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EXPLORING IDENTITY: LIVING WITH, AND MOVING BEYOND, A PROBLEMATIC
RELATIONSHIP WITH ALCOHOL

Sophia Elaine Chambers

Most individuals with alcohol use disorders (AUD) never seek or receive specialist treatment.
However, much of what is known about addiction and recovery is based on pre- and post-
intervention studies with patients in specialist treatment settings who tend to have severe
dependence. These studies often fail to capture the complex and circuitous nature of recovery,
and findings might not be generalisable to most people with AUD. The work described within this
thesis therefore aimed to: 1) gain an in-depth understanding of how those with a range of
drinking patterns and treatment experiences, whose narratives are largely absent in the
literature, conceptualise their relationship with alcohol, and 2) generate theory about processes
and determinants of recovery.

A mixed-methods constructivist grounded theory approach, comprising two separate but related
studies, was employed. Study 1 involved in-depth telephone interviews with 31 members and
browsers of a previously unresearched online mutual aid group (Soberistas.com) which resulted in
the development of a theoretical framework of recovery entitled: ‘managing multiple facets of
self’. This analysis highlighted important personal and social identity processes that appeared to
underpin change. To advance the framework, a further two-phased study with a more
heterogeneous population was conducted. During the first phase, an observational follow-up
cohort study recruited 141 patients with AUD during their unscheduled attendance at a general
hospital, and gained quantitative estimates of alcohol use, and related measures such as
psychological dependence and readiness to change. Participants were re-interviewed six months
later, and variables examined for change (or lack thereof). The second phase employed face-to-
face in-depth qualitative interviews with a sub-sample of the hospital cohort, purposively selected
to be a maximum variation sample using quantitative data collected previously.

Quantitative and qualitative data were synthesised to develop the final theoretical framework,
‘alcohol and recovery self-concept fluidity’, which illustrates the dynamic, fluid, and complex
nature of living with, and moving beyond, a problematic relationship with alcohol. The theory
posits that conceptualisations of problematic alcohol use and recovery are diverse and subject to
constant (re)negotiation; individuals navigate numerous, and at times conflicting, explanatory
frameworks, in order to make sense of their experiences and align themselves to an approach
most suited to their needs at the time. This thesis contributes new understanding of how
problematic alcohol use and recovery can be conceptualised, addressed, and researched, by
gaining the perspectives of individuals whose voices are largely absent in the literature.
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Structure of thesis

Structure of thesis

Chapter 1 provides an introductory orientation to current thinking, and clinical and theoretical
approaches within the alcohol field. | explain and justify the literature review within the context of

research guided by constructivist grounded theory principles.

Chapter 2 describes the overall research approach taken in this thesis, specifically the use of
mixed-methods, with consideration given to relevant philosophical paradigms. | introduce
grounded theory as the methodology selected to direct all stages of my research and explain how

the studies within this thesis form a coherent body of work.

While methods/procedures specific to each study can be found in later chapters, Chapter 3
provides a detailed account of the steps taken to collect and analyse data in accordance with
constructivist grounded theory principles. The strategies outlined in this chapter apply to all
aspects of my PhD study (e.g. the constant comparative method, purposive sampling, memo-

writing), and are therefore included ahead of the following sections.
SECTION 1: a qualitative study of a new form of online mutual aid

Chapter 4 describes the specific methods employed for the first empirical study — a qualitative
investigation of Soberistas, an online mutual aid group for individuals concerned about their
relationship with alcohol. The theoretical framework, (‘managing multiple facets of self’),

generated through analysis of interview data, is also presented. It contains three main concepts:

In ”r,

‘maintaining “normal” selves’; ‘addressing the “alcohol identity”’; creating an “authentic self”’.
Results presented in this chapter reflect the decision to focus on identity processes and their
relevance to recovery from problematic alcohol use. The associated papers, published in Alcohol

and Alcoholism and Drug and Alcohol Dependence, are included as Accompanying Documents.

SECTION 2: a mixed-methods observational cohort study of patients with alcohol use disorders

attending hospital

In Chapter 5, the specific methods for the second empirical study of this thesis are outlined. This
study comprised two phases: 1) a quantitative six-month follow-up hospital study, and 2) a

gualitative in-depth interview study with a subsample of participants recruited during Phase I.

Chapter 6 presents the quantitative findings from the hospital study, which contextualise the
gualitative narratives that follow. Descriptive statistics, repeated measures tests, and regression
analyses explore the characteristics and drinking profile of the cohort, and assess change in the

following six months.
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Structure of thesis

Chapter 7 introduces the theoretical framework (‘negotiating alcohol use and self’), developed
through analysis of participants’ qualitative accounts. The chapter also presents the findings of
the first theoretical concept within this framework which explain how and why an ‘alcohol-related

identity’ might develop.

Chapter 8 presents the second theoretical concept within the framework which explores the
impact of an unscheduled hospital attendance/admission on conceptualisations of alcohol use

and self.

Chapter 9 presents the third and final theoretical concept within the framework which concerns

participants’ experiences and perceptions of recovery.

Chapter 10 provides a summary of the main findings from the studies described within the thesis
and explores how they address the overarching research aims. A final theoretical model is
presented which synthesises the various arms of data described in earlier chapters. The general
strengths and limitations of the research are discussed, after which suggestions for future

research and clinical practice are made.
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Chapter1 AN ‘ORIENTATING’ LITERATURE REVIEW

1.1 Introduction

A defining feature of the grounded theory method is delaying an extensive literature review until
the researcher has collected and analysed some raw data to avoid narrowing the lens through
which analysis takes place (Charmaz, 2014). Literature is considered a source of data that must be
drawn upon throughout every stage of the analysis (including write-up), and new literature will be
sourced as theoretical questions arise. The literature review is therefore an iterative process and
is updated as the research progresses. As such, the following sections reflect the inherently
“messy” process that is grounded theory (Munhall, 2012, p.238), and at this stage, serve as a

broad introduction to studies presented within this thesis.

| start by providing an overview of the burden of alcohol in the UK, current approaches to
diagnosis, and briefly discuss the role of treatment. | make the case for broad inclusion criteria in
research studies to capture a range of drinking experiences, and then introduce the topic of
‘recovery’. | conclude with an introduction to what became a central concern of this thesis —
namely, the role of identity processes in addiction and recovery. This preliminary scoping review
is intended as a helpful “orientating process” to contextualise the proposed research and explore
current thinking in the field (Urquhart, 2007, p.351). Literature more directly relevant to each
study is woven into subsequent chapters and resembles the way in which my use of literature
evolved throughout the PhD. The use of first person throughout, reflects my active role
throughout the whole research process and is in keeping with a constructivist grounded theory

approach (Charmaz, 2014).
1.2 Background

1.2.1 Alcohol consumption

Alcohol consumption is the third leading risk factor for disease globally, with almost 6% of deaths
attributable to alcohol each year (World Health Organisation, 2010; 2014). Problematic alcohol
use has serious personal, social, and economic ramifications (Connor, Haber and Hall, 2016; World
Health Organization, 2014) and is increasingly recognised as major public health concern in the
United Kingdom, UK (Department of Health, 2016; Pryce et al., 2017). A recent review published
by Public Health England (PHE, 2016) reports that the sales of alcohol in England and Wales have

increased by 42% since 1980, driven in part by reduced cost of purchase, and increased
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consumption by women. The report also comments on shift in drinking location, with most

alcohol now being consumed at home.

Alcohol consumption is causally associated with 60 different diseases, and most commonly
contributes to premature death through acute injury, alcoholic liver disease, cancers, heart
disease, and gastrointestinal disease (Connor, Haber and Hall, 2016; Roerecke and Rehm, 2014).
Moreover, in a recent cohort study of 19,002 men and women in alcohol treatment, a diagnosis of
alcohol dependence was shown to predict significantly higher risk of less well-established alcohol-
related diseases such as psoriasis, dementia, and breast cancer in men, relative to the general
population (Holst et al., 2017). These health problems, often combined with other physical and
psychiatric comorbidities, lead to complex difficulties and increased use of secondary care
services (PHE, 2016). Alcohol harms are estimated to cost the National Health Service (NHS)
around £3.5 billion every year, 78% of which derives from hospital-based care (Health and Social
Care Information Centre, 2015; NHS Confederation and Royal College of Physicians, 2010) — and
the number of alcohol-related hospital admissions in England is rising; in 2016/17 there were
337,000 estimated hospital admissions where alcohol was the primary cause (narrow measure),
17% higher than 2006/07: however, when considering admissions in which alcohol was the
primary or secondary cause (broad measure), the figure rises to >1.1 million in 2016/17 (PHE,

2018a).

1.2.2 When alcohol consumption becomes problematic

There is considerable variation in definitions and the terminology used to describe ‘problematic’
or ‘unhealthy’ drinking. The discrepancies may stem from contradictions in diagnostic
classification systems (Saunders, Peacock and Degenhardt, 2018), a lack of consensus among the
scientific community on a single theory of addiction (West, 2006), and/or public perceptions
about the nature of problem drinking (Khadjesari et al., 2018). As this thesis emphasises
subjective interpretation of ‘problematic alcohol use’, | use participants’ own terms in each study
and appreciate that their definitions may have varied from mine or each other’s, but first give a
brief overview of common conceptualisations and approaches to diagnosis that served as the

foundation for this work.

In public health and epidemiology, weekly unit! intake and patterns of consumption are often
used to inform drinking risk levels as they are considered important determinants of alcohol-

related harm (National Institute for Health and Care Excellence, 2010; Saunders, Peacock and

YIn the UK, 1 unit equates to 8 grams of alcohol (10 mL of pure ethanol).

2
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Degenhardt, 2018). ‘Lower risk drinking’, defined according to the UK Chief Medical Officer’s most
recent published guidelines on alcohol, advises men and women to drink no more than 14 UK
units of alcohol per week, spread over three or more days (Department of Health, 2016).
‘Increasing risk drinking’, which includes ‘binge drinking’ patterns, is defined as consumption
between 15-50 units per week for men (or 28 units on a single occasion), and 15-35 units per
week for women (or 26 units on a single occasion). ‘Higher risk drinking’ is defined as >50 units
per week for men and >35 units per week for women according to current NHS guidelines

(National Institute for Health and Care Excellence, 2010).

The latest editions of the two main disease classification systems, the International Classification
of Diseases (ICD-11, due to be published later in 2018) (World Health Organisation, 2017) and the
Diagnostic and Statistical Manual of Mental Disorders (DSM-5, American Psychiatric Association,
2013), refer to a spectrum of hazardous, harmful, and dependent drinking patterns, broadly
classified as ‘alcohol use disorders’ (AUD); they do not specify a minimum level of consumption.
While ICD-11 retains two distinct categories of AUD (‘Harmful Alcohol Use’ and ‘Alcohol
Dependence’), DSM-5 represented a shift in conceptualisation from this dichotomised
classification, to a spectrum approach along a continuum of severity. Table 1 presents the 11
symptoms of AUD listed in the DMS-5; the presence of 2-3 symptoms indicates mild AUD, 4-5

moderate, and 6+ severe AUD.
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Table 1: The 11 symptoms of alcohol use disorders, as stated in the DSM-5

1. Alcohol is often taken in larger amounts or over a longer period than was intended.
2. A persistent desire or unsuccessful efforts to cut down or control alcohol use.

3. Agreat deal of time is spent in activities necessary to obtain alcohol, use alcohol, or
recover from its effects.

4. Craving, or a strong desire or urge to use alcohol.

5. Recurrent alcohol use resulting in a failure to fulfil major role obligations at work,
school, or home.

6. Continued alcohol use despite having persistent or recurrent social or interpersonal
problems caused or exacerbated by the effects of alcohol.

7. Important social, occupational, or recreational activities are given up or reduced
because of alcohol use.

8. Recurrent alcohol use in situations in which it is physically hazardous.

9. Alcohol use is continued despite knowledge of having a persistent or recurrent physical
or psychological problem that is likely to have been caused or exacerbated by alcohol.

10. Tolerance, as defined by either of the following: a) a need for markedly increased
amounts of alcohol to achieve intoxication or desired effect, b) a markedly diminished
effect with continued use of the same amount of alcohol.

11. Withdrawal, as manifested by either of the following: a) the characteristic withdrawal
syndrome for alcohol, b) alcohol (or a closely related substance, such as a
benzodiazepine) is taken to relieve or avoid withdrawal symptoms.

The Alcohol Use Disorders Identification Test (AUDIT, Saunders et al., 1993) is a validated alcohol
screening tool, recommended by the National Institute for Health and Care Excellence (NICE), and
can be used to detect drinkers at increasing or higher risk (World Health Organization, 2014). The
AUDIT comprises 10 questions which ask about alcohol consumption, alcohol-related harm, and
symptoms of alcohol dependence; responses to each item are scored from 0-4. Overall scores
between 0-7 indicate low risk drinking, 8-15 increasing risk (or hazardous drinking), 16-19 high risk
(or harmful drinking), and scores of 220 suggest probable dependence. Here, ‘hazardous drinking’
is defined as a pattern of alcohol consumption which increases the risk of harmful consequences
for the individual; ‘harmful use’ describes consumption that causes physical and psychological
problems; and ‘alcohol dependence’, the most severe form of AUD, is characterised by a cluster of
behavioural, psychological, and physiological symptoms including craving, tolerance,
preoccupation, and continued consumption despite negative consequences (Drummond et al.,

2016a; NICE, 2011). Figure 1 presents the distribution of drinkers in England in 2013/14, and maps
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DSM-5 and ICD-11 AUD diagnostic labels. According to the Adult Psychiatric Morbidity Survey of
households in England, 1.2% of individuals are probably dependent drinkers, scoring 220 on the

AUDIT (Drummond et al., 2016a).

‘Alcohol
Dependence’
(ICD-11)

‘Alcohol Use

Disorder’
‘Harmful (DSM-5)
Pattern of
Alcohol Use’
(ICD-11)

Lower risk drinking
25.2m (59%)

Abstainers
7.1m (17%)

Figure 1:  The distribution of drinkers in England 2013/14, adapted from (Health and Social
Care Information Centre, 2015; Public Health England, 2016)

Authors vary in their emphasis on the behavioural, psychological, and physiological components
of the ‘dependence’ state. In its draft form, the ICD-11 incorporates all components, where
individuals must meet two out of three criteria listed as: 1) impaired control over substance use,
2) substance use becomes an increasing priority in life, 3) physiological features (World Health
Organisation, 2017). Although the DSM-5 removed the category of ‘dependence’, some argue it is
still helpful to recognise for whom the ability to control the extent and frequency of consumption
is diminished, or completely extinguished (Heather, 2013; McCormack et al., 2013). The term
‘addiction’ is usually inferred to describe these behavioural and psychological features of
dependence, in which an individual’s motivation is driven by the procurement of a substance,

despite the harm ensued (West, 2006); while physical symptoms of tolerance and withdrawal (as
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defined in Table 1) may contribute to addiction severity, they are not necessary features of it
(Raistrick et al., 1994). Therefore, use of the terms ‘addiction’ and ‘dependence’ within this thesis
refer to heterogeneous conditions associated with problematic alcohol use, which may or may
not include physical symptoms. Unless discussing one component of the dependence state
specifically (e.g. psychological, physiological), | use the term broadly to incorporate a range of

experiences.

1.3 Treatment for alcohol problems

While not exhaustive, some common treatment approaches most relevant to the context of
studies within this thesis, are briefly outlined below. Although NICE (2011) outlines ideal
treatment pathways, determined in part by the nature and severity of alcohol use, in practice,
treatment is rarely so straightforward (Gilburt, Drummond and Sinclair, 2015). Any intervention
should be person-centred, and tailored to meet the goals of the individual (Savic and Lubman,

2018).

1.3.1 Identification and brief advice

Patients are often first diagnosed in a medical setting, perhaps when they are treated in hospital
for an alcohol-related injury, or in primary care if routine blood tests show abnormalities (Connor,
Haber and Hall, 2016). Opportunistic screening can result in identification of AUD and affords
clinicians an opportunity to deliver tailored feedback about the person’s alcohol use and any
associated harm, advice about reducing intake (if relevant), and motivational support to boost
confidence to change drinking patterns (Kaner et al., 2007). Identification and brief advice (IBA),

recommended by NICE (2010;2011), is therefore considered a first step in treatment.

Interventions in the research setting are usually delivered over one to four sessions and may last
up to ~40 minutes. However, in busy clinical settings such as general medical practice,
interventions typically last 5-10 minutes, and take the form of ‘simple advice’ (Heather, 2010).
Trained staff in settings with more time available might deliver brief motivational interviewing
(BMI, Rollnick, Heather and Bell, 1992), a more patient-centred and flexible form of IBA; here, the
aim is not to offer ‘catch-all’ structured advice, but instead employ a goal-orientated counselling
style to explore and resolve ambivalence about change. Irrespective of length and precise
content, a fundamental goal of IBA is to increase patients’ awareness of the problem and enhance
motivation to address drinking patterns (Heather, 2014), consistent with the finding that
motivation appears to be an important determinant of treatment outcome (Adamson, Sellman

and Frampton, 2009).
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Research into IBA in primary care settings in the UK suggests that it is an effective strategy for
reducing alcohol intake, especially for males, with benefits estimated to include reduced alcohol-
attributable mortality, fewer hospital admissions and NHS cost savings (Angus et al., 2015; Kaner
et al., 2007; 2013). Similarly, a more recent meta-analysis assessing IBA within emergency
departments found a small beneficial effect of the intervention (Schmidt et al., 2016), although
work within this setting tends to suffer high attrition, reducing the power of studies to detect
effects, e.g. (Drummond et al., 2014). While there is much to learn about alcohol interventions for
general hospital inpatients, some research suggests that multiple sessions might be beneficial,

especially for males and non-dependent drinkers (McQueen et al., 2011; Mdege et al., 2013).

Critics of IBA note the discrepancies between efficacy trials and effectiveness of IBA in clinical
practice (McCambridge and Saitz, 2017; Saitz, 2014), and suggest that while interventions might
alert patients to the need to seek treatment, they often do not help them to access it, or
empower them to make tangible changes (Glass et al., 2015). Nevertheless, others have argued
that there are benefits and no harm from screening, except for the opportunity costs (Jonas et al.,
2012). Supporting this, results from randomised IBA trials show that even non-intervention
control groups reduce their alcohol consumption throughout, e.g. (Bischof et al., 2012), perhaps
because of the inadvertent exposure to a vital component of the intervention — assessment of

drinking (Kypri et al., 2007; McCambridge and Kypri, 2011).

1.3.2 Medically assisted withdrawal

Due to the physical and psychological complications arising from excessive alcohol consumption,
use of secondary healthcare services is not uncommon (Institute of Alcohol Studies and Centre for
Mental Health, 2018; PHE, 2018a). While patients may present with a range of ailments,
assessment for, and treatment of, acute alcohol withdrawal in physically dependent patients is
imperative, as the consequences can be life threatening. Alcohol withdrawal syndrome (AWS) is
caused by a sudden cessation or reduction in alcohol consumption, and symptoms include
anxiety, agitation, nausea, sweating, tremor, tachycardia, and hypertension (American Psychiatric
Association, 2013; World Health Organisation, 2017); patients with severe AWS may suffer
seizures and delirium tremens, characterised by intense tremor, fever, delusions, hallucinations,
and confusion. Long-acting benzodiazepines (chlordiazepoxide and diazepam) are recommended
for AWS management, as well as detoxification from alcohol (‘detox’) in hospital (Lingford-Hughes

et al., 2012).

Patients may present to the emergency department already in alcohol withdrawal, or symptoms

may develop somewhat unexpectedly during an admission that is not overtly alcohol-related,;
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general hospital staff are therefore able to reach patients who may not perceive themselves as
alcohol-dependent, and work with them to increase motivation to address problematic alcohol
use (Gaume et al., 2014). Despite assumptions that medically assisted withdrawal as an inpatient
should be planned and reserved for motivated patients who are less likely to drop out of
treatment early (Berg and Dhopesh, 1996), recent evidence supports unscheduled detoxification
directly linked to emergency departments (Azuar et al., 2016). Azuar and colleagues (2016) found
that despite higher AUD severity, patients with unscheduled ‘detoxes’ did not differ in early
dropout rate compared to patients whose detoxes were planned, and there was no difference in
attendance rate of post-discharge treatment visits. While promising, more research is needed to
explore the role of unscheduled general hospital detoxes which considers other important
outcomes (e.g. subsequent consumption, levels of dependence), and patient perspectives of such

treatment.

In 2001, the Royal College of Physicians recommended that all major UK hospitals should establish
specialist alcohol care teams (ACTs) to work to reduce alcohol-related hospital admissions (Royal
College of Physicians, 2001). Such teams, led by a senior clinician, should be able to provide
comprehensive alcohol use assessments, medically assisted alcohol withdrawal management,
coordination of safe discharge and liaison with specialist treatment services (Section 1.3.3), IBA,
and psychotherapeutic interventions (PHE, 2014). There is limited evidence for the effectiveness
of hospital ACTs, although some early research finds positive outcomes in terms of reduced bed
days (Moriarty, 2010; Ryder et al., 2010), alcohol use and dependence severity (Cobain et al.,
2011; Crawford et al., 2004), and reattendances (Crawford et al., 2004). Few qualitative studies
have explored the impact of an unscheduled hospital attendance/admission on patients’ thoughts
about their relationship with alcohol, and their views of interventions delivered within this
setting. Although the last few years have seen an increased interest in this area, e.g. (Clark et al.,
2017; McQueen, Ballinger and Howe, 2017; Neale et al., 2017; Parkman et al., 2017a; 2017b;
Velez et al., 2017), there is a gap in the literature for UK-based studies of patients with diverse
alcohol use and treatment histories, and hospital experiences (e.g. emergency department vs.

inpatient stays).

1.3.3 Specialist alcohol treatment

It may be necessary to refer patients for specialist alcohol treatment if their needs extend beyond
the role of brief interventions, or if they request additional, ongoing support (Day, Copello and
Hull, 2015). ‘Alcohol-focused specialist treatment’ is an umbrella term used to describe a host of
pharmacological and psychosocial interventions. A review of the evidence base for interventions

can be found in several published papers, e.g. (Lingford-Hughes et al., 2012; Martin and Rehm,
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2012; Raistrick, Heather and Godfrey, 2006). With respect to psychosocial therapies (e.g.
cognitive-behavioural interventions, Motivational Enhancement Therapy, Social Behaviour and
Network Therapy), different treatments appear equally effective in reducing consumption and
overall alcohol-related problems (Allen et al., 1997; Martin and Rehm, 2012; UKATT Research
Team, 2005). Moreover, regardless of treatment modality, strong therapeutic alliances, and
therapist characteristics (e.g. fidelity, interpersonal skills, allegiance to certain treatment models)
are suggested to be important predictors of engagement and outcome (Meier, Barrowclough and

Donmall, 2005; Miller and Moyers, 2015).

Specialist treatments may be delivered within the context of inpatient rehabilitation centres,
therapeutic communities, or through outpatient/community services. Upon referral to specialist
services, NICE (2011) recommends staff complete a comprehensive assessment which extends
beyond drinking patterns; assessment domains should include physical and psychological health
problems, other drug use, cognitive functioning, and readiness/confidence to change behaviour.
This is used to inform the development of person-centred, tailored care plans, and help guide
treatment. Some patients might benefit from full care co-ordination or ‘case management’ which
involves more intensive, ongoing contact offering non-judgemental supportive interaction to
monitor alcohol use and other areas of functioning (Day, Copello and Hull, 2015; Drummond et
al., 2016b). However, this represents an ideal, whereas the reality is that services often struggle to
resource and deliver high quality care that meets the needs of patients, especially those with
complex needs and co-occurring mental health problems (Alcohol Concern and Alcohol Research
UK, 2018; Institute of Alcohol Studies and Centre for Mental Health, 2018). Indeed, a recent
report by Alcohol Concern and Alcohol Research UK (2018) highlighted that just 12% of
stakeholders involved in alcohol treatment services in England felt that resources are sufficient in

their area.

134 Mutual aid or self-help

Mutual aid groups are self-organising groups that allow people with similar experiences to help
each other though the provision of social, emotional, and informational support; they play an
important role for many people seeking recovery from alcohol dependence and can also offer
support for others affected by addiction, such as partners and family (PHE, 2013a). The 12-step
programme (e.g. Alcoholics Anonymous, AA) is probably the most well-known form of mutual aid,
although a variety of other groups are gaining popularity (Parkman, Lloyd and Splisbury, 2015),
including those based online, e.g. (Bergman et al., 2017; Coulson, 2014; Cunningham, van Mierlo
and Fournier, 2008; Hester et al., 2013; Humphreys and Klaw, 2001; Pennay, MacLean and Rankin,
2016; Sinclair, Chambers and Manson, 2016).
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Research into the ‘active ingredients’ of mutual aid has suggested they provide a source of
structure and goal direction, exposure to recovery role models, and bolster effective coping skills
(Moos, 2008), although most work has focused on AA (Parkman, Lloyd and Splisbury, 2015).
Online support may act as a stepping stone for people accessing in-person treatment, or it may
serve as an aid to natural recovery in others. The anonymous nature of online groups allows users
to self-disclose more freely and intensely than they would in person and could provide non-
judgmental space to begin the recovery process with reduced fear of stigmatisation (Cunningham,
Kypri and McCambridge, 2011; Khadjesari et al., 2015). Kelly recently asserted that mutual aid is
“the closest thing we have to a free lunch in public health” (2017, p.3); irrespective of form,
clinicians should therefore encourage attendance alongside professional treatment (Best, 2017;

National Institute for Health and Care Excellence, 2011; Public Health England, 2013a).

1.3.5 The treatment utilisation gap

In the context of a discussion of treatment options, it is pertinent to highlight the large gap
between those meeting criteria for AUD, and those receiving help (Drummond et al., 2011). Less
than 15% of alcohol-dependent individuals in England received specialist treatment in 2016/17,
according to data obtained from the National Drug Treatment Monitoring System (NDTMS, PHE,
2017). There is also often a significant gap between AUD onset and treatment access, with
international data showing a delay of up to 18 years (Wang et al., 2007). Despite free access to
care under the NHS in the UK, Bunting and colleagues (2012) still found significant delays in

treatment seeking in Northern Ireland, and the same might be assumed for the rest of the UK.

Failure to seek help early may be due to several factors including: cultural norms of heavy
drinking, a desire to handle the problem alone, missed opportunities to identify those who would
benefit from treatment, poorly developed care pathways, and limited resources/access to
specialist services (Cunningham et al., 1993; Tucker and Simpson, 2011). Another recurring theme
is that alcohol dependence is a particularly stigmatised condition (Wallhed-Finn, Bakshi and
Andréasson, 2014) which often evokes negative emotions and social rejection, more so than other
substance-unrelated mental disorders (Schomerus et al., 2011a). Negative attitudes are prevalent
even amongst healthcare professionals, and can act as a barrier for people seeking help (Keyes et
al., 2010), or lead to sub-optimal treatment if patients do come forward (van Boekel et al., 2013).
Moreover, using extreme examples of harm and dependence as benchmarks for problematic
drinking, reduces the likelihood of individuals drinking at risky levels perceiving their consumption
to be problematic and seeing the need for treatment (Khadjesari et al., 2018). This supports work
which finds that individuals in treatment are consistently found to have more severe AUD, report

greater adverse consequences from drinking, have a history of prior help-seeking and often
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display additional complex difficulties (Rehm et al., 2015; Rohn et al., 2017; Storbjérk and Room,
2008; Tuithof et al., 2016).

Despite the significant treatment utilisation gap, clinical addiction research has disproportionately
focused on patients with severe dependence in specialist settings (Andréasson, 2012;
Cunningham and McCambridge, 2011). This may have contributed to early conceptualisations of
alcohol problems which divided the population into two distinct categories or “worlds” —the in-
treatment ‘clinical’ population vs. the hidden ‘non-clinical’ population (Room, 1977; Storbjérk and
Room, 2008), and fuelled binary beliefs about addiction, e.g. case/non-case, diseased/healthy
(Moore et al., 2017; Pienaar et al., 2016). However, evidence that AUD are underpinned by a
single latent construct (Borges et al., 2010; Saha, Chou and Grant, 2006) suggests that they should
instead be understood as existing on a continuum of severity. Moreover, polarised views of the
‘worlds of alcohol problems’ have been challenged by a growing integrative literature base which
highlights similarities between the two worlds, e.g. (Matzger, Kaskutas and Weisner, 2005), and
that recovery can occur through multiple and intertwining pathways (Christensen and Elmeland,

2015; Kougiali et al., 2017; Tucker, 2005).

