2.429, p < 0.05, two-tailed)

Bed nights of Frequent A+E Attenders



Ward admissions
(N=1038, Z = -6.240, p < .001, two-tailed)



(N = 102, Z = -6.515, p < .001, two-tailed)

Unplanned ward admissions in people with more than 3 

ward admissions/year



Preliminary results: Qualitative study

ÅSemi-structured interviews with 58 participants

Å18 AAOT service users; 20 AAOT staff; 20 stakeholders; 

ÅResearch activity: December 2023 - March 2024 

Å Combined deductive and inductive approach taken

ÅUse of Consolidated Framework for Implementation Research 

(CFIR) and Proctors Taxonomy 

ÅThemes added where data did not fit within CFIR or Proctors 

Taxonomy (e.g. outcomes or changes for service users)



Methods

Proctorôs Taxonomy of 

Implementation 

Outcomes

ÅAcceptability

ÅAdoption

ÅAppropriateness

ÅFeasibility

ÅFidelity

ÅImplementation Cost

ÅPenetration

ÅSustainability



Preliminary results: Qualitative data









Valor Future Aims: 

Progress

Finalise analysis 

Expand local reach e.g. adding other alcohol assertive outreach teams in Greater 

Manchester

Expand reach of MHIN North West AAOT evaluation e.g., addition of Liverpool and 

Cheshire sites
Dissemination project via North West AAOT event on 21st March with commissioners

Disseminate project amongst implementation science networks in NW

Continue to support Communities of Practice with infrastructure support from HISMT

Work with Bolton commissioner in GM to sustain AAOT work 

Work on national policy and commissioning guidance with central MHIN team in 

KCL

Continue to support Communities of Practice with infrastructure support from HISMT

Continue collaboration with Hull and London
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AAOT in Yorkshire & Humber  
The local picture

The prevalence of alcohol dependence within the 
city of Hull
ÅEstimated rate of alcohol dependence per 

hundred of the adult population²:
Å England: 1.37
Å Hull: 2.38

ÅAlcohol-related admissions per 100,000³:
Å England: 1,734
Å Hull: 1,995

¹Taken from House of Commons Library, 2021: https://researchbriefings.files.parliament.uk/documents/CBP -7626/CBP-7626.pdf based on data from PHE Local Alcohol Profiles
² Public Health England, 2021. Estimates of the number of adults in England with an alcohol dependency potentially in need ofspecialist treatment (2018/19): https://www.gov.uk/government/publications/alcohol -dependence-prevalence-in-england
³ Local Alcohol Profiles for England Statistical Tables for England (Broad measure alcohol-related admissions), 2019/20. https:/ /fingertips.phe.org.uk/profile/local -alcohol-profiles/supporting -information/admissions2

¹

https://researchbriefings.files.parliament.uk/documents/CBP-7626/CBP-7626.pdf
https://www.gov.uk/government/publications/alcohol-dependence-prevalence-in-england
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The implementation of AAOT in Hull

ÅHull City Council has significantly 
invested in the AAOT for the first 
2 years

ÅService opened in July 2023
Å Inclusion: repeat attendances at 

hospital, not engaged with 
services, alcohol dependence.

ÅCurrently 40 service users on the 
caseload

ÅStaffing
ÅPartnership working
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The implementation of AAOT in Hull

Public Involvement Mental Health 
Implementation Network
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Collaborative Alcohol Care in Hull (CoACH): 
A multi-method evaluation of the Hull Alcohol 

Assertive Outreach Treatment Service

Clinical audit

To examine the characteristics of 
the service users and assess the 
impact of the service on clinical 

measures and hospital admissions 
and attendances

Qualitative evaluation

To explore the acceptability, 
feasibility, and impact of 

implementing AAOT and fidelity to 
the high-quality model of AAOT
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CoACH: Clinical Audit
Stage 1: Using routinely collected data from all service users seen by the service in months 
1-6

Objectives and measures
1. To determine the characteristics of service users using data routinely collected by the 

service, identifying the complexity of needs presented at initial assessment. 
ÇDemographics of services user, living circumstances, social support, alcohol use 

disorder identification and severity, alcohol-related problems, common mental 
disorders, service use and treatment outcomes profile.

