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Foreword
Co-occurring mental health and alcohol problems are more common in military personnel and veterans 
than civilian populations. Mental health is interlinked with alcohol use, especially in the Armed Forces, where 
traditionally alcohol is often central to social activities and may have been used to cope at times of stress, but 
this should not prevent veterans from getting the care they need. At Combat Stress, we believe that these 
issues should not ruin the lives of veterans and their families and that they can recover with the right support. 

This important research shows that integrated interventions which target both mental health and alcohol use 
are more effective than usual care for improving symptoms of PTSD and reducing alcohol use. The research 
team conducted interviews with veterans, highlighting that aspects of military culture, such as norms around 
masculinity and heavy alcohol use, delayed help-seeking. Veterans with co-occurring problems faced barriers 
when seeking support, such as abstinence requirements for mental health treatment and a lack of military 
cultural awareness in mainstream services. Focus groups with service providers largely echoed this, as well 
as showing that fragmented services and poor information-sharing can make it difficult to provide support 
for veterans with co-occurring problems. Yet, this research also showed positive examples of support, such 
as care which is flexible, integrated, and aware of military culture and unique experiences. Additionally, this 
research showed that veterans with co-occurring mental health and alcohol problems show similar levels 
of improvement and recovery from mental health treatment compared to veterans with only a mental health 
problem, though those with co-occurring problems may face more challenges staying engaged in treatment. 

The findings from these studies led to the development of 15 key recommendations, which call for integrated 
and accessible treatment to address issues around eligibility for services (“no wrong door” approach), 
ensuring that veterans with co-occurring mental health and alcohol problems are not left without support. 
They outline the need for approaches to increase awareness of available support and to reduce stigma and 
normalise help-seeking. Finally, these recommendations demonstrate the need for flexible, holistic, and 
person-centred support, which reflect the needs and preferences of veterans.

The findings and recommendations from this study are important in the context of current priorities, such 
as VALOUR’s priorities to better co-ordinate services in a regional context (including mental health and 
alcohol support). The new UK clinical guidelines for alcohol treatment have now been published, outlining 
that mainstream services should provide co-ordinated care for people with co-occurring mental health and 
alcohol problems, and this research provides recommendations as to how this can be achieved for veteran 
populations. 

Whilst the Ministry of Defence has prioritised approaches to reduce mental health stigma, this research 
shows that stigma still acts as a barrier for help-seeking. Our research at Combat Stress has shown that 
veterans wait a long time to access mental health support and this is likely to be longer for veterans with 
co-occurring alcohol problems. The recommendations from this work outline ways to reduce stigma and to 
ensure veterans receive timely access to appropriate care. A priority for Combat Stress is our campaign to 
reduce stigma, and it is important that these stories are represented by veterans with co-occurring mental 
health and alcohol problems.

Prof Dominic Murphy 
Head of Research, Combat Stress Centre for Applied Military Health Research 
President of the European Society for Traumatic Stress Studies
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1 | Executive summary

1.1 | Introduction
Most military personnel leave service with good mental health. However, veterans are more likely to have 
common mental disorders (CMD), such as depression and anxiety, and alcohol use disorders (AUD), than 
civilians (Rhead et al., 2022). People with co-occurring CMD and AUD face more challenges when seeking 
treatment than people with only one condition. Mental health support is typically provided by the NHS 
(including veteran specific services), while alcohol treatment is usually provided by third sector (or community) 
services. This means treatment for both conditions can be disjointed, even though guidance says that 
services should work together to provide treatment (NICE, 2016; PHE, 2017). People with a co-occurring AUD 
are often excluded from mental health services until they have stopped drinking. However, when people with 
co-occurring AUDs are included in mental health treatments, they can show similar improvements in mental 
health outcomes compared to those with only a mental health problem (Buckman et al., 2018; Halsall et al., 
2025). Effective treatment for people with co-occurring CMD and AUD typically requires treatment of both 
conditions at the same time, in a co-ordinated way (NICE, 2016; PHE, 2017). 

Despite comparatively higher rates of AUD (11% vs 6%) and CMD (23% vs 16%) in veterans compared 
to civilians (Rhead et al., 2022), help-seeking remains low. Less than 30% of veterans with an AUD seek 
help (slightly lower than the approximately 40% reported in the general population) (Gribble et al., 2024; 
Young et al., 2025). Similarly, only around half of veterans with a CMD access formal treatment (Stevelink et 
al., 2019). Veterans with co-occurring CMD and AUD can face additional challenges compared to civilian 
populations, such as lower self-recognition of how severe problems are, increased stigma and shame, and 
service providers not being aware of unique military experiences (Hitch et al., 2023). Evidence on what works 
for veterans with co-occurring CMD and AUD, outside of PTSD-focused research, is limited. New guidance 
for alcohol treatment has recently been published, which includes a chapter on care for military personnel 
and veterans (Department of Health and Social Care, 2025). However, guidance on the provision of care for 
veterans with co-occurring CMD and AUD is not captured in the new guidance.

1.2 | Aims 
We aimed to understand current treatment experiences and provision of care for veterans with co-occurring 
CMD and AUD, and to develop recommendations to improve care. 

Study 1
Aimed to review existing evidence on how well psychological interventions work for military personnel and 
veterans with co-occurring CMD and AUD.

Study 2
Aimed to understand veterans’ experiences of receiving treatment for co-occurring CMD and AUD, through 
in-depth interviews.

Study 3
Aimed to compare differences in engagement with treatment and mental health treatment outcomes 
between veterans with only a CMD compared to those with co-occurring CMD and AUD, using data from an 
NHS veterans’ mental health service.

Study 4
Aimed to understand service providers’ views on current care for veterans with co-occurring CMD and AUD, 
challenges to providing care, examples of best practice, and recommendations for improving treatment.

Study 5
Aimed to gather agreement on recommendations to improve care for veterans with co-occurring CMD  
and AUD.
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The efficacy of psychological interventions for co-occurring CMD and AUD in military and 
veteran populations: a Systematic Review and Synthesis Without Meta-analysis (SWiM)

Identifying and Selecting Studies

Extracted Data
Extracted data from 21 
eligible articles
Assessed Risk of Bias 
(high, moderate, or low risk)

Assessed Eligibility
Screened 6,236 titles 
& abstracts
Screened 524 full texts

Searched Databases
PsycINFO, MEDLINE,  
Scopus, Embase,  
Web of Science
From 2000 to 2024

Key FindingsMental Health Outcomes
• �Integrated interventions are better than treatment-as-usual  

(TAU,  i.e., no change to care)
• �Integrated interventions are more beneficial than alcohol-focused treatments 
• �Some integrated interventions work better than other integrated interventions  

for mental health

Alcohol Outcomes
• Integrated or alcohol-focused interventions are more beneficial than TAU
• �Integrated interventions and alcohol-focused interventions are equally beneficial
• �Comparisons between different integrated interventions show similar effects  

on alcohol outcomes

Pre-post studies (no comparison group)
• �All studies that assessed outcomes pre- and post-intervention, without  

a comparison group, showed positive effects for mental health and alcohol use
• �But these studies do not provide evidence that is as strong as trials with  

a comparison group

1.3 | Study 1

A systematic review on the efficacy of interventions for  
co-occurring CMD and AUD for military and veteran populations.
We conducted a systematic review of international research. We searched electronic databases and 
screened records against our eligibility criteria. Twenty-one studies met our eligibility criteria and were 
included. We analysed the studies using a Synthesis Without Meta-analysis (SWiM) approach. 

We found that integrated interventions were better at improving mental health and alcohol outcomes than 
treatment-as-usual* (TAU, i.e., no change to usual care). Alcohol-focussed treatments were equally as 
effective as integrated interventions, and also better than treatment-as-usual, for improving alcohol outcomes 
(few of these studies looked at mental health outcomes). 

Risk of Bias
• Most of the 21 studies we reviewed had high or moderate risk of bias
• �This means that the included studies have methodological limitations which impact 

the certainty of the findings

*�Treatment-as-usual (TAU) also known as routine or standard care, is the healthcare or support a patient normally receives in a given 
setting. This varies across studies and contexts.
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1.4 | Study 2

Understanding treatment experiences of veterans with  
co-occurring CMD and AUD: a qualitative interview study
We conducted interviews with 17 British veterans with co-occurring CMD and AUD, who had received 
treatment within the past two years. Participants were recruited through veteran-specific third-sector 
organisations and social media. Data were analysed using thematic analysis to identify common themes.

We found three key themes. First, military culture, such as norms around masculinity and the normalisation 
of heavy alcohol use (which masked mental health symptoms), was found to delay help-seeking. Second, 
veterans described turning points for accessing support, such as reaching crisis point, and highlighted the 
vital roles of family, peers, and professionals for signposting and support. Third, participants highlighted the 
need for flexible and integrated care, which understands the unique experiences of veterans. While some 
positive examples of integrated care were found, particularly through veteran-specific services – participants 
also stressed that care should reflect individual circumstances, including when difficulties are not linked to 
military service. However, barriers such as long waits, abstinence requirements, and lack of military cultural 
awareness in mainstream services, were common.

Understanding treatment experiences of  veterans with co-occurring CMD and AUD

What was 
done?

Semi-structured interviews with 17 
veterans with co-occurring CMD and 
AUD who had received treatment in  
the last 2 years

What was found?

Barrier:  They told you more about housing and 
getting a job… They never referred to your mental 
state… I didn’t know where to look
Facilitator:   Meeting another veteran… was a 
defining moment… he started dragging me to AA 
meetings

Barrier:  There was a long waiting list… if you 
missed an appointment, you went back to the 
bottom of the queue
Facilitators: 

 

 I did EMDR… and I met with my 
alcohol support worker… kept that in check…   
they went together

THEME 1  
Military culture & alcohol  
facilitate delays in  
help-seeking

 �There’s a huge stigma… a ‘just get on with it’ 
thing… it’s harder to say I am struggling
 �Drinking makes you chaotic… 
half the time you’re not able to identify,  
I might be depressed… you’re self-medicating

THEME 2 
Turning points for 
accessing support for  
co-occurring problems

THEME 3 
Need for flexible & tailored 
integrated care

Key Messages

1

2

There were also good examples of integrated care through veteran-specific services

Military culture shapes norms of stigma, heavy alcohol use and masculinity  
which leads to delays in problem recognition and help-seeking

Challenges when seeking support: “wrong doors,” limited awareness of available 
services, lack of military cultural understanding, rigid policies and requirements

What works: Veteran-informed services, flexible entry and attendance criteria, 
and practical support like signposting and advocacy3

4
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1.5 | Study 3

Adherence to treatment and treatment outcomes in  
military veterans with co-occurring CMD and AUD
We conducted an analysis of routine data from Pennine Care NHS Foundation Trust (Sept 2011–Sept 2023). 
We compared mental health treatment outcomes (i.e., reliable improvement and recovery for depression, 
anxiety, and PTSD) and engagement with treatment (i.e., proportion of sessions they Did Not Attend (DNA) and 
treatment completion) between veterans with only a CMD to veterans with co-occurring CMD and AUD (at 
least hazardous alcohol use). We found that veterans with co-occurring CMD and AUD showed similar levels 
of reliable improvement (i.e., reduction in symptoms of CMD) and recovery (i.e., no longer meeting criteria for 
a CMD diagnosis) compared to veterans with CMD only. These findings remained the same when we focused 
only on those who completed treatment. However, veterans with CMD and AUD were less likely to complete 
treatment (i.e., 69% compared with 77% of veterans with CMD only) and had a higher proportion of DNAs than 
veterans with CMD only (i.e., mean proportion DNA 14% vs 9%, respectively). These findings suggest that 
whilst veterans with co-occurring AUD may have difficulties staying engaged in treatment, they can benefit 
just as well from psychological therapy. 

Adherence to treatment and treatment outcomes in military veterans with 
co-occurring CMD and AUD: Evidence from Pennine Care NHS Foundation 
Trust Military Veterans Service 

What was 
done?

• �Secondary analysis of routinely collected data
• �Compared outcomes between veterans with 

CMD only versus those with CMD and AUD
CMD only v CMD & AUD

Who was 
included

• �1,000 veterans who sought care between 2011–2023 
• �All had CMD, and 29% had co-occurring AUD

What did we 
measure?

• �Reliable improvement and recovery in 
Depression, Anxiety and PTSD

• �Treatment completion 
• �Proportion of Did Not Attends (DNAs)

Key  
Message

Although veterans with co-occurring problems often experience  
difficulties staying engaged in treatment, they show similar benefits from 
mental health treatment as those without co-occurring problems

What was found?
Engagement outcomes

Lower treatment completion and higher DNA 
rates for CMD and AUD compared to CMD only

Mental health outcomes

Similar improvement and recovery outcomes 
across CMD only and CMD and AUD groups 

Reliable improvement

Treatment complete

Pe
rc

en
ta

ge

Pe
rc

en
ta

ge

Depression Anxiety PTSDDNA rates

 CMD     CMD and AUD  CMD     CMD and AUD

0

20

40

60

80

0

20

40

60

77
69

9
14

55 56
62 59 57

49
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1.6 | Study 4

Service providers’ perspectives on treatment for co-occurring CMD  
and AUD in veterans: treatment pathways, challenges, best practices, and 
recommendations to improve care
We conducted three online focus groups with 17 service providers from NHS and third-sector organisations 
that support veterans with either or both of CMD and AUD. The focus groups involved group discussions and 
interactive activities.

We found that co-ordinated treatment for both conditions was seen as the most effective for veterans with 
co-occurring CMD and AUD. However, service providers outlined issues relating to disjointed services, poor 
information-sharing, and strict abstinence policies that delay access to mental health treatment. Service 
providers also described examples of good practice. This included flexible and holistic support, involving 
substance use workers within veteran mental health teams (e.g., Op COURAGE mentioned specifically), and 
support from peer mentors. A total of 45 recommendations were suggested by the focus groups which were 
taken forward to the Delphi study (study 5) to refine into a top 15.

Service providers’ perspectives on treatment for co-occurring CMD and AUD in 
veterans: treatment pathways, challenges and best practice 

What was 
done?

Focus groups with 17 service providers from 
NHS (e.g., Op COURAGE) and third-sector 
services (e.g., Change Grow Live, Adferiad, 
Tom Harrison House).

Best practice care for veterans with 
co-occurring problems 
• �Integrated and collaborative care
• �Relational support: peer mentors, advocacy
• �Flexible and holistic support

 �By adding in the addictions work 
alongside the mental health work, 
they have suddenly flown and got 
better from both counts 
 �Peer support is something  
I think is really key for helping 
people navigate services…  
that’s the bit that keeps them well

How do veterans with co-occurring 
problems typically receive 
treatment?

 �My whole experience... is that it’s 
always been let’s treat the alcohol 
disorder first and then the mental 
health problem…
 �They might be seen by mental 
health & alcohol services at the 
same time, but... there’s not 
necessarily that information 
sharing…

Challenges to coordinated care and 
service provision
• �Poor integration, co-ordination, communication
• �Rigid structures and abstinence policies
• �Services not suitable for veterans
• �Stigma and shame
• �Motivation and readiness to engage

 �It is all very disjointed… there’s not 
a care that can just pick them up 
and go from A-Z
 �They say to clients… go & have 
the substance issues sorted first 
& then come back to us… majority 
never come back 
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1.7 | Study 5. Generate consensus on recommendations to improve 
service provision for veterans with co-occurring CMD and AUD.
We conducted two-rounds of an online Delphi study (a structured method to gather opinions from experts) 
with an expert panel of service providers from NHS and third-sector services. In Round 1, 41 experts rated 
the importance of each recommendation on a five-point scale, with those rated 4-5 (highly important) by over 
80% progressing to Round 2. In Round 2, 31 experts assessed workability and ranked the recommendations 
by importance. 

We found that, in Round 1, a total of 26 recommendations were rated as highly important by more than 
80% of participants. In Round 2, participants assessed the workability of these 26 recommendations and 
ranked them in order of importance. The 15 highest-ranked recommendations highlighted strong support for 
accessible and coordinated treatments for veterans, but some of these 15 recommendations were rated as 
less workable to implement in practice.

1.8 | Key Findings, Conclusions, & Recommendations 
Our research shows that veterans with co-occurring CMD and AUD can benefit from psychological therapies 
and recover, particularly if the treatment targets both conditions. Across these studies, there are three key 
findings. 