As per DSM-5 guidelines, the presence of any 22 symptoms (Table 1) is indicative of AUD. This
results in >2000 possible combinations of symptoms and highlights the heterogeneity of the
disorder. Consequently, several authors have called for more research to understand how people
with a range of drinking patterns, and those who do not seek specialist treatment, view their
relationship with alcohol, e.g. (Andréasson, 2012; Ondersma et al., 2017; Pienaar and Dilkes-
Frayne, 2017; Tucker and Simpson, 2011). Although the inclusion of participants with high risk
characteristics (e.g. psychiatric comorbidities, concurrent drug and alcohol use, homelessness)
poses a challenge for recruitment, and muddies the water for data analysis and interpretation,
complex presentations are typical in clinical practice (PHE, 2016) and should be the population to

study rather than exclude in research (Blanco et al., 2008; Kim et al., 2017).

With these considerations in mind, studies within this thesis were designed to broaden
understanding about problematic alcohol use and recovery, by focusing beyond what ‘works’ for a
small minority of treatment seekers in specialist clinical settings. A key interest of this thesis is to
explore participants’ perception and subjective experience of AUD and associated recovery
processes. Broad inclusion criteria sought to identify people with a range of drinking patterns and
treatment histories to generate theory about potential mechanisms of action that might underpin

change.
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1.4 The recovery paradigm

The shift toward a recovery paradigm is evident in research, treatment, and policy, and the
concept has found its way into everyday discourse (White, 2008). Professional treatment models
often favour sustained-care recovery management over acute stabilisation (el-Guebaly, 2012;
Hser and Anglin, 2010; Laudet, 2008) and there is an increase in the number and popularity of
peer-led mutual aid groups which often consider recovery as an ongoing (sometimes lifelong)
process. Attempts to integrate the fields of addiction and mental health have also used recovery
as a conceptual bridge (Davidson and White, 2007; Gagne, White and Anthony, 2007; Skogens,
von Greiff and Topor, 2018), although in policy and practice, care for individuals with co-occurring

conditions is poor (Institute of Alcohol Studies and Centre for Mental Health, 2018).

Despite this increased interest in the ‘recovery’ concept, there is still no universally accepted
definition of the term (Laudet, 2008; Neale et al., 2014; White, 2008), even amongst those who
consider themselves to be ‘in recovery’ (Laudet, 2007; Neale et al., 2015). Many influential
definitions have emphasised the importance of abstinence and refer to ‘objective’ observable
outcomes across a range of domains of functioning. For example, in the United States, the Betty
Ford Institute Consensus Panel defined recovery as “a voluntarily maintained lifestyle
characterised by sobriety, personal health, and citizenship” (Belleau et al., 2007, p.222). This
definition is commended for its acknowledgement that recovery is an ongoing process rather than
a static state (Best and Laudet, 2010). However, the Betty Ford treatment service is 12-step based
which is likely to have influenced the panel’s viewpoint, particularly around the necessity of
abstinence. In the UK, the Drug Policy Commission statement characterises recovery as
“voluntarily sustained control over substance use which maximises health and wellbeing and
participation in the rights, roles and responsibilities of society” (2008, p.6), and the 2013 Advisory
Council on the Misuse of Drugs report states that recovery “covers a number of outcome domains

and is a wider concept than purely overcoming drug and alcohol dependence” (p.9).

Outcome-orientated definitions predispose measures of recovery to focus on quantifiable
indicators of change, including reductions in consumption and offending behaviour (Neale et al.,
2015). Some drug and alcohol treatment providers in the UK are even incentivised and
remunerated for demonstrating ‘successful’ recovery outcomes according to such measures, as
part of the Payment by Results (PbR) scheme (HM Government, 2010). In contrast to definitions
operationalised according to quantitative outcomes, patient-centred perspectives on recovery
tend to place more emphasis on the subjective experience of change, which may or may not
involve abstinence (Klingemann, Sobell and Sobell, 2010; Witbrodt, Kaskutas and Grella, 2015).

Valentine (2010), for example, suggests that “you are in recovery if you say you are” (p. 264).
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White (2007) also argued for keeping personal experience at the heart of definitions of recovery,
but provided an extended description of recovery which incorporates the role of social networks

and internal and external resources from which the individual can draw upon:

“Recovery is the experience (a process and a sustained status) through which individuals,
families, and communities impacted by severe alcohol and other drug (AOD) problems
utilize internal and external resources to voluntarily resolve these problems, heal the
wounds inflicted by AOD-related problems, actively manage their continued vulnerability

to such problems, and develop a healthy, productive, and meaningful life.” (p.236)

More recent research, conducted with individuals with personal experience of addiction,
highlights the importance of service-user input when designing tools to measure and track
recovery (Neale and Strang, 2015; Neale et al., 2015). Participants identified numerous problems
with existing measures, including: items that contradicted each other and/or were written using
inappropriate language, a failure to recognise individual differences, and items that measured
changes beyond personal control or capability, i.e. expecting individuals to “become
superhuman” (Neale et al., 2015, p.29). These findings highlight that failure to recognise
subjective experience of recovery can result in inappropriate and unrealistic measures, which is
concerning when their outcomes often guide treatment and policy decisions, further impacting

individuals’ care (Dwyer and Fraser, 2016).

A further problem with many definitions of recovery, as Best et al. (2016) argues, is their failure to
account for mechanisms of change; descriptions of the characteristics of a person who we might
identify as being ‘in recovery’ do not equip us to assist them in their recovery journey.
Furthermore, studies that do explore change, often employ causal designs involving assessment
pre- and post-intervention(s) to fulfil the need for evidence on what ‘works’ for individuals with
addictions (Kougiali et al., 2017); this conceptualisation of change as fixed and unidirectional is
challenged by some research showing recovery to be discontinuous and non-linear (Hayes et al.,
2007). A recent study by Kougiali and colleagues (2017) collected life stories from individuals at
various stages of recovery and use of different substances, and found that personal trajectories
comprised circuitous and enduring patterns of recurring and interchangeable episodes of
abstinence and relapse. Importantly, relapse, although seen at the time as a failure, was
considered fundamental to the learning process which aided, rather than hindered change. The
authors concluded that many periods of long-lasting instability precede long-term recovery, which
short-term pre-post outcome studies fail to capture. Their research highlights the importance of
exploring how a person changes (i.e. the process of recovery) — and not only whether they have

changed.
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1.5 Introduction to identity in addiction and recovery

As recently noted by Best and colleagues (2017a), to date, much research on addiction recovery
has assumed homogeneity across experiences, recovery philosophies and treatment approaches.
However, evidence increasingly suggests that experiences of addiction and recovery are
intricately entwined with the person’s sense of self, or ‘identity’ (Kellogg and Tatarsky, 2012;
Lindgren et al., 2017), and a ‘one size fits all’ approach will fail to capture the complexities of
individual experience (Savic and Lubman, 2018); personal (and social) conceptualisations of
alcohol problems and recovery are suggested to be important influences on
intervention/treatment receptivity and openness to change (Best et al., 2017a; Best et al., 2014).
Supporting this, a recent study found that heavy drinkers who perceived themselves as such
expressed more desire to reduce their consumption than those who perceived themselves to be
lighter drinkers; judgements about levels of alcohol use, independent of actual consumption,
predicted desire to reduce (Shiner and Winstock, 2015). Furthermore, beliefs about the nature, or
philosophy, of alcohol problems (e.g. whether one ascribes to the disease model) are likely to
affect recovery-based identities, and the labels used to describe them, e.g. an ‘ex-drinker’, a

‘recovering alcoholic’ (Best et al., 2017a; Doukas and Cullen, 2009; Young, 2011a).

While several theories of addiction and recovery include elements related to self and identity, this
area is considerably under-researched (Best et al., 2017a; Corte, 2007; Lindgren et al., 2017). The
following sections provide an overview of key theories to orientate the reader to the area of
identity in addiction and recovery. Details of specific studies are presented in subsequent
chapters where they enhance theoretical understanding of my own research data. However, the
evidence discussed here aims to highlight that further examination of the relationship between
matters of identity and recovery from problematic alcohol use might be fruitful. As there is
limited research focusing on identity and alcohol use specifically (particularly outside of an AA

context), work looking at recovery from other substances is included.

15.1 Defining identity

Broadly speaking, identity or ‘self-concept’ is understood as a collection of ideas or beliefs about
the self (Corte, 2007). It enables individuals to organise past and present experiences, guides
them to future opportunities, and often directs behaviour; it is a “roadmap detailing how one
goes about being oneself” (Oyserman, 2007, p.432). Self-concept can appear both stable,
containing features that are relatively constant, and fluid, allowing the person room to develop
and grow (Oyserman, 2007). While cognitive models of self often present identity as a personal

phenomenon, many scholars have recognised the role of situational and social cues in shaping an
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individual’s sense of self. For simplicity, personal and social identity theories are presented
separately below, although this divide is artificial and there is often considerable overlap. It is
important to reiterate that the following sections do not present a systematic review of all
identity theories, of which there are dozens. Rather, they provide an orientation to the concept of
identity in relation to addiction and recovery which served as the foundation upon which to build

this work.

In the literature, cognitions about the self in relation to addiction have been termed: self-concept,
sense of self, self-schema, and identity (Lindgren et al., 2017); | use these terms interchangeably

throughout this thesis, with preference given to the words used by participants in each study.

1.5.2 Personal identity

1.5.2.1 General theories

The schema model (Markus, 1977; Markus and Wurf, 1987), originating from cognitive
psychology, was intended as a middle-range theory of the self-concept. It suggests that the self-
concept is a complex internal cognitive system made up of multiple units of knowledge about the
self, called self-schemas. These cognitions can be explicit or implicit. Explicit self-schemas rely on
deliberate introspection on behalf of the individual, consistent with the notion that people learn
about who they are from observing their own behaviour (Bem, 1972). Implicit self-schemas, by
contrast, are activated unconsciously and reflect reflexive and impulsive cognitions. All schemas
are hypothesised to be organised in a network of meaningful domains that are important or
valued by the person; they reflect what the individual thinks and cares about and pays attention
to. Individuals are motivated to act in ways congruent with their self-schemas (Oyserman,
2007;2009), and even misremember information to perpetuate their own schemas (Bower and
Gilligan, 1979; Greenwald, 1980). Repeated exposure to schema-consistent experiences and
information reinforces and strengthens the self-schema, often causing contradictory information

to be resisted (Markus, 1977).

West’s (2006) PRIME theory is proposed as a comprehensive addiction-specific model of
motivation to explain what energises and guides behaviour, which like schema theory,
emphasises the role of self-concept. PRIME theory derives its name from five hypothesised levels
of motivation: Plans, Responses, Impulses, Motives, and Evaluations. Of particular relevance to
this discussion is the role of motives (the things we want and need, and act in pursuit of), and
evaluations (beliefs about what is good/bad or right/wrong). West argues that one’s identity is a
key source of wants and needs, and it is this which guides behaviour (like drinking alcohol); as

identity is a representation of what individuals typically consider most important — their selves — it
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is pursued with more commitment and desire than other mental representations (2006, p.164). In
PRIME theory, identity includes labels (categories of belonging, e.g. ‘alcoholic’), attributes
(ascribed features, e.g. ‘rebellious’) and personal rules (conditions of behaviour, e.g. not drink in
the morning). Current and possible future identities, to which one is emotionally attached,
influence behaviour because of their power in driving wants and needs (Oyserman and James,
2011; West, 2006). Beliefs about what is good or right (evaluations) only influence behaviour if

they create sufficiently strong wants or needs in a given moment.

1.5.2.2 Personal identity in addiction and recovery

In terms of the impact of addiction on identity, early work suggested that at the level of
dependence, alcohol becomes the dominant framework of self from which behaviour is guided
(Edwards and Gross, 1976); alcohol-related thoughts become enmeshed with the individual’s
definition of self, such that the alcohol self-concept becomes a “master identity that overrides all
other [self] conceptions the alcoholic has” (Denzin, 1993, p.97). Other scholars have referred to
this process as “entangling” (Gibson, Acquah and Robinson, 2004) or “spoiling” (Biernacki, 1986)
of identity. Thus, an ‘alcoholic self-concept’ may be the cognitive product of repeated
engagement in behaviours that perpetuate a drinking schema (Corte and Stein, 2007; Domenico
et al., 2017). Supporting this, more recent qualitative work has found that one pathway into
addiction involves the loss of positive identities combined with an increased ‘user’ self-concept
(Dingle, Cruwys and Frings, 2015). The all-consuming nature of addiction is also evident in the
DSM-5 criteria for AUD, with greater disorder severity marked by increasing number of symptoms
(see Table 1 earlier). Furthermore, the dominant ‘addict’ self-concept, when considered an
important source of wants and needs, explains how individuals can engage in behaviours they

might evaluate as bad or wrong (West, 2006).

While most recognise the overwhelming impact that addiction can have on one’s sense of self,
establishing the role of identity in recovery is arguably a more difficult feat. Bailey asks, “in what
sense can someone who has been labelled, or labelled themselves, an ‘addict” ever move beyond
that discourse?” (2005, p.537). Put another way: how is recovery possible for someone whose

identity is defined by their addiction?

Some studies suggest that constructing a transformational narrative of identity from a user to a
non-user is necessary for long-term change (Gibson, Acquah and Robinson, 2004) — whether that
means “becoming a better person”, or “reclaiming a self” lost to addiction (el-Guebaly, 2012).

Supporting this, those in recovery do appear to abandon substance-related self-concepts (Corte,
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2007; Corte and Stein, 2007), and instead form new beliefs and definitions of self that are
incompatible with addictive behaviours, e.g. (Dingle, Cruwys and Frings, 2015; McIntosh and
McKeganey, 2001). Understanding recovery in terms of establishing an ‘unspoiled identity’ stems
from work examining the narratives of ex-drinkers/users, but also accords with policy which seeks
to successfully reintegrate those with substance use problems back into mainstream ‘responsible’

society (Neale, Nettleton and Pickering, 2011; PHE, 2016).

Kearney and O’Sullivan’s (2003) paper provides a formal theory? to explain the process by which
one might transition from a ‘user’ or ‘drinker’ to an ‘ex-user/drinker’. Using a grounded theory
approach, they synthesised the findings of 14 published qualitative studies of behaviour change
(including weight loss, smoking cessation, and drug/alcohol recovery) and proposed an ‘identity
shift theory’. The starting premise is that a ‘turning point’ moment prompts a small step towards
behaviour change. Importantly, this moment is not defined as a specific crisis event, but rather a
critical self-appraisal in response to “distressing accumulated evidence” that behaviour conflicts
with life goals and values (p.142). If the small step towards change is successful, in that it sparks
the development of a new identity which excludes the problem behaviour, more behaviour
change will follow, which in turn strengthens the new identity, again enabling new behaviours.
Thus, the theory proposes a dual process model where behaviour change and identity shifts
interact recursively to generate sustained change. PRIME theory (West, 2006) also recognises the
relationship between identity and behaviour change; here, recovery is facilitated through the
development of a deep emotionally-laden identity that requires: 1) absolute rules that exclude
addictive behaviours, 2) renouncement of addictive behaviours as attractive, and 3) a

commitment to self-label as a ‘non- or ex-addict’ (Vangeli and West, 2012; West, 2006).

While Kearney and O’Sullivan (2003) usefully synthesised evidence of behaviour change across a
range of studies, their theory relies on secondary data available in published papers. Furthermore,
unlike West’s specification of the three steps required to implement change, Kearney and
O’Sullivan are not clear about what establishing a ‘new identity’ really entails. They do however
highlight various constraints that impede successful change (e.g. lack of confidence, social
pressure for the old identity, lack of support to sustain the new identity, chaotic lifestyle,
presence of temptations etc.). One further limitation of both identity shift theory and PRIME is

that neither are specific to recovery from problematic alcohol use. While PRIME theory is

2| use the term ‘formal theory’ to differentiate it from substantive theory, where the latter offers
an account of processes in one specific, substantive area (Lempert, 2007, p.246-7). Kearney and
O’Sullivan’s (2003) theory of identity shifts aims to explain behaviour change processes with more
generalisability and conceptual reach than a substantive theory would.
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intended as a broad theory of addiction, most work supporting it involves (ex)smokers. There is
some evidence to suggest substance-specific differences in routes to recovery, e.g. (Blomgvist,
2002; Hanninen and Koski-Jannes, 1999; Koski-jannes and Turner, 1999), thereby supporting the

necessity of more alcohol-specific research.

As mentioned above, one of PRIME’s hypothesised requirements for behaviour change to occur is
the commitment to self-label as a ‘non- or ex-addict’. However, there is lack of consensus in the
literature about the necessity of accepting an ‘addict’ identity before being able to progress in
recovery (Doukas and Cullen, 2009), and this is likely to vary as a function of philosophical
differences in beliefs about the nature of addiction (Best et al., 2017a). For example, the 12-step
philosophy which underpins AA, rests on members accepting they have an “incurable disease”
(Reith, 2004, p.293), and members are encouraged to adopt a totalising ‘alcoholic’ identity
(Bathish et al., 2017; Cain, 1991). This state of permanency is epitomised in the well-known self-
introduction at AA meetings: “Hello, my nameis____and | am an alcoholic” (said even after years
of sobriety). Similarly, Fiorentine and Hillhouse’s (2000) ‘addicted self model’ asserts that it is
fundamental for the individual to accept their substance use as a permanent condition or state;
the authors suggest that maintaining an addicted self-concept, even during sobriety, increases the
likelihood of life-long recovery because the individual is reminded of their low self-efficacy to
control substance use. However, empirical support for the model is confined to a single
investigation, and other results reside in an “unpublished manuscript” (Fiorentine and Hillhouse,
2000, p.514). Nevertheless, research with AA/NA members has supported the benefits of
adopting an addict/recovering-addict identity for recovery, e.g. (Buckingham, Frings and Albery,
2013; Hill and Leeming, 2014; Weegmann and Piwowoz-Hjort, 2009), although this is likely to be
entwined with social identity processes associated with group membership, described in the next

section.

While little is known about the recovery identities of those not engaged with AA (Parkman, Lloyd
and Splisbury, 2015), one study found that labels such as ‘recovering alcoholic’ can limit personal
growth and self-perception, prompting some individuals to go through an active process of “de-
labelling” (Howard, 2006). Although many of Howard’s participants found their disorder label
helpful in early recovery, in that it provided a useful starting place to make sense of their
experiences, they later felt “the means to recovery [i.e. taking on a disorder label] was becoming
an end in itself” (p.317). Interestingly, participants did not attribute their decision to ‘de-label’ as
a mechanism for dealing with stigma, but purely to free internal limits imposed by disorder self-

identification.
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However, labels can evoke stigma and/or shame, especially when they become descriptors of an
essentialising identity from which the person derives their entire sense of self (Fraser et al., 2017;
Fraser and Treloar, 2006); this is one concern with synonymising addiction with a ‘spoiled’
identity, and recovery with an ‘unspoiled’ identity (Neale, Nettleton and Pickering, 2011).
Moreover, as Hughes (2007) argues, recovery is in part dependent on the “willingness of others to
engage in, and support” change (p.688) — holding the individual wholly responsible for
transforming their ‘spoiled’ identity neglects the function of sources external to the individual,

including social roles and group memberships, introduced in the next section.

1.5.3 Social identity

1.5.3.1 General theories

Two theories of social identity, situated within the field of psychology, have provided important
bases for addiction-specific research described in the next section, and therefore warrant brief
mention. Social identity theory (SIT, Tajfel and Turner, 1979) posits that an individual’s self-
concept is derived from their membership to social groups; these social identities provide a
framework for a person’s values, norms, goals, and behaviour. SIT contends that individuals are
motivated to pursue a positive self-concept and will work together to emphasise positive aspects
of the social groups they belong to, often by making comparisons with out-groups. Groups
strengthen as individual members become emotionally attached to, and psychologically
intertwined with, the shared goal (Tajfel and Turner, 1979). Group membership is found to be a
source of positive self-esteem, and beneficial effects found for physical and mental health (Jetten,
Haslam and Alexander, 2012). Self-categorisation theory (SCT, Turner et al., 1987) is an extension
of SIT which emphasises the cognitive processes involved when individuals categorise themselves,
and others, as group members. SCT suggests that when an individual self-categorises as a group
member, they come to see themselves as similar to others in the group (termed
depersonalisation); the more representative a person is in terms of group characteristics and

attributes, the greater status they occupy within that group.

While SIT and SCT are specific theories of intergroup behaviour (Tajfel and Turner, 2004),
Goffman’s (1959) work on dramaturgy provides a helpful, more general perspective on the role of
social interaction in identity construction. Goffman used the metaphor of a theatre to describe
how social actors ‘performed’ their roles, which vary depending on their audience. He argued that
identity is constructed through interaction with others, and actors may convey different identities

to different audiences at different times, employing strategies such as impression management —
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identities are therefore negotiated and subject to constant change. Performances can also involve

collaborations between multiple actors (i.e. groups) to stage a “single routine” (p.85).

Like a theatre, an individual’s identity comprises a ‘frontstage’ region of deliberate, visible
performances, and a ‘backstage’ region which protects hidden aspects of self; Goffman
comments: “behind many masks and many characters, each performer tends to wear a single
look, a naked unsocialised look” (1959, p.228). Audiences continually analyse performances,
taking note of deliberate impressions (e.g. verbal communications), and expressions the actor
might ‘give off’ unintentionally (e.g. dress, body language). In the same vein, Goffman identified
two types of social identity: the ‘actual’ (a set of characteristics the individual truly possesses) and
the ‘virtual’ (a constructed image of desired characteristics). Individuals are motivated to maintain
harmony between both types of social identity, and both types of impression. Failure to do so can
give rise to stigma and is “deeply discrediting” to the person’s virtual identity (Goffman, 1963,

p.13).
1.5.3.2 Social identity in addiction and recovery

Observations of the beneficial effects of recovery group membership for a range of outcomes
including psychological well-being and consumption levels, e.g. (Kelly, 2017; Kelly et al., 20123;
Moos and Moos, 2007), has prompted a more thorough investigation of the relationship between
group involvement and recovery. With SIT and SCT as a foundation, a growing body of literature
has suggested that group memberships can encourage the development of a new, positive social
identity that is conducive for recovery. Buckingham and colleagues (2013) were among the first to
investigate this relationship empirically. Recruiting members from AA and NA (Narcotics
Anonymous), and a sample of ex-smokers, they identified two processes through which recovery-
based group membership might operate: 1) ‘evaluative differentiation’ where the individual
comes to evaluate their recovery identity positively because of the derogation of their old ‘addict’
identity, and 2) ‘identity preference change’ where the individual more strongly identifies with
their recovery identity to maintain a positive sense of self. Both processes were associated with
less relapse and appetitive behaviour, although the effects of identity preference appeared to
operate through its positive impact on self-efficacy. The authors concluded that developing a
social identity aligned to recovery, and subsequently making explicit the differences between the

new and old identities, may be beneficial for successful long-term recovery.

Two recent theories, drawing on SIT and SCT, have been developed to synthesise work around
recovery and social identity: the social identity model of cessation maintenance (SIMCM, Frings
and Albery, 2015), and the social identity model of recovery (SIMOR, Best et al., 2016). The former

takes a social cognitive perspective where identities are activated cognitively (either implicitly or
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explicitly) through cues in the environment. Membership to recovery groups is thought to
strengthen the activation of recovery-based identities, and provides a network of social support
which involves giving advice about strategies to cope with difficult situations, encouragement
after a lapse or relapse, sharing stories of personal recovery, and conveying hope about the future
(Frings et al., 2016). The same goal unites members and provides a structure for group norms (e.g.
the AA norm of abstinence); internalisation of these norms motivates the individual to enact
group-congruent behaviours and therefore reduces the risk of relapse. As group membership
strengthens, so does activation of a recovery-based identity, sufficiently so that over time it
becomes readily accessible in situations beyond the group environment, e.g. at a party where

drugs or alcohol might be present (Frings and Albery, 2015).

SIMOR, while complementary to SIMCM, has a different emphasis (Best et al., 2016). Here, social
identity transitions are said to take place within a changing social landscape, from a systemic,
instead of a cognitive/individual perspective. SIMOR also suggests that recovery-based identities
can derive from sources beyond recovery group membership (e.g. socialising with non-drinking
friends). Another difference between the theories is that SIMOR explicitly describes several stages
within the recovery process, and highlights that group memberships, and consequently social
identities, are continually evolving and being negotiated (Best et al., 2016). This aligns with
Goffman’s (1959) conceptualisation of multiple social performances which play a role in shaping

identity over time.

Best et al. (2016) suggest that in SIMOR, early stages of recovery are defined by ambivalence
because of engagement with recovery groups alongside a salient social identity linked to active
substance use. Later phases of recovery are defined by a stable non-drinking social identity
fostered through engagement with pro-abstinent groups. Transitions in social networks coincide
with the establishment of a new recovery-based social identity that supersedes the old ‘addict
identity’; continued affiliation with positively-valanced recovery-orientated groups promotes self-

esteem and helps to create psychological distance between the new and old identity.

Neale and colleagues (2011) note that the pressure on individuals to rid themselves of a ‘spoiled’
identity and create an entirely new identity can lead to hopelessness and disempowerment.
Drawing on Goffman’s dramaturgical perspective to recovery, they suggest that even before
making any change to substance use, individuals can conduct positive social performances to
begin some constructive identity work: “In every new encounter, there is opportunity to be
thoughtful and considerate, minimise previous identity damage and project a more positive self”
(p.6). Involvement with recovery groups provide members additional opportunities to engage in a

social script where recovery is the central storyline (Murphy, 2013). Frontstage work involves the
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use of props (e.g. the ‘Big Book’ of AA) which guide members in group etiquette. Strict adherence
to the group performance facilitates individual and collective recovery experiences, and backstage
work involves private consolidation of collective scripts. Practicing recovery-based performances
strengthens the recovery identity (Murphy, 2013), and might explain why many remain in
recovery circles, even after years of sobriety, to help others at earlier stages of change (Zemore

and Kaskutas, 2004).

1.6 Summary

Understanding of the relationship between identity processes in addiction and recovery is limited.
However, the past few years have seen renewed interest in this field, with researchers finally
responding to calls from scholars decades ago, e.g. (Biernacki, 1986; Cain, 1991; Denzin, 1993;
Kellogg, 1993; Walters, 1996). Nevertheless, more needs to be done to synergise knowledge on
this topic. It is necessary to explore the constructs of identity which are important in recovery,
encompassing, but going beyond, a recognition that both personal and social identity are
implicated. For example, philosophical assumptions of addiction and recovery (e.g. addiction as an
incurable disease, recovery as a lifelong process etc.) are likely to be crucial determinants of the
type of identity change a person might experience, and although seemingly obvious, it is a
consideration that has been largely neglected in the literature (Best et al., 2017a). Moreover,
although work has explored “triggering” or “turning point” events that may prompt an individual
to seek treatment, e.g. (Orford et al., 2006a; Orford et al., 2006b), few researchers have assessed
the impact these may have on conceptualisations of addiction and recovery, and corresponding
identities. Recovery is a heterogeneous phenomenon, and therefore the processes which
underpin it, including identity transitions, are also likely to be heterogeneous. Work focused on
those with a range of drinking patterns and in settings beyond specialist treatment services,

including AA, is needed to fully explore this heterogeneity.

22



Chapter 2

Chapter2  RESEARCH APPROACH

2.1 Introduction

The scoping literature review presented in the previous chapter identified that further research is
needed to understand experiences of living with and beyond problematic alcohol use, particularly
for individuals not currently engaged in specialist treatment or 12-step fellowships. This chapter
discusses pragmatism as the philosophical framework guiding my research and justifies the

mixed-methods grounded theory approach used to address this gap in literature.

2.2 Philosophical paradigms in research

In designing their studies, researchers are guided by a basic set of beliefs about ontology (what is
the nature of reality?), epistemology (what is the relationship between the knower and the
known?) and methodology (how do we gain knowledge of the world?) (Guba, 1990). Together,
these beliefs form what have been termed a ‘paradigm’, or ‘worldview’. Morgan (2007) explains
that paradigms are a priori philosophical systems that impose order on research; each paradigm
with its defining set of beliefs places certain demands on the researcher and will determine the

questions asked, the data collection methods used, and interpretations formed.

Positivism and constructivism are two of the main research paradigms. Positivism assumes the
existence of a single reality and contends that hypothesis-testing scientific methods can harness
objective information about this reality; the researcher is separate from the researched (Teddlie
and Tashakkori, 2009). Positivists rely on quantitative data collection methods to describe
phenomenon under investigation and at an extreme, argue that if a phenomenon cannot be
measured, it does not exist. The goal is to continually test hypotheses and refine theory to bring
us closer to the ‘truth’ (Mackenzie and Knipe, 2006). Establishing causality is a primary concern,
and well-designed studies strive for valid and reliable insights that can be replicated and
generalised to other populations and contexts (Shadish, Cook and Campbell, 2002).
Constructivism, on the other hand, supports the existence of multiple realities which can be
explored through an interactive participant-researcher dialogue (Charmaz, 2014; Mackenzie and
Knipe, 2006). Clarke (2005) argues that reality is situationally and socially constructed; research
reality will include both the researchers’ and participants’ perspectives. Constructivism is closely
associated with qualitative research methods, and typically involves detailed and rich accounts of

subjective experience (Johnson and Onwuegbuzie, 2004).
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2.3 Mixed-methods research (MMR): a pragmatist solution

As gquantitative and qualitative methods are often situated in different paradigms, some
commentators have argued they are incompatible (Bednarz, 1985) and “incommensurable”,
meaning they cannot be compared or measured against each other (Sale, Lohfeld and Brazil,
2002). However, the debate over paradigms within the literature has encouraged the
development of new understandings about mixing methods (Johnson and Onwuegbuzie, 2004;
Shannon-Baker, 2016), including the emergence of pragmatism as a new research paradigm

(Morgan, 2007).