2. Identify recorded changes in alcohol and drug use, consequences of alcohol use, social 
support, and hospital service use recorded at the three-month and six-month review. 
ÇTreatment outcomes profile, alcohol problems, social support, emergency department 

attendance, hospital admissions, occupied bed days.
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CoACH: Qualitative Evaluation
Method
Sample and data collection

Service user interviews (n=10-12)

Staff focus group and interviews (n=6)

Stakeholder interviews (n=6-8)

Analysis

Framework approach (Ritchie & Spencer, 2002): familiarisation, 
identifying a thematic framework, charting, mapping and 
interpretation

Ritchie J, Spencer L. The Qualitative Researcher's Companion. 2002. Thousand Oaks Thousand Oaks, California: SAGE Publications, Inc. Available from: 
https://methods.sagepub.com/book/the -qualitative-researchers-companion.

https://methods.sagepub.com/book/the-qualitative-researchers-companion
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CoACH: Qualitative Evaluation

Implementation 
Outcomes

Acceptability
Adoption

Appropriateness
Costs

Feasibility
Fidelity

Penetration
Sustainability

Service Outcomes

Efficiency 
Safety

Effectiveness
Equity

Patient-
centeredness

Timeliness

Client Outcomes

Satisfaction
Function

Symptomatology

Outcomes for implementation research (Proctor et al., 2011)

Proctor E, SilmereH, Raghavan R, Hovmand P, Aarons G, Bunger A, Griffey R, Hensley M. Outcomes for implementation research: conceptual distinctions, measurement 
challenges, and research agenda. Adm Policy Ment Health. 2011 Mar;38(2):65-76. doi: 10.1007/s10488 -010-0319-7. PMID: 20957426; PMCID: PMC3068522 .
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CoACH: AAOT Clinical Service  
Hull Alcohol Assertive Outreach Team
ÇCommissioned Nov 2022; Operational July 2023
ÇExtended alcohol treatment system Ɖlinks with 

Alcohol Care Team 
ÇEmbedded within ReNEW, CGL-Hull Alcohol Services 
ÇLeadership: Manager, Psychiatrist and Clinical Nurse 

Specialist, Clinical Psychologist 
Ç4 Practitioners ƉSocial Care with Addictions 

Experience 
Ç T­°ºXT N³ ºX³ J Z³­ª 1 «zŻ´ $­ӃӃXzX 5­TXӃ Ǝ5JÈ ӄǍ

individuals) 
ÇCurrent 40 on caseload 
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CoACH: Evaluation 

Alcohol Research Team, University of Hull 
Ç Integrated measures into service Ɖelectronic care 

record 
ÇData Collection for Clinical Audit and Review Clinical 

Records commencing Dec 2023
ÇRA embedded into Team and MDTs ƉReflections of 

implementation 
ÇQualitative Research Interviews 
ÇPresentation of preliminary data
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Patient enrolment in the AAOT service: Clinical audit

Number of patients identified: 

n=52

Patients offered AAOT: n=40 

Declined or Not suitable: n=12

¶ Declined referral (n=7)

¶ Palliative care (n=1)

¶ Lack capacity (n=1)

¶ Receiving 24-hour care (n=1)

¶ Opiate user and homeless (n=1)

¶ Died before offer made (n=1)

Open to AAOT treatment: n=32

Cases Closed: n=8

Died (n=5)

Closed due to lack of capacity (n=2)

Closed due non-engagement (n=1)

ÅData available on those completing 3-
month follow-up (N=36)

Å12 individuals have reached 6-month 
follow-up 

ÅPresentation will include data on 36 
service user  
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AAOT Trial  

(Drummond et al; n=87)

Hull AAOT Pilot

(n=36)

Mean Age (SD) 52.6 (9.8) 54.2 (12.0)