Firstly, integrated psychological interventions can be effective for veterans with co-occurring CMD and AUD. 
While veterans with co-occurring problems may find it more difficult to stay in treatment, they can still benefit 
in terms of improved symptom outcomes equally to those with only a CMD. 

This supports recommendations for:

•	“No wrong door” approaches across mental health and alcohol treatment services. 

•	Abstinence-only policies should be removed in mental health services to reduce barriers for veterans 
seeking help for both conditions. 

•	Where possible, CMD and AUD should be treated concurrently and with a coordinated care plan. 

•	If there is justification to treat one condition first (typically alcohol), veterans should not be left without or 
experience long delays for mental health support when seeking treatment for alcohol use. 

Secondly, these studies identified some unique challenges that veterans may face when seeking support. 
Veterans report feelings of shame and stigma (linked to military cultural norms of masculinity and self-
sufficiency), being unaware of what support is available to them, and a lack of veteran-informed care in some 
mainstream services. 

This shows the need for:

•	Increased awareness of services that provide support for veterans with co-occurring CMD and AUD.

•	Approaches such as national campaigns and local strategies (e.g., organised by local authorities and 
veteran-specific services or charities) which aim to reduce stigma.

•	Mental health and alcohol treatment services to build their awareness of, and conduct outreach work with, 
veteran organisations. 

Finally, we found examples of good practice, such as:

•	Flexible and holistic support that reflects the needs and preferences of veterans. 

•	Wrap-around care to support veterans to navigate complex services and remain engaged in treatment. 

•	Personalised care plans which reflect the wider needs (e.g., housing support) and goals of veterans. 

•	Ensuring that veterans with co-occurring CMD and AUD are fully informed about their options and are 
actively supported to get the treatment that they need.

The findings from studies 1- 4 informed the development of recommendations, which were then agreed on 
by stakeholders in the final study. We present 15 recommendations to improve care for veterans with co-
occurring CMD and AUD.
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 Recommendations to improve service provision for veterans  
with co-occurring CMD and AUD

Note: The numbers indicate ranking positions.

Assessment

1

3

4

5

2

11

12

13

14

15

7

8

9

Increase transitioning veterans’ 
awareness of NHS & third-sector 
services that support veterans with co-
occurring CMD and AUD.

Ensure veterans seeking alcohol support 
receive timely mental health support, 
with quick progression from referral 
to assessment and treatment in order 
to maintain engagement and prevent 
deterioration.

Adopt low-threshold, no wrong door 
approach with self-referral options 
across mental health and alcohol 
services to reduce barriers.

Mainstream mental health and alcohol 
services should engage in outreach 
with veteran organisations and events 
to improve visibility and share available 
support.

Support veterans in creating 
personalised care plans for their 
needs, goals and preferences, ensuring  
coordinated mental health and alcohol 
support.

Provide brief alcohol interventions and 
follow-up plans at 1st contact (e.g., 
GP practices), even if veterans avoid 
specialist services.

6 Ensure mental health screening is 
included in initial drug and alcohol 
assessments, inform veterans of its 
purpose, and refer for further evaluation.

10 Assess alcohol and mental health issues 
at multiple points in mental health and 
alcohol services, as conditions can 
change over time.

Encourage providers to learn about local 
and national veteran support services for 
alcohol, mental health, and related needs 
like housing.

After assessment, inform veterans with 
co-occurring conditions and guide them 
into coordinated care pathways. 

Consider limitations of abstinence-only 
policies and adopt flexible, needs-based 
approaches that assess veterans’ ability 
to engage in treatment.

Develop national campaigns sharing 
lived experiences and evidence to 
highlight co-occurring CMD and AUD and 
encourage help-seeking.

Treat CMD and AUD together 
concurrently with a coordinated care 
plan, unless a sequential approach is 
clearly justified.

Provide mental health support promptly 
after alcohol detox to address emerging 
issues (e.g., anxiety) and reduce relapse 
risk.All organisations should include 

strategies to reduce stigma and shame 
around mental health and alcohol use.

Awareness

Treatment Approaches

Access and Eligibility
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2 | Introduction

2.1 | What is the problem being addressed? 
Whilst most military personnel leave service with good mental health, the prevalence of common mental 
disorders (CMD) and alcohol use disorders (AUD) is higher than in civilians. A previous comparison study 
across representative veteran and civilian populations found greater odds of AUD (11% vs 6%), CMD (23% 
vs 16%) and post-traumatic stress disorder (PTSD; 8%, rising to 17% for veterans who were deployed in 
combat roles, vs 5%) in veterans compared to civilians, after accounting for those factors which could explain 
any differences, such as socioeconomic status (Rhead et al., 2022). The prevalence of AUD is also higher in 
military personnel than other emergency services personnel, such as police officers (3% meet criteria for 
AUD) (Irizar et al., 2021). 

This higher prevalence of mental health need can be compounded by challenges that veterans might face 
in finding the support that they need, including having to navigate a complex structure of mainstream and 
veteran specific services, and in having to navigate all that is required to transition well from the Armed 
Forces to civilian life, as this process can be challenging for some (Misca et al., 2023; Morris & Hanna, 2023). 
Furthermore, research has shown that veterans show low levels of problem recognition for AUD, which can 
delay people from seeking support (less than half recognise they have an AUD – which is comparable to the 
general population (McManus et al., 2016; Spanakis et al., 2023)). These factors may explain why research 
from one of the largest veteran-specific mental health providers wait 15 years before seeking any support 
for complex mental health difficulties (though veterans who served in Afghanistan or Iraq appear to seek help 
sooner, approximately 3-6 years after leaving service) (Campbell et al., 2023). 

CMDs typically do not occur in isolation in veterans. Comorbid alcohol or substance use disorders are 
commonly observed (Goodwin et al., 2017; Head et al., 2016), with the high prevalence of AUD driven by 
the normalisation of heavy alcohol use in military service, which can be a coping response for traumatic 
experiences that continues into civilian life (Jones & Fear, 2011). Serving personnel and veterans are more 
likely to continue drinking to harmful levels if they have co-occurring PTSD, whereas serving personnel and 
veterans who do not have PTSD are more likely to reduce their alcohol consumption over time (Palmer et al., 
2022). Additionally, serving personnel and veterans who continue to drink to harmful levels are more likely 
to report a CMD than those who maintain low-risk levels of drinking (Goodwin et al., 2017). Co-occurring 
problems often result in poorer outcomes, as people are less likely to get therapies that they need in a 
timely manner, due to the current siloed systems which have been set up to typically treat these conditions 
separately.

2.2 | Treatment provision for veterans with co-occurring CMD and AUD
The National Institute for Health and Care Excellence (NICE) has developed guidelines for the provision of 
care for people with co-occurring substance use and mental health problems (NICE, 2016). These guidelines 
outline three treatment models, including serial or sequential (i.e., receive treatment for one condition first, 
followed by treatment for the co-occurring condition), parallel (both problems are addressed at the same 
time, but by separate services), and integrated (i.e., one service addresses both problems at the same time, 
in the same service, or separate services provide co-ordinated care to address both issues) (NICE, 2016). 
Integrated care may not be being implemented routinely in practice: our PPI work with veterans identified that 
serial models are most common, and veterans are often told that they must stop drinking before they are able 
to receive support for their mental health. Additionally, some veterans may only seek help for one problem, 
if that is having a greater impact on their life, or only receive help for one problem due to long gaps between 
serial treatments meaning that some people never receive treatment for the second condition.

Mental health support is typically provided by NHS services, whereas alcohol treatments are usually provided 
by third sector organisations. This separation often leads to fragmented care. The treatment landscape 
also differs for veterans compared to the general population. There are veteran-specific services, such 
as Op COURAGE (NHS) or Veterans NHS Wales, which provide specialised care for military-related mental 
health issues, and We Are With You or Tom Harrison House, which provide alcohol treatment programmes 
specifically for veterans. In addition to the NICE guidelines mentioned, Public Health England (PHE) also 
produced guidance which states that commissioners and providers of CMD and AUD services have a 
joint responsibility to work collaboratively, and that there should be an open-door policy for individuals 
with co-occurring problems (PHE, 2017). Both the NICE and PHE guidance also outline the importance of 
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asking about alcohol use among those identified with a mental health problem, following up after missed 
appointments, and ensuring a care co-ordinator is allocated (NICE, 2016; PHE, 2017). However, civilian service 
users and service providers have highlighted that this is not typically followed in routine practice (Jackson 
et al., 2024; Priester et al., 2016). Additionally, there is a need for such services to understand the veteran-
specific context, given the different provision of those services.

2.3 | Barriers to access and engagement for veterans  
with co-occurring CMD and AUD 
People with co-occurring CMD and AUD report more barriers to accessing treatment than those with only 
one condition (Kaufmann et al., 2014). For example, people report being turned away from mental health 
services until they have reduced their alcohol use, and practitioners not recognising the relationship between 
the conditions which can limit access to co-ordinated care (Jackson et al., 2024). People with co-occurring 
CMD and AUD face both individual-level and structural barriers (Priester et al., 2016). Individual-level barriers 
refer to personal vulnerabilities, such as substance use worsening mental health symptoms and lowering 
motivation, and personal beliefs, such as lack of trust in healthcare services (Priester et al., 2016). Structural 
barriers refer to the limited availability of integrated services, under-identification of co-occurring conditions, 
and long waiting lists (Priester et al., 2016). Stigma is also a commonly reported barrier to help-seeking for 
both AUD (Oleski et al., 2010) and CMD (Clement et al., 2015), particularly for veterans (Coleman et al., 2017; 
Randles & Finnegan, 2022). 

Understanding barriers to access, engagement and retention with treatment is particularly important in 
veterans, as less than 70% of veterans with a self-reported AUD access treatment (Gribble et al., 2024). 
Studies show that veterans sometimes normalise excessive alcohol consumption, which can delay 
engagement with substance use services, and result in complex and complicated presentations to healthcare 
services, often at the point of crisis (Kiernan et al., 2018). Alcohol use is also reported as a barrier to engaging 
with mental health services (Hitch et al., 2023b). In the context of PTSD, alcohol is frequently used to dampen 
hyperarousal and intrusive symptoms—consistent with the self-medication hypothesis—which can maintain 
problematic use and further impede help-seeking (Hawn et al., 2020). Veterans face specific barriers relating 
to their military background, as noted above. Research shows that healthcare professionals require training 
to better understand the military and veteran culture and the nature of modern warfare, and to tackle stigma 
(Kiernan et al., 2016). 

2.4 | Gaps in the literature 
Existing systematic reviews mostly examine the efficacy of interventions for co-occurring AUD and PTSD 
(Roberts et al., 2022; Roberts et al., 2015); and although veterans are included in some, they are not the 
focus. Less evidence exists on the effectiveness of interventions for co-occurring CMD and AUD, such as 
depression and anxiety; but these latter conditions do warrant separate study. Interventions to treat CMD 
differ from interventions to treat PTSD, as the latter are typically trauma-focused and may not include the 
wide-ranging interventions that are used to treat the former, such as cognitive and behavioural therapies. 
There is therefore a need to evaluate the effectiveness of interventions for people with co-occurring CMD 
and AUD as the literature is scarce generally. As the treatment landscape differs for veterans compared to 
civilians, research on veterans specifically is also required. For example, it is important to understand whether 
veterans with co-occurring problems can benefit to the same extent from the psychological therapies offered 
to veterans who solely have a CMD. This needs to be studied in the context of understanding that veterans 
with co-occurring problems may experience more barriers to engaging with a cycle of psychological therapy.

In summary, there are three existing treatment models (serial, parallel, integrated) for co-occurring CMD 
and AUD, but a lack of evidence on which approach is more effective, particularly for veteran populations. 
Guidance exists on the provision of care for people with co-occurring CMD and AUD (NICE, 2016; PHE, 
2017) with new guidance having recently been published regarding alcohol treatment in specific populations, 
which includes a section on veterans (Department of Health and Social Care, 2025). However, there is no 
specific guidance for the provision of care for veterans with co-occurring CMD and AUD and it is important to 
understand integration across veteran specific mental health services and alcohol service provision.
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2.5 | Aims of the report
The overarching aim of this project was to understand current treatment experiences and provision for 
veterans with co-occurring CMD and AUD, and to develop recommendations to improve treatment. 

Five studies were conducted to address the following sub-aims:

Study 1
To conduct a systematic review and synthesis of international evidence on the efficacy of interventions  
for co-occurring CMD and AUD for military and veteran populations, comparing different intervention 
models (e.g., integrated versus treatment for a single condition).

Study 2
To qualitatively explore military veterans’ experiences of treatment services for co-occurring  
CMD and AUD, focusing on 
(i) access to treatments (e.g., around eligibility or long gaps between serial treatments), 
(ii) the type and order of treatments they received, and 
(iii) engagement with services.

Study 3
To quantitatively identify and compare the level of adherence to treatment services and CMD treatment 
outcomes across military veterans with 
(i) CMD only and 
(ii) co-occurring CMD and AUD within a single large NHS military veterans’ service.

Study 4
To identify from a service provider perspective, 
(i) the most common treatment pathways for veterans with co-occurring CMD and AUD, 
(ii) examples of best practice; 
(iii) potential barriers and facilitators; and 
(iv) recommendations for improving treatment.

Study 5
To generate consensus on recommendations to improve service provision for veterans with  
co-occurring CMD and AUD.
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3 | Study 1

The efficacy of psychological interventions for co-occurring common 
mental disorders (CMD) and alcohol use disorders (AUD) in military and 
veteran populations: a Systematic Review and Synthesis Without Meta-
analysis (SWiM)

3.1 | Background & aims
A range of psychological interventions are used to manage and treat AUD (including hazardous, harmful, or 
dependent alcohol use, with the latter two usually being defined as AUD), which vary depending on severity. 
Hazardous alcohol use is often treated through brief interventions, whereas harmful or dependent alcohol 
use is often treated through motivational interviewing, 12-step treatment programmes, and addiction-specific 
cognitive behavioural therapy (CBT) (Nadkarni et al., 2023). Specific types of CBT are also commonly used 
as an effective treatment for depression and anxiety (Twomey et al., 2015). Interventions for PTSD tend to be 
trauma-focused, such as trauma-focused CBT and eye movement desensitisation and reprocessing (EMDR) 
(Lewis et al., 2020). 

Treatment for individuals with co-occurring CMD and AUD often requires coordinated intervention 
approaches. This may include treating one condition first, followed by treatment for the second condition 
(sequential), or treating both conditions at the same time in a coordinated way (integrated). Sometimes 
individuals with co-occurring problems may only receive treatment for one condition (e.g., alcohol-focused 
interventions), and it is possible that this could have benefits for both conditions. This systematic review 
aimed to determine the efficacy of psychological interventions for reducing symptoms of CMD and AUD 
(including PTSD) in military and veteran populations and to understand whether integrated interventions 
which target both CMD and AUD are more effective than interventions which target either condition in 
isolation.

3.2 | Methods
We conducted a systematic review of existing literature to determine how well psychological interventions 
work for co-occurring CMD and AUD in military personnel and/or veterans. 

We searched the following databases from 2000 to September 2024 for published studies: PsycINFO, 
MEDLINE, Scopus, Embase, Web of Science. The search strategy included keywords relating to alcohol use, 
common mental disorders, psychological interventions, and military/veteran populations. After conducting 
our search and removing duplicate records, we first screened titles and abstracts against the eligibility criteria, 
followed by full texts. 

Inclusion criteria Exclusion criteria

Serving and/or ex-serving military personnel,  
from any country

At least 80% of the study sample met criteria for co-
occurring CMD and AUD 

Studies focusing on polysubstance use (substance use 
disorder, SUD) were included if the primary substance 
was alcohol for at least 80% of participants

Psychological interventions for either alcohol use or 
CMD, or integrated interventions for both conditions

Studies with any experimental design (e.g., randomised 
controlled trials [RCTs], single arm before and after 
studies without a comparator group, pilot studies)

Studies of family members of military personnel or 
veterans and service providers

Interventions that were primarily pharmacological or 
psychosocial interventions (e.g., yoga, acupuncture)

Observational studies, qualitative studies, and mixed 
methods studies

Table 3.1: Inclusion and exclusion criteria for papers to be included in the review

We extracted data from all eligible articles. This included information on the study design, sample 
characteristics (e.g., proportion with CMD and AUD), outcome measures, and results for primary outcomes. 
The primary outcomes included:
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•		Changes in alcohol use severity or patterns of use (e.g., percent days abstinent and percent heavy 
drinking days) 

•	Changes in symptom severity related to depression, anxiety, and PTSD 

•		Changes in diagnosis (disorder present to absent) for either AUD, CMD, or both

•	We also assessed the risk of bias in all eligible articles. Risks of bias assess the likelihood that features of 
the study design or conduct of the study will give misleading results (scores of 0-59% = high risk of bias, 
60-79% = moderate risk of bias, 80-100% = low risk of bias).