While pragmatist researchers acknowledge the epistemological and ontological differences of
paradigms, they are more concerned with effecting positive change through problem-focused
research (Bishop, 2015). Morgan (2007) notes that pragmatism does not intend to present a
singular worldview but seeks to find meaningful solutions to social problems. Pragmatists contend
that knowledge is fluid and somewhat indeterminate, influenced by time and context (Charmaz,
2014), and theories are considered tools, not absolute truths, which are judged according to their

usefulness in a given context (Bryant, 2009).

With the assumption that facts and values cannot be separated, pragmatist research often uses
gualitative and quantitative methods together to deepen understanding of what works in practice
(Morgan, 2007). The combination of methods is intended to provide greater understanding of the
area under investigation than if each were used in isolation (Creswell and Plano Clark, 2011); this
is a key benefit cited for employing mixed-methods research (MMR), especially in matters related
to public health where a comprehensive understanding of social functioning is required (Kaur,
2016). Accordingly, Greene (2007) encourages researchers to direct attention away from
incommensurable attributes of paradigms (e.g. objectivism-subjectivism) and instead focus on
different but not fundamentally incompatible attributes (e.g. outsider-insider view, the
representative and the unusual, generality-particularity); this allows researchers to embrace

diversity and “get on to the work of applied social inquiry” (p.53-4).

With a similar attitude, several addiction scholars have called for increased use of MMR, e.g.
(McKeganey, 1995; Neale, Allen and Coombes, 2005; Neale and Strang, 2015; Rhodes et al.,
2010). McKeganey (1995) suggests the divide between qualitative and quantitative research in
the field of addiction is “unhelpful” because, he argues, a multi-factorial approach is required to
understand the complex relationships between environmental, social, and psychological
influences on behaviour (p.749). His conclusion that a desire for greater understanding of the field
should take precedence over philosophical disputes of the past, echoes the position taken in this

thesis.
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24 Pragmatism and grounded theory

Grounded theory methodology complements a pragmatist approach given the shared focus on
understanding process and change (Bryant, 2009; Charmaz, 2014). Glaser and Strauss (1967)
introduced grounded theory as an approach for generating new theory from data, in contrast to
hypothesis-testing research. The methodology stems from symbolic interactionism, which itself
has pragmatist underpinnings, and is concerned with understanding the meanings that people
impose on objects, behaviours, and others, through which they interpret their social world
(Blumer, 1969). Subjective interpretations are thought to determine behaviour and identities, and
this is what a grounded theory study seeks to understand. It is well suited to under-studied and
under-theorised areas of research and is helpful for making sense of both similar and contrasting

participant accounts (Burck, 2005).

Grounded theory advocates a recursive and iterative approach to research which encompasses
not only analysis, but also data collection, participant selection, and theory development. A
central tenet of the method is constant comparison of “incident to incident, incident to codes,
codes to codes, codes to categories, and categories to categories” (Birks and Mills, 2011, p.11); a
fully integrated grounded theory is achieved in part through this constant comparative analysis. In
the context of a multi-study MMR project, later studies will be informed by (and are indeed
dependent on) earlier studies. This continual development and adjustment in response to
feedback aligns with the pragmatist position; ongoing analysis seeks to understand how tentative
theoretical concepts “actually work” in elucidating specific research contexts and are retained if

they prove themselves to be useful (Bryant, 2009).

Various versions of grounded theory have evolved, e.g. (Corbin and Strauss, 1990; Glaser and
Strauss, 1967; Strauss and Corbin, 1990), but | took a constructivist stance (Charmaz, 2014) in my
research. | see it as an impossibility to adhere to Glaser and Strauss’ (1967) requirement of
approaching a new project without any preconceptions or hypotheses. As Charmaz, amongst
others, has argued, the researcher brings with them a host of experiences and knowledge,
including awareness of the literature, that cannot be simply disregarded. Prior to PhD study, | was
employed as a substance misuse recovery worker in a specialist community treatment service.
This role involved completing comprehensive assessments of need, delivering one-to-one
psychosocial interventions, and facilitating group-based therapy. | also have experience of
growing up with a family member who was alcohol dependent. My understanding of some of the
difficulties faced by individuals and their families who have problems with alcohol undoubtedly
impacted on my approach to the research. Maintaining reflexivity throughout the research

process is crucial to monitor the impact of preconceptions and positions and is important to

25



Chapter 2

increase rigor in a grounded theory study (Hall and Callery, 2001). | kept a reflexive research

journal and wrote memos during each study for this purpose.

A constructivist approach was also chosen because it holds the possibility of multiple realities —
the researcher’s role is to make sense of these, construct a mutual reality and “see it from the
inside” (Charmaz, 2011, p.366). Constructivist grounded theorists reject the notion of ‘discovery’
as discussed in earlier versions of the method; theory does not ‘emerge’ from the data itself, as
Glaser and Strauss (1967) contend, but rather, is constructed through the dynamic participant-
researcher relationship. It is therefore plausible, and likely, for different researchers to develop
different theories from the same dataset (Greckhamer and Koro-Ljungberg, 2005). This aligns with
the pragmatist position that “there are no fixed points from which reality can be observed”

(Bryant, 2009, p.21).

Several authors, including the initial exponents, support the use of both qualitative and
guantitative data in developing grounded theories (Glaser and Strauss, 1967; Johnson, McGowan
and Turner, 2010). Johnson et al. (2010) suggest a mixed-methods grounded theory (MM-GT)
study is particularly useful for fusing idiographic understandings of reality (typically garnered
through qualitative methods) with nomothetic insights (via quantitative methods) ; it can unite
macro theories with micro experiences (Mason, 2006). MM-GT seeks to answer complex, process-
orientated questions: what works, how does it work, for whom and in what situations? Guided by
pragmatist philosophy, this approach therefore seemed well suited to answer questions about the

complex and multifaceted nature of living with and beyond problematic alcohol use.

Chapter 3 provides a thorough description of the specific grounded theory steps for data
collection and analysis used throughout this thesis so this is not included here. However, it is
important to state that these core grounded theory principles were used throughout all stages of
the research process. Thus, although this thesis comprises several separate studies asking
different questions (see Section 2.5), an overarching methodology connects them. The questions
raised in Study 1 informed the development of Study 2 and so on; each study enhanced
theoretical understanding of the area under investigation, and new findings required re-
examination of earlier findings (this included qualitative data prompting additional post-hoc
guantitative analyses). A pragmatist philosophy guided the research agenda of developing a
shared understanding of participants’ experiences of problematic alcohol use in the hope my
theoretical insights might apply in practice to other populations and contexts (a process Morgan

(2007) terms “transferability”).
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2.5 Summary of studies

Classic texts (Campbell and Fiske, 1959; Denzin, 1970; Jick, 1979) describe the process of
‘triangulation” which refers to researchers using multiple methods to investigate one underlying
question in an attempt to validate the results; it is assumed that one can be more confident in
conclusions if different methods lead to the same result. However, triangulation in this sense
reduces the utility of MMR to answering one question from multiple perspectives — and this is not
the primary purpose of this thesis (although in the event, some findings did triangulate others).
Instead, this thesis involves two studies undertaken in three separate phases (described below),
each asking different questions that required the use of different methods, but from which the
findings could be integrated to provide greater understanding of living with and beyond a
problematic relationship with alcohol. The overarching aims of this thesis, which connect the

separate strands of research were to:

1) gain an in-depth understanding of how those with a range of drinking patterns and
treatment experiences, whose narratives are largely absent in the literature,
conceptualise their relationship with alcohol

2) generate theory about processes and determinants of recovery
To address these aims, the following studies were conducted:

STUDY 1: Semi-structured in-depth telephone interviews with members and browsers of

‘Soberistas’, an online mutual aid group for individuals wanting to address their problematic
alcohol consumption. Interviews aimed to gather in-depth qualitative data about experiences of
recovery in a largely non-treatment seeking population. Use of online support to address
problematic drinking is under-researched, so an exploratory design was needed to identify key
factors influencing recovery in this ‘hidden’ population who often desire anonymity and fall
outside the radar of professional services (see page 49, Chapter 4, for the specific research
questions guiding this study). Interview data were analysed in accordance with constructivist
grounded theory principles (see Chapter 3). This first study generated initial ideas about the role
of identity processes in addiction and recovery. Specific methodological details and results are

presented in Chapter 4.

STUDY 2: Mixed-methods observational cohort study of patients with alcohol use disorders (AUD)

presenting to Southampton General Hospital

Study 1 (Soberistas) was a cross-sectional study, limiting what could be understood of participant

recovery journeys to a single interview. Moreover, having recruited from one mutual aid group,
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participants’ conceptualisations of alcohol and recovery were relatively homogeneous, in keeping
with the Soberistas philosophy. A six-month follow-up hospital cohort study, with liberal inclusion
criteria, was therefore designed to harness greater understanding of a more diverse sample of
participants and their relationship with alcohol over time (see Page 85, Chapter 5, for specific
research questions). While most general hospital patients with AUD are not in specialist alcohol
treatment (Bertholet et al., 2010; Freyer et al., 2007; Owens et al., 2016; Parkman et al., 2017b;
Rumpf, Hapke and John, 1998), their use of secondary care services and assessment by clinical
staff, brings to the fore their problematic alcohol use, and the option of secrecy is removed. This
contrasts with the experiences of Soberistas participants, many of whom never spoke of their
problematic drinking, and provided an opportunity to explore identity and change processes in a
different population. A longitudinal observational study was conducted and comprised two

phases:

e PHASE I: Structured quantitative interviews were conducted with patients during an

unscheduled hospital attendance/admission, and again six-months later. The aim was to gain
reliable and valid estimates of participants’ alcohol use and related measures (e.g.
psychological dependence and readiness to change) in a standardised format, and assess the
change (or lack thereof) in the following months. Data from this investigation provided a
framework for exploring participants’ experiences in-depth (Phase Il below) by contextualising
their qualitative narratives and enabling purposive selection of individuals to interview.
Chapter 5 describes the specific procedural steps taken in this study, including statistical

analyses, and results are presented in Chapter 6.

e PHASE IlI: Semi-structured in-depth face-to-face interviews were conducted with a sub-sample

of participants who completed both interviews in Phase I. As per grounded theory principles,
the approach to this study was iterative and continued to test the constructs identified in
earlier studies (e.g. identity processes), in addition to exploring new avenues (e.g. the impact
of a hospital attendance/admission on participants’ relationship with alcohol). In-depth
qualitative interviewing techniques were employed to elicit detailed accounts from
participants; quantitative data collected during Phase | enabled purposive selection of a
diverse sample of participants, whose experiences were most likely to enhance theoretical
understanding. | also drew on analysis of quantitative data collected during baseline and six-
month follow-up to stimulate discussion around areas of interest, with the aid of a graphic

task (Wouters et al., 2008). Chapter 5 describes the specific procedural steps taken in this
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study. Data were analysed according to constructivist grounded theory principles (Chapter 3),

and results are presented in Chapters 7-9.

251 An integrative understanding

Figure 2, shown on Page 31, presents a visual illustration of the MM-GT design used in this thesis
and highlights the relationship between each study. Many so-called mixed-methods studies fail to
integrate qualitative and quantitative arms (Bryman, 2007). Although studies in this thesis were

conducted sequentially, the methodology is integrative, evident in the following ways:

a) Sampling and research development

Early studies informed the decision about how subsequent phases of the research should
progress, as well as the selection of participants themselves. For example, the decision to recruit a
clinical population (i.e. physically unwell hospital attendees) followed from Study 1 with
Soberistas members and browsers who comprise an entirely different sample in terms of
demographics, use of services etc. This accords with grounded theory principles of purposeful
sampling to achieve a maximum variation of characteristics expected to influence understanding
of evolving theory. The focus of the Phase Il hospital study, and the participants recruited,

stemmed from integration of the first two studies.

b) Analysis and interpretation

As per grounded theory methodology, data from each study were compared and contrasted
throughout the whole research process to generate a more comprehensive understanding of
participants’ experiences. Areas of agreement, inconsistencies and contradictions were explored
in written memos to highlight how the data from each study told similar or different stories about
the area under investigation. Visual maps were drawn throughout the project which included
findings (quantitative and qualitative) from across the studies; this provided a helpful framework
for data integration and reflected conscious decisions to amalgamate findings. Additional data
from the literature were also incorporated throughout analysis to encourage “innovative insights”

and aid interpretation of my data (Bryant, 2009, p.21).

In addition to planned statistical analyses, qualitative findings prompted some additional
exploratory post-hoc analyses of quantitative data, including a secondary regression analysis

(Section 6.5 in Chapter 6) and group comparisons (e.g. Section 8.2.3 in Chapter 8). While post-hoc
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findings must be interpreted with caution (Field, 2009), they assist in a grounded theory

exploration of participant experiences and provide data for future testing.

c) Write-up

For clarity, studies are presented in the order they were conducted. However, a strong narrative
thread runs throughout the thesis, with subsequent chapters building upon those that came
before. Findings from earlier studies and other literature are brought into results chapters to tell a
story of how, in collaboration with participants, | developed theoretical insights about life with
and beyond problematic alcohol use. The discussion chapter (Chapter 10) seeks to integrate

findings from all studies and suggest implications for clinical practice and future research.
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Study 2 (Phase |):
Quantitative six-month follow-
up hospital cohort study

Study 1:
In-depth qualitative interview
study with members/browsers
of Soberistas

Mixed-methods
analysis and
interpretation

Integrative
understanding

Study 2 (Phase ll): In-depth
qualitative interview study with
a sub-sample of participants
purposively selected from
Phase |

Grounded Theory principles and techniques

Figure 2:  The mixed-methods grounded theory design employed in this thesis
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2.6 Summary

This chapter provided an overview of the research approach taken in this thesis to enhance
understanding about living with and beyond a problematic relationship with alcohol, from the
perspectives of individuals whose stories are largely absent in the literature. A MM-GT approach,
underpinned by pragmatism, allowed for a shift from simply measuring problematic alcohol use
and recovery outcomes, to investigating them as meaningful personal and social experiences.
Thus, this thesis aims to integrate findings from the studies described above and position them
within the wider literature to hypothesise about psychosocial mechanisms (including identity

processes) that might underpin change.
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Chapter3  CONSTRUCTIVIST GROUNDED THEORY
METHODOLOGY

3.1 Introduction

This chapter provides an overview of key grounded theory principles that were employed during
the collection and analysis of all qualitative data presented within this thesis; specific
methodological details pertaining to each study can be found in their corresponding chapters. The
use of first person throughout this chapter (and others) is intended to highlight the subjectivity
inherent in qualitative research and is consistent with a constructivist approach to grounded
theory (Charmaz, 2014). It is important to be transparent about the decisions | made throughout
the process and discuss personal biases that could influence my interpretation of the data. While
grounded theory analysis is recognised as complicated and “messy” (Munhall, 2012, p.238), | aim
to provide a clear account of the steps | took at each stage. | followed the structure proposed by

Tweed and Charmaz (2012, p.133):

Development of the research question
Sampling and recruitment of participants
Data collection

Initial coding

Focused coding and categorisation

Theory building

N o v ok W N e

Write-up
Figure 3 on Page 34 depicts this process diagrammatically.

Methodological features, including memo-writing, constant comparisons, and theoretical
sampling, are intrinsic aspects of grounded theory research, and will be described as part of the

analytic process later in the chapter.
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Figure 3:  The grounded theory process, adapted from Tweed and Charmaz (2012, p.133)
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3.2 Research team and reflexivity

Charmaz (2004, p.991) advises researchers to choose topics that ignite their passion. My passion
for conducting addiction-focused research stems from familial experience of addiction and
subsequent work in the field. These experiences inevitably had an impact on my research; my
knowledge, personal history, training, and thoughts/feelings about the topic area, shaped my
approach to interviewing and construction of reality with participants. | feel my prior knowledge
and experience facilitated effective dialogue with participants and helped build rapport; although
| kept discussion of my personal experiences to an absolute minimum, participants could probably
sense | had some understanding of the challenges associated with problematic drinking. | kept a
journal throughout the research process to log my thoughts and feelings about the study as it
evolved and discussed any areas of difficulty with my supervisors. Some of my reflections arising
throughout the study are incorporated into the following sections to highlight my ‘active’ role as

researcher.

| received specific training in advance of the first study (Chapter 4) by Dr Krysia Canvin, who is an
expert in qualitative methodologies, specifically grounded theory. Dr Canvin also provided
supervision throughout all stages of the Soberistas project, alongside my PhD supervisors,

Professor Julia Sinclair and Professor David Baldwin.

33 Data collection

3.3.1 Constructivist Interviewing

During interview, participants were asked to talk freely about their relationship with alcohol,
treatment history, and any other relevant experiences, as a way of understanding their journeys
of addiction and recovery. Participants were in control of the length of interview and
consequently there was quite a range in duration (19-121 minutes for the Soberistas study and
40-181 minutes for the hospital study). Topic guides (Appendices A and B) ensured | covered all
essential areas of interest, but participants were encouraged to ‘take the lead’ and remain at the
centre of interviews. Open-ended interviewing techniques facilitated this (e.g. probing, exploring
issues raised by the participant, asking for clarification or specific examples where necessary). A
graphic task (Wouters et al., 2008) was used during face-to-face interviews with hospital
participants, as they are shown to help elicit discussion related to complex events, ideas,
experiences, or emotions (Copeland and Agosto, 2012; Crilly, Blackwell and Clarkson, 2006); see

Chapter 5 for further details. Moreover, visual mapping techniques are often used during alcohol
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treatment to help build rapport, reduce anxiety for those less comfortable with eye contact,

facilitate communication, and maintain focus, e.g. (PHE, 2013b).

As alluded to earlier (see Section 3.2), the researcher’s ability to appropriately draw on prior
knowledge and experience is considered essential in grounded theory to construct quality data. A
skilled interviewer focuses on relationship building, the flow of conversation, their professional
and theoretical position, and exploits their use of self to communicate with participants and
create narrative (Nunkoosing, 2005). In constructivist interviewing, the interviewer takes an active
role in understanding the worlds of participants through collaborative dialogue. Charmaz (2004)
also advocates temporarily abandoning one’s role as researcher if it is appropriate to validate
participants’ experiences — she says, “respect for research participants as persons supersedes
research objectives” (p.985). Therefore, a sensitive and empathetic approach to interviewing was
crucial. This included the decision to change focus if | sensed a participant was not comfortable.

The following example is taken from an interview during Study 1:

Interviewer: Does your family know [about Soberistas]?

Participant: | have a wife and well a son who still lives at home.

Interviewer: And do they know you use the site?

Participant: Er no. No, they don’t. No, they don’t [long pause].

Interviewer: Is there any reason why?

Participant: They just don’t.

Interviewer: Ok. So, say someone had never heard of Soberistas before — didn’t have a
clue what you were talking about — how would you describe it to them?

4

Excerpt from Study 1 interview with ‘Kevin

After this interview, | attached a memo to this section of dialogue which read:
| sensed ‘Kevin’ did not want to continue with this area of questioning — this bluntness
contrasted with his style of communication during the rest of the interview, and so | decided

to change focus to a less sensitive topic.

During the hospital study, there were several occasions where participants presented to interview
or contacted me via telephone, during episodes of intoxication, acute distress, or suicidal crisis.
Again, individuals’ wellbeing took absolute precedence, and appropriate steps were taken to
ensure their safety, within the bounds of research good clinical practice (e.g. offering
compassionate and non-judgemental support, seeking clinical supervision, liaising with

professional, including emergency, services).
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3.3.2 The interview process

Establishing rapport prior to interview was important for me to feel comfortable asking, and
participants to feel comfortable answering, personal questions. This was easier with individuals
participating in the hospital cohort study as | had met them twice prior to qualitative interview.
For Soberistas participants, an introductory telephone call alleviated any concerns participants
had and helped develop rapport. Also, on reflection, the use of telephone interviews added
another layer of comfort and reassurance for participants. Although some have argued that
telephone interviews are only suitable for short, structured interviews, e.g. (Fontana and Frey,
1994), there is little evidence that they produce less-quality data than face-to-face interviews

(Novick, 2008).

Overall, interviewees gave detailed and rich accounts of their experiences, and many disclosed
sensitive personal information relating to their use of alcohol, relationship problems, health
concerns, and difficulties at home/work. Many participants commented on the interview being a
positive experience and were grateful for the opportunity to tell their story, sometimes for the

first time. For example:

“I enjoyed talking to you about my recovery, in retrospect it was Email from ‘Caroline’

therapeutic and made me realise how far | have come, so thanks.”  (Soberistas participant)

“It was a pleasure, you made it easy, thank you.” Email from ‘Amanda’

(Soberistas participant)

“Thank you, Sophia. It’s an issue close to my heart and | am very Email from ‘Phil’

happy to have had the opportunity to talk to you about it.” (Soberistas participant)

’

“I’'m glad it’s helped you and might help other people. | have had Comment from ‘Donna

help, so I am quite happy, you do whatever you want with it.” (Hospital participant)
“Anything else you need | am here. You have actually helped me Comment from ‘Daniel’
Sophia, a lot. Good luck with your work.” (Hospital participant)

“Thank you for letting me take part in this. Being able to talk and Comment from ‘Lorna’
being asked questions...by talking it through you get more (Hospital participant)

understanding of it yourself.”
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3.3.3 Data management

| audio-recorded and transcribed interviews verbatim, usually within a few days. The qualitative
software package NVivo (v.11) was employed to aid storage, retrieval, and systematic coding of
the dataset. Transcribing every interview allowed for familiarisation with, and deeper
understanding of, the data. It also provided opportunity to reflect on and refine interviewing

techniques (e.g. avoiding closed questioning).

A decision was made to not routinely send transcripts for participant comments or corrections.
The main reason being that it was unlikely all participants would have provided comments or
corrections, and therefore interviews with corrections would be different in nature to those
without — corrected transcripts would change from participants’ ‘talk’ to reflections on their talk.
Other reasons included practicalities and safeguarding. | was often unaware of participant
addresses/identities in the Soberistas study; as many individuals discussed highly sensitive
personal information which occasionally caused them to become upset during interview, it
seemed unhelpful to send transcripts which could potentially exacerbate this. In the event, no
Soberistas participant requested a copy. A few individuals participating in the hospital study
requested, and were sent, transcripts to keep for their own record, following discussion with

supervisors.

3.34 Literature as data

One of the major areas of contention in a grounded theory study is the use of literature. Chapter
1 presented and justified the limited, and purposive, preliminary literature review, most of which
was conducted prior to data collection, and helped me orientate the field of study (Urquhart,
2007). However, literature plays a key role at all stages of a grounded theory study and is used
differently than in other forms of research. Here, literature is considered a source of data and
must be drawn upon throughout analysis (Charmaz, 2014). | sourced literature when theoretical
guestions arose during the project, which in turn informed my decision about new avenues to
explore and further questions to ask. My use of literature increased as the research progressed.
While my early review (Chapter 1) highlighted key concepts and theories important for
understanding recovery from problematic alcohol use generally, subsequent literature searches
focused on studies investigating self and identity processes specifically. | did not initially intend to
delve into this area, but it became necessary because of the way in which Soberistas participants
described their recovery in relation to engagement with online mutual aid. Further data collection
during later studies with participants recruited in hospital required exploration of new literature.

To reflect this evolving process, literature is woven into results chapters where it enhances or
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clarifies understanding of the findings being presented. Supporting and contrasting literature are
used to contextualise and compare my findings and are viewed as another ‘voice’ that

contributed to theorising.

For me, one of the biggest attractions of constructivist grounded theory methodology was this
flexibility to use literature in a way not adopted by other approaches; this resulted in exciting
exploration of unexpected literature, and ultimately, better understanding of participant
experiences by positioning findings within the context of current knowledge. Broad reading was
supplemented by more thorough search strategies for literature relating to concepts particularly
relevant to participants’ experiences. For example, with the concept of ‘identity’, | searched
databases (MEDLINE, EMBASE, and PsycINFO) using keywords including: alcohol*, addict*,
recover®, identi*, self, self-concept, self-schema, label*, self-efficacy, self-evaluation, self-
perception, and diagnos* (where * indicates truncation, allowing for different permutations of
the terms). | also screened relevant reference lists and books. Whilst this approach is
comprehensive, it was not intended to be fully systematic whereby all papers relating to the topic
area were included. Rather, papers were selected for their relevance and pertinence, and if their

content contributed to theoretical understanding of participants’ experiences.

3.4 Data analysis

Analysis in grounded theory research is complex and hard to put into words; is iterative and non-
linear, and continues through to the final stages of write-up. The researcher approaches data
collection, analysis, and theory development simultaneously. This section aims to provide a
transparent account of the methods used to analyse data presented within this thesis, informed
by Tweed and Charmaz’s (2012) approach, depicted in Figure 3 earlier. While these steps are most
directly relevant to analysis of qualitative interview data, it is important to note that quantitative
data collected during the hospital cohort study (Chapter 6) were incorporated into the analytic

process, in keeping with a mixed-methods approach.

3.4.1 Initial coding

The first stage of analysis involved open line-by-line coding of interview transcripts which was
performed as data were collected. This encouraged familiarisation and prompted the start of data
categorisation. Line-by-line coding promotes close affinity with the data and ensured that |
analysed data ‘from the ground up’, keeping the authenticity of participants’ accounts. Appendix

C provides an example of line-by-line coding of part of an interview transcript.
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Charmaz (2014) suggests using gerunds in initial coding to reflect action and process and to retain
the dynamic nature of participants’ accounts. ‘In vivo’ codes take the words of participants
directly and were also used during this phase of coding. Use of gerunds and in vivo codes
preserved the language participants used and the meanings they ascribed to their experiences.
They also reduced the possibility of projecting any preconceived ideas onto the data and

ultimately generating theory which reflects my perspective rather than that of participants.

“Turning point” is an example of an in vivo code which uses a gerund. This initial code reflects the
moment participants decided to give up drinking alcohol, which sometimes coincided with a
particular event (e.g. the death of a loved one or admission to hospital). “Losing control” is
another code that captured part of participants’ experience of addiction. This code represents a
complex process that occurred over time and was therefore best expressed as a gerund; the

|”

codes “no control” or “lost control” would have reduced this process to a simple topic (Charmaz,
2014, p.120). Using gerunds for initial codes allowed me to make connections between data and
other codes more easily during later stages of coding; | could gain a handle on larger portions of
data as | was coding processes that were common to several participants (Tweed and Charmaz,

2012).

3.4.2 Focused coding and categorisation

Focused coding involved taking the most useful and frequent codes identified in the initial coding
phase and applying these to larger chunks of data (Charmaz, 2014). This stage of coding therefore
required a more concentrated and selective approach to analysis. During focused coding, |
compared codes as represented by different participants to refine my understanding of them. For
example, with the code “affecting the body” (Chapter 7), | looked to see how different
participants described and defined bodily changes because of their alcohol use, to clarify what
this experience entailed; | asked questions of the data about the nature of these changes, when
changes occurred, why some individuals noticed changes and others did not, and the implications
of bodily changes. This analysis brought the initial “affecting the body” code up to the category,
“the embodiment of alcohol use” which recognised corporeal changes as being integrally linked to

participants’ sense of identity.

Categories “explicate ideas, events or processes in the data” (Charmaz, 2014, p.189) — they move
beyond simple description. Categories are the accumulation of continuing analysis of data, and
often change as the theory develops. For example, “abstaining from alcohol” (an initial code
during analysis of Soberistas interview data) was later reconceptualised into two separate but

related categories — “becoming alcohol-free” and “being secure in sobriety”. The former
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represents the physical state of achieving abstinence but incorporates the term “alcohol-free”, a
phrase of significant meaning to members of Soberistas. The latter represents a state of mind that
participants described arriving at after a period of being “alcohol-free”. Thus, whilst one is
dependent on the other, they reflect distinct processes that the initial code “abstaining from

alcohol” failed to capture.

343 Memo-writing

Memos are the cornerstone of grounded theory analysis. They “catch your thoughts, capture the
comparisons and connections you make, and crystallise questions and directions for you to
pursue” (Charmaz, 2014, p.162). They served as a diary of evolving thoughts and feelings about
the data and the thesis as a whole. | wrote memos about impressions of interviews, codes,
emerging categories, and the theoretical and conceptual framework which led to the generation
of theory. Write-up would not have been possible without reliance on memos written throughout
the project as they served as a coherent story linking the various strands of data (within and
across studies) together. | include examples of memos throughout my results sections to illustrate

their use.