Male 53 (61%) 21 (58.3%)

Ethnicity 

White 68 (78.2%) 34 (94.4%)

Black 12 (13.8%) 1 (2.8%)

Asian 2 (2.3%) -

Other 5 (5.8%) 1 (2.8%)

Relationship Status

Never married 53 (60.9%) 16 (44.4%)

With Partner 2 (2.3%) 2 (5.6%)

Married 9 (10.3%) 4 (11.1%)

Separated 4 (4.6%) 1 (2.8%)

Divorced 13 (14.9%) 5 (13.9%)

Widowed 5 (5.8%) 1 (2.8%)

Missing - 7 (19.4%)
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AAOT Trial  

(Drummond et al; n=87)

Hull AAOT Pilot

(n=36)

Accommodation 

Owner Occupier 11 (12.6%) 5 (13.9%)

Rented 66 (75.9%) 18 (50.0%)

Other 10 (11.5%) 5 (13.9%)

Missing - 8 (22.2%)

Alcohol Measures

Percent days abstinent (SD) 29.1 (28.1)
Over 90 days

35.9 (34.4)
Over 28 days

DDD (units) (SD) - 26.9 (15.7)

SADQ (SD) 27.8 (16.7) 32.2 (14.5)

APQ (SD) 11.6 (5.5) 14.2 (4.4)

Sexuality

Heterosexual - 33 (91.7%

Not known - 1 (2.8%)

Not stated - 2 (5.6%)
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Important People InventoryïPerson #1

Å60% = Other relative, friend, significant other

ÅLevel of contact in last 4 months: 46% daily, 32% once or twice a week

ÅHow important: 68%, extremely; 14%, important

ÅDrinking status: 4% in recovery; 27% abstainer; 55% drinker

ÅReacted to drinking:

ÅLeft them 5%

ÅDid not accept 29%

ÅNeutral 24%

ÅAccepted 29%

ÅEntering treatment: >90% supported or strong supported entering treatment  
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Baseline Alcohol Severity 

Severity of SADQ 

Severity Score Number (%)

Mild 4-14 5 (13.9%)

Moderate 15-30 12 (33.3%)

Severe 31-60 19 (52.8%)
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Baseline Common Mental Health Disorder (Median & Mean PHQ9 & GAD7)

Median IQR 

19 14 - 22

Mean Std Dev.

16.7 7.4

Median IQR 

14 10 - 17

Mean Std Dev.

13.1 5.7

Severity: 0-4 none, 5-9 mild, 10-14 moderate, 
15-19 moderately severe, 20-27 severe.

Scores of 5, 10, and 15 are taken as the cut-off 
points for mild, moderate and severe anxiety
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Health and Functioning (Source TOP)

Psychological 

ÅAnxiety, depression, problem 
emotions and feelings

ÅPoor (0) to good (20)

Physical

ÅExtent of physical symptoms and 
bothered by illness

ÅPoor (0) to good (20)

Overall

ÅAble to enjoy life, gets on with 
family and partner, etc

ÅPoor (0) to good (20)



NIHR ARC National Priorities Programme: Mental Health Implementation Network (MHIN)

Estimating hospital use costs 

ÅED attendance costs @ £167/ attendance derived from Phillips et al. (2019)1  

ÅOccupied bed day costs @ £630/day derived from Phillips et al. (2021)2

ÅCosts then adjusted to 2023-24 prices using the HM Treasury GDP Deflator3

ÅCost data on occupied bed days and ED attendances at 3-,6- and 12-months 
prior to admission.

1Phillips, T., Coulton, S., & Drummond, C. (2019). Burden of alcohol disorders on emergency department attendances and hospital admissions in England. Alcohol and 

Alcoholism, 54(5), 516-524.

2Phillips, T., Huang, C., Roberts, E., & Drummond, C. (2021). Specialist alcohol inpatient treatment admissions and non-specialist hospital admissions for alcohol    

withdrawal in England: an inverse relationship. Alcohol and Alcoholism, 56(1), 28-33.