To synthesise the findings, we conducted a Synthesis Without Meta-analysis (SWiM). It was not possible to 
conduct a meta-analysis as the study designs and outcomes differed too much. We first grouped outcomes 
that were similar into outcome domains (depression, anxiety, PTSD, alcohol use). We then looked at the results 
of studies for each outcome domain. For randomised controlled trials (RCTs), we categorised each result as 
the intervention being better, worse, or no different, compared to the comparator after treatment. For pre-
post (before and after) single-arm studies, we categorised each result at the end of treatment as being better, 
worse, or no different, compared to before treatment.

Arrow Definition
Positive effect (improvement favouring the intervention in RCTs / outcome better at the end of 
treatment than before in pre-post studies)

Negative effect (improvement favouring the comparator in RCTs / outcome better before treatment 
 than at the end in pre-post studies)

 No effect, mixed or conflicting findings (no difference or inconsistent results)

 Table 3.2: Overview of how the SWiM criteria were applied to determine directionality of the study effects

3.3 | Results 
We identified 14,825 studies in our initial search. In total, 21 studies met our inclusion criteria (see Figure 3.1). 
Most studies were conducted in the USA (n=18), with two studies from the UK and one from Australia.

Most studies (n=15) employed a randomised controlled trial (RCT) design. Of these, 12 evaluated integrated 
interventions and three evaluated alcohol-focused interventions. The remaining studies comprised five pre-
post single-arm studies, and one non-randomised comparative study, all evaluating integrated interventions. 
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3.3.1 | Treatment outcomes in randomised controlled trials (RCTs)

Integrated interventions Vs treatment-as-usual* (TAU)
Five RCTs compared integrated interventions to TAU or delayed interventions. TAU means that the 
comparator group was not provided with any treatment beyond that which they would usually receive and 
helps isolate the added benefit of the intervention. Delayed interventions are when the comparator group 
receives the same intervention as the treatment group but only after the study period has ended, which 
can be ethically important when the intervention is expected to be beneficial. All five studies measured 
differences in PTSD and alcohol use between intervention and comparator groups. No studies examined 
differences in depression and anxiety.

Across the five RCTs, four integrated interventions showed improvements for PTSD and AUD compared to 
TAU or delayed interventions (Acosta et al., 2017; Brief et al., 2013; Capone et al., 2020; Possemato et al., 
2024). These interventions used integrated CBT for PTSD and AUD (Acosta et al., 2017; Capone et al., 2018), 
with some also incorporating motivational interviewing approaches for AUD (Brief et al., 2013) and prolonged 
exposure therapy for PTSD (Possemato et al., 2024). However, one study implementing the integrated 
Seeking Safety model (present-focused CBT) for PTSD and AUD showed no difference between the 
intervention and comparator group for both outcomes (Boden et al., 2012). This may be because treatment 
as usual in this study was more comprehensive and included a range of support to treat both PTSD and AUD, 
meaning participants benefitted equally from the intervention and usual care. 

Risk of bias was high for three out of five studies, with two studies rated as moderate risk of bias. This means 
that there were concerns about the methodological quality of the studies, which reduces our confidence in 
the findings.
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Records identified from: 14,825

Embase (n = 3,530)

Medline (n = 2,375)

APA PsycInfo (n = 1,966)

Scopus (n = 4,062)

Web of Science (n = 2,892)

Records removed before 
screening: Duplicate records 
removed (n = 8,589)

Records screened for Title and 
abstract (n = 6,236)

Records excluded  
(n = 5,712)

Records assessed for eligibility 
(n = 524)

Reports excluded:

Wrong condition-not co-occurring AUD/CMD (n = 70)

Wrong study design (n = 123)

Not veterans (n = 29)

Wrong intervention (n = 46)

Wrong publication type (protocol, review article, 
abstract, no full text available) (n = 135)

Wrong outcomes (n = 100)
Studies included in review  
(n = 21)

Figure 3.1: Prisma Flow Diagram

*�Treatment-as-usual (TAU) also known as routine or standard care, is the healthcare or support a patient normally receives in a given  
setting. This varies across studies and contexts.
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Study N Intervention Comparator PTSD Depression Anxiety Alcohol

Integrated Vs TAU/delayed intervention

Boden et al  
(2011) 98 Integrated 

(SS) TAU   

Brief et al  
(2013) 600 Integrated 

(VetChange)
Delayed  

intervention

Acosta et al 
(2016) 162 Integrated  

(Web based CBT) TAU

Possemato et al 
(2024) 63 Integrated 

(PC-TIME) TAU

Capone et al  
(2018) 44 Integrated  

(ICBT) TAU

Integrated Vs Alcohol

Back et al  
(2019) 81 Integrated  

(COPE)
Alcohol 

(RP)  

Lydecker et al 
(2010) 206 Integrated  

(ICBT)
Alcohol 

(TSF)   

Integrated Vs Integrated

Norman et al  
(2019) 119 Integrated  

(COPE)
Integrated  

(SS)  

Kehle-Forbes et al  
(2019) 183 Integrated  

(MET/PE)
Serial  

(phased MET/PE)     

Najavits et al  
(2018) 52 Integrated  

(past-focused CC)
Integrated  

(present-focused SS)   

Haller et al  
(2016) 123 Integrated 

(CPT-M) Integrated (CBT)   

Possemato et al  
(2019) 30 Integrated 

(Web peer support CBT)
Integrated  

(Web self-managed CBT)

Alcohol Vs TAU

Leightley et al  
(2022) 123 Alcohol  

(DrinksRationApp) TAU

Battersby et al 
 (2013) 77 Alcohol  

Flinders programme) TAU    

Alcohol Vs Alcohol

Killeen et al  
(2023) 204 Alcohol  

(mindfulness)
Alcohol  

(TSF)

Table 3.3. Effect-direction plots for the RCT studies

Effect direction: 

upward arrow: = positive health impact

downward arrow = negative health impact

sideways arrow   = no change/mixed effects/conflicting findings

Study quality/Risk of bias (ROB): denoted by row colour:

 low ROB   some concerns   high ROB
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Integrated interventions Vs alcohol-focused treatments
Two RCTs compared integrated interventions to alcohol-focused interventions. Only one study demonstrated 
better mental health outcomes for the integrated approach. Back et al. (2019) found that the integrated COPE 
(concurrent treatment of PTSD and substance use disorders using prolonged exposure) intervention led 
to greater reductions in PTSD and depression severity at post treatment compared to relapse prevention 
(alcohol-focused treatment), although no differences were observed across these interventions for alcohol 
use severity. Lydecker et al. (2010) compared integrated CBT with alcohol-focused 12-step facilitation, finding 
similar improvements across these interventions for both alcohol and depression outcomes. The risk of bias 
was rated as high for both studies, meaning we cannot be confident in the study findings.

Integrated interventions Vs Integrated interventions
Five RCTs compared two different integrated interventions, such as concurrent treatment of PTSD and 
substance use disorder using prolonged exposure therapy (COPE-PE) versus integrated Seeking Safety 
(Norman et al., 2019). 

Three studies found that one integrated intervention was more beneficial for improving PTSD outcomes 
(COPE-PE, CBT with motivational interviewing, peer-support integrated CBT), than the comparator (Seeking 
Safety, CBT without motivational interviewing, self-managed integrated CBT respectively). For example, 
Norman et al. (2019) found that the COPE-PE model led to greater PTSD symptom reductions than Seeking 
Safety, but there were no differences between the two groups for alcohol outcomes. Cognitive processing 
therapy (for PTSD) with motivational interviewing (for AUD, CPT-M) was more beneficial for PTSD outcomes 
than integrated CBT, but both groups showed similar changes for depression and alcohol outcomes (Haller et 
al., 2016). Peer-support integrated CBT was more beneficial than self-managed integrated CBT for PTSD, but 
self-managed CBT was more beneficial for alcohol outcomes (Possemato et al., 2019). Two studies showed 
no difference between the two integrated interventions for mental health or alcohol outcomes (Kehle-
Forbes et al., 2019; Najavits et al., 2018). Kehle-Forbes et al. (2019) was the only study to compare sequential 
treatment to an integrated approach, finding no differences between the two treatment approaches for CMD 
and AUD outcomes.

Four studies had a high risk of bias, with one study having a low risk of bias. The findings across these studies 
are mixed for PTSD outcomes, with some showing that one type of integrated intervention is more beneficial 
for improving PTSD symptoms than an alternative integrated intervention (including the low risk of bias study). 
However, for most studies (including the low risk of bias study), both types of integrated interventions were 
equally beneficial for improving alcohol and other mental health outcomes.

Alcohol-focused interventions Vs TAU 
Two RCTs compared alcohol-focused interventions to TAU. Leightley et al. (2022) (low risk of bias) reported 
improvements in alcohol use outcomes following the use of the DrinksRation smartphone app compared to 
TAU (Leightley et al., 2022). Battersby et al. (2013) (high risk of bias) evaluated the Flinders Programme against 
a waitlist control, finding improvements in alcohol outcomes for the intervention group compared to TAU, but 
both groups showed similar improvements in CMD outcomes (Battersby et al., 2013).

Alcohol-focused interventions Vs alcohol-focused interventions
One RCT compared two alcohol-focussed interventions (mindfulness-based relapse prevention vs 12-step 
facilitation treatment). Killeen et al (2023) (moderate risk of bias) compared a mindfulness-based relapse 
prevention intervention with 12-step facilitation therapy, finding that mindfulness-based relapse prevention 
was more beneficial for improving alcohol outcomes (Killeen et al., 2023).
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3.3.2 | Treatment outcomes in pre-post and non-randomised studies
Table 3.4 summarises findings from six non-randomised pre-post (before and after) studies. One non-
randomised study included a comparator group, comparing integrated prolonged exposure and CBT for 
PTSD and AUD, against CBT for AUD only (Norman et al., 2016). One study evaluated an intervention for 
moral injury, comparing outcomes before and after the intervention (Williamson et al., 2023). All other studies 
examined an integrated intervention, looking at outcomes before and after (Luciano et al., 2022; Meyer et al., 
2018; Schumm et al., 2015; Watkins et al., 2024).

All studies showed positive effects for PTSD, depression, and alcohol use, from pre- to post-treatment. 
However, all pre-post non-randomised studies were rated as having moderate or high risk of bias, primarily 
due to methodological limitations such as lack of control groups, small sample sizes, and non-randomised 
designs. Without a suitable control group, it is not known whether outcomes would have improved over time, 
without the intervention.

Study N Intervention Comparator PTSD Depression Anxiety Alcohol
Meyer et al 
(2018) 43 Integrated 

(ACT)
None 

(pre-test)
Williamson et 
al (2023) 20 Moral Injury None 

(pre-test)
Luciano et al 
(2023) 13 Integrated None 

(pre-test)
Norman et al 
(2016) 30 Integrated 

(PE + CBT)
TAU/Single 

(CBT for SUD)
Watkins et al 
(2023) 42 Integrated 

(IOP)
None 

(pre-test)
Schumm et al 
(2015) 9 Integrated 

(CTAP)
None 

(pre-test)
Table 3.4: Effect direction plots for the pre-post studies

Effect direction: upward arrow:

= positive health impact, upward arrow

= negative health impact, downward arrow

  = no change/mixed effects/conflicting findings

Study quality/Risk of bias (ROB): denoted by row colour:

 low ROB   some concerns   high ROB
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3.4 | Key messages & conclusions
There was evidence across the studies that integrated interventions were helpful for improving alcohol use 
and PTSD, in comparison to TAU. This aligns with previous findings from two reviews which examined the 
efficacy of interventions for co-occurring substance use disorders and PTSD, which included studies of 
civilian populations and some studies with veteran populations (Roberts et al., 2022; Roberts et al., 2015). 
However, when compared to alcohol-focussed treatments, integrated interventions were not more effective 
for improving alcohol use outcomes, which also aligns with a recent review of studies including both civilian 
and veteran populations (Hien et al., 2024). 

Whilst alcohol-focused treatments were beneficial for reducing alcohol use among veterans with co-
occurring problems, these alone may not have the desired effect on mental health outcomes. Mental health 
outcomes were either not measured or improved equally among the alcohol-focused treatment group and 
TAU. 

Trials which compared two integrated interventions showed varied results and typically did not find that one 
was more favourable than the other; but this cannot be generalised to mean that all integrated treatments 
may be equally effective. In one low-risk-of-bias study (Norman et al., 2019) exposure-based therapies 
(e.g., COPE/I-PE) outperformed present-focused skills-based approaches (e.g., Seeking Safety) for PTSD 
outcomes, though the results did not extend to alcohol use outcomes. This highlights the importance of 
selecting evidence-based integrated psychological therapies.

While concerns are often raised about clinical risk when delivering integrated treatment for CMDs and alcohol 
use, particularly regarding the need for abstinence prior to engagement, some studies have demonstrated 
that integrated approaches can be effective even when individuals are not abstinent. Overall, the studies 
seem to show that veterans with co-occurring problems can engage with integrated treatment approaches 
that address both conditions from the outset.
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4 | Study 2

Understanding treatment experiences of veterans with co-occurring 
mental health and alcohol problems: a qualitative interview study 

4.1 | Background & aims
Despite the high prevalence of co-occurring CMD and AUD in veteran populations (Goodwin et al., 2017; 
Head et al., 2016), help-seeking is low for these conditions. Among UK serving personnel and veterans, 71% 
of those who meet criteria for an AUD have not sought any form of help (Gribble et al., 2024) and only half of 
those with a CMD seek formal medical treatment (Stevelink et al., 2019) - which is comparable to the general 
population (McManus et al., 2016). 

Systematic reviews have examined barriers and facilitators to help-seeking among veterans with CMD and/
or AUD (Hitch et al., 2023a, 2023b). Quantitative studies showed common barriers including long wait lists, 
costs, lack of transport, and schedule conflicts (Hitch et al., 2023a). Qualitative evidence highlighted barriers 
such as stigmatising beliefs about help-seeking, normalisation of excessive alcohol use within military culture, 
limited awareness of problem severity, and systemic service issues (e.g., lack of information on available 
services, civilian services misunderstanding veterans and lack of trust in the system) (Hitch et al., 2023b). In 
contrast, facilitators to help-seeking include reaching a crisis point, military informed health professionals, and 
peer-led support (Kiernan et al., 2016; Kiernan et al., 2018).

People with co-occurring CMD and AUD, both civilian and veterans, face fragmented services and siloed 
treatment services, exclusionary thresholds, and long delays meaning many people receive help for only 
one condition (Harris et al., 2023; Priester et al., 2016). Although national guidance recommends open 
access for people with co-occurring conditions (PHE, 2017), evidence suggests that this is not consistently 
implemented in practice (Jackson et al., 2024; Swithenbank et al., Under Review). This study, therefore, 
aimed to qualitatively explore veterans’ experiences of treatment for co-occurring alcohol and mental health 
problems, with a focus on treatment pathways, and barriers and facilitators to access and engagement.

4.2 | Methods 
We used a qualitative approach to explore veterans’ experiences of seeking treatment for co-occurring CMD 
and AUD. Semi-structured interviews were conducted with UK veterans with co-occurring CMD and AUD 
and who had sought help for at least one of these two conditions within the past two years. Participants were 
excluded if they were within the first month of treatment or currently serving in the Armed Forces.