3.4.4 The constant comparative method

The constant comparative method is another key analytic technique employed in grounded
theory and is also used at every stage of analysis (Glaser and Strauss, 1967). The method requires
the researcher to make comparisons between data (e.g. interview cf. interview, code cf. code,
guantitative cf. qualitative) to identify similarities and differences. As this is repeated at all stages
of analysis, categories continuously evolve. Essentially, this process serves as verification and
validation of emerging conceptualisations — it ensures that categories are supported by the data

being collected (Holton, 2007).

Moreover, this technique forced me to challenge my preconceptions. For example, one
interesting avenue of analysis that gripped me early on was understanding how participants
labelled, or ‘diagnosed’ their problematic drinking. Having worked in treatment services and been
familiar with the DSM-5 conceptualisation of ‘alcohol use disorder’ as a single disorder
incorporating increasing levels of risk, | viewed problematic drinking as situated on a continuum.
However, this view was not necessarily shared by participants who were generally less familiar
with diagnostic criteria. Soberistas participants, for example, tended to uphold a categorical
definition of diagnosis (i.e. “drinker” vs. “alcohol-free”). Memos allowed me to keep track of how

different participants described their problematic drinking and why this may differ from my
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understanding. The notion of labelling and self-concepts in relation to alcohol use became a key

interest throughout all studies in this thesis.

The constant comparative method also plays an important role in mixed-methods grounded
theory research (Johnson, McGowan and Turner, 2010). In the hospital cohort study, quantitative
and qualitative data were collected and analysed concurrently; both types of data informed
interpretation and testing of the other. For example, analysis of qualitative narratives suggested
that psychological dependence was more important than actual consumption in shaping
participants’ conceptualisations of their relationship with alcohol (Chapter 7). This finding
prompted a secondary, exploratory regression analysis to determine which factors predicted
clinically significant and reliable change in psychological dependence as measured by the ‘Leeds
Dependence Questionnaire’ (Chapter 6); the results of this analysis then guided further
exploration of qualitative data. To provide another example, quantitative and qualitative data
were compared/contrasted to gain greater understanding of participants’ experience of having
their alcohol use assessed in a hospital setting. Quantitative ratings suggested participants
generally found their assessment to be a positive experience, and regression analyses identified
the significance of a first-ever assessment of alcohol use in a hospital setting for favourable
drinking outcomes six months later. Qualitative narratives were analysed to understand why
individuals might evaluate their hospital experience as positive, and why first assessments might

be associated with better outcomes (Chapter 8).

3.45 Theoretical sampling and saturation

“Initial sampling in grounded theory gets you started; theoretical sampling guides where you go.”

(Charmaz, 2014, p.197)

Theoretical sampling is a vital grounded theory strategy which is employed to gather more data to
develop the tentative categories identified during earlier stages of analysis. The properties of
early categories often rely on assumptions and need further clarification. Theoretical sampling
seeks to collect data that elaborates and refines these categories until no new properties emerge
(i.e. categories are theoretically saturated). Thus, it is not used to increase generalisability or
represent a population — it is used to provide a complete and comprehensive theoretical picture
of categories. Theoretical saturation therefore determines sample size in a grounded theory

study.

The researcher determines initial sampling which provides a starting point and raises questions.
Theoretical sampling seeks to answer these questions and is therefore determined by gaps in the

data. In the Soberistas study, participants were interviewed once, so new participants were
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sampled to achieve theoretical saturation. For example, an initial category related to participants
becoming more active on the site — some participants stated they contributed to blogs and
discussion posts, but analysis of these early interviews raised further questions. It became
necessary to understand why someone would contribute to the site, at what point they decide to
contribute, and what stops people from contributing. Hospital study participants, on the other
hand, were interviewed up to three times (two quantitative interviews — baseline and follow-up —
and one qualitative interview). This allowed me to ‘test’ evolving conceptual and theoretical ideas
within and across participants, drawing on both qualitative and quantitative data, at multiple

stages of the study.

Creating models and visual diagrams of the various categories helped to clarify links between
them and proved invaluable in the development of theory (see Appendix D for examples).
Moreover, visual data collected through use of a graphic task (Wouters et al., 2008) during
interviews with hospital participants enhanced my understanding and analysis of qualitative
narratives. Memos written throughout the project were linked to relevant aspects of the diagrams

to assist with this process.

3.4.6 Negative cases

‘Negative cases’ are data that contradict or disagree with the major pattern represented by most
of the data (Charmaz, 2014, p.198). A researcher may deliberately search for contradictions, or
they may arise naturally. Negative cases need to be analysed and incorporated into the theory to

strengthen it.

Negative cases can highlight that certain categories need further exploration, or they may
enhance the credibility and robustness of existing categories. An example of a negative case in the
Soberistas study came from ‘Liz’, the only participant who discussed an intention to moderate her
alcohol consumption. “Becoming alcohol-free” was an important category reflecting the
Soberistas ethos of abstinence, and Liz’s experience of hostility on the site because of her decision
to drink ‘socially’ only strengthened the case for this category. Similarly, in the hospital study,
participants’ narratives varied considerably during interview in terms of content and form, except
for a few which appeared to be ‘fixed’ throughout. Further analysis of these exceptional negative
cases, considered within the context of other interviews and research, highlighted the impact of
recovery group engagement (e.g. 12-step fellowships) in shaping how these participants reflected
on their relationship with alcohol; the few participants whose narratives were highly structured

had experience of reciting their story within the context of attending groups such as Alcoholics
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Anonymous. The “multiplicity” (Christensen and Elmeland, 2015) identified in the accounts of

most participants became an important concern in this study.

3.4.7 Theory building

A theory tries to answer questions about when, how, and why something happens; it involves
moving from specific incidents to broader statements about social processes. The constructivist
approach emphasises understanding over explanation and goes further than simple description.
To theorise, researchers must move beyond coding and seek to bring key categories up to
concepts (Charmaz, 2014). Categories are raised to theoretical concepts when they carry analytic
weight — they most fully capture what is happening in the data. Theoretical integration results in a
set of logically connected concepts that together help understand crucial processes (Birks and

Mills, 2011).

Uncertainty and ambiguity are to be expected when theorising. Constant interaction with the
data, being open to unexpected findings, and approaching the task with “playfulness, whimsy,
and wonder” (Charmaz, 2014, p.245) allowed me to scrutinise participants’ experiences. Instead
of striving to identify the ‘basic social process’ (Glaser and Strauss, 1967) or single ‘core category’
(Corbin and Strauss, 1990) which represents the main concern for participants, | aimed for an
integrated conceptual theoretical framework that captured the complex nature of participants’
worlds (Charmaz, 2014). The framework developed through interviews with Soberistas
participants, entitled ‘managing multiple facets of self’, is the result of analytical construction of
meaning, and highlights the role of various identity processes in understanding participants’
experiences of recovery from problematic drinking (Chapter 4). Three key concepts (maintaining
“normal” selves; addressing the alcohol ‘identity’; creating an “authentic self”), together with
their corresponding categories, support the theoretical framework. Elements of this framework,
together with additional quantitative and qualitative data collected during the hospital cohort
study, were synthesised to develop a second, more comprehensive theoretical framework
entitled, ‘negotiating alcohol use and self’ (Chapter 7). This analysis incorporated additional data
which enhanced understanding of identity processes in addiction and recovery beyond those
identified in narratives of participants using a single mutual aid group; it also considered the
impact of an unscheduled hospital attendance/admission on participants’ relationship with

alcohol.

These frameworks represent substantive theories which offer an account of processes in specific,
substantive areas (i.e. understandings of addiction/recovery were developed from interviews with

users of Soberistas and hospital attendees at one general hospital). However, Lempert (2007,
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p.247) notes that substantive grounded theories can be developed through ongoing analytical
“abstraction and conceptual integration in a variety of contexts and groups”, possibly leading to
the development of a formal theory. This overcomes one of the major criticisms of grounded
theory, namely that it produces ‘low-level theories’ about very specific areas with limited reach;
engaging with the literature and existing theories (see Section 3.3.4) throughout the whole
research process encourages the development of a theory that can be ‘scaled up’ and then tested

in further research (Urquhart, 2007).

3.5 Summary

This chapter provided a detailed account of the data collection and analytic methods used
throughout this thesis, which accord with a constructivist approach to grounded theory. Although
the process was at times perplexing and iterative, the stages outlined in Tweed and Charmaz’s
(2012) model (Figure 3), provided some structure from which | could approach the task, and

demonstrate rigour in the research.
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Chapter4  METHOD AND RESULTS

4.1 Introduction

This chapter presents the methods and results of the first study | conducted to explore alternative
conceptualisations of problematic alcohol use and recovery, from the perspectives of individuals
whose stories are largely absent in the literature. An exploratory qualitative study was conducted
with members and browsers of ‘Soberistas’, a previously unresearched online social networking
site for people concerned about their alcohol use. The site was launched in 2012 by Lucy Rocca,
18 months after she became abstinent from alcohol, and was designed to provide an alternative
form of support for individuals for whom traditional services or mutual aid groups (e.g. Alcoholics
Anonymous, AA) do not appeal (Rocca, 2018). The site is entirely peer-led except for limited
content moderation, with the ethos described as “non-prescriptive, non-religious, and non-
judgemental” (Sinclair, Chambers and Manson, 2016, p.221). At the time of qualitative interviews,
it had a global membership base (including the UK, USA, and Australia) of >1800 subscription-
paying members (fee: £34/year) and ~2000 active browsers (Chambers et al., 2017). Subscription-
paying members can create a profile, engage in discussions, post blogs, watch webinars and utilise

various information resources; browsers can view most content but with restricted usage.

The qualitative study presented in this chapter extend the results of a cross-sectional survey that
we conducted to describe the site’s membership base, and its component parts and processes —
see Accompanying Document; (Sinclair, Chambers and Manson, 2016). The online survey, and the
gualitative results presented here (subsequently published as (Chambers et al., 2017); see
Accompanying Document), represent the first empirical study of Soberistas. Considering the gaps
in literature, highlighted in Chapter 1, a qualitative exploratory in-depth interview study was

designed to answer the following research questions:

1) What is the role and function of Soberistas as a new/alternative form of support for its
members and browsers?
2) How do participants describe using Soberistas to address a problematic relationship with

alcohol?

Through my analysis, a person-centred grounded theory was developed which answered these

questions and is presented throughout the results section of this chapter (starting on Page 52).
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4.2 Method

421 Participant selection and setting

Thirty-one in-depth telephone interviews were conducted with Soberistas members, ex-members
and browsers between October 2015 and January 2016. Most participants were recruited via an
online survey embedded within the Soberistas website from August to October 2015 (Sinclair,
Chambers and Manson, 2016). At the end of the survey, respondents were asked to provide an
email address if they were willing to take part in an in-depth telephone interview to discuss their
views and experiences of using Soberistas. Seventy-six people gave an email address (17.6% of
those who completed the survey). The University of Southampton’s ethical review committee

approved the study (see Appendix E).
To be considered for inclusion for interview, participants had to:

e Be over 18-years-old

e Be based in the UK

e Speak English

e Have visited Soberistas at least once

e Have access to a telephone

Using information provided during the survey, | purposively sampled and contacted 58 people
(Appendix F shows the participant information sheet sent to potential participants). The strategy
was to achieve a maximum variation of characteristics expected to influence experience of the
site and included age, gender, current levels of alcohol use, previous treatment history and length
of time with Soberistas. Of the 58, two replied to say they would not like to take part, three
agreed to interview but subsequently withdrew consent, two email addresses were invalid and 23

did not respond.

To address gaps in my sample, | placed an advert on Soberistas.com in December 2015 specifically
inviting males, people new to Soberistas, or people thinking of leaving, to participate in interview.
Six people responded, three of which did not meet study inclusion criteria as they were based
outside the UK. Of those interviewed, 28 were recruited via the survey and three via the advert

(see Section 4.3 for details of participant characteristics).

4.2.2 Data collection and analysis

Prior to interview, participants were offered an introductory telephone call, so | could explain the

study in more detail, including the consenting procedure, and answer any questions following

50



Chapter 4

receipt of the information sheet. All participants accepted this initial call, and none declined to
participate following this. It was during this call that participants were reminded that the
interview would be audio-recorded to enable transcription. All participants then provided verbal

informed consent (audio-recorded) prior to the interview starting.

During interview, participants were asked to talk freely about their relationship with alcohol,
treatment history, and their views, experience, and use of Soberistas, as a way of understanding
their recovery journeys. A topic guide (Appendix A) ensured | covered all essential areas of
interest, but the participant was encouraged to ‘take the lead’ and remain at the centre of the

interview. Participants were offered a £10 Amazon e-voucher for their contribution.

Interviews were analysed using constructivist grounded theory principles (see Chapter 3 for a

detailed overview).

4.3 Participant characteristics

Table 2 displays a summary of participant characteristics (see Appendix G for a detailed overview).
The final sample comprised current subscription-paying members, ex-members, and browsers.
Some participants had only found Soberistas a few weeks prior to interview, while others had
been aware of the site since its launch in 2012. Of those alcohol-free at time of interview, length
of sobriety ranged from two weeks to five years. Most were positive about Soberistas and viewed

it as a source of support and information.

Just under 42% (n=13) of the sample reported having never accessed any other form of support
for drinking before Soberistas, and of the same number who had, only five continued to do so —
for the remaining 13, Soberistas was now their sole source of support. Examples of other forms of
treatment/support included: inpatient rehabilitation, community treatment services, AA,
alternative therapies (e.g. hypnotherapy, herbal remedies) and private counselling or therapy. It is
important to highlight that most the sample were female. While this is not surprising given that
Soberistas is aimed primarily at women (Sinclair, Chambers and Manson, 2016), it was not the aim
of this analysis to assess the role of gender in use of the site. Instead, | purposively sampled male
members to gain a deeper understanding about use of Soberistas from the perspectives of the

range of people who might use it for support with problematic alcohol consumption.
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Table 2: Soberistas participant characteristics
Characteristic Participants
n (%)
Gender
Female 25 (80.6)
Male 6(19.4)
Age
25-34 2 (6.5)
35-44 7 (22.6)
45— 54 8 (25.8)
55-64 10(32.3)
65+ 4(12.9)
Membership status
Subscription-paying member 24 (77.4)
Ex-member 4(12.9)
Browser (non-member) 3(9.7)
Estimated length of time on the site
<1 month 2 (6.5)
1 -3 months 3(9.7)
3 — 12 months 10 (32.3)
> 12 months 16 (51.6)
Drinking Status
Currently drinking 7 (22.6)
Alcohol-free < 1 year 12 (38.7)
Alcohol-free > 1 year 12 (38.7)
Treatment / Support (other than Soberistas)
None 13 (41.9)
Previous 13 (41.9)
Current 5(16.1)

4.4 Results: The theoretical framework

Meaning was constructed from the analysis to develop a theoretical framework of how
participants addressed their problematic alcohol use through engagement with an online mutual
aid group. Figure 4 presents the framework, ‘managing multiple facets of self’, which highlights
how participants carefully constructed and reconstructed various identities to support recovery.

The framework comprises three main concepts, and each will be discussed in turn:

III

1) Maintaining “normal” selves
2) Addressing the alcohol ‘identity’

3) Creating an “authentic self”
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Collectively, participants described a complex and circuitous journey of recovery. However, for
ease of interpretation, the results below present a linear pathway of recovery (from problematic
drinking to sobriety) and highlight how participants engaged with Soberistas during different
stages. In keeping with grounded theory methodology, relevant literature is woven into the

findings as an additional source of data (see Section 3.3.4 in Chapter 3).

Participant quotations demonstrate how interpretations are grounded in the data, with identifier

format as: gender-specific pseudonym, membership status, drinking status.
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Managing multiple
facets of self

Maintaining Addressing the alcohol
“normal” selves ‘identity’

“Droplets of awareness”
Becoming “alcohol-free”
Establishing accountability

- A hidden identity
‘Lurking’ for reassurance

Creating an “authentic self”

Being “secure in sobriety”
‘Leading’
Moving on

Figure 4:  “Managing multiple facets of self”: a theoretical framework of how engagement with

online mutual aid can support recovery

4.5 Maintaining “normal” selves

This concept concerns participants’ anxiety to maintain an outward impression of what Dave
described as a “perfectly normal and functioning member of society” (Member, 1-year alcohol-
free). Almost all participants were in stable employment, with many holding positions of

responsibility, including senior management roles. The majority reported having a “normal
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upbringing” (Amanda, Member, currently drinking) with largely uneventful lives; although some
participants reported traumatic experiences including sexual assault and domestic violence, they
were in the minority. When asked to introduce themselves at the start of interview, almost every
participant referred to their career, their marital status, their children, where they lived, and/or
their age; many also included descriptions of their personality or self-concept (e.g. “I’'m quite a
stressy kind person”, “I am physically fit”, “I am a perfectionist...one of the pleasers in life”). Only a
minority started with a description of the role alcohol played in their life, despite knowing this

was the focus of the interview.

Tracy and Trethewey’s (2005) ‘crystallised self’ theory, like Goffman’s (1959) dramaturgical
perspective, conceptualises identity as multi-dimensional, fluid and context-dependent: there is
no ‘fake’ nor ‘real’ self, just different aspects of the whole. Data within this concept support a
multi-dimensional view of identity; participants often spoke of occupying numerous identities, of
which a ‘hidden drinking identity’ was just one. The categories, ‘a hidden identity’ and ‘lurking for
reassurance’ explain how participants managed their problematic drinking identity alongside their

‘normal and functioning’ identities, and how engagement with Soberistas supported this.

4.5.1 A hidden identity

Many participants described the secrecy that surrounded their drinking behaviour which often
resulted in them feeling “isolated”, “trapped” or “lost”. Sarah (Member, 3-months alcohol-free)

explained:

“I had this hidden secret that | was a drinker. | presented myself to the world as efficient, a
coper...there’s the pride, the secretiveness of it, you're presenting one side, but in actual

reality, that's not what you're really like.”

Sarah later revealed she worked at a local general practice (GP) surgery and refused to disclose
concerns about her alcohol consumption to a doctor there because she “would have felt a sense
of shame”. Others feared the repercussions of disclosing unhealthy alcohol use to a health
professional because “it would stay on my medical record” and may jeopardise employment, or
risk “social services getting involved” if the person had children. Many also cited “embarrassment”

and “the huge stigma in and around excessive drinking” (Michelle, member, 5-months alcohol-

free) as reasons for not seeking help.

Commonly, participants described how their problematic drinking was kept totally hidden to
protect relationships, career, pride, or self-image. Some even claimed close family and friends

were unaware, for example;
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“I don't think any of my close friends or family would have any idea that | was kind of having
a struggle with the way | was drinking — and | don't know that | would particularly want

them to know.” (Kimberley, member, 2-months alcohol-free).

“I have kept it quiet. It’s a closed thing for sure. Managing it [his drinking] has been an

issue. It has to be managed.” (Paul, member, currently drinking).

“None of them know, no. None of them know anything. | have been married for 35 years so |
think my wife would be a bit surprised | hadn’t discussed it.” (Ben, member, 3-years alcohol-

free).

Some explained they attempted to share their concerns with family and close friends, but were
dismissed; Maria (ex-member, 2-years alcohol-free) said, “My mother and husband would say —
‘vou don’t have a drink problem, don’t be so silly’. Nobody thinks | had a problem.” This
experience was quite typical amongst participants, and it seemed that the ability to function

‘normally’ prevented others from taking participants’ concerns about drinking seriously.

Although originally used to describe migration experiences, Park’s (1928) notion of the ‘marginal
man’, as someone living in two different cultures but not fully integrated into either, can be
applied to experiences of any person living on the periphery of multiple ‘worlds’ (Anderson and
Levy, 2003). Participants in the present study appeared to find themselves in this position,
juggling their identity as “a drinker”, as well as maintaining their identity within their family and
wider society. Anderson and Levy (2003) describe marginality in people considered ‘deviants’ in
society (a label often attributed to someone with an addiction) which highlights the conflict

arising through occupying multiple identities:

“Deviants’ are rarely fully deviant; typically, they keep a foot in the conventional world and
assume socially valued identities by engaging in acceptable and productive activities while

possibly concealing their deviance.” (p.761)

An individual may have a family, a job, a home etc. (what Anderson and Levy may term “socially
valued identities”) but at the same time have a dependence on alcohol that they attempt to keep
hidden from others. Participants’ descriptions of experiencing shame and embarrassment, and
feeling “different to everyone else” (Yasmin, ex-member, 18-months alcohol-free) because of their

alcohol use, suggest they may have considered their secret drinking identity as ‘deviant’.

Related to the concept of deviance is stigma. Research has found alcohol dependence to be a
particularly stigmatised condition, more so than other mental disorders (Schomerus et al., 2011a),

and stigma is a key reason for patients to avoid seeking treatment (Keyes et al., 2010; Probst et
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al., 2015). Stigmatising labels and idioms such as ‘once an addict, always an addict’ can become
self-defeating thoughts, and prevent someone moving on in recovery (Biernacki, 1986; Kellogg,
1993), with association shown between self-stigma and lower drinking-refusal self-efficacy
(Schomerus et al., 2011b). Almost all participants spoke of both perceived social stigma and self-
stigma attached to problematic drinking, reinforcing their desire to keep this aspect of identity

hidden.

Like in Goffman’s (1959) theatre, participants enacted a role to satisfy their audience. Participants
appeared to use what Goffman terms ‘impression management’ - strategies to create a desirable
image. By emphasising performances associated with a ‘normal’ life filled with responsibility, they
could distract from their ‘backstage’ identity defined by problematic alcohol use. An actor’s
identity risks being blemished if an audience detects discrepancies between their social
performance (the actor’s ‘virtual identity’) and their ‘actual identity’. Thus, for my participants,
problematic alcohol use was considered a ‘discreditable stigma’ (Goffman, 1963) — an attribute
that can to a certain extent be concealed, but if uncovered is likely to be frowned upon. Scott
(2015) notes that ‘invisible’ stigmas like secret problematic drinking present a “double-edged
sword” (p.157) because they allow the person to continue ‘normal’ social interaction without
stigmatisation, but results in constant fear of being caught. This certainly reflects the experiences
of participants who reported feeling “isolated”, “trapped” and “lost” trying to juggle their multiple

facets of self.

4.5.2 Lurking for reassurance

Due to this hidden identity, participants often relied on the Internet for information and advice
about problematic drinking, and this was a common route to finding Soberistas. Upon finding the
site, many reported time spent ‘lurking’, that is, passively “consuming all the material” without
actively contributing. Many read stories of likeminded people with similar backgrounds and
experiences and described a “resonance” with the site’s ethos. ‘Lurking’ often provided

reassurance:

“Reading other people’s stories was so important because it made me realise | wasn’t
alone...to know that it wasn’t unique to me, but there were people exactly like me...my age,

my profession, my social background.” (Angela, member, 2-months alcohol-free).

‘Lurking’ therefore afforded participants a safe way “to read and get information” (Dave,
member, 1-year alcohol-free) from supportive people with similar experiences yet preserve the
secrecy that characterised this phase of recovery. Kimberley (member, 2-months alcohol-free)

explained it was “very reassuring to know that actually | wasn’t going mad.”
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Almost every participant spoke about the benefit of ‘lurking’ to access support anonymously,
which was considered especially important during early recovery. Michelle (member, 5-months

alcohol-free) explained:

“You want to keep a lid on it so much; you want to contain it yourself...it’s a huge comfort

that you’re shrouded — there’s no spotlight on your real life.”

Other research has also highlighted the role of the Internet in allowing users to lurk anonymously.
Cooper (2004) developed a ‘pathways disclosure model’ (PDM) which described how problem
gamblers used an online mutual aid group to support their recovery; as for my participants,
anonymity and minimal personal disclosure was common at the start. Cooper (2004) suggests the
Internet supports early exploration of behaviour change (i.e. those in pre-contemplation and
contemplation stages of change?) because the person is not required to reveal any personal
information or make any concrete commitments. This was a key benefit of Soberistas for many
participants; Angela (member, 2-months alcohol-free) said the best thing about the site is “the

ability to engage with it when | need to, but there’s no pressure to engage”.

4.6 Addressing the ‘alcohol identity’

While participants described arriving at Soberistas in various stages of change, all spoke of
motivation to change their alcohol use or remain alcohol-free. Many described how alcohol had
taken a central role in their lives, and several said they had a reputation for being the “group
drinker” or “life and soul of the party”. Participants described how their alcohol-related identities
became destructive and had the potential to jeopardise other identities (e.g. as a parent, an

employee, or an “efficient coper”). Most were fearful of this becoming a reality and reported

3 The transtheoretical model (TTM, Prochaska and DiClemente, 1983) of behaviour change
considers an individual’s readiness to address a given (usually unhealthy) behaviour. The TTM
describes a series of temporal stages an individual progresses through when changing
behaviour:
e Precontemplation; the person is not contemplating any behaviour change and may
be unaware that their behaviour is problematic
e Contemplation; the person starts to realise their behaviour is problematic and begins
to consider the costs and benefits of changing their behaviour
e Preparation; the person intends to make changes to their behaviour in the near
future and starts putting plans in place to facilitate this
e Action; the person makes observable changes to their behaviour
¢ Maintenance; the person is sustaining action for a length of time and is working to
prevent relapse

58



Chapter 4

seeking support to stop drinking before this happened; Maria (ex-member, 2-years alcohol-free)

said: “I was having functional relationships, holding down a job, being a mother to my
children...but it was just like a dark shadow over me.” The ‘crystallised self’ theory of identity
(Tracy and Trethewey, 2005) holds that multiple facets of self are healthy and functional;
however, my analysis highlighted the difficulties participants experienced when certain facets

were felt to be unhealthy and dysfunctional.

This second concept captures participants’ experience of addressing their destructive alcohol-

related identities, including:

e how they realised there might be a problem (4.6.1: ‘droplets of awareness’)
e how they understood and interpreted the problem (4.6.2: ‘becoming alcohol free’)

e how Soberistas helped in this process (4.6.3: ‘establishing accountability’)

Prior research has found that recovery often involves a transformation of identity where the

person leaves behind the old ‘addict’ identity, and establishes a new, more favourable identity

which excludes addictive behaviours; this body of literature is discussed in relation to the findings

presented below.

4.6.1 “Droplets of awareness”

Some studies have found evidence of participants experiencing a single ‘crisis point’ or ‘rock

bottom’ moment as the reason for change, e.g. (Mackintosh and Knight, 2012; MclIntosh and

McKeganey, 2001; Teruya and Hser, 2010); however, participants in the present study tended to

describe a gradual realisation that alcohol was causing problems; Linda (member, 15-months

alcohol-free) referred to this process as “droplets of awareness”. For some, these droplets came

in the form of many small incidents, for example:

“I don’t think I’'ve had...I mean I’'ve had lots of moments...but I’'ve always gone back to it, so |

can’t say...these people talk about how they have hit ‘rock bottom’ — | feel like I’'ve done that

loads of times — there’s not one kind of pivotal moment where | thought, right | need to

stop.” (Abby, member, currently drinking)

For others, these ‘droplets’ were recognition of a change in drinking pattern and style which gave

cause for concern, for example:

“Two nights in one week I...I was going to say discovered...but yes it was, | had discovered |

had drunk a whole bottle of wine, and | thought what on earth am | doing?” (Sarah,

member, 3-months alcohol-free)
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“I guess where | started to get uncomfortable with things was probably mid to late thirties,
when | was very conscious of the fact that | started to use alcohol to unwind at the end of
the day, and then you know over time, the consumption crept up.” (Dave, member, 1-year

alcohol-free)

These multiple incidents or general feelings of discomfort about one’s drinking often resulted in
‘exhaustion’ with life as it was; Caroline (member, 3-years alcohol-free) referred to the AA saying,
“sick and tired of being sick and tired”, to explain how she felt at the point of being ready to give
up alcohol. Participants’ descriptions of struggles to give up alcohol were laced with frustration
because of the repetitive and relapsing nature of addiction; Heather (member, currently drinking)
said, “you hate yourself, you know, every day you think how you’re not going to do it again”. Sonia

(member, 7-months alcohol-free) agreed:

“I’d wake up every morning and think right that’s it...end of...I’'m not doing it anymore. But
then 4 o’clock, 5 o’clock would creep round by which time | was feeling better...down to

Tesco’s, get another bottle, and the cycle would start again — it was just getting so awful.”

Many participants were aware their drinking had an impact on other aspects of life, and this gave
cause for concern. Some explained they regularly went to work with a hangover, others confessed
they would sacrifice time with their children to drink, and many discussed the negative impact it
had on their psychological health and mood. Linda (member, 15-months alcohol-free) explained
how alcohol took over her thinking, she said; “alcohol took a space in my brain that was just for

77

alcohol. It’s described as ‘the voice’”. Many expressed regret and sometimes shock at how alcohol
had infiltrated so many aspects of self, although participants were generally still able to project a

socially accepted version of themselves to others (Goffman, 1959). This finding resonates with the
experience of marginality in which the person struggles with a divided sense of self and confusion
over identity, resulting in instability and stress (Stonequist, 1937); Dave (member, 1-year alcohol-

free) summed this confusion up well:

“The frustrating thing is when you realise the equation doesn’t quite add up any more and
it’s [alcohol] taking more from you than it’s actually giving, but you still can’t quite break
the connection. It’s like having a love-hate relationship...it’s like having an abusive
partner...you can’t quite bear to let it go but you know it’s not good for you — you keep

going back for more.”