3https://www.gov.uk/government/collections/gdp-deflators-at-market-prices-and-money-gdp
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Overall hospital service use (n=36)

Mean for 12 months prior to 

AAOT

Totals for 12 months prior to 

AAOT

Admissions 4.1 (SD 2.4) 149

Occupied Bed Days 24.8 (SD 16.4) 894

ED Attendances 7 (SD 5.4) 252

Estimated Costs £16,806 (SD £10,260) £605,006

ÅPrevious baseline analysis of hospital data identified 

Å100 patients with high need may account for 2,407 admissions

ÅCost estimated to be £1.5million

ÅReducing hospital use through AAOT may result in 50% reduction in cost
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Reflections: Service Users 

ÅAll present with complex needs and competing priorities

ÅInvolvement of numerous agencies, or very few  

ÅHealth concerns limit community engagement for many 

ÅUnrealistic to avoid all admissions/ED attendances

ÅNeed to address service user priorities (practical issues) 

ÅWork towards addressing alcohol issues 

ÅHighly value the staff and the regular frequent support



NIHR ARC National Priorities Programme: Mental Health Implementation Network (MHIN)

Reflections: Practitioners 

ÅIMPRESSIVE!

ÅTime required to embed new ways of working ïNew ethos/direction

ÅPassionate and compassionate staff  - above and beyond the call of duty

ÅStaff well-being essential (risk, patient deaths)

ÅNeed to maintain CPD and peer support (CoP)

ÅRapport and therapeutic milieu priority ïnot measures 
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Reflections: Service  

ÅBrand new service and model for CGL ïsteep learning curve

ÅTime required to embed new ways of working ïNew ethos/direction

ÅSignificant adaptions to:
ÅMDT working 

ÅMulti-agency working ïnew relationships 

ÅResearch governance for the evaluation 

ÅReferral pathways ïinclusion and exclusion criteria 

ÅManaging expectations of referral agencies 

ÅCloser working relationship with alcohol care team, mental health, etc.

ÅNew guidelines and staff support
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Achievements
ÇCivic University: Effective Knowledge Exchange
ÇStrategic planning of alcohol & drug services
ÇSupporting research-informed commissioning

ÇGreater Collaborations:
ÇUniversity of Hull and Y&H ARC Multi -morbidity Theme
ÇAlcohol services more visible to ICB & Commissioners
ÇFacilitating partnerships Acute, MH & Specialist Services
ÇEngagement of services Manchester, Hull & London 
Ç Improving engagement of lived experiences

ÇNew Opportunities: 
ÇClinical needs being met 
ÇClinical priorities & service developments 
ÇResearch themes and projects (CoACH-2) - Dr Case
ÇHull Impact & Knowledge Exchange (HIKE) 
Ç Increasing the profile of Addiction & MH Research 
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CoACH@hull.ac.uk

mailto:CoACH@
mailto:CoACH@hull.ac.uk
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Overall evaluation of the MHIN: 
Project-wide evaluation
Dr Shalini Ahuja, Lecturer and MHIN Evaluation Co-Lead, KCL
Dr Blossom Fernandes, MHIN Research Fellow, LSHTM
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Blossom Fernandes, Amy Allard-Dunbar, Annette Boaz & Shalini Ahuja

MHIN ProgrammeEvaluation 
Update



Workstream 5 ςEvaluation Aims

We are conducting a process evaluation . Our aims are: 

Ethical approval for this work obtained from LSHTM in 2022

1. Conduct programme wide evaluation of MHINς
focusing on the relationship between prioritisationand 
implementation, support provided by network 
including implication for sustainability and spread.

2. Offer evaluation support to MHIN sites in the 
delivery of mental health interventions of MHIN.



Unpacking Implementation Support 



MHIN (meta) implementation strategies (ERIC) by project 
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Evaluation methods

Design 

1. Multistage mixed method study 

2. Process evaluation to understand 
implementation as per MRC 
framework (Moore et al., 2015) to 
complement local evaluations.