Participants were recruited through third sector (primarily veteran-focused) organisations, and social 
media advertising. Interested individuals received an information sheet, completed a screening interview 
to determine eligibility and treatment model, and were given 24 hours to decide whether to participate. 
Participants then provided informed consent before taking part in the interview. Interviews were conducted 
either on the phone or online (e.g., Teams). A topic guide was developed with input from PPI and stakeholder 
groups, to support the interview process. All interviews were audio-recorded, and participants were 
reimbursed £20 for their time. The procedure is summarised in Figure 4.1. 

Audio recordings of the interviews were transcribed verbatim and analysed using an inductive thematic 
approach. Data collection and analysis were done simultaneously, allowing insights of earlier interviews 
to inform later data collection. Transcripts were repeatedly reviewed, coded iteratively, and grouped into 
categories and collated into themes. Data analysis was carried out using NVivo v15 analysis software.
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Study promoted via third-sector charities providing alcohol & mental health support to veterans and social media

Participant expresses interest in taking part in study to researcher

Researcher sends participant information sheet and then confirms eligibility

Participant agrees to take part, and a date and time is agreed

Interview takes place either online or by telephone

Participant debriefed and received £20 for their time

Figure 4.1: Flow diagram of procedure for conducting interviews

4.3 | Results 
4.3.1 | Participant characteristics
Seventeen veterans participated in the study. Participants were predominantly male (n = 16) and White British 
(n = 16), with ages ranging from 35 to 62 years (mean age 54 years). Most had served in the Army (n = 10), 
with others from the RAF (n = 5) and Navy (n = 2). A majority had been deployed (n = 12), with years of service 
ranging from 3.5 to 25 years. Over half of participants were economically active (n = 10), and just over one-
third (n = 7) were currently married. 

4.3.2 | Summary of themes & treatment pathways
Three overarching themes emerged from veterans’ accounts: Accessing care for co-occurring CMD and 
AUD often involved delays (Theme 1), help-seeking typically followed a crisis, and was facilitated by support 
networks (Theme 2), and veterans stressed the need for flexible, culturally informed and integrated care 
models (Theme 3). 

We explored the treatment pathways experienced by the 17 participants which included both earlier and 
more recent (past two years) experiences. Current treatment pathways (within the past two years) were 
categorised as single, sequential, parallel, or integrated, with some notable shifts over time. For many 
participants, earlier treatment (more than two years earlier) involved single- or sequential-pathway models, 
where either alcohol or mental health was addressed in isolation or one after another. Some experienced 
sequential care but had to complete alcohol detox before accessing psychological support. Only a few 
participants described integrated models, often facilitated by veteran-specific services or charities. Recent 
pathways (past two years) show a modest shift toward parallel care, where alcohol and mental health are 
treated concurrently but through separate services (e.g., voluntary-sector alcohol support alongside veterans’ 
mental health services). Integrated models remain limited but are emerging, especially within military-informed 
NHS pathways. 

Theme 1 
Military culture and alcohol facilitating delays in help-seeking
Veterans described how the culture of the Armed Forces shaped norms of masculinity, self-reliance and 
heavy drinking, created stigma around acknowledging difficulties and framed help-seeking for alcohol and/or 
mental health difficulties as a weakness. The expectation to “just get on with it,” alongside the normalisation of 
alcohol use in and after service, reinforced silence, or increased delays. As veterans described:

“�There’s a huge stigma… a ‘just get on with it’ thing… 
it’s harder to say, ‘I am struggling’.” (P01, 50-54 years, Single-MH)

Veterans often initially used alcohol to manage mental health symptoms, such as anxiety, insomnia, or 
intrusive memories. What began as a coping mechanism gradually became part of the problem, masking 
symptoms and making it harder to recognise when help was needed:
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“�Drinking… makes you chaotic… half the time you are not actually able to identify,  
‘I think I might be depressed’… you are self-medicating.” P16,55-59 years, Single-MH)

These patterns also undermined engagement with care. One veteran described how good intentions in the 
morning often gave way to drinking by evening, disrupting motivation and follow-through, an experience 
echoed by others:

“�You’ve got to be in the right state to reach out…  
wake up with the best intentions… or drink a large gin and tonic…  
Often the large gin can be the winner.” (P13, 60-64 years, Single-MH)

Theme 2 
Turning points for accessing support for co-occurring problems
While stigma, military norms, and alcohol use often delayed help seeking (Theme 1), veterans described 
reaching critical turning points that finally led them to seek support. According to veterans’ narratives, such 
turning points typically occurred when alcohol use and mental health difficulties caused strain to key areas of 
their lives—relationships, employment, and physical health - making life feel unmanageable:

“�This went on for 6–7 years. Lots of arguments with the wife, lots of lost jobs, getting 
done for drink driving… and eventually I just woke up one morning and thought,  
I can’t do it anymore. Went to see the doctor.” (P04, 60-64 years, Single-MH)

For some, these pressures built up, leading to crisis points that prompted care-seeking. As one participant 
highlighted:

“�It was only after my first suicide attempt that  
I actually stopped drinking” (P11, 45-49 years, Single-MH).

Most veterans revealed that, family - especially partners - played a key role in overcoming barriers to care and 
accessing and engaging with services. Their support often included understanding, encouragement, practical 
assistance, and advocacy: 

“�My wife talked me into it… if I hadn’t done that, I wouldn’t have got the help…  
I don’t think I would be where I am today.” (P12, 45-49 years, Single-MH)

Across interviews, veterans highlighted challenges in navigating care for mental health and/or alcohol 
problems. Many veterans reported limited awareness of available services, particularly at the point of 
discharge from the armed forces. Initial signposting was often passive, leaving individuals to self-navigate 
complex systems while unwell:

“�They told you more about housing and getting a job… They never referred to your 
mental state of mind… I didn’t know where to look.” (P09, 60-64 years, Integrated)

Effective signposting and advocacy (often from trusted professionals, peers, or family members) reduced 
these challenges and created momentum for engagement: 

“�She [physiotherapist] looked me in the eye and went, ‘Are you okay?’…  
and within about a week or two weeks I got the help I needed.” (P07, 55-59, Single-MH)

Veterans also highlighted the importance of peer networks including veteran specific communities. These 
environments, whether online or in person, were described as inclusive and flexible, allowing veterans to 
engage without pressure or judgment and discuss both alcohol and mental health issues. For some, peer 
connection was transformative, as one participant described how meeting another peer acted as a turning 
point:

 “�Meeting another veteran… was a defining moment…  
he started dragging me to AA meetings” (P10, 55-59, Single-Alcohol).

Participants also mentioned how practical support, such as making appointments, made significant 
differences in their ability to engage. As one participant who was referred for detox services by a support 
worker explained: “they do all the leg work… I found that once I had an appointment, I was quite good at 
motivating myself to go to appointments” (P02, 50-54, Parallel).
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Theme 3 
Need for flexibility and tailoring of integrated care models for veterans
The final theme describes veterans’ experiences of treatment for co-occurring CMD and AUD, including some 
challenges faced, as well as examples of good integrated care through flexible and tailored approaches. Many 
participants described how long waits and rigid rules drained momentum and hope, often leaving them in 
limbo before meaningful help began. For some, accessing care involved bureaucratic hurdles that were hard 
to navigate while unwell:

“�There was a long waiting list… you have to jump through a lot of hoops…  
if you missed an appointment, you went back to the bottom  
of the queue.” (P01, 50-54 years, Single-MH) 

For some, the environment itself could feel misaligned or even harmful, reinforcing disengagement. One 
participant recalled being placed in a mental health day assessment centre that felt overwhelming and 
inappropriate for their needs:

“�In that day assessment centre…  
surrounded by really, really ill people… I decided not to continue  
because I just felt it was making me worse.” (P11, 45-49 years, Single-MH)

Participants also highlighted that services, such as NHS talking therapies and mental health charities, often 
required individuals to be abstinent before accessing mental health support. One participant described a past 
experience where abstinence requirements led them to hide their alcohol use:

“…�they said to me, whatever you do, don’t tell them you’re drinking. 
Otherwise, they won’t treat you…  
so I basically lied all through my… therapy.” (P10, 55-59 years, Single-Alcohol)

Another participant, currently seeking alcohol treatment and advised to reduce their drinking before 
accessing mental health support, questioned why alcohol use and mental health are treated separately: 

“…�for me, I can’t see why you don’t need help in them both at the same time, 
or why it’s alcohol first” (P03, 35-39, Single-Alcohol). 

In contrast, other services, such as veteran-specific NHS and third-sector services, implemented integrated 
and flexible approaches without automatically excluding individuals who were drinking: 

“�They said [NHS veterans’ mental health servic es], don’t drink… if you’re going to 
drink, don’t drink on the days you have the therapy… but…  
they are not going to stop the therapy.” (P07, 55-59 years, Single-MH)

“�It was a holistic approach… mindfulness, 1-to-1, interpersonal group therapy… 
addiction and mental health, yeah [third sector services].” (P01, 50-54 years, Single-MH)

Another participant described a positive experience of joined-up trauma care with alcohol monitoring 
within an NHS veterans’ mental health service: “I did EMDR… and I met with my alcohol support worker 
who monitored my alcohol intake… kept that in check… they went together” (P09, 60-64 years, Integrated). 
However, although this participant highlighted the value of integration, another warned that integrated care 
may not be suitable for everyone, emphasising the need for flexibility in integrated care models:

“�Sometimes… for some people, it might be too much… maybe address 
the one that’s causing the most serious damage at that time” (P08, 55-59 years, Parallel). 



25

Many participants described care as most effective when providers demonstrated both an understanding 
of military culture and a trauma-informed approach. Feeling that providers “spoke the same language” 
helped build trust and fostered an instant connection. For example, a participant who received care from 
NHS veterans’ mental health services described the support as empathetic and tailored: “There’s a lot more 
empathy there… lots of them were ex-service people… it wasn’t one-fix-fits-all… they understood it more” 
(P09, 60-64 years, Integrated). In contrast, several participants described negative experiences in NHS 
primary care, where providers lacked both trauma awareness and understanding of military life:

“�I had a young girl [IAPT services] … fresh out-of-the-box…  
some of the stuff I was saying was actually frightening her…  
by the 4th or 5th session I just stopped going.” (P10, 55-59, Single-Alcohol)

Finally, veterans emphasised that effective care should be person centred, and that clinicians should consider 
military service as only one influencing factor on their mental health or alcohol use among many, rather than 
attributing all difficulties to their military experience, as one participant stated:

“�Anybody you speak to… they all blame it straight away on  
being ex-military, but it’s not always the case.” (P11, 45-49 years, Single-MH)

4.4 | Key messages & conclusions 
Whilst the interviews outlined the challenges that veterans had experienced in navigating mental health and 
alcohol services together, there were some good examples of integrated care, particularly from veteran-
specific services. 

Stigma is still a barrier for help-seeking for veterans with co-occurring CMD and AUD. This persists despite 
recent efforts and investments from the Ministry of Defence to normalise mental health maintenance. One 
such initiative is HeadFIT, which provides tools and resources to help military personnel see the maintenance 
of and proactive action to support mental fitness as on a par with physical health fitness. There were clear 
barriers to accessing psychological therapies which stemmed from someone’s use of alcohol. This reflects 
what is seen in civilian populations, where people with co-occurring CMD and AUD face “wrong doors” and 
are turned away from mental health services until they have stopped drinking (Swithenbank et al., 2025). Many 
of the veterans interviewed outlined that abstinence-only policies for mental health treatments are not useful, 
given that their alcohol use and mental health are closely related. 

These barriers seemed to be overcome by more flexible approaches, where mental health services could 
continue to support someone, or at least keep them on the books, whilst they sought alcohol treatment. 
Flexible approaches also involve proactively following up with veterans if they miss an appointment, 
to support them to engage. These approaches avoid discharging someone completely from a mental 
health service, as being discharged can disrupt continuity of care, erode trust, and increase the risk of 
disengagement from services. There were also positive examples of person-centred care, which can ensure 
veterans are involved in the decision-making around their treatment and are supported for wider issues (e.g., 
housing, finances, employment) which could be contributing to alcohol and mental health problems.

Whilst many of the barriers experienced by veterans are similar to civilian populations with co-occurring CMD 
and AUD, veterans also faced unique challenges. For example, military culture shapes norms of stigma, heavy 
alcohol use and masculinity, potentially delaying problem recognition and help-seeking more so than in civilian 
populations. Additionally, some treatment settings may not be suitable for veterans, such as services where 
staff are not appropriately trained to understand military culture and the unique experiences of veterans. 

At the same time, there were also good examples of integration which have happened more recently, and 
which seemed to come through veteran-specific NHS services (e.g. Op COURAGE) or veteran-specific 
charities. Nevertheless, there is still some way to go to ensure veteran-informed care across services, 
including NHS services.
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5 | Study 3

Adherence to treatment and treatment outcomes in military veterans with 
co-occurring common mental disorder (CMD) and alcohol use disorder 
(AUD) 

5.1 | Background & aims
There is limited research on whether people with co-occurring CMD and AUD can benefit equally 
from psychological therapy compared to people without an AUD. Evidence from trials of mental health 
interventions that have not excluded people with AUDs show similar intervention efficacy to those which do 
exclude people (Halsall et al., 2025). A further study compared adherence to psychological therapy (IAPT) 
and mental health treatment outcomes in civilians with a CMD only versus those with co-occurring CMD and 
AUD (Buckman et al., 2018). Although Buckman et al (2018) found that people with an AUD were more likely 
to drop out of therapy, they showed similar levels of recovery and improvement in mental health symptoms 
to those with only a CMD. These findings suggest that co-occurring AUDs may impact on engagement with 
treatment, but if people remain engaged and complete treatment, they can benefit equally to those without a 
co-occurring AUD. 

The present study used data obtained from Pennine Care NHS Foundation Trust Military Veterans’ Service 
(MVS), between September 2011 and September 2023. This is an example of an integrated service, which 
provides mental health support whilst also working closely with substance use support workers who are 
embedded in the service. This study aimed to identify and compare the level of engagement to treatment and 
CMD treatment outcomes across veterans with (i) CMD only and (ii) co-occurring CMD and AUD (defined as 
drinking at least hazardously), within Pennine Care NHS Foundation Trust MVS.

5.2 | Methods 
We conducted a secondary analysis of service data collected between September 2011 and September 
2023 from the Pennine Care NHS Foundation Trust MVS. From 2011 to 2014, the service received referrals 
from across the Northwest of England; from 2014 onwards, referrals were limited to Greater Manchester and 
Lancaster. 

All veterans who sought help for a CMD through the Pennine Care NHS Foundation Trust MVS who met the 
following criteria were included in the sample: 

•	Three or more attended contacts (suggesting participation in at least one treatment session,  
typically beyond referral and initial assessment)

•	Had started a psychological therapy with a mental health professional 

•	With a valid clinician assessment of alcohol use 

•	Aged 18 years and older 

In addition, individuals who opted out of data sharing or were stepped up or down to other services, deemed 
unsuitable for treatment, moved away, or died during the study period were excluded from the analysis.

Our main outcomes of interest were changes in mental health (reliable improvement and reliable recovery 
for depression, anxiety, and PTSD) and engagement with treatment (proportion of missed sessions 
and treatment completion). We compared two groups of veterans: those with a CMD only versus those 
with co-occurring CMD and AUD (at least hazardous alcohol use). We also obtained data on a range of 
sociodemographic and military-related variables, which we used when controlling for differences between the 
groups. An overview of these variables is provided in Table 5.1. 
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Category Variable and description
Clinical outcomes • �Reliable improvement in depression, anxiety, and PTSD: This indicates a meaningful reduction 

in symptoms between the first and last assessment, showing that a person’s mental health 
improved over the course of treatment

• �Reliable recovery in depression, anxiety, and PTSD: This means that not only did symptoms 
improve, but they also moved from a level that indicates a mental health problem to a level 
that is below the clinical cut-off by the end of treatment

(Reliable improvement and recovery were based on PHQ-9, GAD-7, and IES-R scales for 
depression, anxiety, and PTSD respectively)

Engagement 
outcomes

• �Proportion of missed sessions i.e., Did Not Attends (DNAs) across eligible appointments

• Treatment completion (completed vs. discontinued prematurely)
Primary exposure • CMD only 

• CMD and AUD

Clinician-rated alcohol use was collapsed into a binary variable, with 0 indicating either no 
or low-risk alcohol consumption and 1 indicating at least hazardous drinking (exceeding 
recommended limits)

Covariates • �Sociodemographic factors (sex, age, ethnicity, sexual orientation, marital status, employment 
status, year of assessment) 

• Military characteristics (service branch, deployment, years served)

Table 5.1: Overview of variables

We analysed the data to examine whether veterans with co-occurring CMD and AUD showed any differences 
in treatment engagement and clinical outcomes, compared to veterans with a CMD only. We used multivariate 
regression models to test for significant differences in outcomes between the two groups. We first ran the 
regression models without controlling for any possible confounders. Then we repeated them, controlling for 
group differences in sociodemographic and military characteristics.