Intolerance of the state described by Dave often drove participants to stop drinking. An important
early study looking at the process of recovery from addiction was conducted by Biernacki (1986)

whose findings resonate 30 years later with experiences of participants in the present study.
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Biernacki found that the decision to stop using a substance was often a consequence of an
individual’s ‘addict identity’ conflicting with other non-addict identities (e.g. as an employee, a
parent etc.). The impact of a “spoiled identity” requires the person to re-evaluate and repair their
damaged sense of self. McIntosh and McKeganey (2000;2001), in their interviews with 70
recovering drug users in Scotland, also found that recognition of identity being ‘spoiled’ through
defamatory characteristics and behaviours associated with drug use, was an important step in

recovery.

In Gibson and colleagues’ (2004) grounded theory study of drug users’ concerns and experiences
of their oral health, a core concern identified was the ‘entangled’ nature of their identity (i.e.

unstable, chaotic), and the effort they had gone to, to ‘disentangle’ during the recovery process.
Many reported feeling guilt and self-loathing for once being a person entangled in drug use. This

echoes participants’ experiences in the present study, for example:

“There is that sort of, ‘oh god why did | do that?’ — even if you haven’t gotten very drunk.
You know, | meant not to drink ever again, and I’'ve had three glasses of red wine. And that
doesn’t make you an out and out ‘alcoholic’, but it makes you somebody who can’t stick
with what they said they were going to do, and you feel just as bad.” (Rachel, member, 2-

weeks alcohol-free)

The lack of evidence for a defining ‘turning point’ in my interviews with participants supports the
findings of Granfield and Cloud (1999) that numerous and intertwining factors may prompt the
initiation of recovery; this gradual “drift” out of addiction mirrors the drift into addiction where
participants were generally unaware of their mounting reliance on alcohol as it gradually
increased over time. The ‘droplets of awareness’ notion also supports elements of Kearney and
O’Sullivan’s (2003) identity shift theory, described in Chapter 1; accumulating evidence that
alcohol consumption was incongruent with other identities and values prompted critical self-
appraisal (Kearney and O’Sullivan’s “taking a hard look at myself” category, p.144), leading to

subsequent behaviour change.

4.6.2 Becoming “alcohol free”

An obstacle to accessing traditional treatment, or other forms of mutual aid including AA, was
participants’ general reluctance to accept an ‘alcoholic’ identity. The term was considered by
those who mentioned it to be derogatory, stigmatising and something with which they could not

7

identify: “I fundamentally did not, and still do not believe that | was ‘an alcoholic’” (Hayley, ex-
member, 3-years alcohol-free). Furthermore, many did not consider their drinking to be a

“medical problem”, often agreeing with Kimberley (member, 2-months alcohol-free) who said, “/
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don’t subscribe to the disease model...you don’t have a disease, you have a problem with
drinking”. Many reported no physical health consequences of their drinking and stated the main

symptom of problematic consumption was reduced mental health.

Robinson’s (2016) recent commentary encourages clinicians to avoid using non-diagnostic
idiosyncratic terms like ‘alcoholic’ or ‘addict’, as they perpetuate negative beliefs and attitudes;
he argues that a person-first, patient-centred approach to clinical labelling is crucial if the
treatment utilisation gap is to be reduced. This publication aligns with a memo (see Box 1 below) |
wrote during early stages of interviewing when it became apparent that language and labelling

was important for understanding participants’ experience of recovery.

Box 1: Memo on the importance of language and labelling

Second interview with Kimberley has raised some interesting questions: she
totally rejects the "disease model" approach to understanding her drinking. She
did not identify with the word "alcoholic". Is this just her individual perspective,
or is this true for Soberistas as a whole? Maybe Soberistas appeals because of the
framework it provides members to understand their drinking, which excludes the
need for stigmatising labels (like 'alcoholic')? Kimberley said she would never go
to AA or her GP because of the label she would be given. What label (if any) is
used on Soberistas? This interview has brought to my attention the role of

language and terminology in recovery.

Participants felt Soberistas offered an alternative perspective to other treatment models,
although the site was said to have a clear ethos, characterised by specific language, values, norms,

and beliefs. Kevin (member, 2-years alcohol-free) explained:

“The first night | was on...the first message | got was, “how long are you AF?” Well | didn’t
know what ‘AF’ was — | was actually too embarrassed to ask what ‘AF’ was. | kind of worked

it out myself...I thought that must be ‘alcohol-free’.”

Numerous participants spontaneously used the term ‘alcohol-free’ during interview which they
explained was central to the Soberistas ‘identity’, being “softer than saying ex-alcoholic” (Louise,
browser, 3-weeks alcohol-free). Participants welcomed the “softly, softly approach” (Angela,
member, 2-months alcohol-free) advocated on Soberistas; viewing the decision to give up alcohol
as a “healthy lifestyle” choice helped many accept their problematic alcohol use without evoking

shame. Abby (member, currently drinking) explained:
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“What I like [about Soberistas] is that it’s not shaming...it just helped me to not feel really
crap about myself because | could see that other people had this problem...other women

with children and jobs...not necessarily down and outs.”

Other qualitative research with people in recovery from alcohol dependence has noted the
negativity attached to an ‘alcoholic identity’. Khadjesari et al.’s (2015) study looking at
experiences of using ‘Down Your Drink’, an online intervention offering help and advice on
reducing alcohol consumption, found that users of the site likened ‘alcoholics’ to “smelly tramps
in the street” (p.2016). Similarly, Hill and Leeming’s (2014) Interpretative Phenomenological
Analysis with six individuals engaged with AA identified a key theme, “men in dirty macs”; this
summarises participants’ prior expectation of who attends AA meetings, and reflects how they
thought society views people with alcohol problems. Biernacki (1986) also recognised social
stigma as an obstacle that needs to be overcome if people are to successfully recover; rejection of
the ‘alcoholic’ identity appeared to be a mechanism for participants in the present study to

detach themselves from such stigma.

The way in which participants appeared to make sense of their alcohol use, in relation to their
overall sense of self, led me to the work of Brekhus (2003), despite the disparity in topic area
(Brekhus’ analysis focuses on homosexuality). His “identity grammar” framework suggests that
people can use identity labels as essentialising nouns (i.e. the label captures the person’s
fundamental essence; “alcoholic” is who the person is) or descriptive adjectives (i.e. the label is a
description of a person’s behaviour; “alcoholic” refers to a pattern of drinking). Participants in my
study appeared to conceptualise their drinking in terms of a destructive behaviour that has the
potential to impinge on valued identities, rather than problematic alcohol use representing their

fundamental essence as a person.

Despite rejection of the ‘alcoholic’ label, participants explained that Soberistas shared one
important element with AA — namely its belief about complete abstinence as the only solution for
people with alcohol problems. Members of Soberistas were expected to endorse this alcohol-free
identity when online — Sarah (member, 3-months alcohol-free) explained that to fully integrate
into the community she had to “earn [her] stripes” and equated this with being alcohol-free; she
said, “I've been sober 88 days...I can justify being part of the group now”. Another participant
explained the only requirement for joining was a “commitment and desire to be alcohol-free” and

the concern if someone expressed contradictory opinions:

“There would be quite a big backlash and it’s usually the newer people — the ‘newbies’ —
that really don’t understand what all the fuss is about. But it’s about maintaining the ethos

of the site and what it stands for.” (Karen, member, 13-months alcohol-free)
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This ‘alcohol-free’ ethos encouraged some participants to think differently about their drinking.
Kerry (member, 3-months alcohol-free) explained that Soberistas made her realise she was

“attacking it wrong” — she said:

“On Soberistas this woman had what | considered to be a lesser problem than mine, and she
was giving it three times as much commitment as | was, so | realised | needed to give it
110%, and I tripled mentally what | thought my problem was, and therefore | won’t touch a

drop.”

While firm ‘rules’ around abstinence gave some participants the impetus to take their drinking
seriously, others described feeling “intimidated” by members who advocated an abstinence-only

approach, Liz (member, currently drinking) explained:

“I said | was thinking of having a drink — | got lots of support, but | also got lots of
aggressive comments. Then when | did drink, | blogged about it, but it got really quite

nasty...I stopped blogging.”

Liz later stated she would not renew her membership because of “hostility” from others, and the
site’s inability to support her attempt to moderate drinking. Other participants explained that to
stay part of the community, they had to refrain from vocalising opinions that do not support the

abstinence-only ethos. Heather (member, currently drinking) said:

“I would like to sit in a nice bar and have a glass of red wine, which | have done — but | don’t
say that on Soberistas. The general atmosphere of it is don’t drink. | don’t think it says it in
any of the rules or anything, but it’s just the accepted wisdom. If you want to talk about
drinking in moderation, please keep away from all these people who are trying to not drink

at all because it’s hard enough.”

Therefore, at times, participants were required to foster an online identity that differed from their
offline identity(ies) to protect the site’s alcohol-free ethos. Soberistas might not benefit these
members in the same way as those seeking complete abstinence, and some research has
supported moderation as a viable treatment goal, particularly for non-dependent problem
drinkers (Humphreys and Klaw, 2001; Klaw and Humphreys, 2000). However, for those whose
goal is abstinence, engagement with a group that cultivates strong values around abstinence may
nurture the development of a personal identity defined by motivation to not drink. West’s (2006)
PRIME theory argues that to remain abstinent from addictive behaviours, the individual’s
motivation not to smoke/drink/gamble etc. must be linked to their ‘deep-identity’ — the “self-
ascribed labels and attributes to which the individual is emotionally attached” (West, 2009,

p.280). Thus, the labels people ascribe to themselves can have a profound influence on their
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behaviour. West (West, 2006) suggests that ‘ex-‘ or ‘non-‘ smokers experience more motivation
not to smoke because of the label they have assigned to themselves, and research has found that
having a positive ‘smoker’ identity independently predicts failure to make a successful quit
attempt six months later (Tombor et al., 2013). Thus, the ability to develop a strong identity that
excludes the addictive behavior may determine whether an individual successfully recovers or not
(Best et al., 2016; Frings and Albery, 2015). A recent study conducted by Montes and colleagues
(2017) found that in non-treatment seeking hazardous drinkers, those who transitioned from
identification as a ‘problem drinker’ to identification as a ‘non-problem drinker’ were seven times
more likely to rapidly reduce heavy drinking than those who did not make such a change; these
participants also had significantly less heavy drinking days at the 2-year follow-up point. The
authors argue that change in subjective appraisal of one’s identity in relation to alcohol use is an
important indicator of change in drinking behaviour. Here, the ethos promoted on Soberistas
appeared to be facilitating change in its members by encouraging the development of an identity

that is truly “alcohol-free”.

4.6.3 Establishing accountability

While many participants reported lurking on Soberistas, especially at the beginning of their
membership (see Section 4.5.2), some emphasised the importance of ‘creating an identity’ on the
site by actively participating. Linda (member, 15-months alcohol-free) recalled the transition

between lurking and participating;

“| started tapping into the site and reading every so often, and then | thought, I've got to do
something about this...I must have read on the site for a few months before | ever did the

first blog.”

Another participant, Michelle (member, 5-months alcohol-free), wrote her first blog the day she

stopped drinking. She explained;

“Once you create an ‘identity’, and you put yourself out there on blogs or commenting on
other people's blogs, you're almost a little bit, in your heart of hearts, accountable...there's

almost, well I'm out there now...you're accountable to everybody.”

Alcohol-free members frequently discussed the importance of accountability in sustaining
abstinence, and a mechanism for accountability is active engagement on the site. This was
corroborated by participants who reported non-engagement and lack of accountability when

drinking, for example:
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“When | was going through a moderating phase, | didn’t really look at the site...I didn’t
really want to engage. Using the site is for me to not drink...when | am drinking | kind of

don't see the point.” (Kimberley, member, 2-months alcohol-free).

Establishing smaller, more personal communities within the larger Soberistas network was a
common way of creating accountability. Participants explained that members often joined others
with similar demographics (e.g. age), goals (e.g. 30-days alcohol-free) or interests (e.g. yoga), and
this helped foster “mutual support” and “understanding”, which often paved the way for

“intimate” and “real” friendships on Soberistas, occasionally involving in-person meetings.

Engagement with likeminded people also provided alcohol-free participants with reaffirmation of
their decision to remain so, despite possible resistance or lack of understanding from people

offline:

“It’s a bit hard because they [friends/family] don’t understand, but that’s why I get solace in
the website and from reading Lucy’s [Soberistas’ founder] book...because those are people,
even though I’'ve never met them, they can understand...no-one else understands why I’ve

given up.” (Maria, ex-member, 2-years alcohol-free)

Some participants cited lack of understanding and perceived stigma in their offline lives for
confining expression of their difficulties with alcohol on Soberistas. Many wished to keep online
and offline identities separate, and when this was jeopardised, some reported feeling fearful. For
example, Kerry (member, 3-months alcohol-free) explained what happened when a friend joined

Soberistas:

“I went for a dinner party locally and a friend mentioned it [Soberistas]...I just ran home
that night and deleted everything because I've got far too much personal information on

there...it terrified me...I haven’t blogged since.”

This fear of being recognised caused some participants to keep their offline identity hidden on
Soberistas, and many discussed the benefits of doing so, namely the ability to “open up about
things they wouldn’t normally” (Tina, member, 1-month alcohol-free) — anonymity therefore

encouraged personal disclosures, and was often considered helpful for recovery:

“I just found it easier to talk about the whole subject anonymously...it becomes terribly easy
to talk about it in a third person almost, as if you’re somebody else, and | found that very
helpful. | found it much easier to admit that | was sitting there at 9 o’clock in the morning

with a bottle of vodka.” (Ben, member, 3-years alcohol-free)
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The freedom to selectively ‘self-present’ (Goffman, 1959) online permits the construction of an
identity/identities that exist alongside others in the ‘real world’. The use of the Internet is
therefore interesting for identity construction because as McEwan and Mease (2013) note, the
relationship between physical self (e.g. age, gender, race), location (e.g. home, work) and
audience — all of which provide information about membership to identity groups and determine
which identity is enacted — is “altered” (p.87-88). Participants appeared to use Soberistas as a
vehicle to effect change in their drinking but could exercise control over the level of personal
disclosure; individuals could balance their need for connection and understanding with their
desire for anonymity. This flexibility was considered a benefit over in-person treatment which
requires exposure of identity. For many, the Soberistas community provided a “rare opportunity
to offload”, in an anonymous environment, to supportive people who understand — Angela
(member, 2-months alcohol-free) explained that was “the kick-start behind making changes”.
Goffman (1959) discusses ‘dramaturgical loyalty’ which refers to team-mates being bound by
moral obligation to keep off-stage secrets and backstage identities hidden from certain audiences;
it seems loyal users of Soberistas had entered into a such an agreement about their experience of

and recovery from problematic alcohol use.

A body of literature concerning social identity was particularly relevant for the theoretical
integration of this concept and associated categories. Until now, the studies presented highlight
the importance of ‘personal’ identity projects, which focus on transforming a ‘spoiled identity’
into an ‘unspoiled’ or ‘non-addict’ identity. However, Neale et al. (2011) argue that the ‘spoiled
identity’ concept is over-simplistic, and emphasises the identity associated with substance misuse
at the expense of neglecting other important identities the person might hold. Indeed, while
many participants in the current study did discuss their destructive drinking identity, they also

emphasised various other identities such as parent, employee, wife etc. (see Section 4.5).

In her work with ex/users of heroin, Hughes (2007) also concludes that we should move away
from understanding addiction just at the level of ‘the individual’ because recovery also
necessitates changes in lifestyle, social involvement, and engagement. Thus, identity
transformation “is not only dependent on what users will and can do, but what they will and can
do in the context of the willingness of others to engage in, and support, such change.” (p.688).
Even Biernacki (1986), in discussion of how to overcome a ‘spoiled identity’ (i.e. a personal
identity), suggests an individual is more likely to recover if they have access to a range of ‘identity
resources’ — including ‘healthy’ non-using social relationships, social roles, and vocabularies —

from which a new identity (or identities) can be established.
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The importance of recovery-specific support from abstinent peers for successful short and long-
term outcomes is well stated within the literature, with benefits including: changes in levels of
substance use (Kelly, 2017; Kelly et al., 20123; Litt et al., 2009; Longabaugh et al., 2010; Stout et
al., 2012), retention in treatment (Beckwith et al., 2015; Bliuc et al., 2017) and improved quality of
life and mental health (Bathish et al., 2017; Best et al., 2012; Best et al., 2015). Other research has
found that exposure to the norms, values and beliefs of a recovery network encourages the
development and maintenance of a ‘non-addict’ identity, e.g. (McIntosh and McKeganey, 2000;
Pennay, MacLean and Rankin, 2016; Rodriguez and Smith, 2014). In the context of a 12-step
group, Buckingham and colleagues (2013) found that members who established a strong
preference for a social identity aligned with recovery rather than that of ‘an addict’ had higher
levels of self-efficacy, which itself was positively correlated with months abstinent. These results
concur with accounts of participants in the present study; those who appeared to benefit most
from Soberistas membership had established small accountability networks and embraced the
alcohol-free group identity. Larkin and Griffiths (2002), in their IPA study of a 12-step residential
treatment centre in England reported similar results — those who could more easily relinquish
their ‘addict’ identity in favour of the new dominant group identity were more likely to be positive
about the future and receptive of support; the creation of a new 'sober/recovering' identity
creates distance between the former, unfavourable identity and boosts self-efficacy in the quest

to stay sober.

Thus, although the title of this results section concerns the individual’s ‘alcohol identity’, the data
within this concept also supports a role for social identity in the recovery process; the creation of
smaller friendship groups on Soberistas, for example, provided some participants a framework to
support the development of their new (personal) alcohol-free identity. Best et al.’s (2016) social
identity model of recovery (SIMOR), described in more detail in the introductory chapter of this
thesis, is relevant here. SIMOR frames recovery as involving the person’s social world and
suggests that changes to this world occur alongside changes in a socially derived sense of self
(Best et al., 2016). A ‘social identity’ perspective recognises that people do not live in isolation,
uninfluenced by their social networks and group membership, see also: (Frings and Albery, 2015;
Rosenquist et al., 2010). Engagement with Soberistas represented a change in the social world of

participants which provided a sense of belonging and unity with others “who understand”.

4.7 Creating an “authentic self”

This final concept captures the experience of some participants who managed to move on from
occupying multiple identities, including a secret drinking identity, to creating what they termed an

“authentic self”. Philosophical and psychological theories of self and identity have long discussed
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the notion of a ‘true’ or authentic self, which some research has suggested is crucial for
psychological health and well-being (Schlegel et al., 2009). Some participants explained they
arrived at a stage where they allowed their on- and -offline identities to be viewed
simultaneously, and this helped toward a feeling of authenticity (and was considered a positive
step forward in recovery). The convergence of identities was almost always described by
participants who had achieved some period of sobriety and had progressed further in terms of
stage of change; their experiences were compared with those of participants earlier on in the

process, which consolidated the theory presented here.

4.7.1 Being “secure in sobriety”

Several participants described what Caroline (member, 3-years alcohol-free) termed as being
“secure in sobriety”. This state marked a significant change, going beyond simple acceptance of

needing to be alcohol-free:

“This is a new chapter in my life and it’s very different. | am absolutely delighted with it...I'm

really happy.” (Hayley, ex-member, 3-years alcohol-free)

Yasmin (ex-member, 18-months alcohol-free) indicated this happiness came from arriving at her
“authentic self”. Participants explained part of this authenticity involved a change of lifestyle and
engagement with new activities (e.g. study, exercise, volunteering), and spending time with new
non-drinking friends. It also meant a “sense of freedom” because they reached a point of

openness both online and offline:

“I don’t care what people know about me, you know at the meet ups we use our real name
and photographs were taken...couldn’t care less now if some of my personal friends think
that | was an ‘alcoholic’...that’s the label they might want to use.” (Karen, member, 13-

months alcohol-free).

The interview with Karen prompted a memo (Box 2), related to the one presented earlier (Box 1),
about terminology and language in recovery, and demonstrates progression of the theoretical

framework:
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Box 2: Memo on the importance of language and labelling

Interview 5 - like the other participants | have interviewed, Karen rejects the
“alcoholic” identity, but unlike the others, Karen doesn’t care if that is what she
is labelled as. She has been AF for longer than most of my other participants - is
it related to that? Caroline (interview 1) was 3 years AF at time of interview and
she provided the in vivo code, “secure in sobriety”. Maybe Karen and Caroline
have progressed to a different stage in their recovery, and a different stage in
their identity? Is labelling less of an issue for participants with longer periods of

sobriety?

It was only through subsequent interviews that the concept of creating an “authentic self” (in vivo

code from interview 28 with Yasmin) by being “secure in sobriety”, came to fruition.

Authenticity also meant for some participants a sense of freedom in their thinking, for example,

Linda (member, 15-months alcohol-free) said:

“There was a part of my life that was taken up with thinking about it, you know, when you
would have a drink...how much you could have a drink...how much you could drink and not
to be seen to be drinking too much — and all of that | have lost completely. That has gone. |
feel...it's a sense of freedom. | think | was trapped by alcohol, and | feel completely free

7

now.

Other participants in earlier stages of recovery described looking forward to a time where alcohol
would no longer play a central role in their lives. Sarah (member, 3-months alcohol-free) said she

“is hoping in time this will all go away...put it behind me”.

Previous research supports the finding that successful recovery requires breaking away from old
networks and activities and establishing a new sense of self; McIntosh and McKeganey (2001)
argued that their participants’ narratives of recovery, which included distancing themselves from
drug-using activities and social networks, and reconstructing their sense of self, provided evidence
for the creation of a new identity. More recent work by Dingle and colleagues (2015) also attests
to this; through semi-structured interviews with 21 adults residing in a drug and alcohol
therapeutic community, the authors identified two ‘identity pathways’ into and out of addiction.
One was termed “an identity gain pathway” in which socially isolated individuals saw the initiation
of their addiction as the development of a new valued social identity, or their recovery in terms of
building new identities involving work, study, or family roles. While there is no evidence of

participants in the current study gaining a valued social identity through their addiction, there is
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evidence of their recovery involving the construction of newly gained identities. Karen (member,

13-months alcohol-free), for example, said her identity has changed “dramatically”:

“I have become a bit of a fitness, health...l was always quite fit and healthy, apart from the

drinking, but I'm like uber fit now [laughs].”

Thus, participants appeared to replace their destructive drinking identity with positive facets of
self by establishing new personal narratives defined by health. Pennay et al.’s (2016) research into
the online programme, ‘Hello Sunday Morning’, also identified narratives of “healthism”. The
authors found that many participants who stopped drinking became focused on fitness, mental
wellbeing, and success in other areas of life; they note that “alcohol, then, becomes an
‘unhealthy’ practice, one that is framed as inauthentic and unnatural” (p.73). In both Pennay et
al.’s study and mine, engagement in recovery-orientated activities and support from like-minded
others (both on- and off-line) appeared fundamental to this increased sense of authenticity. This
is in keeping with Reith and Dobbie’s (2012) longitudinal work with problem gamblers; the
authors found that personal identity reconstruction was grounded in social circumstances and
relationships. Similarly, Koski-Jannes (2002) noted that recovery efforts require long-term changes
in both personal and social identity in their mixed-methods study based in Finland of 76
participants in recovery from various addictions. Personal identity projects involved, for example,
finding a more authentic expression of being, getting back in touch with emotions or searching for
a spiritual solution; social identity projects included being part of a mutual aid movement, helping
others with similar problems (see next section on ‘leading’) or simply fitting into mainstream
society as “ordinary tax payers” (p.192). The desire to preserve connection to the “mainstream”
(Nettleton, Neale and Pickering, 2013) was apparent in the interviews | conducted and supports
Waldorf et al.’s (1992) finding that maintaining a stake in ‘conventional life’, with its “ingredients
of a ‘normal’ identity” (p.10), was important for cocaine users to control their use or quit

completely.

Relevant to these findings is Howard’s (2006) research which examined the role of disorder labels
(e.g. ‘alcoholic’, ‘anorexic’, ‘acrophobic’) in recovery. Analysis of recovery narratives of individuals
who had ‘dis-identified’ with their disorder labels highlighted that labels can narrow self-
perception and stunt personal growth because of the perceived permanency attached. Howard
provides the narrative of one participant, Vicky, who explained that she did not want to be an
‘alcoholic’ forever; she did not want to “be a survivor of anything” (p.318). This resonates with
participants in my study who wanted to distance themselves from their historical problematic
alcohol use and move on with their healthy, alcohol-free lives. By refusing their problematic

alcohol use to be rigidly defined as an essentialising noun (Brekhus, 2003; Pienaar et al., 2016),
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participants could “see themselves in less definitive, more fluid ways” (Granfield and Cloud, 1999,

p.111).

4.7.2 Leading

Some participants moved from ‘participating’ on Soberistas to ‘leading’, and this was considered a
helpful mechanism for creating an “authentic self”. Participants either self-identified as leaders, or
referred to others in ‘leadership’ roles — for example, in discussing a small thread she was part of,
Sarah (member, 3-months alcohol-free) described the group founder as their “mother hen”, and
Linda (member, 15-months alcohol-free), the leader of another group said, “When | started the

discussion...| had progressed to being a grown-up [laughs]”.

Participants explained that members earned ‘leadership’ status through consistent online activity
over time and continued abstinence, congruent with the Soberistas ethos. Attribution of
leadership status was informal; essentially some members were “role models” (Sonia, member, 7-
months alcohol-free), acting like “sponsors [as in AA] without the title” (Paul, member, currently

drinking).

Those who considered themselves leaders described a sense of obligation “to give back to other
people who are just starting out” (Michelle, member, 5-months alcohol-free), from which they too

benefitted:

“It's kept me more on the straight and narrow because I'm running this blooming discussion

forum...no weakness allowed!” (Linda, member, 15-months alcohol-free).

In a recent study guided by the theoretical tenets of SIMOR, Best and colleagues (2018) found
that in an online recovery community created on Facebook, “old members” who had a long-
standing commitment to the group, played a key role in facilitating social cohesion among
members. They acted as “bridges” between other members and the wider community, offline.
Leaders on Soberistas demonstrated “bridging” through their reduced anonymity both on- and
offline. Jenny (member, 5-years alcohol-free), a self-professed leader said, “/ thought I’'m going to
be open...known by my own name...and | was going to stand up and be counted for”. Jenny
explained she hoped by revealing her personal identity on Soberistas, others would follow. She
considered it important to give a face “to this hidden group” and reduce stigma attached to
problematic drinking. Some participants described becoming “evangelical” about their sobriety
offline by shouting about the benefits of not drinking and recruit people to the “sober revolution”,
with lan (browser, 5-years alcohol-free) going as far as to say he considers it a “personal jihad”.

Others also expressed passion in discussing Soberistas — Linda (member, 15-months alcohol-free)
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said, “I’m a Soberista and proud of it!” Moreover, instead of being burdened with a label
perceived as negative and/or stigmatising (e.g. ‘ex-alcoholic’), participants could be congratulated

on their decision to lead a healthy lifestyle as a ‘Soberista’:

“Everybody thinks I'm so wonderful [laughs]...it's daft really, they say ‘ohh you're so

wonderful’ [laughs].” (Linda, member, 15-months alcohol-free)

The positive feedback received from recovery-supportive relationships and activities (like ‘leading’
on Soberistas) may increase confidence and motivation to continue the change process, as it is
validated by others (cf. Barker et al., 2018). Johansen et al.’s (2013) grounded theory study of
addicts and their sponsors, recruited from an addiction recovery social support programme in
Norway, also found benefits for the individual to feel useful and be able to help others — this ‘role
reversal’ led to increased self-esteem and contributed to a positive life-sustainable identity. This
resonates clearly with experiences of the ‘leaders’ | spoke with on Soberistas; they explained that

helping others, helped them.

4.7.3 Moving on

Participants described ‘moving on’ from Soberistas at different stages in their recovery journey.
Many who reached a stage of security and authenticity moved on because they no longer relied
on it to maintain sobriety or felt the need to give back any more - “It fulfilled its function...I am in
control of my addiction and | feel perfectly able to deal with it” (Ben, member, 3-years alcohol-

free). Dave (member, 1-year alcohol-free) agreed:

“I feel like in my journey | have taken everything out of Soberistas as | can and put as much

back in as | could — but I’'m in a different stage of my journey now and | don’t really need it.”

Others moved on because their peer group had dissolved, Paul (member, currently drinking)

explained:

“There were just a few small groups of people | seemed to connect with, and the sad thing is
they disappeared — it’s a bit wearing having to explain yourself to new contacts all the time,

so this year | have shied away from the chat side of things.”