Data collection 

1. Semi ςstructured interviews (in 
person / online) 

2. Meeting observation

3. Meeting and event document 
analyses

4. Secondary analyses of activity and 
outcome data

Data analyses

1. Thematic Approach

2. Inductive followed by deductive, 
using EPIS (Aarons et al. 2011) 



Exploration Preparation Implementation Sustainment

Prioritization Exercise
Intervention / ARC 

Selection
Delivery Sustainability

Inner Context

Bridging Factors

Innovation Factors

Outer Context

Community / Academic Partnerships | Purveyors Intermediaries | MHIN 

Structure Awareness 

Interorganizational Environment and Networks | Funding | MHIN Structure 

Awareness | Leadership | Patient / Client: Characteristics, Advocacy |  Service 

enrolment policies 

Innovation / EBP : Fit, Developers, Characters

Organizational: Characters, Staffing Processes | National/Regional Tension | 

CǳƴŘƛƴƎǎ ǎǳǇǇƻǊǘ όL/.Ωǎ κaILbύ μ LƴŘƛǾƛŘǳŀƭ /ƘŀǊŀŎǘŜǊƛǎǘƛŎǎ

Relationships | Communication | Time scales

EPIS Phases

MHIN Phases

Overlapping 
EPIS and 
MHIN 
Themes

MHIN Specific 
Themes

Early findings from stakeholder interviews mapped onto EPIS 



Key quotes ςworking together
So overall I think that MHIN is a very useful network in terms 

of designing the project the way it should be designed. I'm 

quite impressed about the atmosphere, it's a very friendly 

atmosphere for researchers. 

I don't think that clarity was there at the beginning, so it 

created a little bit of confusion about who does what, but once 

we settled down and we got over that hurdle of 

understanding it's been great, and I think you've always been 

receptive and supportive. 

It's been the communication and the commitment to attending 
ǘƘƻǎŜ ƪƛƴŘ ƻŦ ƳŜŜǘƛƴƎǎ ŀƴŘ ǘƘƛƴƎǎΧ ǘƘŀǘϥǎ ŀōǎƻƭǳǘŜƭȅ ƪŜȅ ŀƴŘ ƛǘϥǎ 
been key throughout, when I think about our modeling meetings 
that we've had, the MHIN meetings, the communities of practice, 

sort of going back to that being on the priority, people do 
prioritize it.  

I feel like MHIN have been guiding all the way 
along if that makes sense. It wasn't like there 

was a point where there was no MHIN support 
and then MHIN came in and this change 

happened because they've been all the way 
along, supporting and guiding. 

We've had help from working with the 
partner site as well at that kind of more 
inter-site level help has involved sharing 

protocols, going to joint meetings, meeting 
to discuss methodologies, meeting up with 
various other people in both sites through 

this MHIN.



Key quotes ςsustainability 
and scale up 

I think the timing is perfect, I 

don't know whether it was 

accidental or not, but the 

timing is absolutely perfect. 

I think it's just an organic thing that we just build and if we keep 

talking about it doesn't create this kind of exclusive club of just 

these people involved. If there's another bunch of people that 

would really benefit from it, let's get them involved in things. 

I think we definitely needto do 
something as a whole, soour outcomes 

are at a national level.

There's a lot of common sense 
ōǳƛƭǘ ƛƴǘƻ ǘƘŜ ƳƻŘŜƭ Χ ŀƴŘ L ǘƘƛƴƪ 
other services in our area want 

to model that.

It is really importantto get that feedback and alsoto promote 
the value of the assertive outreach approach to make it a 

sustainable service, not just for Salford, but that the value of it 
can be seen and potentially promoted and spread elsewhere.
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Break
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Lived experience perspectives
Stephen Blood, PPI Lead, Greater Manchester
Ruth Bean, Yorkshire & Humber
Luke Ingamells, Alcohol Project Manager, Change, Grow, Live, 
Yorkshire & Humber



PPI LEAD 
EXPERIENCE