5.3 | Results 
The initial dataset included 1,392 people who had received treatment from the service and had at least 
3 contacts. This was reduced to an analytical sample of 1,000 participants after applying inclusion and 
exclusion. All service users met criteria for a CMD (i.e. depression, generalised anxiety, or PTSD) at baseline (as 
expected based on the study’s eligibility criteria) and 28.6% of these service users met criteria for AUD (Figure 
5.1).

Figure 5.1: Proportion of veterans with CMD only versus those with CMD and AUD

The overall sample was predominantly male (96%), heterosexual (69%) and White British (96%). Around 29% 
were aged between 36-45 years, with the 26–35 and 46–55 groups each making up roughly 26% of the 
sample. Overall, 39% were married and 38% were single. There were relatively equal proportions who were 
employed (37%), unemployed (24%) or economically inactive (35%). The majority had served in the Army 
(86%), had previously deployed (91%) and the largest proportion had served for 6-10 years (38%). 

 CMD   CMD and AUD
28.6%

71.4%
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The CMD only and CMD and AUD groups were comparable across most demographic and military 
characteristics, but the CMD and AUD group were more likely to be unemployed, and single compared to the 
CMD only group.

Figure 5.2 shows the symptom severity categories for depression (PHQ9), anxiety (GAD7), and PTSD (IES-R) 
at baseline. There were no statistically significant differences between the CMD and CMD and AUD groups for 
symptom severity.

5.3.1 | Reliable improvement and recovery outcomes for CMD
Figure 5.3, Figure 5.4, and Figure 5.5 show unadjusted differences in depression, anxiety, and PTSD outcomes 
for veterans with CMD and AUD compared with those with CMD only. 

Across all three conditions, the proportion of veterans showing reliable improvement in symptoms were 
similar between CMD and AUD and CMD only groups (no statistically significant differences). At the end of 
treatment, roughly half of participants showed reliable improvements. For anxiety and PTSD, there were no 
statistically significant differences between the groups in either the unadjusted or adjusted analyses. For 
depression, after adjusting for sociodemographic and military characteristics and the proportion of DNAs, 
veterans with CMD and AUD were significantly more likely to show reliable improvement compared with those 
with CMD only. 

There were no statistically significant differences in reliable recovery for depression, anxiety or PTSD between 
the groups in either unadjusted or adjusted analyses (see Figures 5.3, 5.4, and 5.5). Whilst there were similar 
levels of recovery for depression and anxiety, the proportions were lower for PTSD among the CMD and AUD 
group, compared to the CMD only group.

In a sensitivity analysis which focused only on veterans who had completed treatment (see appendix 11.1-
11.3), there were no significant differences in reliable improvement and recovery for each of the conditions 
between veterans with CMD and AUD and those with only CMD. 
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Figure 5.2: Prevalence and severity of mental health problems 
for veterans with CMD only versus those with CMD and AUD
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 CMD   CMD and AUD

Depression
Figure 5.3: Changes in depression outcomes 
for veterans with CMD and AUD compared to 
veterans with CMD only

Anxiety
Figure 5.4: Changes in anxiety outcomes for 
veterans with CMD and AUD compared to 
veterans with CMD only

PTSD 
Figure 5.5: Changes in PTSD outcomes for 
veterans with CMD and AUD compared to 
veterans with CMD only
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5.3.2 | Adherence outcomes for the CMD only and CMD and AUD groups
Veterans with co-occurring CMD and AUD were less likely to complete treatment, and less likely to attend 
planned therapy sessions compared to those with a CMD only (68.5% vs 77.0%, respectively; Figure 5.6). 
They also had a higher proportion of DNAs (i.e., missed appointments) during treatment, with a mean of 14% 
compared with 9% among veterans with CMD only; β=0.04, 95% CIs 0.01-0.06.

5.4 | Key messages & conclusions 
Using routinely collected data from an NHS veteran-specific mental health service, we showed that veterans 
with CMD only and those with co-occurring CMD and AUD were comparable at baseline in terms of their 
mental health profiles.

Veterans with co-occurring AUD were less likely to complete treatment, and less likely to attend planned 
therapy sessions compared to those with a CMD only. However, the mental health improvement and recovery 
outcomes were just as positive for veterans with co-occurring problems. These findings align with similar 
research conducted in a civilian population (Buckman et al., 2018). These findings suggest that the mental 
health treatment offered was suitable and reinforces the message that veterans with co-occurring problems 
should not be turned away from mental health services. It also provides evidence that abstinence-based 
eligibility criteria may be unnecessarily declining treatment for service users who can benefit from the therapy 
being offered.

After controlling for the proportion of DNAs (as well as sociodemographic and military characteristics), 
veterans with co-occurring CMD and AUD were significantly more likely to show reliable improvements in 
depression compared to veterans with only a CMD. This suggests that, for veterans with both conditions, 
differences in adherence to planned therapy sessions may be an important factor in depression outcomes.

The findings should be put into the context that this veterans’ service had a specialist alcohol nurse available 
to work with veterans, which may have helped their outcomes, even though this did not prevent them from 
being more likely to disengage with treatment. Since September 2023, Pennine Care have now introduced a 
new co-occurring mental health and alcohol and drugs (COMHAD) pathway, where a substance use specialist 
nurse first works with veterans with a co-occurring AUD to address potential barriers to engaging with 
treatment. This new pathway may lead to more equitable experiences, in terms of engagement and treatment 
completion.

Adherence
Figure 5.6: Proportion who completed scheduled treatment 
for veterans with CMD and AUD versus CMD only
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6 | Study 4

Service providers’ perspectives on treatment for co-occurring alcohol and 
mental health problems in veterans: treatment pathways, challenges, best 
practices, and recommendations to improve care

6.1 | Background & aims
Although some studies have explored the experiences and barriers to care for veterans with co-occurring 
problems (see Chapter 4), these have largely focused on the perspectives of service users. There is also 
a need to understand the perspectives of service providers who provide treatment to veterans with co-
occurring CMD and AUD, and to identify practical and feasible solutions to overcome challenges to service 
provision.

Some qualitative studies have been conducted with service providers who treat civilian populations with co-
occurring CMD and AUD in countries outside of the UK. A study of Dutch mental health professionals found 
barriers to identifying and addressing AUD in mental health settings with some clinicians viewing alcohol 
interventions as “too much extra work” or underestimating the importance of addressing it. In contrast, 
facilitators included sharing information and creating team support for new alcohol interventions, with service 
providers calling for better training and knowledge exchange between mental health and addiction services 
(Kools et al., 2024). Another study with service providers in Norway noted concerns around balancing strict 
abstinence requirements with acceptance of substance use, emphasising that whilst services should not 
reject those unwilling to achieve total abstinence, the preference was for substance use to be addressed 
before addressing mental health problems (Brekke et al., 2018).

This study aimed to identify from a service providers’ perspective, common treatment pathways for veterans 
with co-occurring CMD and AUD, examples of best practice, and potential barriers and facilitators to providing 
care. Recommendations follow on from these study aims to help improve service provision for veterans with 
co-occurring CMD and AUD.

6.2 | Methods 
We conducted three online focus groups, with four to eight service providers in each group (N=17 in total), 
representing a range of relevant organisations to ensure diverse viewpoints and experiences. Given that 
mental health services are typically provided by NHS services and alcohol services through the third sector, 
we prioritised recruitment of participants from both settings. Eligible participants included service providers 
from primary care, secondary care, and third sector organisations involved in treating veterans with AUD, CMD, 
or co-occurring problems. Organisations represented included Pennine Care NHS Foundation Trust Military 
Veterans Service; Veterans NHS Wales; Combat Stress; Change Grow Live; Spider Project; Adferiad; We Are 
With You; Tom Harrison House; and others. 

Each focus group lasted approximately two hours and was divided into two parts. The first section involved 
a structured discussion on common treatment pathways, barriers and facilitators to providing services for 
veterans with co-occurring CMD and AUD. This was followed by two interactive whiteboard tasks (Padlet) 
designed to identify examples of best practice and generate recommendations for improving care and 
service delivery. A focus group topic guide was used to ensure consistency across sessions and to structure 
the discussions. All participants provided informed consent prior to taking part in the focus groups.

Audio recordings of the interviews were transcribed, and an inductive thematic approach was used to analyse 
data. Initial transcripts were read and re-read to become familiarised with the data, and a coding structure was 
created. Finally, codes were grouped together to develop categories and collated into potential themes. 
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6.3 | Results 

6.3.1 | Common treatment pathways 
We asked service providers in each focus group to describe the most common treatment pathways for 
veterans with co-occurring alcohol and mental health problems. Sequential care, where alcohol use is 
treated before mental health problems, was identified by participants as the most common pathway across 
services. This approach is often driven by abstinence requirements within mental health services, which delay 
or exclude veterans from accessing mental health support until they have stopped drinking. According to 
participants: 

“�My whole experience... is that it’s always been ‘let’s treat the alcohol disorder first and 
then the mental health problem….” (Participant 2, FG3) 

Parallel care, where both mental health and alcohol use issues are treated simultaneously through separate, 
uncoordinated services, was also described as common. In the UK, mental health support is generally 
provided through NHS services, while alcohol-related care is often accessed via third-sector organisations. 
Participants noted that poor communication between these services frequently undermined effectiveness, 
placing veterans at risk of falling between service gaps: 

“They might be seen by mental health and alcohol or drug services at the 
same time, but... there’s not necessarily that information sharing across services… 
The services are not actually talking to each other... so you encourage clients 
to fall in between the gaps.” (Participant 2, FG3) 

In contrast, integrated care, coordinated treatment of both disorders, ideally within a single service or through 
collaboration, was widely regarded as the most effective but not a common practice:

“�Integrated stuff is great when it happens… 
but in our area… it’s not widely accepted that services communicate 
particularly well.” (Participant 1, FG1) 

6.3.2 | Challenges to coordinated care and service provision
Service providers in the focus groups discussed challenges at multiple levels - from systemic and structural 
challenges within the NHS and third sector, to cultural and individual-level factors such as stigma, shame, 
and readiness to engage. 

Poor integration, coordination, and communication
Participants from all focus groups described the mental health and alcohol care system as fragmented and 
disjointed, with veterans often facing multiple overlapping challenges (e.g., alcohol, mental health, housing 
instability) without a coordinated response: 

“�It is all very disjointed… there’s not a care that can just pick them up 
and go from A-Z.” (Participant 4, FG1)

Services were seen as operating in siloes and sometimes in competition, due to resource constraints: 

“�It’s not just that the services are sort of separate, but they’re also pitted against 
each other historically… protecting their stretched services and protecting their own 
groups.” (Participant 1, FG2) 

According to service providers, poor communication between services was identified as a major barrier to 
coordinated care, leaving veterans to repeatedly share their stories, navigate referrals without shared care 
plans, and undergo multiple assessments:

“�Trying to get sharing agreements… is an absolute nightmare…  
what they said at the GP doesn’t get through to the hospital.” (Participant 4, FG3)
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Some participants described innovative or localised efforts toward integrated approaches, often involving 
peer support, flexibility, and partnerships, as reflected by a service provider from a third sector alcohol 
services:

“�When they engage with us [health and social care charity] for alcohol,  
we connect them straightaway with [Veteran’s mental health charity]…  
they get both supports at the same time.” (Participant 5, FG3)

Rigid structures 
Providers noted that many veterans use alcohol as a form of self-medication for underlying mental health 
problems, so requiring abstinence before addressing mental health often delayed intervention, caused 
disengagement and reinforced feelings of rejection, as mentioned below: 

“�They say to the clients… go and have the substance misuse issues sorted first and 
then come back to us… the majority… never come back.” (Participant 2, FG3) 

Service providers also mentioned structural barriers such as limited therapy sessions or bureaucratic hurdles 
for detox and rehabilitation services. They also mentioned that many veterans “fall in this void between 
primary and secondary care” (Participant1, FG2),  meaning their symptoms are considered too complex 
for standard primary care (e.g., GP or low-intensity therapy) but not severe enough to meet the criteria for 
specialist secondary mental health services. 

Access to services was also reported to vary significantly by location, creating a “postcode lottery” for 
veterans with some areas having well-developed veteran-specific pathways and strong cross-agency links, 
while others lacked dedicated support or timely access:

“�It’s a postcode lottery… because you’ve got the different NHS’s that  
come under the different areas.” (Participant 4, FG1)

Services not suitable for veterans 
A lack of cultural understanding of military life among civilian services was identified as a barrier to 
engagement, with many providers struggling to relate to veterans’ experiences, language, and values:

“�A lot of people in the civilian population don’t get the military experience…  
we also need to be working hard to understand the military experience…  
our lack of understanding is probably creating a barrier.” (Participant 6, FG1)

Participants also described local substance use services as unwelcoming, both physically and 
psychologically, whilst mental health settings were often perceived as overly clinical and chaotic, creating 
discomfort for veterans with PTSD or sensory sensitivities:

“…�these places [local drug and alcohol services]], you know…  
it might be very chaotic, the clients got difficulties around vigilance  
and threat…because of their PTSD or other issues and they don’t want  
to go into that environment….” (Participant 6, FG3)

Stigma and shame 
Service providers in the focus groups mentioned that veterans, often perceived as resilient, self-reliant, and 
proud, frequently felt uncomfortable seeking help and engaging with services: 

“�It’s incredibly difficult to make that first step… particularly difficult for what are 
perceived to be the strongest individuals… being veterans.” (Participant 1, FG1) 

This reluctance was compounded by stigma around mental health and substance use. They also noted that 
shame could be even more powerful than stigma, sometimes linked to moral injury, which interacted with 
substance use to create a cycle of avoidance and disengagement: 

“Shame is the biggest barrier to care for anyone in any healthcare.” (Participant 1, FG2) 
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Motivation and readiness to engage 
Social norms around alcohol use within military and veteran environments was suggested to sometimes 
obscure recognition of problematic alcohol use and delay help-seeking for both alcohol and mental health 
problems:

“�Quite high consumptions of alcohol while functioning… is kind of normalised… might 
be one or two bottles of wine a night.” (Participant 6, FG3) 

Service providers noted that veterans’ motivation to engage in treatment was fragile and highly time sensitive 
so delays in accessing detoxification or psychological support often resulted in missed opportunities: 

“�You’ve got to capture the motivation… the time is ripe for action  
and to do something about it rather than it being left… for a few more weeks 
or months.” (Participant 6, FG3) 

6.3.3 | Best practice care for veterans with co-occurring problems

Integrated and collaborative care
According to participants, veterans benefited when alcohol and mental health needs were addressed 
together, or when services worked closely rather than in isolation. Integration within NHS services was evident 
in models such as Op COURAGE, where substance use workers were embedded into multidisciplinary teams. 
This allowed alcohol and mental health support to be delivered side by side, avoiding delays or fragmented 
care:

“�By adding in the addictions work alongside the mental health work, they have 
suddenly flown and got better from both counts.” (Participant 1, FG2) 

Strategic care plan reviews involving substance use, mental health providers, and third sector organisations 
were provided as an example of effective collaboration:

“�We have a strategic care plan review where the veteran is present and we invite 
everyone… It’s about expectation management and navigating a plan that works, with 
everybody in the room.” (Participant 1, FG2) 

Relational support: peer mentors, advocacy, and soft handovers
A recurring example of best practice highlighted by service providers across all three focus groups was the 
importance of relational support - having someone such as a peer or advocate alongside the veteran to 
provide trust, continuity, and navigation across complex systems: 

“�Peer support is something I think is really key for helping people navigate services… 
that’s the bit that keeps them well.” (Participant 1, FG2)

“�Having someone who will advocate for you… whether it be for their GP, for medication, 
or diagnosis… and if they don’t have that, it’s really hard to move forward” (Participant 
3, FG3). 