Similarly, Karen (member, 13-months alcohol-free) said the only reason she would leave
Soberistas is “not being able to relate to people”. Several longer-term alcohol-free participants
described feeling like “outsiders” because of the increasing number of new members who were

only recently abstinent:
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“I'm one of the old timers...with two years under my belt, I'm now looking, well there are
people who are seven days and eight days...that's not me anymore.” (Kevin, member, 2-

years alcohol-free).

Longer-term alcohol-free members perceived their needs to be different from newly-abstinent
members and often withdrew from Soberistas when it no longer resonated. Some even described
feeling irritated by other members who seemed unable to maintain abstinence, for example,

Yasmin (ex-member, 18-months alcohol-free) said:

“I started to get irritated with some of the posts...you would see the same people posting
again, and again, like they had managed 2 days without alcohol, and then fall...like “oh well
I’'ve made 2 days now, that’s it, back to the wine” ...and definitely that’s when | started to
give it a wide berth. | paid for like a year’s membership at the start, and then decided not to

renew because of that.”

However, because many considered the site to be an important part of their recovery journey,
they often felt a deep “attachment” to it and continued to pay the subscription fee to support it

financially and/or “keep the security blanket” (Kerry, member, 3-months alcohol-free).

4.8 Summary

This study explored the role of an online mutual aid group in helping individuals address their
problematic alcohol use. My analysis, grounded in participants’ accounts, led to the development
of the theoretical framework, which highlights that through the management of multiple facets of
self, and engagement with Soberistas in various stages, participants could embark on a path to
recovery. The most linear and commonly discussed pathway of online engagement involved
transitions from ‘lurking’ to ‘actively participating’ to ‘leading’, before ‘moving on’; this journey
coincided with participants’ transition from problematic alcohol use to being “secure in sobriety”
and accords with research into use of other online support groups (e.g. Cooper’s (2004) study of

problem gamblers).

A key finding concerns participants’ conceptualisation of their problematic alcohol use in relation
to self. As alcohol had little observable impact on daily life for most participants, with the majority
not engaged in any formal treatment, they had the freedom to choose how they interpreted their
drinking and incorporate it into their self-concept. This was an important consideration when
participants were deciding where to go for support; online networks afford users control over
how they present themselves (Merolli, Gray and Martin-Sanchez, 2013), and this flexibility

appealed to participants. Individuals could balance their need for connection and understanding,
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with their desire for anonymity. ‘Lurking’ afforded participants the opportunity to gain
information and reassurance from similar people who had quit drinking, but also maintain secrecy

about their use of alcohol and/or ambivalence toward change.

I”

Participants were keen to maintain “normal” selves, defined by their socially valued identities
within family, work, and wider society (Anderson and Levy, 2003; Nettleton, Neale and Pickering,
2013). Their outward impression of being responsible, “efficient”, and “copers”, meant friends,
family and colleagues were largely unaware of their hidden struggles with alcohol. Even when
participants tried to share concerns about their drinking, they were often dismissed because of
their visible high levels of functioning in daily life. Most, however, preferred to maintain complete
secrecy about this aspect of self to avoid jeopardising other valued identities, supporting the
conceptualisation of identity as multidimensional and ‘crystallised’ (Tracy and Trethewey, 2005);
participants appeared to engage in various social ‘performances’ to distract from their hidden or
‘backstage’ identity (Goffman, 1959). The fear of alcohol ‘spoiling’ these “normal” identities
increased over time, eventually demanding critical self-appraisal which was often the catalyst for
change and is in keeping with Kearney and O’Sullivan’s (2003) identity shift theory — this contrasts
with the “turning point” or “rock bottom” narrative often described in the literature (Kirouac,
Frohe and Witkiewitz, 2015). Significant ‘social capital’ in the form of economic stability, positive
relationships, and ideology defined by resilience, responsibility, and obligation, can serve as
important resources helping people to overcome problematic substance use (Granfield and Cloud,
2001). Study participants reported being relatively well resourced in terms of social capital, and
this may have equipped them to take control of their problematic drinking before it led to a
pivotal rock bottom moment. The ‘pulls’ of the good life, rather than the ‘pushes’ associated with

hitting rock bottom, seemed to be the motivator for participants to stop drinking (Waldorf, 1983).

A repeated theme in interviews was the perceived stigma attached to having an unhealthy
relationship with alcohol. To manage this stigma, participants disassociated themselves with
labels they deemed to be derogatory (e.g. “alcoholic”), and at least at the early stages of recovery,
interpreted their drinking as an unhealthy behaviour that needed addressing, before it had
negative ramifications for other, healthy aspects of self. That is, prior to the development of an
‘authentic self’, participants tended to view their drinking as a descriptive adjective, rather than
an essentialising noun which governed their essence as a person (Brekhus, 2003). This finding
resonates with Thoits’ (2016) notion of ‘identity deflection’ which describes a conscious process
of rebuffing the idea that one has a mental disorder to protect oneself from anticipated stigma.
Thoits notes: “belief that one is not mentally ill makes the existence of cultural stereotypes
inapplicable and thus minimally threatening to the self” (p.135-6). Her study of identity deflection

in >1300 individual who met DSM-4 criteria for one or more mental disorders (including
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alcohol/substance use disorder) found that those who more often deflected a mental illness
identity had high levels of functioning, no treatment experience, held negative views about
professional treatment, and occupied multiple social roles; this profile coincides greatly with the
participants in my study. Her study also highlighted the positive benefits of identity deflection in

terms of lower distress and more positive affect.

Soberistas appeared to work for those who endorsed an alcohol-free ethos but rejected ‘disorder
labels’ associated with problematic drinking. While the abstinence-only approach aligns with AA
principles, the mechanisms underlying this sustained behaviour change reflect a different process:
AA members decide not to drink because they accept they are out of control and powerless in the
face of alcohol (Cain (1991) described this acceptance as a transition from “drinking non-
alcoholics” to “non-drinking alcoholics”, p.210); Soberistas members decide not to drink because
they want to take control and gain power over alcohol. If this philosophy resonated, participants
often continued their engagement with the site by actively participating and creating systems of
accountability with other members (e.g. forming small groups to ‘check-in’ on each other and
monitor progress). This may have contributed to internalisation of the group identity, which
supported recovery by facilitating the development of a stable non-drinking social identity (Best
et al., 2016; Frings and Albery, 2015), from which a personal ‘deep identity’, defined by
abstinence, could emerge (Vangeli and West, 2012; West, 2006). McIntosh and McKeganey (2000)
concluded that new abstinence-based identities are products of “the socially constructed nature
of the recovery process” (p.1508), and it is clear from participant interviews that the Soberistas
social community provided information from which participants derived their new recovery

identity.

‘Authenticity’ marked a poignant change in identity construction. Participants who described
arriving at this stage of change allowed their on- and off-line identities to be viewed
simultaneously; this was most common for leaders and those firmly alcohol-free. For these
participants, their online non-drinking identity blurred into their offline identities, and changes in
‘real-life’ social networks and activities were described. Many spoke of feeling liberated when
abstinence defined both their on- and off-line identities, despite possible resistance from friends,
family and/or colleagues. There was no longer the risk of ‘getting caught’ by audiences who might
notice discrepancies between social performances and backstage identities (Goffman, 1959).
Internalisation of the Soberistas group norms, supported by accountability and mutual support,

appeared to become a personal resource in times of adversity (Jetten et al., 2014).

The convergence of on- and off-line identities, although problematic in some situations, e.g. if

one’s self-presentation online might compromise one’s offline professional persona (McEwan and
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Mease, 2013), was considered a positive step forward in recovery for these participants.
Returning to Brekhus’ (2003) ‘identity grammar’ framework, it might be reasoned that
participants with an authentic identity conceptualised their alcohol-free status in terms of an
essentialising noun that provided a positive basis for living. While disorder labels, such as
‘alcoholic’, might be rejected because of the negative permanency attached (Howard, 2006),
‘recovery labels’, such as being a ‘Soberista’, might play an important role in helping some
individuals maintain their goal of abstinence by encouraging the development of positive self-
schemas (Corte, 2007) to which the person is emotionally attached (West, 2006). Also, being a
‘Soberista’ provides new members and browsers orientation to a future ‘possible self’ and gives
“direction for their healing” (Howard, 2006, p.314). This finding differentiates Soberistas from
traditional 12-step mutual aid philosophy where members tend to retain an ‘alcoholic’ or ‘addict’

identity, even when they are in recovery.

4.8.1 Strengths, limitations, and original contribution

The existing literature on identity processes in recovery is limited by a focus on addiction to
substances other than alcohol, e.g. (Biernacki, 1986; Gibson, Acquah and Robinson, 2004;
Mclntosh and McKeganey, 2000;2001; Tombor et al., 2013), or to studies conducted within an AA
context, e.g. (Cain, 1991; Hill and Leeming, 2014; Weegmann and Piwowoz-Hjort, 2009). My
research therefore contributes to filling this important gap. Furthermore, evidence of the
multidimensional nature of identity was perhaps more readily tapped into because this research
involved an online group, where the relationship between physical self, location, and audience is
altered (McEwan and Mease, 2013). While there is some evidence of the effectiveness of online
interventions for alcohol use (Sundstrom, Blankers and Khadjesari, 2017), there is less research
exploring recovery through engagement with online groups underpinned by mutual aid and social
support, e.g. (Coulson, 2014; Cunningham, van Mierlo and Fournier, 2008; Humphreys and Klaw,
2001; Pennay, MacLean and Rankin, 2016). The Internet lends itself as an interesting platform for
identity research in the addictions and | hope these findings will encourage further research in

this area.

A key strength of this study was the use of constructivist grounded theory, a rigorous yet flexible
approach which demands reflexivity and transparency from the researcher. | followed the steps
outlined by Tweed and Charmaz (2012) which involved a process of coding, categorising, constant
comparison, and theoretical sampling. This approach pushed me to seek multiple, and at times
conflicting, accounts from participants with various experiences to generate a comprehensive
theoretical framework. However, while my participants described complex and circuitous routes

to recovery, these were conveyed through a single telephone interview. While | purposively
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interviewed people at various stages of change and use of the site, it would be helpful to follow

individuals’ recovery journeys over time.

Caution is needed in generalising these findings to other populations, or to other online groups
for alcohol or different addictions. | did not intend to recruit a representative sample of people
who access online support groups but chose instead to explore the views and experiences of
members and browsers of one group to develop theory as to how involvement in the group may
effect change. Consequently, this resulted in the development of a theory guided by narratives
that were clearly influenced by the Soberistas ethos and therefore uniform in nature. However,
given the scarcity of research in this area, and the increasing popularity of Internet-based self-
support, my findings may deepen understanding of how engagement with online mutual aid
might facilitate recovery, highlighting its role in identity (re)construction processes. By situating
the findings within the broader recovery literature, the data may have relevance beyond this
sample, and raises questions for future research (including the development of later studies

presented within this thesis).

It is important to note that the sample was rather homogeneous, comprising mainly professional,
white women who were nested within a family unit. While the aim of this study was not to
examine the role of gender in use of online mutual aid, some research has found that the
processes underlying change might differ between men and women. For example, White and
Chaney (1992) suggest that men often require a pivotal ‘turning point’ experience that results in
feelings of powerlessness and compels them to turn to powers outside of their control, while
women may be more inclined to find power from within themselves. Therefore, it may not be a
coincidence that the membership base of Soberistas, with its healthy-living approach to giving up
alcohol and emphasis on ‘taking control’, is predominantly female (Sinclair, Chambers and
Manson, 2016). The group name, ‘Soberista’, with its female-gendered connotations, may also
contribute to this bias. Further research is therefore needed to explore the role of gender in use

of online mutual aid, specifically in relation to identity change in recovery.

4.8.2 Conclusions

The use of qualitative methods provides insight into how this sample used a non-12-step
orientated online mutual aid group to address problematic alcohol use. Online groups appear to
provide an alternative for people who experience barriers to accessing traditional services and
may serve as a platform for exploration in those at early stages of change. Clinicians in non-
alcohol-specialist services might consider signposting to such groups which require no

commitment on behalf of the client.
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My findings extend literature that implicates a role for identity change in recovery, and highlight
how engagement with Internet-based groups may help facilitate this. Importantly, participants
described arriving at a stage of wanting to change behaviour before they experienced any
significant life-changing consequences of their drinking; they were keen to protect their “normal”
lives, defined by stable employment, relationships and health, and problematic alcohol use put
this in jeopardy. Because of the secrecy surrounding their drinking, participants also had the
freedom to choose how they made sense of, and defined, this behaviour — lack of contact with
treatment services and healthcare professionals meant they avoided labels such as ‘alcohol use

disorder’ or ‘alcoholic’; analysis suggested this freedom was an important mechanism

underpinning participants’ willingness and ability to change.
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Chapter5 METHODS

5.1 Introduction

Study 1 (Soberistas) was a cross-sectional study, limiting what could be understood of participant
recovery journeys to a single interview. Moreover, having recruited from one mutual aid group,
participants’ conceptualisations of alcohol use and recovery were relatively homogeneous, in
keeping with the Soberistas philosophy. A second study was therefore designed to gain greater
understanding of a more diverse sample of participants in terms of their relationship with alcohol
and recovery over time. While most general hospital patients with alcohol use disorders (AUD) are
not in specialist alcohol treatment (Bertholet et al., 2010; Freyer et al., 2007; Owens et al., 2016;
Parkman et al., 2017b; Rumpf, Hapke and John, 1998), their use of secondary care services and
assessment by clinical staff, brings to the fore their problematic alcohol use, and the option of
secrecy is removed. This contrasts with the experiences of Soberistas participants, many of whom
never spoke of their problematic drinking, and so provided an opportunity to explore identity and

change processes in a different population.

A longitudinal observational study, which recruited patients with alcohol use disorders (AUD)

presenting to hospital, comprised two phases:

e Phase I: Quantitative interviews with a cohort of participants recruited during their
baseline hospital attendance/admission, and again six months later.

e Phase lI: In-depth qualitative interviews with a subsample of participants who completed
both interviews in Phase | and who were willing to discuss their experiences of

problematic alcohol use, hospital attendance, and recovery in more detail.
Section 5.1.1 on Page 85 outlines the specific research questions within each phase.

In the design of this study, | aimed to recruit a sizeable cohort of individuals with wide-ranging
characteristics and experiences, helped by liberal inclusion criteria, to generate theory about the
complexities of living with and beyond a problematic relationship with alcohol. Investigation of
patient demographics, drinking patterns, and other quantitative variables, provided
contextualisation for the narratives garnered during in-depth interviews; it also facilitated
purposive selection of a maximum-variation sample of participants for the qualitative phase. The
methods for both phases are presented in this chapter; quantitative results can be found in

Chapter 6, and qualitative results in Chapters 7-9.
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Beyond describing the characteristics and drinking profile of the cohort, | aimed to assess
participant trajectories in the six months following discharge from hospital; variables examined
for change (or lack thereof) included alcohol consumption (quantity and frequency), psychological
dependence, psychological distress, and readiness to change. In addition to assessing statistical
difference, changes in psychological dependence were examined to assess whether participants
had demonstrated clinically significant and reliable change (CSC), as per Jacobson and Truax’s
(1991) guidelines. This analysis is helpful when exploring change in clinical populations, as
statistically significant effects may not be clinically meaningful (and statistically non-significant
effects may be). Psychological dependence, as measured by the Leeds Dependence Questionnaire

(LDQ), was chosen for this analysis for three main reasons:

1) My qualitative analysis (Phase Il) identified that levels of psychological dependence were
often more significant in participants’ conceptualisation of their relationship with alcohol,
and had a greater impact on wellbeing, functioning, and identity, than actual levels of
consumption (Chapter 7). Moreover, in keeping with other findings (Tober, 2000), several
participants in my study reported that dependence persisted during recovery, and this
was usually described as a negative experience (Chapter 9). It therefore seemed pertinent
to understand the degree of CSC in the level of psychological dependence within the
cohort.

2) The LDQ assesses both beliefs and behaviours associated with dependence and is
sensitive even during periods of abstinence; given point (1) above, it was important to be
able to detect manifestations of dependence beyond alcohol consumption and physical
symptoms of tolerance and withdrawal.

3) Normative data were available with which to calculate CSC (Raistrick et al., 2014).

While it is useful to explore the nature of change in various behaviours/characteristics over time,
it is also helpful to identify predictors of change. Prediction of outcome allows us to identify who
might have poorer outcomes, improve the accuracy of prognosis, and develop targeted
interventions (Adamson, Sellman and Frampton, 2009). This is particularly important when
considering care of medical inpatients with AUD, as the evidence base for the efficacy of
interventions in this setting is limited (Glass et al., 2015; McQueen et al., 2011; Mdege et al.,
2013; Simioni, Cottencin and Rolland, 2015). Understanding who demonstrated un/favourable
outcomes at six months therefore became an important aim of the study. Given the above,
predictors of CSC in dependence were assessed, in addition to alcohol consumption at six months.
As recommended by Field (2009), selection of quantitative predictor variables was informed by
previous research, and guidance for assessing/monitoring patients with AUD in clinical practice

e.g. (NICE, 2011). However, as there is limited evidence for predictors of outcome among medical
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inpatients (Bertholet et al., 2010), | also explored research conducted with general and treatment-

seeking populations, e.g. (Adamson, Sellman and Frampton, 2009; Moss, Chen and Yi, 2007).

Moreover, my own qualitative data informed inclusion of some variables, in keeping with a mixed-

methods grounded theory approach to understanding participant experiences.

5.1.1

1)

2)

3)

4)

5)

6)

Research questions

What are the personal characteristics and drinking profile of a cohort of patients with

AUD presenting to one general hospital? [results: Chapter 6, Section 6.3]

What is the role and acceptability of hospital-based interventions for individuals with
problematic alcohol use? [see Chapter 6, Section 6.3.3 for quantitative findings & Chapter

8 for qualitative narratives]

What is the trajectory of participant recovery journeys during the six months following a

hospital attendance or admission? [results: Chapter 6, Section 6.4]

a. Do more participants engage in specialist alcohol treatment post hospital
discharge?

b. What changes do participants make in their drinking behaviour, psychological
dependence on alcohol and other related variables (including readiness to change
and depression/anxiety symptoms)?

¢. How many participants demonstrate CSC in level of psychological dependence?

d. Does the change in number of heavy drinking days differ according to

characteristics measured at baseline?

What baseline variables predict alcohol-related outcomes (see i. and ii. below) six months
after hospital attendance or admission? [results: Chapter 6, Section 6.5]
i. Primary outcome: alcohol consumption (heavy drinking days, HDDs)

ii. Secondary outcome: CSC in psychological dependence

How do participants conceptualise and define their identity in relation to their use of

alcohol and if applicable, their recovery? [results: Chapters 7-9]

What is the impact of a hospital attendance or admission on participants’ sense of self

and relationship with alcohol? [results: Chapters 8 & 9]
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5.2 Methods

5.2.1 Study design

Figure 5 depicts the study design, briefly outlined above.

4 )

PHASE I:
- Recruitment to the cohort study during
participants’ hospital attendance/admission
- Baseline quantitative interview (Time 1, T1)

- J

6 months later:

- Follow-up quantitative interview (Time 2, T2)

4

4 )

PHASE II:
- At 6-month follow-up point, recruitment of a
subsample of participants to Phase Il (in-depth
qualitative interviews)

\_ J

Figure 5: Mixed-methods hospital cohort study design

5.2.2 Sample size

5.2.2.1 Phase I: Quantitative cohort

Statistical advice was obtained from a statistician from the University of Southampton. A power
calculation was conducted to provide an indication of possible statistical generalisation from a
relatively small sample. The value of doing so permits inferences about the characteristics of a
wider set of individuals who met inclusion criteria for the study but were not recruited (i.e.
patients seen by the same clinical teams during a similar period of time at Southampton General

Hospital).
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The power calculation was based on detecting the effect of a baseline predictor on the change in
number of drinking days at follow-up. This main objective was to get a better understanding of
what can be inferred from a patient's baseline characteristics in relation to the patient's drinking
trajectory at six months. This is operationalised in the form of an independent means two-tailed
equal variance t-test of the change in drinking days at follow-up. The power level was set to 80%
(beta=.2) with a confidence level alpha=.05, and the minimum meaningful difference to be
detected was a difference of one day in the change in drinking days at follow-up. Evidence from
previous research with heavy drinkers (n=172) in a general hospital setting (Holloway et al., 2007)
found a standard deviation in the reduction in number of drinking days per week of approximately
1.7. Assuming equal size of the groups to be compared (for instance: low vs. moderate-high
psychological dependence, in alcohol treatment vs. not in treatment at baseline), the sample size
required to achieve the desired power level was 94. If the size of one group is twice the size of the
other group, the overall sample size required rises to 106. The latter sample size was used as the
main target and adjusted for predictable loss to follow-up. Longitudinal studies with similar
populations report between 15-50% attrition after six months, e.g. (Cobain et al., 2011; Holloway
et al., 2007; Owens et al., 2016; Rochat et al., 2004). To reach the sample size of 106 with an
assumption of 25% attrition, the target recruitment size was a minimum of 142 (see Section 6.2 in

Chapter 6 for full details of participants recruited into the study).

5.2.2.2 Phase II: Qualitative in-depth interviews

As discussed in Chapter 3, sample size in a grounded theory study is determined by theoretical
saturation. However, considering time and financial constraints, and to satisfy ethics committees
who require information about the expected number of participants, | proposed that up to 30
interviews would be conducted. This provided sufficient scope to explore a range of experiences

and views but was feasible within the context of a PhD project.

5.2.3 Study site and access

The study took place at Southampton General Hospital, the largest site within University Hospital
Southampton (UHS) NHS Foundation Trust. The number of alcohol-related admissions to the
hospital is high, with figures increasing over recent years (PHE, 2018a). Admissions are particularly
high for males; in 2016/17, for example, there were 1041 per 100,000 hospital admissions related
to alcohol (narrow measure) in men, compared to the South East of England average of 680 per
100,000, and the UK national average of 818 per 100,000 (PHE, 2018a). Even when taking female

admissions into consideration, Southampton had the highest number of alcohol-related
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admissions per 100,000 in the South East Region and ranked 28/148 UK regions where data were

available.

During recruitment for the study, there were significant changes to the configuration of service
delivery at the hospital, such that patients with AUD were no longer referred to and assessed by a
single Alcohol Care Team (ACT). Consequently, recruitment was broadened to include patients
seen by any member of clinical staff, including staff within the ACT, the Vulnerable Adult Support
Team (VAST) based within the emergency department (ED), and the liaison psychiatry team.
These teams typically support individuals with significant socio-psychological needs including

those related to domestic violence, homelessness, mental illness, and substance use.

5.2.4 Research ethics

Efforts were made to identify and manage any potential ethical issues before the study began. As
the study involved interviewing patients within a vulnerable population, it was imperative to
conduct the study sensitively. | met with key members of staff based at the hospital who might be
involved in recruitment (e.g. nurses, support workers, and managers) and presented the research
proposal prior to submitting for ethical review. Their input guided the implementation and
conduct of the study, and early communication with clinical staff encouraged a positive working
relationship. | also met with the Lay Expert Panel (LEP) of the Wessex Alcohol Research
Collaborative (WARC) to gain their feedback on study documents including the Participant

Information Sheet and Consent Form.

5.24.1 Ethical approval

The University of Southampton acted as sponsor for both the quantitative cohort study (Phase I)
and the qualitative interview study (Phase Il). Separate ethics applications were submitted for
each phase (see details in Table 3). Approval was first granted by an NHS research ethics
committee (REC), then by the Health Research Authority (HRA), and finally the Research and
Development (R&D) department at UHS. Approval letters for original ethics applications can be

found in Appendices H (phase |) and | (phase Il).

A substantial amendment was requested and approved by the same ethics committee for Phase |,
which broadened the recruitment strategy to permit referrals from multiple clinical teams. Two
later non-substantial amendments were requested and approved to allow continued access to

participants’ hospital records for data collection purposes.
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Table 3: Details of ethics approvals
Phase Reference numbers Details of ethics approvals
I: Quantitative | IRAS: 204165 REC: 03/06/2016
cohort

Northern Ireland REC: 16/N1/0100 | HRA: 19/08/2016

UHS R&D: 30/08/2016

Amendment 1: 07/11/2016 (UHS R&D)
Amendment 2: 30/10/2017 (UHS R&D)

Amendment 3: 02/05/2018 (UHS R&D)

[I: Qualitative | IRAS: 219964 REC: 15/02/2017

interviews
East of Scotland REC: 17/ES/0005 | HRA: 15/02/2017

UHS R&D: 30/03/2017

REC: Research Ethics Committee; IRAS: Integrated Research Application System; HRA: Health

Research Authority; UHS R&D: University Hospital Southampton Research and Development

5.2.5 Eligibility

Many hospital-based alcohol studies exclude alcohol-dependent individuals or those with dual-
diagnoses, including substance use disorder and other psychiatric disorders (McQueen et al.,
2011; Mdege et al., 2013; Simioni, Cottencin and Rolland, 2015). However, my inclusion criteria
were deliberately broad with the intention to recruit a diverse cohort of individuals with varying
levels of alcohol consumption, dependence, and treatment history, who are more representative

of patients presenting to this setting. Thus, inclusion criteria for Phase | were:

e Patients who reported hazardous, harmful, or dependent drinking patterns, identified
routinely during their hospital attendance or admission by clinical staff (all patients
referred to the study had an Alcohol Use Disorder Identification Test (AUDIT) score 28)

e Patients, male or female, who were >18 years old

Exclusion criteria for Phase | were:

e Patients who were unable to give informed consent, perhaps due to acute intoxication or
cognitive impairment*
e Patients who were acutely unwell or distressed*

e Patients who did not speak English and would require the assistance of a translator
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*Hospital staff made a clinical judgement about patient suitability for the study before gaining

their initial consent for me to visit.

Inclusion criteria for Phase Il were:

e Participants who had completed both baseline and follow-up interviews in Phase |
e Participants who had initially consented to be contacted about involvement in further

research at baseline, or later expressed interest in taking part in a qualitative study
Exclusion criteria for Phase Il were:

e Participants who were unable to give informed consent, perhaps due to acute illness,

distress, or intoxication.

Eligible participants were invited for interview in keeping with maximum variation and theoretical

sampling principles (see Chapter 3).

5.2.6 Phase I: Data collection and procedure

Two research medical students (a Master’s student and a Year 3 student during their research
placement) assisted with data entry and patient interviews* under supervision. Training was
provided to ensure uniformity in interview format, administration and scoring questionnaires, and

data input.

The researcher(s) only approached patients who had first been informed of the study by a clinical
member of staff (see Appendix J for Participant Information Sheet). As many patients have short
stays in hospital, particularly within ED, the researcher(s) visited patients shortly after being
identified as suitable to gain informed consent (see Appendix K for Consent Form). However,

patients were afforded longer periods of time to consider participation if they wished.

Patients were first interviewed during their hospital attendance or admission, or shortly after
discharge if their hospital stay was particularly short. Most interviews were conducted on hospital
wards, with attention paid to ensuring privacy and discretion. The research team administered a
series of questionnaire measures (see 5.2.6.1 below) which took approximately 25 minutes to

complete. However, it was important for participants to feel relaxed and not rushed, and so

4In the event, | was present during all but two baseline interviews, and every follow-up interview.
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interview length varied; some interviews were conducted over two sessions due to participant ill-

health, or interruptions for medical interventions or family visits.

Participants were contacted again six months after baseline interview (allowing for a 2-week
window either side of this date). The same questionnaire measures, except the “Participant
Information Questionnaire” (see 5.2.6.1 below), were repeated, and participants were
reimbursed £10 for their time, plus any travel costs. Follow-up interviews took place at College
Keep Academic Centre (the University Department of Psychiatry), Southampton General Hospital,
over the phone, or occasionally at the participants’ home address, after an appropriate risk

assessment.

If participants did not respond to three contact attempts, hospital records were accessed to check
if they were in hospital or had passed away. | also contacted GPs, but only if participants had
provided written consent for this at the start of the study. These information requests were made
prior to contacting locators (typically family/friends) to avoid causing unnecessary upset. The
death certificates of individuals who were confirmed as deceased were then requested via the

General Register Office website.

5.2.6.1 Measures

It was important to select measures for which previous research has supported their use with an
AUD population, demonstrated reliability to measure the construct of interest, and known to be
sensitive to change over time. The range of variables measured include many of those
recommended by the National Institute for Health and Clinical Excellence (NICE, 2011) for the
assessment of adults requiring treatment for problematic use of alcohol. However, a key
consideration was to keep the interview as short as possible; this became particularly pertinent
for interviews conducted in ED. Consequently, some questionnaires were selected over others

measuring similar constructs because of their relative brevity.
Participant Information Questionnaire (Appendix L)

A purpose-designed questionnaire captured basic information about participants’ socio-
demographic characteristics, current and recent use of specialist alcohol services, and details of
the current hospital admission (e.g. reason for attendance/admission, history of alcohol use,
assessments/interventions in a secondary care setting). Participants were also asked to rate their
confidence in changing their drinking behaviour (i.e. level of self-efficacy). The questionnaire

included fixed tick-box options, Likert scales to rate discussions of alcohol use in hospital and
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confidence in changing behaviour, and space for additional comments. Participants were
encouraged to talk around their responses if they wished, and the researcher made notes where
relevant. Each interview began with this questionnaire to encourage general discussion about the

person and put them at ease.