Flexible and holistic support
Alongside clinical treatment, participants also stressed the importance of wraparound services (housing, 
employment etc.) that addressed the practical needs of veterans, without which it would be difficult for 
veterans to fully engage in psychological or addictions support: 

“�You do have case management, you do have housing, employment support… making 
sure those basic needs are in place so psychological treatment can be more successful” 
(Participant 7, FG3)
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Flexibility in care delivery was also highlighted as a facilitator, helping veterans to remain engaged even when 
recovery was inconsistent. Participants recognised that progress was rarely linear, and services that adapted 
rather than discharged veterans for setbacks (e.g., missed appointments) were more effective:

“�They’re trying to come in and failing, trying to come in and failing. And then one day it 
sticks… and you’ve got them, great.” (Participant 3, FG2)  

6.3.4 | Generation of recommendations 
A detailed list of recommendations was generated through the focus groups, which were subsequently 
carried forward to the Delphi study. We reviewed the recommendations and, through several rounds of 
discussion with the wider team, refined and consolidated them into a final set of 45 items, across eight 
themes, for inclusion in the Delphi study. The eight themes included Awareness; Accessibility and eligibility 
to mental health and drug and alcohol services; Assessment; Treatment approaches and models; Integration 
and coordination across services; Peer support; Workforce training and development; and Research, policy, 
and funding considerations. 

6.4 | Key messages & conclusions
The focus groups with service providers identified important challenges to providing coordinated care to 
veterans with co-occurring CMD and AUD, from the perspectives of those involved in the delivery of care. 
Integrated models of care were viewed as the most effective, yet these were often not implemented in 
practice. 

The service providers highlighted the key barriers to delivering integrated care, including disjointed and 
fragmented mental health and alcohol treatment services who often are in competition with one another 
for limited resources, a lack of communication across services, and rigid structures (e.g., abstinence 
policies within mental health services). Whilst there is the expectation that veterans should reduce their 
drinking before getting mental health support, this is complicated by veteran-specific issues around heavy 
drinking being normalised and the fact that veterans may not want to attend mainstream substance use 
services. Veterans often feel mainstream services are not designed for them and struggle to identify with 
attendees whose life experiences differ (e.g., homelessness, long-term substance misuse). For those with 
strong military values of self-reliance and strength, this lack of shared identity can reinforce stigma and lead 
to disengagement. The challenges identified by service providers closely resembles the experiences of 
veterans who participated in Study 2, such as civilian staff not having a good understanding of military culture, 
and stigma and shame among veterans being a common barrier to help-seeking. 

Nevertheless, the focus groups with service providers also highlighted examples of best practice, such as 
offering flexible and holistic support, and the use of peer mentors (i.e., veterans with lived experience of CMD/
AUD). Peer support can be useful in helping to break down some of the perceived barriers to accessing care. 
There were also examples of good integrated care, such as veteran mental health services that have alcohol 
support built in (e.g., in many Op COURAGE services), and those that acknowledged that veteran progress 
was rarely linear and as such adapted to setbacks (e.g., not discharging for repeated DNAs). Through the 
focus group discussions and activities, we developed a list of 45 recommendations to be included in the 
following Delphi study.
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7 | Study 5

Delphi survey generating consensus on recommendations to improve care 
for veterans with co-occurring CMD and AUD

7.1 | Background & aims
People in the general population with co-occurring CMD and AUD face barriers to treatment at individual and 
structural levels (Kaufmann et al., 2014) (Priester et al., 2016) and veterans with co-occurring CMD and AUD 
face additional barriers in accessing care compared to non-veterans. The normalisation of heavy drinking 
within military culture can delay recognition of problems and engagement with substance use services, often 
leading to complex presentations to healthcare services at crisis point (Kiernan et al., 2018). Civilian services 
may also lack an understanding of military experiences and culture (Randles & Finnegan, 2022), which can 
further act as a barrier to engaging with treatment (Hitch et al., 2023b). 

Updated alcohol treatment guidance was published in 2025, which includes a chapter on care for military 
personnel and veterans (Department of Health and Social Care, 2025) outlining approaches to optimise 
engagement and recovery, such as signposting to peer support and armed forces recovery champions. It 
also includes a chapter on co-occurring CMD and AUD (not specific to veterans), reiterating the principles 
of “everyone’s job” where mental health and alcohol treatment services should jointly share responsibility, 
and “no wrong door” principles where service providers should be flexible. Whilst the guidance offers 
recommendations for treating people with co-occurring CMD and AUD and for treating veterans with AUD, it 
does not address the differing needs of veterans with co-occurring CMD and AUD. 

We conducted a Delphi Study (see Box 7.1) to share recommendations identified from the focus groups with 
service providers (i.e., Study 4 above), and to generate consensus to improve service provision for veterans 
with co-occurring CMD and AUD.

Box 7.1: Delphi method

The Delphi method is a structured, iterative approach used to gather expert opinion and reach 
consensus on complex issues, such as developing recommendations or guidelines. The method 
involves recruiting a panel of experts with relevant knowledge and experience.

These experts complete a series of questionnaires (or “rounds”). After each round, responses 
are summarised and fed back to the panel, allowing experts to reconsider or refine their views 
considering the group’s feedback. This process continues across multiple rounds until a predefined 
level of consensus is reached. This method is commonly used in healthcare, policy, and service 
development to gather anonymous, systematic input from multiple experts.
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7.2 | Methods
We conducted an online modified Delphi method to generate consensus on the recommendations 
generated from the focus groups (Dalkey, 1969; Keeney et al., 2006; Okoli & Pawlowski, 2004; Shariff, 2015). 
The Delphi process for this study involved two iterative rounds in which an expert panel assessed the 
importance and feasibility of recommendations and subsequently ranked items to determine a set of priority 
recommendations. 

The expert panel included individuals from the focus groups and a wider group of service providers involved 
in the provision of care for veterans with AUD, CMD or co-occurring problems. We aimed to recruit a sample 
of 30–35 experts (Akins et al., 2005; Shariff, 2015). Recruitment took place by inviting all focus group 
participants via email and by approaching a wider group of service providers. Service providers were also 
encouraged to share the study invitation with colleagues to broaden recruitment. 

In the first round, experts were asked to rate the importance of each recommendation using a 5-point Likert 
scale, where 1 indicated “Not important” and 5 indicated “Extremely important”. Items rated 4 or 5 by at least 
80% of experts were accepted into Round 2. In Round 2, participants ranked the recommendations in order 
of importance and evaluated the feasibility of each recommendation using a 5-point Likert scale, where 1 
indicated “Not feasible” and 5 indicated “Very feasible”. Data collection took place between July-September 
2025. 

We analysed Round 1 data using descriptive statistics, such as Mean scores of importance for each 
recommendation and the percentage of participants assigning high (4–5), moderate (3), or low (1–2) ratings. 
In Round 2, we analysed feasibility ratings using the same descriptive approach. Ranking data was also 
aggregated to generate an overall list of priority recommendations.
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7.3 | Results
7.3.1 | Characteristics of the expert panel
In Round 1, 41 participants completed the survey	

•	Age: Most were 40–59 years old (78%)

•	Experience: Average of 10.2 years in their profession

•	Employment: 

	❏NHS services (including veterans’ mental health): 51.2%

	❏Charities or higher education: 41.5%

	❏Worked across both sectors: 7.3%

•	Areas of work: 

	❏Mental health: 36.6%

	❏Alcohol or substance use services: 34.2%

	❏Veteran mental health services: 80.5%

	❏Veteran alcohol/substance use services: 51.2%

•	Location: 

	❏England: 87.8%

	❏Wales: 24.4%

	❏Scotland: 14.6%

	❏Northern Ireland: 14.6%

In Round 2, 78% of participants completed the feasibility questions and 68% of participants completed the 
ranking activity. Overall, the Delphi panel reflected a diverse and balanced mix of professional roles, sectors, 
and service types involved in veteran alcohol and mental health care, strengthening the credibility and 
relevance of the final recommendations.

7.3.2 | Round 1 result
A total of 45 recommendations were generated from the focus groups. The table in Appendix 11.4 provides 
details of importance ratings including the Mean Score, standard deviation (SD), and percentage of experts 
rating items as high (4–5), moderate (3), or low (1–2) for all the recommendations. For those recommendations 
rated as high importance (4-5) by more than 80% of participants, we reviewed the associated comments and 
collated 26 recommendations to carry forward into round 2. The remaining recommendations from Round 1 
that were rated below 4-5 are highlighted in the table and were not carried forward to round 2.

The top two items with the highest importance scores in table 11.4 were “RA1: For veterans transitioning 
from military to civilian life, increase awareness of national and regional NHS and third sector services that 
provide integrated support for veterans with co-occurring mental health and alcohol use disorders” and 
“RD4. Veterans with co-occurring mental and alcohol use problems should not be left without, or experience 
long delays for, mental health support, when seeking treatment for alcohol use…” Both items were given 
importance scores of 4 or 5 by 98% of the participants, with a further seven items rated as ‘high’ importance 
(4 or 5) by 95% of the participants.

The item with the lowest proportion of participants scoring 4 or 5, “RF4. Mental health and drug and alcohol 
services should engage with regimental charities that provide support to veterans of specific regiments in the 
Armed Forces, to strengthen trust within members of the same unit and reduce stigma around help-seeking.” 
was still rated as high (4 or 5) importance by 61% of participants. 
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7.3.3 | Round 2 results
Table 7.1 outlines the top 15 recommendations from the ranking process in Round 2, with the feasibility 
scores (mean and SD) reported for each item. The full list of 26 recommendations for round 2, including the 
rankings and mean and SDs for feasibility are reported in Appendix 11.5, highlighting those items which had 
been developed based upon this research, but which were not ranked as priority recommendations.

There was some variation in the feasibility scores for the top 15 recommendations, with the most feasible 
item ranked as sixth important, regarding systematic implementation of mental health screening in drug 
and alcohol services. The least feasible recommendation to implement (of the top 15) was ranked 11th for 
importance, which related to provision of mental health support whilst someone is seeking treatment for their 
alcohol use. 

Rank Recommendation Feasibility
Mean SD

1
RA1. For veterans transitioning from military to civilian life, increase awareness of national and 
regional NHS and third sector services that provide integrated support for veterans with co-
occurring mental health and alcohol use disorders.

4.09 0.69

2
RB1. Adopt a low threshold entry (e.g., minimal requirements for access), "no wrong door" 
approach and referral access model (e.g., allowing self-referrals) across mental health and 
drug and alcohol services to reduce barriers for veterans to access and engage with services.

3.94 1.05

3
RA2. Mental health and drug and alcohol services should conduct outreach work with veteran 
organisations, charities, and at veteran events (e.g., breakfast clubs) to enhance visibility and 
provide information on support that is available for veterans with co-occurring mental health 
and alcohol use disorders.

3.78 0.91

4
RA4. Encourage service providers to actively build their awareness of local and national 
veteran support services for alcohol use and/or mental health, as well as wider related issues 
such as housing, employment or offending

4.13 0.75

5
RA5. Develop national campaigns which share lived experience perspectives and empirical 
evidence relating to co-occurring mental health and alcohol use disorders to raise awareness 
on the high comorbidity of these conditions and normalise help-seeking

3.81 0.90

6
RC2. Drug and alcohol services should ensure that mental health is part of any initial 
assessments and veterans should be informed about the purpose and referred on for further 
assessment for more severe mental health conditions.

4.41 0.61

7
RB4. Initial support around alcohol (e.g., brief alcohol interventions) and plans for follow-up 
should be provided in the first setting where veterans present, such as GP practices, even if 
someone is reluctant to visit drug and alcohol treatment services.

3.56 0.88

8
RB2.Services should consider the limitations of abstinence-only policies that prevent access 
to mental health support for veterans with co-occurring mental health and alcohol use 
disorders. Instead, adopt a flexible, needs-based approach that assesses veterans' ability to 
attend structured sessions.

3.84 0.99

9
RB3. All organisations should consider the inclusion of local strategies that aim to reduce 
the stigma and shame surrounding alcohol and mental health, for example, sharing lived 
experience stories or applying trauma-informed approaches.

4.06 0.76

10
RC3. In both mental health and drug and alcohol treatment services, alcohol and mental health 
problems should be assessed at multiple time points, not just at the initial assessment, as 
problems can develop or change over time.

4.38 0.71

11
RD4. Veterans with co-occurring mental and alcohol use problems should not be left without, 
or experience long delays for, mental health support, when seeking treatment for alcohol use. 
Timely progression from referral to assessment and referral to treatment will help maintain 
engagement and prevent issues from worsening.

3.41 1.21

12
RD1. Veterans should be supported to develop personalised care plans which reflect their 
wider needs, preferences, and goals, with a focus on ensuring coordination of support for 
both mental health and alcohol use disorders.

4.19 0.82

13
RD2. Following assessment, veterans identified with co-occurring mental health and alcohol 
use disorders should be fully informed and actively guided into appropriate care pathways 
and support networks which address both issues in a coordinated way.

3.94 0.95

14
RD5. Mental health and alcohol use disorders should be treated concurrently and with a co-
coordinated care plan, where possible, unless there is a clear justification for a sequential 
approach, for example, if the service user wants to focus on one of the problems first.

3.50 1.24

15
RD8. Mental health support should be provided soon after detox from alcohol, to address 
emerging mental health problems (e.g., heightened anxiety, re-experiencing symptoms, 
increased problems with sleep) and reduce the risk of relapse.

3.97 0.90

Table 7.1: Top 15 of 26 recommendations presented with the mean feasibility scores 
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7.4 | Key messages & conclusions
The highest ranked recommendation referred to the need to increase awareness of services with an 
integrated approach for veterans with co-occurring problems, with the second highest item outlining the 
importance of a ‘no wrong door’ approach, with more flexible entry criteria to support veterans to access the 
support that they need. Raising awareness of integrated services received the highest rating in both rounds, 
indicating that experts consistently viewed this as an important priority.

Furthermore, recommendations which were highly prioritised focused on improving access to treatment for 
veterans with co-occurring problems, for example, in relation to eligibility criteria around someone’s alcohol 
use or having a more open-door policy.
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All recommendations were rated quite highly in importance, which may be because the recommendations 
stemmed from the views of practitioners from different types of services in the focus groups. For those 
recommendations from Round 1 that were not taken forward to Round 2, some were commented on as being 
too broad or not feasible. For example, around specific shared information systems and peer support, as it 
was not always clear how peer support should be provided and in what context.
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8 | Discussion

8.1 | Key findings
The key finding from across these research studies is the positive message that veterans with co-occurring 
CMD and AUD can benefit from psychological therapies and recover, but particularly where the support 
offered is integrated. This research also identified some positive examples of practice that are specific to 
veteran services, including where alcohol care may be more likely to be integrated.

There were integrated psychological therapies identified through the systematic review, such as prolonged 
exposure therapy, which resulted in reductions in both PTSD and depression symptoms when compared 
to alcohol only treatments, but integrated therapies were no different than alcohol-focussed therapies 
for reducing alcohol use post-treatment (integrated interventions were more effective than usual care for 
reducing alcohol use). Whilst the alcohol specific therapies did reduce alcohol use in those with co-occurring 
problems, these approaches were not sufficient to also improve someone’s mental health. This may not be 
surprising given the different foci of alcohol and mental health treatment; however, it is a useful finding in the 
context of people often being told that their mental health will improve if they reduce their drinking, and both 
findings suggest that an integrated approach is required if the aim is to target both outcomes.

The qualitative findings support previous evidence around the barrier that alcohol can present in someone 
accessing mental health support. Furthermore, service users reported how they used alcohol to mask their 
symptoms, so this delayed when they sought support. In terms of how things should move forward, there 
were clear recommendations about removing abstinence-focused eligibility criteria, and the balance between 
having an open-door approach whilst at the same time supporting someone to reduce their alcohol use to be 
able to engage and benefit from psychological therapy. 

Our quantitative evaluation of an existing NHS veterans’ mental health service found that whilst veterans 
with co-occurring CMD and AUD were more likely to drop out of therapy then veterans with CMD alone, 
their symptom improvement and recovery outcomes were just as good. This highlights the importance of 
understanding why veterans drop out of treatment and how wrap-around care or peer support structures may 
facilitate better engagement, as demonstrated by examples of veteran specific peer support services that 
appear to be effective in this role.