Subsequent standardised assessment scale measures focused specifically on alcohol-related

behaviours and other variables of interest:
Alcohol Use Disorder Identification Test (AUDIT, Saunders et al., 1993)

The AUDIT is a formal screening tool for hazardous and harmful drinking patterns (NICE, 2011). It
is comprised of 10 questions, each scored 0-4. Categories of risk in relation to alcohol
consumption may be defined by AUDIT scores with hazardous drinkers scoring 8-15, harmful
drinkers scoring 16-19 and scores of 20+ indicative of possible dependence. Items cover three
areas: alcohol consumption, alcohol-related harm, and symptoms of alcohol dependence. The
first three questions (alcohol consumption questions) form a shortened screening test, often used
in busy clinical settings, called the AUDIT-C. The AUDIT’s sensitivity and specificity are well
documented in the literature, and it has been validated in a range of clinical populations,
including medical inpatients (Bohn, Babor and Kranzler, 1995; de Meneses-Gaya et al., 2009). Two
reviews of research into the AUDIT found it to be practical, have good internal consistency, short-
and intermediate-term (2-6 week) stability, and perform as well as, if not superior to, other scales
(Reinert and Allen, 2002;2007). For comparability with length of follow-up, | used the AUDIT to
assess drinking patterns in the past six months. The AUDIT demonstrated acceptable internal

consistency in the present study (a = 0.77).
Leeds Dependence Questionnaire (LDQ, Raistrick et al., 1994)

The LDQ can be used as a measure of dependence on alcohol (NICE, 2011) during periods of
drinking or abstinence and is sensitive to change over time (Raistrick et al., 1994). It focuses on
the psychological (rather than physiological) concept of dependence, which is considered a key
driver in substance use and an important indicator of prognosis (Fairhurst et al., 2014). The LDQ
has 10 items scored 0-3, with higher scores indicative of more severe dependence. Scores can be

dichotomised as low (0-10) vs. moderate-high (11-30) levels of dependence.

The 10 items measure 10 markers of dependence present in the past 2-weeks: preoccupation,
salience, compulsion to start, planning, maximise effect, narrowing of repertoire, compulsion to
continue, primacy of effect, constancy of state and cognitive set. The LDQ is found to be reliable
for use in a variety of settings, e.g. (Fairhurst et al., 2014; Ford, 2003; Heather et al., 2001), has

high internal consistency (a = 0.92 when alcohol is the primary problem substance (Heather et al.,
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2001), and high test re-test reliability over a 2-5 day period (r = 0.95, (Raistrick et al., 1994). The

LDQ demonstrated excellent internal consistency in the present study (a = 0.93).
The 7-day Timeline Follow Back (TLFB, Sobell and Sobell, 1992)

The TLFB method is a self-report drinking assessment method that obtains estimates of daily
drinking over a specific time period before the interview date (typically ranging from 30 days to
three months). The alcohol TLFB has been shown to have good psychometric properties when
used with a variety drinking populations and is found to be generally reliable (Sobell and Sobell,
1992). To minimise the impact of poor memory recall and in the interest of brevity, the 7-day TLFB
was used in this study to measure consumption in the 7 days prior to hospital admission. This
shortened version of the TLFB has been used in several other studies with a similar population,
e.g. (Black, Gill and Chick, 2011; Chick, Lloyd and Crombie, 1985; Holloway et al., 2007; Liu et al.,
2011; McManus et al., 2003), and is considered more accurate on a fine-grained scale than TLFB
assessments covering longer periods of time (Hoeppner et al., 2010). Total number of weekly
units were calculated, in addition to the number of drinking days (DDs) and heavy drinking days
(HDDs, defined as per European Medicines Agency (2010) guidelines of >40g or 5 UK units of

alcohol for women, and >60g or 7.5 UK units for men).

Stages of Change Readiness and Treatment Eagerness Scale (SOCRATES, Miller and Tonigan,
1996)

The original SOCRATES is a 19-item instrument assessing current readiness for change in problem
drinkers (Miller and Tonigan, 1996), and aims to measure stages of change (‘precontemplation’,
‘contemplation’ and ‘action’) described by Prochaska and DiClemente (1983). Examination of the
psychometric properties of the questionnaire in non-treatment-seeking medical inpatients
supported a two-factor structure (‘problem perception’, 10 items and ‘taking action’, 6 items)
rather than the original three-factor structure (Bertholet et al., 2009a), and was therefore used in
the present study. The reduced component structure corroborates work with other non-

treatment seeking populations, e.g. (Burrow-Sanchez, 2014; Maisto et al., 1999).

The two components are scored on a 5-point Likert scale and yield continuous scores, with higher
scores indicating greater readiness. The ‘problem perception’ scale (score range 10-50) measures
problem awareness and recognition of the need to access help to change drinking; the ‘taking
action’ scale (score range 6-30) assesses steps the individual has taken, or is currently taking,
towards addressing their drinking problem (Bertholet et al., 2009a). The two-factor scale has good
internal consistency (Bertholet et al., 2009a), corroborated by my data (overall scale o = 0.86;

‘Problem Perception’ scale a = 0.85; ‘Taking Action’ scale a = 0.91). The 16-item version has been
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employed in subsequent research with hospital inpatients, e.g. (Bertholet et al., 2010; Bertholet

et al., 2009b; Clark et al., 2012; Williams et al., 2010).
Hospital Anxiety and Depression Scale (HADS, Zigmond and Snaith, 1983)

The HADS is a 14-item scale that determines the level of anxiety and depression that a patient has
experienced during the past week. It was devised for use in a general medical population of
patients (Zigmond and Snaith, 1983). There are two subscales, one for anxiety and one for
depression, each comprising 7 questions (score 0-3). Scores for the entire scale range from 0 to 42
with higher scores indicating more psychological distress. A cut-off score of 8/21 has been
proposed to determine possible or probable ‘caseness’ of anxiety and depression in non-cancer
medical patients (Bjelland et al., 2002). The HADS has been shown to perform well in a variety of
populations (Bjelland et al., 2002; McPherson and Martin, 2011), although research favours its
use as a continuous measure of psychological distress (Cosco et al., 2012). The HADS

demonstrated excellent internal consistency reliability in the present study (o = 0.92).

5.2.6.2 Additional data collection

Participants also provided consent for researchers to access their hospital (medical) records for
the duration of the project. Relevant information was recorded, including details of the patient’s

current hospital admission (length of stay, reason for attendance/admission).

5.2.7 Phase II: Data collection and procedure

After completion of both baseline and six-month follow-up interviews, a subsample of
participants was invited to take part in a further qualitative interview to explore their experiences
of alcohol use, recovery, and hospital attendance/admission in more detail (see Appendices M
and N for Participant Information Sheet and Consent Form). | conducted interviews in person,
usually at College Keep Academic Centre (the University Department of Psychiatry), or
occasionally at the person’s home address®. Interviews lasted between 40-181 minutes (Mean =
105) and were audio-recorded with permission. Participants were reimbursed £10 for their time,

plus any travel costs.

While a topic guide (Appendix B) ensured | covered the main areas of interest, participants were
encouraged to ‘take the lead’ and discuss what was important to them. | also referred to

participants’ quantitative data to stimulate discussion around the impact of a hospital

> Medical student researchers did not shadow/conduct any qualitative interviews.
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attendance/admission on their drinking behaviour and other measured variables. | frequently
asked participants to elaborate on their responses to certain questionnaire items (e.g. “/ am an
alcoholic” from the SOCRATES; “Do you find it difficult to cope with life without alcohol?” from the
LDQ), or to discuss their thoughts about why certain questionnaire scores changed (or not) from
baseline to follow-up. Qualitative discussion around quantitative measures gave participants a
voice and added depth to the findings from Phase |. Additionally, | incorporated some questions
based on items from measures currently being used in alcohol research, which purportedly assess

the extent and strength of an individual’s alcohol-related identity. For example:

e  “How important is drinking to who you are as a person?” — single item measure to assess
‘drinking identity strength’ (Lindgren et al., 2016)

e “Is drinking part of ‘who you are’?” — adapted from the Smoker’s Self-Concept Scale
(Shadel and Mermelstein, 1996), used in research by Lindgren and colleagues (2013)

e “Are you proud to be a drinker?” — item used to assess ‘explicit drinker identity’ (Frings,

Melichar and Albery, 2016)

I did not include these items/measures within the wider cohort study as | found little evidence for
the appropriateness of their use with clinical AUD populations. Instead, | used them in an
exploratory manner during qualitative interviews to elicit insights about the concept of
alcohol/recovery identity. The use of a graphic task, completed during every interview, aided this

exploration:

Pictorial Representation of lliness and Self Measure Revised version (PRISM-R, Wouters et al.,

2008)

The PRISM is considered a measure of the “burden of suffering due to illness” which captures the
intrusiveness of the illness on self, and perceived controllability over the illness (Biichi et al., 2002;
Blichi et al., 1998). It has been used in research of various conditions including rheumatoid
arthritis (Buchi et al., 1998) and systemic lupus erythematosus (Biichi et al., 2000) and has been
employed successfully with individuals with alcohol dependence (Bischof et al., 2016; Reinhardt et
al., 2006). The PRISM has been found to be a reliable and consistent tool which yields personally

salient information and has the potential for wide application (Sensky and Blchi, 2016).

The task involves an A4d-sized piece of paper displaying a large circle, representing the person’s life
as it is presently (see Figure 6). Inside the large circle is a fixed yellow circular disc representing
the person’s ‘self’, and there are three additional loose red discs of various sizes representing
their ‘illness’, in this case AUD. The participant is asked to choose one of the three different sized

‘illness’ discs (smaller than, equal to, or larger than the ‘self’ disc), and place it somewhere on the
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page to indicate the importance of alcohol in their life. Buchi and colleagues (1998) suggest that
placement of the ‘iliness disc’ over the ‘self disc’ may represent a threat to an individual’s sense of
self and identity, while a larger separation between illness and self might indicate more healthy

adjustment.

While a quantitative outcome can be obtained by measuring distances between the self and
illness discs (as reported in already-published alcohol studies), | was more interested in the ability
of this task to yield qualitative data by encouraging discussion with participants about their
drinking in relation to self. Participants were encouraged to talk around the impact of a hospital
admission on their drinking behaviour, and whether this event shaped their identity in relation to
alcohol. They were able to use the discs freely if it helped aid discussion of their drinking and

sense of self over time.

Alcohol discs:

Figure 6: Revised PRISM task

5.2.8 Quantitative data analysis

As the steps to analyse qualitative interview data have already been described in detail in Chapter
3, this section focuses only on analysis of quantitative data collected during Phase |. An overview
of the statistical analyses is presented here; additional information, where relevant, can be found

within corresponding sections of the result chapter (Chapter 6).
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Data were inputted into IBM SPSS Statistics 24.0 for analysis, after being checked for
completeness and accuracy. As the researcher conducted interviews alongside participants,
completed questionnaires contained no missing data. Prior to analytic testing, distributions of the
data were examined using both numerical (skewness and kurtosis values, Shapiro-Wilk test) and
graphical (Normal Q-Q plots, histograms, box-plots) methods. This informed decisions about how
to handle and analyse data that were not normally distributed (discussed in the relevant sections

below).

Longitudinal analyses between baseline (T1) and follow-up at six months (T2) were based on
observed cases (n=121). Data are presented to a maximum of two decimal places, except for p-
values where additional decimal places are necessary to highlight specific levels of significance.
Significance was accepted as an alpha level of 0.05 or lower. Due to the exploratory nature of the
research, all tests were two-tailed, and p-values were not adjusted for multiple comparisons.
However, exact p-values, and where relevant, 95% confidence intervals (Cl) and effect sizes/odds
ratios are presented for transparency and to enhance interpretation of findings. Cohen’s d is
presented as a measure of effect size (where .2=small, .5=medium and .8=large effects) (Cohen,

1988).
The specific tests used at each stage of the analysis are as follows:

5.2.8.1 Descriptive analysis of the cohort (research questions 1 & 2)

Participant characteristics, their drinking behaviour, and other related variables at baseline were
explored using simple descriptive statistics. Mann-Whitney U tests were conducted to compare
the (continuous variable) characteristics of participants who were lost to follow-up with those
who completed the study; Chi-square tests, or Fisher’s exact test for cells with expected counts

<5, were conducted for categorical variables.

5.2.8.2 Prospective trajectory of drinking behaviour and related variables (research

question 3)

Research Question 3a: Simple descriptive statistics summarised participants’ use of treatment
following hospital discharge. Measures of central tendency and dispersion are presented as per
the distribution of the data (i.e. means/standard deviations (SD) for normally distributed data and

medians/inter-quartile ranges (IQR) for non-normal data).
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Research Question 3b: Paired sample t-tests assessed the statistical changes (if any) between
baseline and six-month follow-up point in the cohort’s mean level of alcohol consumption,

psychological dependence, readiness to change and psychological distress.

Although the distribution of the differences in some variables were not normally distributed, t-
tests were employed as they are robust to violations of normality in samples that are “sufficiently
large”, ~100 (Lumley et al., 2002)®. For information, median change scores (with IQR) are

presented in Appendix O.

Research Question 3c: In addition to assessing statistical difference, changes in psychological
dependence (LDQ score) were examined to assess whether participants had demonstrated
reliable and clinically significant change (CSC), as per Jacobson and Truax’s (1991) guidelines.
Participants could then be classified as either demonstrating: 1) reliable and clinically significant
change (i.e. a favourable outcome), or 2) no change/reliable deterioration (i.e. an unfavourable

outcome).

Firstly, scores were examined for reliable change, which is said to have occurred when the degree
of change is sufficiently large enough to conclude it is unlikely to be because of measurement
unreliability. There are three possible reliability outcomes, and the number of participants

demonstrating each were calculated:

- Reliable deterioration
- No reliable change

- Reliable improvement

The formula to calculate reliable change proposed by Jacobson and Truax (1991) is:

. X2 — X1
Reliable change = ————
Saifs

where x; represents a participant’s pre-test score, x, represents a participant’s post-test score and
Sqife is the standard error of the difference between the scores. Sqirf can be calculated from the

standard error of measurement (Sg) according to the formula:

Saiff = V2(Sg)?

® NB: the same pattern of results was found when non-parametric Wilcoxon signed-rank tests
were conducted.
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Standard error is calculated as:

S
Se= J1-r1,

where ry is the test re-test reliability of the measure (reported as 0.95 in the LDQ validation study
(Raistrick et al., 1994), and S; is the standard deviation for the mean total LDQ score for the
cohort at baseline (10.29). Therefore, Se was calculated to be 2.30, and Sqi to be 3.25. A reliable
change score could then be calculated for each participant; Jacobson and Truax (1991) propose
that a score 21.96 is unlikely to have occurred by chance (this translates to a minimum score

change of 7 points on the LDQ in the current study).

Next, to establish which participants had demonstrated CSC, a cut-off LDQ score was calculated by
summing the mean of the ‘dysfunctional’ clinical sample (i.e. participants in my cohort) and the
mean of a ‘well-functioning’ normative sample (weighted average mean combining scores of
males and females, taken from Raistrick et al. (2014); n=817 opportunistic NHS and local

university sample) and dividing by two”:

(Mean of clinical cohort, 18.43) + (Mean of normative sample, 2.95) /2 = 10.7

As the cohort’s LDQ scores at baseline were negatively skewed (median = 22, mean = 18.43),
using the mean resulted in a more stringent cut-off. Participants whose LDQ scores reduced to
below the cut-off at follow-up (i.e. 10.7) were considered to have made CSC as their level of
dependence moved closer to that found within a well-functioning population. To be considered as
having demonstrated a favourable outcome in levels of psychological dependence, participants

had to display both reliable and clinically meaningful change.

Research Question 3d: The a priori power calculation was based on detecting the effect of
baseline characteristics on the change in number of drinking days (DDs) at follow-up, drawing on

data from previous research with heavy drinkers in a general hospital setting (Holloway et al.,

7 The same cut-off score was used for males and females as there was no difference between
their baseline LDQ scores (M = 18.46 and 18.34 respectively); t(139) =-.062, p = .951.
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2007); see Section 5.2.2. However, there was large disparity in alcohol consumption between my
sample and Holloway et al.’s at baseline (median weekly unit consumption in my study was 112.5
and median number of drinking days was 7, compared to Holloway et al.’s study of 35 units and 3
drinking days). After discussion with a statistician and my supervisory team, | decided instead to
assess the change in number of heavy drinking days (HDDs, as per European Medicines Agency
(2010) guidelines) from baseline to follow-up; this is a more realistic marker of clinical progress,
and often preferred treatment goal, in patients with alcohol dependence (Gastfriend et al., 2007;
Mann, Aubin and Witkiewitz, 2017; Witkiewitz et al., 2017), and is now recognised by medicines
development guidance authorities as a viable trial endpoint (European Medicines Agency, 2010;
Food and Drug Administration, 2015). Independent samples t-tests were employed to examine

the mean change in number of HDDs (T2 — T1), according to the following baseline characteristics:

Socio-demographics
- Gender (male vs. female)
- Relationship status (in a relationship vs. single)
- Living situation (living with others vs. living alone)
- Employment status (employed/education vs. not in work)
- Smoking status (smoker vs. non-smoker)
- Known familial alcohol use disorder (yes vs. no)

Alcohol-related?:

- Baseline alcohol treatment engagement (yes vs. no)

- Psychological dependence (moderate-high vs. low LDQ score)

- Problem perception (high vs. low SOCRATES subscale score, median split)
- Taking action (high vs. low SOCRATES subscale score, median split)

Hospital-related:

- Direct alcohol-related admission (yes vs. no)

- Assessment of alcohol use in secondary care setting (first assessment vs.
previous assessment history)

- Context of hospital attendance (emergency department vs. inpatient admission)

Psychological distress:

- Depression symptoms (case vs. non-case as per HADS score)
- Anxiety symptoms (case vs. non-case as per HADS score)

For information, median change scores (with IQR) are presented in Appendix P.

8 AUDIT scores were not included in these analyses as there was minimal variation in scores
between participants (nearly 90% scored >20, indicative of probable dependence).

100



Chapter 5

5.2.8.3 Predicting alcohol-related outcomes at six months (research question 4)

In exploratory analyses to build on those described in Section 5.2.8.2 above, regression modelling
was employed to assess whether any baseline variables could predict outcomes at six months,
after controlling for differences in baseline alcohol consumption (which is recognised as one of
the strongest predictors of outcome in patients with AUD (Adamson, Sellman and Frampton,

2009; Peacock et al., 2018). There were two outcomes of interest:

1. Alcohol consumption (heavy drinking days)

In keeping with the changed focus from DDs to HDDs given the high levels of alcohol
dependence/consumption in my sample, the primary analysis aimed to assess baseline predictors
of HDDs at six months using information from the 7-day TLFB. However, past-week HDDs data at
six months exhibited a non-normal distribution, as assessed by visual inspection of both a Normal
Q-Q Plot and Histogram (see Appendix Q) and confirmed by Shapiro-Wilk’s test (p<.001). The data
displayed significant positive skewness (with 45% of participants reporting zero HDDs at follow-
up; z = 2.02, p<.05) and highly significant negative kurtosis (z = -3.78, p<.001). Attempts to

transform the data did not result in a normal distribution.

Considering the above, and after discussion with a statistician and my supervisory team, the
outcome data were dichotomised, and logistic regression analyses employed to assess which
factors could predict the probability of having a favourable outcome at six months. A favourable
outcome was regarded as no HDDs in the past week, and an unfavourable outcome 21 HDDs. This
approach is clinically meaningful as heavy drinking is associated with specific risks for disease
morbidity and mortality, negative consequences such as accidents and domestic violence, and
increased healthcare costs (Aldridge et al., 2016; Dawson, Li and Grant, 2008; Gastfriend et al.,
2007). It is also similar to approaches taken in other hospital-based studies of patients with AUD,
e.g. (Bertholet et al., 2010; Bischof et al., 2012; Chick, Lloyd and Crombie, 1985; Freyer-Adam et
al., 2010).

2. Psychological dependence

Logistic regression modelling was employed to assess which baseline variables could predict who
made clinically significant and reliable change in level of psychological dependence (i.e. a
favourable outcome) vs. who made no change or got reliably worse (i.e. an unfavourable
outcome). Participants were excluded from this analysis if their LDQ score was below the
threshold (in this instance, 10.7) at baseline; as their level of dependence was already closer to

that of the well-functioning population, it was not possible to demonstrate CSC.
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As recommended by Hosmer et al. (2013), and employed in other longitudinal research with a
similar population, e.g. (Bertholet et al., 2010; Freyer-Adam et al., 2010; Williams et al., 2010), a
stepped approach to model-building was taken to aid purposeful selection of predictors, and build

the most parsimonious models:

Step 1: Prior to regression modelling, correlations were performed to assess the relationship
between baseline variables (these can be found in Appendix R). Spearman’s correlation was
employed for continuous data, as assumptions were not met for a parametric equivalent; rank-
biserial correlations were used when one variable was binary, and chi-square tests (with Phi

values) for association were used when both variables were binary.

Step 2: Variables were assessed for their independent association with each outcome. A measure
of baseline drinking (baseline AUDIT-C score) was included as a covariate in all models; to borrow

Bertholet et al.’s (2010) terminology, | call these ‘minimally adjusted models’.

Step 3: Factors independently associated with the outcome were included together in a
multivariable regression model to generate the ‘final models’. The Hosmer and Lemeshow

goodness of fit test was used to examine model adequacy.

Nagelkerke’s (pseudo) R? values are presented for each model as an indication of the explained
variation in the dependent variable. Research data associated with these quantitative analyses

can be accessed via the University of Southampton repository (DOI: 10.5258/SOTON/D0689).
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Chapter6 QUANTITATIVE RESULTS: SETTING THE SCENE

6.1 Introduction

This chapter presents the quantitative results of the observational cohort study outlined in
Chapter 5. These findings aim to ‘set the scene’ for the qualitative narratives presented in later
chapters by providing greater insight into participants’ lives and their relationship with alcohol in
the six months following hospital attendance/admission. This contextualisation overcomes a
limitation of single interview studies which restrict what can be understood about participant

recovery journeys (as was the case in Study 1 with Soberistas members/browsers, Chapter 4).

Although this chapter presents the results of quantitative analyses only, frequency tables
displaying participant characteristics (demographics, drinking profile etc.) include figures for both
the whole cohort and the qualitative sub-sample; this serves to demonstrate my effort in
exploring narratives from participants whose characteristics and experiences reflect the broad

range found within the wider cohort.

6.2 Participant recruitment

Figure 7 displays the flow of participants through the study. A total of 144 participants were
recruited during their hospital attendance/admission (referred to throughout as “index
admission”) between September 2016 and March 2017; three participants withdrew consent
upon discharge, resulting in complete baseline datasets for 141 participants. Most participants
were recruited via the hospital’s Alcohol Care Team, ACT (n=88, 62.4%), with remaining referrals
received from the emergency department based Vulnerable Adults Support Team, VAST (n=44,

31.2%), and staff from other clinical teams (n=9, 6.4%).

At six months, 132 participants (93.6%) were successfully followed-up. Of the nine lost to follow-
up, eight were uncontactable and one declined to be interviewed again. There were no significant
differences between those lost to follow-up (n=9) and those who completed the study (n=132) in
any baseline characteristic (data not shown). Eleven participants had died before the six-month
follow-up point, resulting in complete datasets at both time points for 121 participants (85.8%);
those who had died and or were lost to follow-up (n=20) were more likely to be men, but they did
not differ to the remaining cohort in any other measured characteristic (Appendix S). Due to the
lack of difference between those who did and did not complete follow-up interview, longitudinal

analyses were based on observed cases (n=121). In-depth qualitative interviews were conducted
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with 26 participants who had completed both phases of the quantitative study (results are

presented separately in Chapters 7-9).

n=144

Participants

recruited
n=3 n=141
Withdrew Completed
consent baseline
n=9 n=132
Lost to follow- Followed-up at
up at 6 months 6 months
n=121
n=11
Completed
Deceased
follow-up
n=26
Participated in
qualitative
interview
Figure 7: Flow of participant recruitment and follow-up through the study
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6.3 Cohort description (research questions 1 & 2)

6.3.1 Participant demographics

Table 4 provides a summary of the demographic characteristics of the cohort at baseline (T1). The
majority of participants were Caucasian males, who lived alone and were currently registered
long-term sick or disabled. Mean age was 50.8 years (SD = 13.67). Approximately half reported
being aware of at least one first- or second-degree relative having an alcohol use disorder (AUD).

Only a minority reported current gambling or illicit substance use (and of these, the vast majority

described recreational cannabis use).

Table 4: Participant demographics at baseline
Whole cohort Qualitative
n=141 sample n=26
n (%) n (%)
Gender
Male 100 (70.9) 19 (73.1)
Age
18 — 24 years 7 (5.0) 1(3.8)
25— 34 years 11 (7.8) 1(3.8)
35— 44 years 25(17.7) 3(11.5)
45 — 54 years 35(24.8) 7 (26.9)
55 — 64 years 37 (26.2) 12 (46.2)
65+ years 26 (18.4) 2(7.7)
Ethnicity
Caucasian 134 (95.0) 26 (100.0)
Marital Status
Married / in a relationship 34 (24.1) 5(19.2)
Single / never married 66 (46.8) 12 (46.2)
Separated / divorced 37 (26.2) 8(30.8)
Other (e.g. widowed) 4(2.8) 1(3.8)
Household Composition
Lives alone 72 (51.1) 12 (46.2)
Lives with partner 21 (14.9) 5(19.2)
Lives with child(ren) only 3(2.1) 1(3.8)
Lives with partner and child(ren) 12 (8.5) 0 (0.0)
Other (e.g. no fixed abode, student halls) 33 (23.4) 8(30.8)
Occupation
Employed or self-employed 21 (14.9) 5(19.2)
Long term sick / disabled 66 (46.8) 13 (50.0)
Temporarily away from work 8(5.7) 1(3.8)
Unemployed 15 (10.6) 1(3.8)
Retired 27 (19.1) 5(19.2)
Other (e.g. homemaker, student) 4 (2.8) 1(3.8)
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Whole cohort Qualitative
n=141 sample n=26
Variable n (%) n (%)
Highest Qualification

University 13(9.2) 2(7.7)

Post-school leaving qualification / College 43 (30.5) 12 (46.2)

Secondary school (up to age 16) 70 (49.6) 11 (42.3)

Primary school (up to age 11) 10(7.1) 0 (0.0)

None 5(3.6) 1(3.8)
Current smoker 88 (62.4) 17 (65.4)
Current substance use 23 (16.3) 5(19.2)
Current gambling 6 (4.3) 1(3.8)

Any known familial alcohol use disorder 69 (48.9) 15 (57.7)

6.3.2 Self-reported psychological distress

Levels of self-reported depression and anxiety symptoms are presented in Table 5. The median

overall HADS score (i.e. a combined measure of psychological distress out of a possible 42) was 23

(IQR = 11-32).

Table 5: Self-reported depression and anxiety symptoms
Whole cohort

n=141

n (%)

Qualitative

sample n=26

Variable n (%)

Depression symptoms (HADS subscale)
Non-case (0 —7) 58 (41.1) 10 (38.5)
Case (8- 21) 83 (58.69) 16 (61.5)
Anxiety symptoms (HADS subscale)
Non-case (0 - 7) 44 (31.2) 8(30.8)
Case (8 —21) 97 (68.8) 18 (69.2)

6.3.3 Context of hospital attendance/admission

Table 6 provides details of participants’ hospital attendance/admission. Forty participants were
discharged directly from the emergency department (ED); for the remainder who were admitted
to hospital as inpatients (n=101, 71.6%), the median number of bed days was 7 (IQR = 4-19). For
103 participants (73%), their hospital attendance/admission was directly related to alcohol
consumption (e.g. alcohol withdrawal, alcohol intoxication, alcohol-related gastritis), as per

medical notes.
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Almost half the cohort (42.6%, n=60) reported that emergency attendance or inpatient admission
at T1 marked the first assessment of their alcohol use in a secondary-care setting. Most
participants rated the assessment/discussion of their alcohol use as ‘very positive’ (n=73, 51.8%)
or ‘positive’ (n=29, 20.6%), with only 7 (5.0%) rating it as ‘negative’ (the remainder selected
‘neutral’). Participants who selected a ‘negative’ score most commonly reported doing so because

they felt they needed inpatient detoxification but were discharged straight home from ED.