Across the studies, it was clear that the structure of Op COURAGE seems to work for those veterans who 
have co-occurring conditions; many of these services have embedded alcohol support workers who can 
support people and help them to reach a point that they can benefit from the psychological therapies offered. 
However, depending on the level of need around someone’s alcohol or substance use, some veterans may 
require a referral to a local drug and alcohol service where they can receive specialist alcohol support, but 
some veterans were put off pursuing these services due to the stigma and concern about who else could 
be in these settings (e.g., those using illicit drugs). Whilst these views may also be held in a civilian population, 
there were suggestions that concerns about using a drug and alcohol service may be compounded in 
veterans, requiring more targeted and tailored campaigns to increase access.

It was clear that navigating the different types of treatment services is complex, and therefore this presents 
a barrier for veterans knowing where to go, particularly when they are trying to identify support for two 
problems at once. This can mean that many veterans only seek support for a single problem; hence, why the 
highest priority recommendation from the Delphi Study was around the importance of making veterans aware 
of what integrated treatments are available to them; such information should be communicated alongside the 
message that veterans with co-occurring problems can recover, and that there are mainstream treatments 
out there that can help.
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8.2 | How the results fit with what is already known from research
Taken together, these findings align with earlier research calling for integrated care for veterans with co-
occurring CMD and AUD to reduce the number of veterans ‘falling through the gaps’ or disengaging from 
services (Osborne et al., 2022). Our systematic review highlighted the benefits of integrated psychological 
therapies for veterans with co-occurring problems. This builds on previous systematic reviews of 
interventions for co-occurring substance use disorders and PTSD (in any population), which found a modest 
effect for integrated trauma-focused and substance use interventions for improving both PTSD and alcohol 
use (Roberts et al., 2022). 

The findings from the interview study identified barriers and facilitators to accessing and engaging with 
mental health and/or alcohol treatment. Previous research into veterans with either a CMD or AUD has 
identified similar barriers, including military culture and culturized norms, feeling unwelcome, concern over 
being seen as weak, lack of awareness of available services, and inadequate military cultural competency 
among service providers (Hitch et al., 2023a; 2023b). Our findings build on this to highlight unique barriers 
faced by veterans who have co-occurring CMD and AUD, rather than one condition alone. For example, 
military cultural norms around heavy alcohol use can result in alcohol use masking mental health symptoms 
and delaying care. 

Qualitative data from both the interviews with veterans and the focus groups with service providers 
highlighted examples of good practice. Some services provide integrated care which addresses both alcohol 
and mental health problems in a coordinated way; Pennine Care NHS Foundation Trust’s Military Veterans 
Service is an example of an integrated treatment service. Our analysis of the Trust’s data showed that 
although veterans with co-occurring problems are less likely to complete treatment (68.5% vs 77.0% with 
CMD only), those who complete treatment can benefit equally from psychological therapy compared to those 
with CMD only. This fits with previous research showing that trials of mental health interventions that do not 
exclude people with AUDs show similar intervention efficacy in terms of CMD outcomes to those which do 
exclude people with AUDs (Halsall et al., 2025). The findings also align with a study of adherence and access 
to IAPT in the general population, which found similar levels of reliable improvement and recovery for people 
treated for co-occurring CMD and AUD as those treated for only CMD (Buckman et al., 2018). The evidence 
suggests that if veterans with co-occurring problems are supported to engage with psychological therapy, 
they can still benefit from mental health treatment despite the existence of an AUD and therefore should not 
be excluded due to their alcohol use. Such exclusionary policies also carry numerous risks, including veterans 
feeling discouraged or rejected, which may increase the likelihood of disengagement from support.

8.3 | How do the results align with current policy and practice?
The recommendations from this work align with increasing trends towards integrated healthcare approaches 
and with plans to provide more community and neighbourhood provision for mental health in mainstream 
care, where peer support and social prescribing services may be able to offer the wraparound care required 
to support those with co-occurring problems to engage with their mental health treatment. There are also 
recommendations specific to the veteran treatment landscape, for example, through the priorities of VALOUR 
to better coordinate services in a regional context (Ministry of Defence & Office for Veterans’ Affairs, 2025) 
which should offer a great opportunity to improve networking across mental health and alcohol service 
provision, as well as more holistic aspects of recovery (e.g., access to housing and employment support), to 
encourage the integration of treatment support.

The findings of this report complement the latest UK clinical guidelines for alcohol treatment (Department 
of Health and Social Care, 2025) which outline the importance in mainstream services of coordinating care 
for people with co-occurring mental health and alcohol problems and of agreeing a collaborative care plan 
across alcohol and mental health services; however, the findings of this report have shown that there is still a 
way to go in terms of ensuring this coordination is delivered – for veterans and for civilians alike, and we have 
outlined some recommendations as to how this could be achieved, including some unique opportunities and 
existing best practices as seen in specific services tailored for veterans and the triage processes through Op 
COURAGE which provide more integrated provision. Our recommendations include better identification of co-
occurrence through improved communication and increasing awareness of which services might be suitable 
for the veteran and going beyond solely making a referral. The promoted ‘no wrong door approach’ is also 
likely to be met with the removal of abstinence-based eligibility criteria. 
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The NHS strategy has a core focus on moving from ‘sickness to prevention’ (Department of Health and Social 
Care, 2025), which means that co-occurring alcohol problems need to be identified earlier and before people 
develop alcohol-related physical health conditions. This also means that veterans need to be encouraged 
to seek support earlier for their mental health, in line with the previous Veterans’ Strategy Action Plan (Office 
for Veterans’ Affairs, 2022), as this may also avoid people using alcohol to mask or cope with symptoms and 
consequently experience additional mental health burden through their alcohol use.

8.4 | Strengths and limitations of the research studies 
The main strength of these research studies is that they were conducted using robust methodological 
approaches to gather and synthesize evidence on a unique population. For example, the systematic 
review was conducted in line with SWiM guidance, to ensure comprehensive and transparent reporting. 
In the second research study, a total of 17 interviews were conducted, generating rich data on treatment 
experiences among veterans with co-occurring CMD and AUD. By restricting participation to only those who 
have engaged with treatment in the last two years, these interviews provide an understanding of experiences 
of the current treatment landscape for this population. 

For the third research study, we were able to obtain anonymised data from a thousand veterans within an 
NHS Military Veterans’ Mental Health Service. This unique data source allowed a comprehensive analysis 
of treatment engagement and outcomes, and comparisons between veterans with co-occurring CMD and 
AUD, versus those with only a CMD. Additionally, we were able to control for a range of sociodemographic and 
military characteristics which could influence differences in treatment engagement and outcomes between 
these two groups. In the final set of studies, we conducted focus groups and a Delphi study with service 
providers involved in the delivery of care for veterans with co-occurring CMD and AUD – the first study of its 
kind. This enabled a deeper understanding of the barriers faced by veterans with co-occurring problems from 
the perspectives of those who provide care. 

Whilst there are several strengths to the research studies, limitations can be noted. The studies included 
in the systematic review had high heterogeneity (differences across studies), and variations in outcomes 
and interventions meant that a meta-analysis could not be conducted. Additionally, many studies were 
assessed as having a high risk of bias, which further limits confidence in the findings. For the interview study, 
we intended to conduct interviews with equal numbers across the three treatment model types (sequential, 
parallel, and integrated). However, sequential treatment models were the most common. The interviews also 
mainly included older veterans; thus, we may not have captured treatment experiences among younger and 
more recent veterans. 

The approach for the analysis of NHS data was restricted to veterans who had completed treatment between 
September 2011 and September 2023. This was because the service changed their treatment pathways 
for veterans with co-occurring CMD and AUD after September 2023, to include a specialist COMHAD (co-
occurring mental health and alcohol and drugs) pathway. This approach helped to reduce the impact of the 
post September 2023 change on the observed outcomes, but it is not known whether the new COMHAD 
pathways resulted in changes in engagement or outcomes for veterans with co-occurring CMD and AUD. 
This selected time frame also reduces comparability with the interviews and focus groups, which reflect more 
recent treatment experiences. The limitations of the focus groups and Delphi study relate to scheduling, as 
the focus groups were conducted online at set times and there was a short period to complete the 2 rounds 
of Delphi questionnaires, meaning that key stakeholders may not have been able to contribute. 
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What are the specific challenges for  military veterans with co-occurring  
CMD and AUD who are seeking support?

Veterans share many experiences with civilians 
but also face unique challenges

 �Drinking…  makes you 
chaotic…  half the time  
you are not actually able  
to identify, I think I might  
be depressed…   
you are self-medicating. 
(Interview, Veteran)

 �There’s a huge stigma…  
a ‘just get on with it’ thing…  
it’s harder to say,  
‘I am struggling 
(Interview, Veteran)

Military culture influences norms of 
masculinity, self-reliance, and heavy drinking, 
which can delay problem-recognition. Using 
alcohol as a coping mechanism can mask 
mental health symptoms

Heightened stigma and shame may be 
linked to veterans’ lasting military identity 
and perception of mental health or alcohol 
problems as weakness

Abstinence requirements for mental health 
treatment may be a bigger barrier for veterans 
because of military cultural norms around 
alcohol use. These strict eligibility criteria can 
lead to delays and disengagement from care

Mainstream civilian services can be chaotic for 
veterans who have been exposed to trauma.  
A lack of military cultural awareness in 
mainstream services can undermine trust

Integrated, flexible and person-centred care 
is essential for veterans. Services should 
address individual needs and wider issues 
(e.g., housing and finances) and be proactive 
around the increased likelihood of DNAs and 
treatment dropout

 �They say to clients… go and 
have the substance misuse 
issues sorted first and then 
come back…majority never 
come back. (Focus group, 
Service provider)

 �These places… might be 
very chaotic… clients got 
difficulties… because of 
PTSD and don’t want to 
go into that environment. 
(Focus group, Service 
provider)

 �It wasn’t one-fix-fits-all… 
they [veteran specific 
integrated care] understood 
it more. (Interview, Veteran) 



49

9 | Conclusions
There are several key messages from the collated research studies, which align with the recommendations 
that were prioritised by stakeholders involved in the provision of care for veterans with co-occurring CMD and 
AUD. First, integrated psychological interventions can be effective for veterans with co-occurring CMD and 
AUD. When veterans with co-occurring problems engage with treatment, they benefit equally to those with 
only a CMD. The evidence supports the following recommendations from the Delphi study:
1.	 Adopt “no wrong door” approaches across mental health and alcohol treatment services to reduce 

barriers for veterans
2.	 Services should consider the limitations of abstinence-only policies and instead, adopt a flexible, needs-

based approach that assess veterans’ ability to attend structured sessions (e.g., not to be under the 
influence of alcohol when attending the service)

3.	 Veterans with co-occurring mental health and alcohol use problems should not be left without, or 
experience long delays for, mental health support, when seeking treatment for alcohol use

4.	 	Mental health support should be provided soon after detox from alcohol, to address emerging mental 
health problems and reduce the risk of relapse

5.	 	Mental health and alcohol use disorders should be treated concurrently and with a coordinated care plan, 
unless there is a clear justification for a sequential approach. 

	Second, qualitative data from the perspectives of both veterans and service providers highlighted issues 
around awareness of available services and feelings of shame and stigma, which act as barriers to accessing 
support for co-occurring CMD and AUD. Additionally, delays in staff identifying co-occurring problems also 
prevents timely access to support. A lack of understanding of military culture and the wider veteran support 
landscape within mainstream services, also emerged as a key qualitative finding, highlighting additional 
challenges for engagement. These findings show the importance of the following recommendations:

6.	 Increase awareness of services that provide integrated support for veterans with co-occurring mental 
health and alcohol use disorders

7.	 	Mainstream mental health and alcohol treatment services should conduct outreach work with veteran 
organisations to enhance visibility of the services they offer

8.	 Mainstream mental health and alcohol treatment services should build their awareness of veteran 
support services for alcohol use and/or mental health, as well as for wider related issues (such as housing 
instability, financial issues)

9.	 Develop national campaigns which share lived experience perspectives and empirical evidence relating 
to co-occurring conditions to raise awareness and normalize help-seeking

10.	Organisations should consider the inclusion of local strategies that aim to reduce stigma and shame 
surrounding alcohol and mental health

11.	Drug and alcohol services should ensure that mental health is part of initial assessments (referring 
veterans on for further assessment for more severe mental health conditions)

12.	Alcohol, drug and mental health problems should be assessed at multiple time points, not just at the 
initial assessment, as problems can develop or change over time

Finally, the evidence from the research studies demonstrates examples of good practice, such as flexible and 
holistic support, and person-centred care which reflects the needs and preferences of veterans. This flexible 
and person-centred care recognises that recovery is not linear and that continued support, rather than 
discharge after early DNAs, can be beneficial. Within this, the studies showed how wrap-around care can also 
be beneficial, by supporting veterans to navigate complex services and remain engaged. This is reflected in 
the following recommendations:

13.	Veterans should be supported to develop personalised care plans which reflect their wider needs, 
preferences, and goals, with a focus on ensuring co-ordination of support for both mental health and 
alcohol use disorders

14.	 Initial support around alcohol and plans for follow-up should be provided in the first setting where 
veterans present (e.g., GP practices)

15.	Following assessment, veterans identified with co-occurring conditions should be fully informed and 
actively guided into appropriate care pathways
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Appendix 11.1
Figure showing changes in depression outcomes for 
veterans with CMD and AUD compared to veterans 
with CMD only (reference group) among those who 
completed treatment

Appendix 11.3
Figure showing changes in PTSD outcomes for 
veterans with CMD and AUD compared to veterans 
with CMD only (reference group) among those who 
completed treatment

Appendix 11.2
Figure showing changes in anxiety outcomes for 
veterans with CMD and AUD compared to veterans 
with CMD only (reference group) among those who 
completed treatment
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Appendix 11.4:
Round 1 Delphi Results (Study 5): Importance ratings (Mean Score, SD), and percentage of experts rating 
items as high (4–5), moderate (3), or low (1–2).

Recommendations N Mean SD
Score (%)

High (4-5) Mid (3) Low (1-2)

1

RA1: For veterans transitioning from military to civilian 
life, increase awareness of national and regional NHS 
and third sector services that provide integrated 
support for veterans with co-occurring mental health 
and alcohol use disorders.

41 4.68 0.52 98% 2% 0%

2

RD4. Veterans with co-occurring mental and alcohol 
use problems should not be left without, or experience 
long delays for, mental health support, when seeking 
treatment for alcohol use. Timely progression from 
referral to assessment and referral to treatment will 
help maintain engagement and prevent issues from 
worsening.

41 4.59 0.74 98% 0% 2%

3

RD1. A personalised care plan should be co-
developed with the veteran, reflecting their needs, 
preferences, and goals. It should guide the timing and 
choice of interventions for sequential and parallel 
treatment models, be regularly reviewed, and adapt 
to their progress—ensuring coordinated support for 
both mental health and alcohol use disorders.

41 4.63 0.77 95% 2% 2%

4

RD2. Following assessment, veterans identified with 
co-occurring mental health and alcohol use disorders 
should be fully informed and actively guided into 
appropriate care pathways and support networks 
which address both issues in a coordinated way. 

41 4.68 0.57 95% 5% 0%

5

RD7. For veterans with co-occurring mental health and 
alcohol use disorders, mental health services should 
utilise evidence-based interventions which address 
the underlying drivers and maintenance cycles of both 
conditions (e.g., trauma-specific interventions when 
unresolved trauma is a driver of alcohol use).

41 4.66 0.76 95% 2% 2%

6

RE3. Encourage NHS services to proactively build and 
maintain links with veteran-specific and third sector 
organisations who provide alcohol and/or mental 
health support, to provide appropriate care pathways 
(e.g., establish an Armed Forces forum/network within 
each health board).

41 4.51 0.68 95% 2% 2%

7

RE5. Increase collaboration between veteran-specific 
services and third sector drug and alcohol services to 
develop strategies to tailor drug and alcohol support 
to the needs of veterans (e.g., Change Grow Live’s 
Veteran Support Working Group).

41 4.51 0.68 95% 2% 2%

8

RG3. All staff working within mental health services 
should be provided with training on the relationship 
between mental health and alcohol use, and where 
possible, staff should be trained in psychological 
interventions that are effective for treating veterans 
with co-occurring mental health and alcohol use 
disorders.

41 4.49 0.78 95% 2% 2%

9
RG4. To enable service providers to deliver effective 
care to veterans, organisations must ensure that staff 
have access to ongoing support, supervision, and 
guidance, to prevent burnout and maintain resilience.

41 4.49 0.84 95% 0% 5%

10

RA4. Encourage service providers to actively build 
their awareness of local and national veteran support 
services for alcohol use and/or mental health, as well 
as wider related issues such as housing, employment 
or offending.

41 4.49 0.71 93% 5% 2%
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Recommendations N Mean SD
Score (%)

High (4-5) Mid (3) Low (1-2)

11

RD8. Services should provide timely psychological 
and/or pharmacological support following detox from 
alcohol, to address emerging mental health problems 
(e.g., heightened anxiety, re-experiencing symptoms, 
increased problems with sleep) and reduce the risk of 
relapse.

41 4.51 0.81 93% 5% 2%

12

RA5. Develop national campaigns which share lived 
experience perspectives and empirical evidence 
relating to co-occurring mental health and alcohol use 
disorders to raise awareness on the high comorbidity 
of these conditions and normalise help-seeking.

41 4.34 0.88 90% 5% 5%

13

RB3. All organisations must commit to strategies to 
reduce stigma and shame surrounding alcohol and 
mental health to promote earlier access to treatment 
for veterans with co-occurring mental health and 
alcohol use disorders.

41 4.39 0.89 90% 5% 5%

14

RB4. Initial support around alcohol (e.g., brief alcohol 
interventions) and plans for follow-up should be 
provided in the first setting where veterans present, 
such as GP practices, even if someone is reluctant to 
visit drug and alcohol treatment services. 

41 4.29 0.81 90% 7% 2%

15

RC3: In both mental health and drug and alcohol 
treatment services, screening for alcohol and mental 
health problems should be assessed at multiple time 
points, not just at the initial assessment, as problems 
can develop or change over time.

41 4.41 0.89 90% 5% 5%

16

RE2. Develop streamlined information sharing 
systems across organisations that provide alcohol 
and/or mental health support to veterans, while 
ensuring security, privacy, and compliance through 
data-sharing agreements, to allow service providers 
to access relevant information without requiring 
veterans to repeatedly share their trauma histories.

41 4.51 0.90 90% 5% 5%

17

RA2. Mental health and drug and alcohol services 
should conduct outreach work with veteran 
organisations, charities, and at veteran events (e.g., 
breakfast clubs) to enhance visibility and provide 
information on support that is available for veterans 
with co-occurring mental health and alcohol use 
disorders.

41 4.39 0.77 88% 10% 2%

18

RC2. Drug and alcohol services should adopt an open 
assessment approach with routine screening for 
mental health problems that can easily be delivered 
by the practitioners (e.g. to assess for symptoms of 
psychological distress). Veterans should be informed 
about the purpose of screening and referred on for 
further assessment for more severe mental health 
conditions. 

41 4.22 0.96 88% 7% 5%

19

RD6. Where parallel or integrated care is not possible 
(e.g., alcohol use is impacting on engagement with 
mental health services), offer sequential interventions 
shown to be effective for veterans with co-occurring 
mental health and alcohol use disorders, maintaining 
contact with the veteran whilst they receive the first 
intervention.

41 4.32 1.04 88% 5% 7%

20
RD9. Offer diverse treatment options and modalities 
(e.g., individual therapy, family therapy, group therapy) 
to help veterans with co-occurring mental health and 
alcohol use disorders to make informed choices.

41 4.34 0.91 88% 7% 5%

21

RE1: Organisations must foster continuous 
collaboration across mental health and drug 
and alcohol services involved in veteran care by 
maintaining ongoing dialogue and sharing best 
practices. If appropriate, establish formal agreements, 
such as Memorandum of Understandings to ensure 
coordinated support.

41 4.34 0.76 88% 10% 2%
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Recommendations N Mean SD
Score (%)

High (4-5) Mid (3) Low (1-2)

22
RE4. Integrate substance use nurses and COMHAD 
pathways (Co-occurring Mental Health, Alcohol and 
Drugs) within all NHS military veterans’ services.

41 4.46 0.78 88% 10% 2%

23

RB2. Eliminate abstinence-only policies that prevent 
access to mental health support. Instead, adopt a 
flexible, needs-based approach that assesses their 
level of dependency, emotional engagement capacity, 
and ability to attend structured sessions.

41 4.51 0.81 85% 12% 2%

24

RD5. Mental health and alcohol use disorders should 
be treated concurrently, either by separate services 
in a co-ordinated care plan or within one integrated 
service (such as integrating substance use recovery 
workers within mental health services), where 
possible.

41 4.39 1.02 85% 10% 5%

25

RG1. Provide access to accredited training on veteran-
specific needs (e.g., the Military Human Course), to 
ensure that all professionals working with veterans 
with mental health and alcohol use disorders have a 
comprehensive understanding of military culture and 
veterans’ needs.

41 4.34 0.99 85% 7% 7%

26

RG6. Increase training relating to trauma-informed 
care and military culture for frontline staff (e.g., 
healthcare professionals working in A&E) to be able to 
better recognise and respond to veterans in crisis, so 
they can guide them to appropriate support pathways 
once they are ready to be discharged from hospital.

41 4.41 0.89 85% 12% 2%

27

RH3. Invest funding in drug and alcohol treatment 
services and ensure that veterans with co-occurring 
conditions are provided with clear pathways to access 
funding for detox and rehabilitation services, including 
veteran-specific rehabilitation services.

41 4.32 0.93 85% 10% 5%

28

RB1. Adopt a low threshold entry (e.g., minimal 
requirements for access) and referral access model 
(e.g., allowing self-referrals) in mental health and drug 
and alcohol services to reduce barriers for veterans to 
access and engage with services.

41 4.27 1.00 83% 10% 7%

29

RA3: Facilitate regional networks of veteran 
champions to share learning and examples of best 
practice to services who provide support for veterans 
with co-occurring mental health and alcohol use 
disorders.

41 4.17 0.92 80% 12% 7%

30

RH2. Develop and implement veteran-specific 
strategies across all integrated care boards and 
regions to ensure consistent, co-ordinated support 
for co-occurring mental health and alcohol use 
disorders.

41 4.17 0.95 80% 15% 5%

31

RC1. Mental health services should implement an 
open assessment process that includes routine 
screening for alcohol and substance use, given the 
high levels of co-occurrence. Veterans should be 
informed about the purpose of screening.

41 4.22 0.99 78% 17% 5%

32
RG2. Promote and expand the Veteran-Friendly GP 
Practice accreditation scheme for GPs, to build 
knowledge, trust and engagement.

41 4.22 1.15 78% 12% 10%

33

RH5. Develop systems for collecting and sharing 
anonymised data (e.g., held by a central body such as 
the Office for Veterans’ Affairs) relating to veterans’ 
needs across mental health, substance use, and wider 
health and social care services, to develop a better 
understanding of veterans’ needs.

41 4.00 1.20 78% 5% 17%

34
RB5. GP practices should implement strategies to 
reduce stigma surrounding mental health and alcohol 
use disorders (e.g., staff training, patient education, 
public awareness campaigns).

41 4.22 0.96 76% 22% 2%
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Recommendations N Mean SD
Score (%)

High (4-5) Mid (3) Low (1-2)

35
RC4. Clinical formulations which identify maintenance 
cycles and underlying drivers relating to co-occurring 
alcohol use should be prioritised within mental health 
assessments for veterans. 

41 4.20 0.95 76% 22% 2%

36

RD3. Veterans identified with co-occurring conditions 
who are initially referred to drug and alcohol treatment 
services by a mental health service (due to their level 
of need) should continue to receive some support and 
contact from mental health teams whilst they are seen 
by the drug and alcohol service, to ensure continuity 
of care.

41 4.29 1.08 76% 17% 7%

37

RH1. Continue and expand research initiatives 
to examine the efficacy of novel and emerging 
interventions to address co-occurring mental health 
and alcohol use disorders in veterans (e.g., multi-
modular motion-assisted memory desensitisation and 
reconsolidation, digital interventions, psychedelic-
assisted therapies).

41 4.05 1.05 76% 15% 10%

38

RB6. Learn from region-specific examples of best 
practice, such as Adferiad in Wales, to implement 
veteran-to-veteran peer mentoring support and drop-
in community hubs, as peer support can be helpful for 
providing advocacy when someone is navigating the 
complex treatment landscape.

40 4.18 1.01 75% 20% 5%

39

RF1. Embed Veteran Champions (volunteers who 
support veterans and their families, raising awareness 
of issues faced by veterans and ensuring they access 
to appropriate support) in mental health and drug 
and alcohol services to advise service providers with 
limited experience of working with veterans.

41 3.98 1.15 73% 15% 12%

40

RD10. Veterans not ready to address alcohol use 
should not be discharged from mental health services. 
Instead, mental health practitioners should use 
motivational interviewing to build readiness and 
reduce harm.

41 4.02 1.04 71% 22% 7%

41

RF3. Strengthen peer support networks and embed 
trained veteran-to-veteran peer mentors with lived 
experience of mental health and/or alcohol use 
disorders within mental health and drug and alcohol 
services, to improve navigation of care.

41 3.98 1.13 71% 20% 10%

42

RH4. Encourage all organisations involved in the 
provision of care for co-occurring mental health 
and alcohol use disorders to sign the Armed Forces 
Covenant and commit to identifying and supporting 
UK veterans.

41 3.98 1.15 68% 22% 10%

43

RF2. When veterans are identified as having co-
occurring mental health and alcohol use disorders, 
assign an advocate or peer mentor who can help 
the veteran navigate different treatment services 
and options, ensure coordinated care and continuity 
across services.

41 3.78 1.31 63% 17% 20%

44
RG5. Establish regional dedicated leads for veterans’ 
health training to co-ordinate and advance workforce 
development across mental health, drug and alcohol 
use, and wider health and social care services.

41 3.95 1.07 63% 29% 7%

45

RF4. Mental health and drug and alcohol services 
should engage with regimental charities that provide 
support to veterans of specific regiments in the 
Armed Forces, to strengthen trust within members of 
the same unit and reduce stigma around help-seeking.

41 3.83 1.22 61% 24% 15%
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Appendix 11.5
Round 2 Delphi results: Recommendations ranked and presented with the mean feasibility scores

Rank Recommendation Feasibility
Mean SD

1
RA1: For veterans transitioning from military to civilian life, increase awareness of national and 
regional NHS and third sector services that provide integrated support for veterans with co-
occurring mental health and alcohol use disorders.

4.09 0.69

2
RB1. Adopt a low threshold entry (e.g., minimal requirements for access), "no wrong door" 
approach and referral access model (e.g., allowing self-referrals) across mental health and 
drug and alcohol services to reduce barriers for veterans to access and engage with services.

3.94 1.05

3
RA2. Mental health and drug and alcohol services should conduct outreach work with veteran 
organisations, charities, and at veteran events (e.g., breakfast clubs) to enhance visibility and 
provide information on support that is available for veterans with co-occurring mental health 
and alcohol use disorders.

3.78 0.91

4
RA4. Encourage service providers to actively build their awareness of local and national 
veteran support services for alcohol use and/or mental health, as well as wider related issues 
such as housing, employment or offending

4.13 0.75

5
RA5. Develop national campaigns which share lived experience perspectives and empirical 
evidence relating to co-occurring mental health and alcohol use disorders to raise awareness 
on the high comorbidity of these conditions and normalise help-seeking

3.81 0.90

6
RC2. Drug and alcohol services should ensure that mental health is part of any initial 
assessments and veterans should be informed about the purpose and referred on for further 
assessment for more severe mental health conditions.

4.41 0.61

7
RB4. Initial support around alcohol (e.g., brief alcohol interventions) and plans for follow-up 
should be provided in the first setting where veterans present, such as GP practices, even if 
someone is reluctant to visit drug and alcohol treatment services.

3.56 0.88

8
RB2.Services should consider the limitations of abstinence-only policies that prevent access 
to mental health support for veterans with co-occurring mental health and alcohol use 
disorders. Instead, adopt a flexible, needs-based approach that assesses veterans' ability to 
attend structured sessions.

3.84 0.99

9
RB3. All organisations should consider the inclusion of local strategies that aim to reduce 
the stigma and shame surrounding alcohol and mental health, for example, sharing lived 
experience stories or applying trauma-informed approaches.

4.06 0.76

10
RC3. In both mental health and drug and alcohol treatment services, alcohol and mental health 
problems should be assessed at multiple time points, not just at the initial assessment, as 
problems can develop or change over time.

4.38 0.71

11
RD4. Veterans with co-occurring mental and alcohol use problems should not be left without, 
or experience long delays for, mental health support, when seeking treatment for alcohol use. 
Timely progression from referral to assessment and referral to treatment will help maintain 
engagement and prevent issues from worsening.

3.41 1.21

12
RD1. Veterans should be supported to develop personalised care plans which reflect their 
wider needs, preferences, and goals, with a focus on ensuring coordination of support for 
both mental health and alcohol use disorders.

4.19 0.82

13
RD2. Following assessment, veterans identified with co-occurring mental health and alcohol 
use disorders should be fully informed and actively guided into appropriate care pathways and 
support networks which address both issues in a coordinated way.

3.94 0.95

14
RD5. Mental health and alcohol use disorders should be treated concurrently and with a co-
coordinated care plan, where possible, unless there is a clear justification for a sequential 
approach, for example, if the service user wants to focus on one of the problems first.

3.50
1.24

15
RD8. Mental health support should be provided soon after detox from alcohol, to address 
emerging mental health problems (e.g., heightened anxiety, re-experiencing symptoms, 
increased problems with sleep) and reduce the risk of relapse.

3.97 0.90

16
RD6. Where parallel or integrated care is not possible (e.g., when alcohol use is affecting 
engagement with mental health services), offer sequential interventions and ensure ongoing 
contact with the veteran throughout the process.

3.84 0.95

17
RD7. When treating veterans with co-occurring mental health and alcohol use disorders, 
mental health services should consider intervention approaches which also address the 
underlying drivers and maintenance cycles of alcohol use.

4.09 0.93

18
RH3. Ensure that veterans with co-occurring conditions are provided with clear pathways to 
access alcohol detox and rehabilitation services, including veteran-specific rehabilitation 
services.

3.81 0.97

19
RE1: Increase collaboration across mental health and drug and alcohol services and veteran-
specific services to tailor support to the needs of veterans, by maintaining ongoing dialogue 
and sharing best practices.

3.88 0.98



Rank Recommendation Feasibility
Mean SD

20
RD9. Offer diverse treatment options and modalities (e.g., individual therapy, family therapy, 
group therapy) to help veterans with co-occurring mental health and alcohol use disorders to 
make informed choices.

3.50 1.34

21
RE2. Develop streamlined information and data-sharing compliant processes across veteran 
specific mental health and drug and alcohols services, to allow service providers to access 
relevant information (in advance of the development of shared IT infrastructure) and to 
prevent veterans from having to repeatedly share their trauma histories.

3.31 1.42

22 RE4. Integrate substance use nurses and COMHAD pathways (Co-occurring Mental Health, 
Alcohol and Drugs) within all NHS military veterans’ services. 3.97 1.00

23
RG3. Relevant staff working within mental health services should be provided with training 
on the relationship between mental health and alcohol use, including on which psychological 
interventions are effective for treating co-occurring mental health and alcohol use disorders.

4.13 0.83

24
RG6. Increase training relating to trauma-informed care and military culture for frontline staff 
(e.g., healthcare professionals working in A&E) to be able to better recognise and respond 
to veterans in crisis, so they can guide them to appropriate support pathways once they are 
ready to be discharged from hospital.

3.91 0.89

25
RG1. Provide access to accredited training on veteran-specific needs (e.g., the Military Human 
Course), to ensure that all professionals working with veterans with mental health and alcohol 
use disorders have a comprehensive understanding of military culture and veteran’s needs.

4.06 0.84

26
RG4. To enable service providers to deliver effective care to veterans, organisations must 
ensure that staff have access to ongoing support, supervision, and guidance, to prevent 
burnout and maintain resilience.

3.94 0.80
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