In terms of the nature of intervention offered by clinical staff, participants most commonly
recalled receiving “advice” including that relating to alcohol-related harms, ways to reduce
consumption, medical detoxification, or available relapse-prevention medication (n=122, 86.5%).
Less than half the cohort reported receiving information about available community alcohol
treatment services (n=58, 41.1%) and even fewer were directly referred (n=35, 24.8%). Of those
with no prior alcohol treatment history (n=74, see Section 6.3.4 below), only 34 were signposted
(45.9%) and 16 referred (21.6%). Ten participants (7.1%) were unable to recall the content of the

discussion with staff.

Finally, many said they felt ‘very confident’ (n=57, 40.4%) or ‘confident’ (n=26, 18.4%) about

making changes in their alcohol use following assessment in hospital, suggesting reasonable levels

of self-efficacy (of note, 34.8% were ‘ambivalent’).

Table 6: Details of participants' hospital attendance/admission
Whole cohort Qualitative sample
n=141 n=26
Variable n (%) n (%)
Clear alcohol-related admission 103 (73.0) 22 (84.6)
ED attendance only 40 (28.4) 5(19.2)
First assessment of alcohol use in hospital 60 (42.6) 7 (26.9)
6.3.4 Drinking profile

Table 7 provides a summary of the drinking profile of the cohort at T1 and includes information

about use of alcohol treatment services.

Most participants reported consuming alcohol every day in the week prior to admission (median
of 7 days, IQR = 4-7), with the majority consuming over 100 units across the week (median of

112.50 units, IQR = 52.5-189.5). Ninety-two participants (65.2%) scored 12/12 on the AUDIT-C,
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and the majority scored =20 on the full AUDIT, indicative of probable dependence (median score
of 32, IQR = 23-36). However, there was greater dispersion in self-reported psychological
dependence as per LDQ scores (median score of 22.0, IQR = 9-28). Of note, 10 participants
reported no alcohol consumption in the week prior to hospital attendance/admission; however,
this group still had a mean AUDIT score of 23.5 (range 18-31). While there was variation in the
type of alcohol consumed across the whole sample, individual participants reported a clear

preference for one type of beverage.

Participants had relatively high levels of problem awareness and recognition of the need to access
support for their drinking, evident in a high median ‘problem perception’ SOCRATES score
(although note the wide IQR). Furthermore, a moderately high median ‘taking action’ score
suggests that many participants reported a firm commitment to change, and/or were already
taking steps to reduce their alcohol consumption. However, less than half the cohort (n=67,
47.5%) reported accessing specialist alcohol treatment at least once in the past, and only ~18% of
the sample had utilised specialist alcohol treatment within the month prior to the current hospital

attendance/admission.

Table 7: Drinking profile and use of alcohol treatment services at baseline

Whole cohort Qualitative

n=141

sample n=26

Drinking profile

n (%)

n (%)

Units consumed in the week before admission
0 10(7.1) 1(3.8)
1-49 23 (16.3) 2(7.7)
50-99 32 (22.7) 7 (26.9)
100 —199 43 (30.5) 6 (23.1)
200+ 33 (23.4) 10 (38.5)

Number of drinking days in the week before

admission
0 10(7.1) 1(3.8)
1-2 6 (4.3) 0(0.0)
3-4 20 (14.2) 2(7.7)
5-6 10(7.1) 4 (15.4)
7 95 (67.4) 19 (73.1)

Number of heavy drinking days* in the week before

admission
0 17 (12.0) 1(3.8)
1-2 10 (7.1) 1(3.8)
3-4 18 (12.8) 3(11.5)
5-6 11 (7.8) 4 (15.4)
7 85 (60.3) 17 (65.4)
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Whole cohort Qualitative
n=141 sample n=26
Drinking profile n (%) n (%)
Drink of choice
Spirits 50 (35.5) 11 (42.3)
Normal strength cider or beer 31(21.9) 5(19.2)
Strong cider or beer 28 (19.9) 4 (15.4)
Wine 29 (20.6) 5(19.2)
Other (e.g. liqueur) 3(2.1) 1(3.8)
AUDIT score
0-7 (low risk) 0 (0.0) 0 (0.0)
8 — 15 (increasing risk) 4 (2.8) 0 (0.0)
16 — 19 (higher risk) 12 (8.5) 3 (11.5)
20+ (probable dependence) 125 (88.7) 23 (88.5)
LDQ score
0-10 (low dependence) 41 (29.1) 4 (15.4)
11 - 30 (moderate-high dependence) 100 (70.9) 122 (84.6)
| Readiness to change (possible score range) | Median (IQR) | Median (IQR) |
SOCRATES subscales
Problem Perception (10 — 50) 40 (32-45) 43 (39-46)
Taking Action (6 — 30) 23 (19-27) 25 (20-28)

Alcoholics Anonymous (AA)

Last month 9(6.4) 2(7.7)
1-6 months 7 (5.0) 3(11.5)
6-12 months 3(2.1) 2(7.7)
12+ months 28 (19.9) 6(23.1)
Never 94 (66.7) 13 (50.0)
Community / Residential treatment service
Last month 20 (14.2) 6(23.1)
1-6 months 13(9.2) 4 (15.4)
6-12 months 6(4.2) 1(3.8)
12+ months 28 (19.9) 4 (15.4)
Never 74 (52.5) 11 (42.3)
Healthcare (GP)
Last month 31(22.0) 5(19.2)
1-6 months 7 (5.0) 1(3.8)
6-12 months 7 (5.0) 3(11.5)
12+ months 22 (15.6) 4 (15.4)
Never 74 (52.5) 13 (50.0)
No specialist alcohol treatment history** 74 (52.5) 10 (38.5)
In specialist alcohol treatment at baseline*** 26 (18.4) 7 (26.9)

* Defined as >40g (5 units) per day for women and >60g (7.5 units) per day for men

** ‘Alcohol treatment’ defined as attendance at a community/residential alcohol treatment

service or alcohol-specific mutual aid group (*** within the past month)
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6.4 Participant trajectories in the six months following discharge from

hospital (research question 3)

Apart from Section 6.4.1, which describes the deaths of 11 participants during the six-month
follow-up period, the remaining analyses were based on observed cases (i.e. those who

completed both baseline and follow-up interviews, n=121).

6.4.1 Deaths within the cohort

Table 8 provides a summary of the causes of, and context surrounding, the deaths of 11
participants during the 6-month follow-up period. All those who died were males aged between
36 and 74 years old. Liver disease was the direct cause of death for six participants, and a
contributory factor in one participant. ‘Alcohol Use Disorder’ was mentioned as a contributory
factor in an additional two participants. One individual (participant 1 in Table 8) died during the

admission in which they were recruited to the study.

Eight participants were single and living alone, and eight were current smokers. Only one
participant was currently working; seven were registered long term sick/disabled and three had
retired. None of the participants were engaging in specialist alcohol treatment at the time of
baseline interview; one had attended community treatment services four months prior to their
hospital admission, six >12 months prior, and four reported no treatment history at all. Four
participants reported that their alcohol use had never been assessed in a secondary care setting

prior to their index admission.

A further eight participants (two females) died in the six months following the end of the study;
this means 13.5% (n=19) of the cohort had died within 12 months of their baseline interview in

hospital.
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Table 8: Summary of participant deaths
Cause(s) of death as per death certificate Details of hospital use
Days Clear First
Intermediate or
between alcohol- discussion
underlying Contributory
interview Index related of alcohol Past 12- Specialist
cause(s) causes
Age at and Place of | Primary cause admission index usein month alcohol
Pt | death death death (1a) (1b/1c) (2) bed days | admission? | hospital? hospital use | treatment?
1 36 38 Hospital | Hepatorenal | Decompensated | Vancomycin- 44 Yes No 1ED >12
syndrome alcohol-related resistant attendance months
liver cirrhosis enterococci
sepsis
2 66 11 Home Acute cardiac | Coronary artery | Hypertension; 32 Yes Yes None None
failure atheroma chronic misuse
of alcohol
3 57 12 Hospital | Hyponatremia Infective - 8 No No 12 ED >12
exacerbation of attendances months
COPD
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Cause(s) of death as per death certificate

Details of hospital use

Days Clear First
Intermediate or
between alcohol- discussion
underlying Contributory
interview Index related of alcohol Past 12- Specialist
cause(s) causes
Age at and Place of | Primary cause admission index use in month alcohol
Pt | death death death (1a) (1b/1c) (2) bed days | admission? | hospital? hospital use | treatment?
4 45 147 Hostel Confluent Tuberculosis Tramadol and 13 No Yes None >12
Broncho- Pregabalin months
pneumonia toxicity
5 52 28 Hospital | Liver cirrhosis | Decompensated | Hepatocellular 13 Yes No 1 admission >12
alcohol-related carcinoma months
liver disease
6 52 123 Home Alcohol- - - 7 No No 3 admissions | 1-6 months
related liver
disease
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Details of hospital use
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Days Clear First
Intermediate or
between alcohol- discussion
underlying Contributory
interview Index related of alcohol Past 12- Specialist
cause(s) causes
Age at and Place of | Primary cause admission index usein month alcohol
Pt | death death death (1a) (1b/1c) (2) bed days | admission? | hospital? hospital use | treatment?
7 74 116 Hospital | Hepatorenal Alcohol-related - 6 Yes Yes 1 admission None
syndrome liver cirrhosis; & 1ED
hepatitis attendance
8 62 90 “Wet” | End stage liver | Hepatocellular Adeno- 0 Yes No 9 admissions >12
house failure carcinoma; carcinoma of & 13 ED months
Hepatitis C; rectum attendances
alcohol-related
liver disease
9 66 128 Hospital Sepsis Urinary tract Alcohol Use 25 Yes Yes None None
infection Disorder
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Cause(s) of death as per death certificate

Details of hospital use

Days Clear First
Intermediate or
between alcohol- discussion
underlying Contributory
interview Index related of alcohol Past 12- Specialist
cause(s) causes
Age at and Place of | Primary cause admission index use in month alcohol
Pt | death death death (1a) (1b/1c) (2) bed days | admission? | hospital? hospital use | treatment?
10 53 104 Hospice | Hepatocellular | Alcohol-related - 11 Yes No 1ED >12
carcinoma liver disease attendance months
11 65 62 Hospital Community COPD; lung Alcohol- 0 Yes No 1 admission None
acquired cancer; tobacco related liver & 1ED
pneumonia smoking disease; frailty attendance
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6.4.2 Treatment engagement

Table 9 details participants’ use of treatment/support services after hospital discharge. Forty-
three percent of participants reported accessing some form of support for their alcohol use during
the six months between baseline and follow-up (including non-specialist support such as online
support, speaking to GP etc.). Just under 40% accessed specialist alcohol treatment at least once
during the follow-up period (compared to 20.7% (25/121) engaging at baseline); 60.4% of these
participants were still engaging at the 6-month point (this represents 24% of the whole cohort,
n=121). Seventeen of the 48 individuals who accessed specialist treatment post-hospital discharge
did so for the first time in their lives. Community alcohol services were the most frequently

attended form of ‘specialist treatment’, followed by AA.

Table 9: Treatment engagement post-hospital discharge

Whole cohort Qualitative

n=121 sample n=26
Type of treatment/support accessed n(%) n(%)

Any support during 6-month follow-up period 52 (43.0) 15 (57.7)

Specialist alcohol trejatment at least once during 6- 48 (39.3) 14 (53.8)
month follow-up period
Whole cohort Qualitative
n=48 sample n=14
n(%) n(%)

Of those still engaging in specialist alcohol

treatment at 6-months:

Number who accessed specialist treatment for
the first time ever 17 (35.4) 3(21.4)

Number who were still engaging at the 6-
month follow-up point 29 (60.4) 7 (50.0)

6.4.3 Changes in drinking behaviour and related variables

Table 10 displays the results of paired sample t-tests, comparing the cohort’s mean score of
variables measured at baseline and follow-up. For information, median scores are presented in

Appendix O.

At six-month follow-up, 92 participants reported drinking less during the past week than at
baseline, 19 increased their unit consumption, and 10 exhibited no change (5 continued to drink

7/7 days, and 5 maintained abstinence); there was a statistically significant mean reduction in
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units consumed. Fifty-five participants (45.5%) reported no HDDs during the past week. Only 16
participants (13.2%) reported complete abstinence throughout the whole six-month follow-up

period.

Participants exhibited significant reductions from baseline to follow-up in alcohol use disorder
severity, psychological dependence on alcohol, and depression and anxiety symptoms.
Participants’ perception of alcohol as a problem significantly reduced between T1 and T2, but
levels of action toward making changes did not. All significant changes, apart from change in

anxiety symptoms, reflect medium to large effect sizes (Cohen, 1988).
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Mean score at T1

Mean score at T2

Changes in participants' drinking behaviour and other related variables (T2 — T1) (n=121)

Mean change

Mean change

Chapter 6

Variables (range) (SD) (SD) (SD) [95% ClI] Effect size (d)
. . 139.67 63.78 -75.89
Past-week unit consumption [-99.54, -52.24] <.001 0.58
(120.94) (97.07) (131.38)
. 5.64 3.34 -2.31
Past-week drinking days [-2.89, -1.72] <.001 0.71
(2.25) (3.09) (3.26)
Past k h drinking d >17 279 238 [-2.97,-1.79] <.001 0.73
ast-week heavy drinking days -2.97,-1. . .
Y g aay (2.59) (3.10) (3.27)
. 29.46 19.97 -9.50
AUD severity (AUDIT score, 0 — 40) [-11.28, -7.71] <.001 0.96
(7.40) (11.51) (9.91)
. 18.45 10.93 -7.52
Psychological dependence (LDQ score, 0 — 30) [-9.33,-5.71] <.001 0.75
(10.45) (10.18) (10.05)
. 37.74 3141 -6.32
Problem Perception (SOCRATES score, 10 — 50) [-7.96, -4.68] <.001 0.69
(8.72) (10.57) (9.11)
. . 22.01 23.02 1.02
Taking Action (SOCRATES score, 6 — 30) [-0.59, 2.62] 213 0.11
(6.71) (6.99) (8.93)
. 9.72 6.73 -2.99
Depression symptoms (HADS score 0 — 21) [-4.08, -5.47] <.001 0.50
(6.24) (6.49) (6.02)
. 11.74 9.79 -1.96
Anxiety symptoms (HADS score, 0 —21) [-3.04, -0.87] .001 0.33
(6.68) (6.53) (6.03)
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6.4.4 Clinically significant and reliable change in psychological dependence
Reliable change

Table 11 displays the number of participants whose LDQ scores demonstrated each of the three
reliable change outcomes (deterioration, no change, improvement). Sixty-five participants (53.7%)
exhibited a reliable change in LDQ score from baseline to follow-up: 60 of these exhibited a
reliable improvement in levels of psychological dependence, while 5 deteriorated. Of the 60 who
reliably improved, 17 retained LDQ scores above 10.7, indicating continued high dependence but
a move in the direction of improvement; eight stayed below the 10.7 threshold at both time
points. Of those making no reliable change (n=56), 26 maintained low levels of dependence from

baseline to follow-up (an LDQ score <10.7), meaning 30 maintained high levels of dependence.

Table 11:  Reliability of change in level of psychological dependence from baseline to follow-up

as per LDQ scores

Reliable No reliable Reliable
deterioration change improvement

Whole cohort

5 (4.1%) 56 (46.3%) 60 (49.6%)

(n=121)
Qualitative

1(3.8%) 7 (26.9%) 18 (69.2%)

sample (n=26)

Clinically significant change

At follow-up, 69/121 participants (57.0%) were below the threshold for clinically significant
change, CSC (i.e. LDQ score <10.7). However, of these 69 individuals, 34 had baseline scores lower
than the threshold, meaning it was not possible to make CSC; therefore, a total of 35/87
participants (40.2%) made clinically significant change in that they moved from levels of
dependence more akin to a clinical sample, to dependence more akin to a ‘well-functioning’
sample (Raistrick et al., 2014). All scores denoting clinically meaningful change also demonstrated
reliable change. Thirteen participants in the qualitative sample (50.0%) made clinically significant

(and reliable) change.
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6.4.5 Change in heavy drinking days according to baseline characteristics

The results of independent samples t-tests comparing baseline groups in the change in heavy
drinking days (T2 — T1) are presented in Table 12. For information, median scores are presented

in Appendix P.

Significant differences were found according to participants’ living situation, employment status,
treatment engagement post-hospital discharge, level of psychological dependence, problem
perception and depression symptoms. Specifically, those living with others, employed, who
accessed specialist treatment post-hospital discharge, and had higher psychological dependence,
problem perception and depression scores at baseline, reduced their number of heavy drinking
days significantly more than their comparison groups. However, these differences may be
explained by differences in baseline drinking levels (see ‘Mean score at T1’ in the table below),

which are controlled for in regression analyses presented in Section 6.5 below.
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Table 12:  Change in heavy drinking days (T2 - T1) according to baseline characteristics (n=121)

Variables

Mean HDDs at

T1(SD)

Mean HDDs at

T2 (SD)

Mean change in

HDDs (SD)

Mean difference

[95% Cl]

Effect size

(d)

Socio-demographics (n/121)

Gender
Male (82) 5.02 (2.77) 2.70 (3.08) -2.33(3.50) 0.16 .805 0.05
Female (39) 5.49 (2.16) 3.00(3.19) -2.49 (2.68) [-1.42,0.88]

Relationship status
In a relationship (28) 5.82 (2.41) 2.93 (3.19) -2.89(3.29) 0.67 347 0.20
Single (93) 4.98 (2.62) 2.75(3.10) -2.23(3.27) [-0.73, 2.07]

Living situation
Lives with others (52) 5.54 (2.45) 2.46 (3.13) -3.08 (3.11) 1.22 .040 0.38
Living alone (69) 4.90 (2.67) 3.04 (3.08) -1.86 (3.32) [0.57, 2.39]

Employment status
Employed/in education (27) 6.11(1.81) 2.59 (3.05) -3.52 (2.93) 1.47 .040 0.47
Not in work (94) 4.90(2.72) 2.85(3.13) -2.05 (2.93) [0.70, 2.86]

Smoking status
Smoker (75) 5.28 (2.50) 3.11 (3.07) -2.17 (3.22) 0.54 377 0.17
Non-smoker (46) 5.00 (2.74) 2.28 (3.12) -2.72 (3.36) [-1.76, 0.67]

Known familial alcohol use disorder
Yes (62) 5.43 (2.45) 3.16 (3.19) -2.23(3.47) 0.32 .597 0.09
No (59) 4.96 (2.74) 2.41(2.98) -2.54 (3.08) [-1.50, 0.87]
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Mean HDDs at Effect size

Mean HDDs at Mean change in Mean difference

Variables

Alcohol-related (n/121)

T1(SD)

T2 (SD)

HDDs (SD)

[95% CI]

C)

Psychological dependence (LDQ score)

Low dependence (0 - 10) (37) 3.24 (2.86) 2.19 (3.06) -1.05 (2.85) 1.91 .002 0.62
Moderate-High dependence (11 —21) (84) 6.02 (1.93) 3.06 (3.10) -2.96 (3.30) [0.74, 3.09]

Problem perception (SOCRATES score)
Low problem perception (10 — 40) (63) 4.30(2.87) 2.75(3.03) -1.56 (3.07) 1.72 .004 0.54
High problem perception (41 — 50) (58) 6.12 (1.85) 2.84 (3.21) -3.28 (3.28) [0.57, 2.87]

Taking action (SOCRATES score)
Low taking action (6 — 23) (65) 5.38 (2.45) 3.06 (3.18) -2.32(2.80) 0.13 .841 0.04
High taking action (24 — 30) (56) 4.93 (2.74) 2.48 (3.01) -2.45 (3.78) [-1.09, 1.34]

Baseline alcohol treatment engagement
Yes, in treatment (25) 5.80(2.18) 3.72 (3.14) -2.08 (3.49) 0.38 .609 0.11
Not in treatment (96) 5.01 (2.67) 2.55 (3.06) -2.46 (3.23) [-1.84, 1.08]

Post hospital alcohol treatment engagement
Yes, in treatment (48) 5.73 (2.24) 2.44 (3.04) -3.29 (3.27) 1.51 .012 0.47
Not in treatment (73) 4.81(2.75) 3.03 (3.15) -1.78 (3.16) [0.33, 2.69]

Hospital-related (n/121)

Direct alcohol-related admission
Yes (91) 5.34 (2.45) 2.79 (3.10) -2.55(3.37) 0.68 324 0.21
No (30) 4.67 (2.96) 2.80 (3.18) -1.87 (2.95) [-0.68, 2.05]
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Mean HDDs at Mean HDDs at Mean change in Mean difference Effect size
Variables T1 (SD) T2 (SD) HDDs (SD) [95% CI] (d)
Context of hospital attendance
Emergency department only (34) 5.29 (2.66) 2.97 (3.09) -2.32(3.31) 0.08 .906 0.02
Inpatient admission (87) 5.13 (2.57) 2.72 (3.12) -2.40 (3.28) [-1.40, 1.24]
Assessment of alcohol use in secondary care setting
First assessment (52) 4.98 (2.65) 2.46 (3.04) -2.52 (3.10) 0.24 .687 0.07
History of previous assessments (69) 5.32 (2.55) 3.04 (3.12) -2.28(3.42) [-0.95, 1.44]
Psychological distress (n/121)
Depression (HADS scores range)
Low levels of depression (0 — 10) (50) 4.40 (2.96) 2.94 (3.13) -1.46 (2.91) 1.57 .007 0.50
High depression (11 —21) (71) 5.72 (2.15) 2.69 (3.10) -3.03 (3.38) [0.43,2.71]
Anxiety (HADS score range)
Low levels of anxiety (0 — 10) (39) 4.67 (2.84) 3.03 (3.26) -1.64 (3.02) 1.09 .077 0.34
High levels of anxiety (11 —21) (82) 5.41 (2.44) 2.68 (3.04) -2.73 (3.35) [-0.12, 2.30]
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6.5 Predicting alcohol-related outcomes at six months (research

guestion 4)

There were two outcomes of interest, operationalised as:

1. Primary analysis: alcohol consumption at six months (0 HDDs vs. 21 HDDs)
2. Secondary analysis: psychological dependence at six months (CSC in psychological

dependence vs. no change/reliable deterioration)

Table 13 displays the proportion of participants demonstrating each outcome for the primary
analysis (total n=121), and Table 14 displays the proportions for the secondary analysis (total
n=87; 34 participants were excluded as they remained below the threshold — LDQ score of 10.7 —
from baseline to follow-up, so making CSC was not possible). Although many participants
displayed the same outcome (un/favourable) in both HDDs and psychological dependence, this
was not always the case; 11.5% of participants with an unfavourable dependence outcome (n=52)
reported 0 HDDs, and 22.9% of participants with a favourable dependence outcome (n=35)
reported >1 HDDs (the Kappa coefficient of agreement value was 0.66). These discrepancies
support qualitative narratives (Chapter 7) and justified a second regression analysis to explore

potential predictors of change in dependence.

Table 13:  Proportion of participants demonstrating favourable vs. unfavourable alcohol

consumption outcome at six months

Favourable outcome: Unfavourable outcome:
0 HDDs 21 HDDs
Whole cohort
55 (45.5) 66 (54.5)
(n=121, %)
Qualitative sample
12 (46.2) 14 (53.8)
(n=26, %)
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Table 14:

dependence outcome at six months

Proportion of participants demonstrating favourable vs. unfavourable psychological

Favourable outcome: | Unfavourable outcome: Excluded:
Clinically significant and No change in Stayed below the
reliable change in dependence or reliable | threshold between
dependence deterioration T1-T2
Whole cohort
35 (28.9) 52 (43.0) 34 (28.1)
(n=121, %)
Qualitative
sample 13 (50.0) 9 (34.6) 4 (15.4)
(n=26, %)
6.5.1 Separate ‘minimally adjusted’ models predicting alcohol-related outcomes at six

months

Separate ‘minimally adjusted’ logistic regression models were fitted for each variable of interest
to assess their association with favourable alcohol-related outcomes at six months. Participants’
AUDIT score was not modelled as it is essentially an aggregate measure of drinking behaviour and
symptoms of alcohol dependence, which were measured by other included variables; this is

supported by the strong associations found in correlational analyses (Appendix R).

6.5.1.1 Predicting alcohol consumption at six months

‘Minimally adjusted’ models predicting favourable alcohol-consumption outcome are presented
in Table 15. Variables found to be independently associated with a favourable drinking outcome
at six months (in addition to baseline AUDIT-C score) were participants’ living situation (those
living with others were 2.3 times more likely to have a favourable outcome), smoking status
(smokers were 2.9 times less likely to have a favourable outcome) and specialist alcohol
treatment engagement at baseline (those in treatment were 3.3 times less likely to have a
favourable outcome). Although failing to reach a level of significance, baseline substance use

showed a trend for an unfavourable outcome.
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Table 15:  ‘Minimally adjusted’ logistic regression models of all variables predicting a favourable
outcome in alcohol consumption at six months (n=121)
B AORT
Variables (3] [95% CI] p R?
Socio-demographics
. .01 1.00 .748 .169
Age (for a 1-year difference) (01) [0.98, 1.03]
Male Gend .29 1.33 .501 172
ale Gender
(.43) [0.58, 3.07]
o 34 1.40 466 173
In a relationship (.46) 0.57, 3.47]
L . .83 2.29 .041 .209
Living with others (41) (1.04, 5.07]
. .01 1.01 .985 .168
Employed/In Education (47) [0.40, 2.53]
-1.06 0.35 .005 .195
Current smoker
(.41) [0.16, 0.77]
-1.05 0.35 .078 .200
Current other substance use
(.59) [0.11, 1.13]
N _ -.28 0.76 475 173
Familial alcohol use disorder
(.39) [0.35, 1.63]
Alcohol-related
Past 6-month average alcohol -.46 0.63 .001 .168
consumption (AUDIT-C score) (.13) [0.49, 0.82]
Psychological dependence (LDQ -01 0.99 .488 172
score) (.02) [0.95, 1.03]
Problem perception (subscale of .02 1.02 433 174
SOCRATES) (.02) [0.97,1.07]
Taking Action (subscale of .02 1.02 .506 172
SOCRATES) (.03) [0.96, 1.08]
. -1.20 0.30 .036 .215
In treatment at baseline
(.58) [0.10, 0.93]
In treatment following hospital .28 1.32 492 172
discharge (.40) [0.60, 2.89]
i 21 1.24 271 179
Self-efficacy
(.19) [0.85, 1.81]
Hospital-related
Clear alcohol-related hospital A1 1.12 .807 .168
attendance/admission (.46) [0.46, 2.75]
-.29 0.75 .520 172
ED attendance only
(.44) [0.32,1.79]
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AORT
Variables [95% ClI]
First assessment of alcohol use in A5 1.57 .257 .180
secondary care setting (.40) [0.72, 3.39]
Psychological distress
Psychological distress (HADS .00 1.00 .830 .168
score) (.02) [.97, 1.04]

RZis reported as Nagelkerke’s R2.

tAdjusted for baseline AUDIT-C score

6.5.1.2 Predicting psychological dependence at six months

‘Minimally adjusted’ models predicting favourable psychological dependence outcome are
presented in Table 16. Guided by personal communication with an author of the LDQ (Tober,
20/02/2018) and advice taken from a statistician at the University of Southampton, baseline LDQ
score was not included as a covariate when modelling clinically significant change (CSC) in
psychological dependence. This is because baseline LDQ score is used in the calculation of reliable

and clinically significant change and is therefore structurally related to the outcome.

Demographic variables independently associated with CSC in psychological dependence were
participants’ living situation (those living with others had 3.1 greater odds of making CSC) and
smoking status (non-smokers were 3.2 times as likely to make CSC). The only significant alcohol-
related predictor was whether the individual was engaged in specialist alcohol treatment at
baseline (those in treatment were >9 times more likely to demonstrate an unfavourable
outcome). In terms of the hospital admission/attendance, those whose alcohol use was assessed
for the first time in a secondary care setting were ~4 times more likely to have a favourable
outcome at six months. Finally, increased self-efficacy showed a trend for a favourable outcome,

as did being in a relationship.
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Table 16:  ‘Minimally adjusted’ logistic regression models of all variables predicting a favourable

outcome in level of psychological dependence at six months (n=87)

B AORT
Variables 3] [95% CI] p R?
Socio-demographics
. .013 1.01 447 .045
Age (for a 1-year difference) (02) [0.98, 1.05]
Male Gend .60 1.83 221 .059
ale Gender
(.49) [0.70, 4.79]
. . 1.05 2.89 .071 .085
In a relationship (.58) 0.92, 8.87]
. . 1.14 3.14 .014 127
Living with others (.46) (1.26, 7.79]
. 12 1.13 .824 .036
Employed/In Education (53) [0.40, 3.20]
-1.17 0.31 .015 125
Current smoker
(.48) [0.12,0.80]
-.84 0.43 .125 .068
Current other substance use
(.59) [0.14, 1.37]
. . -.66 0.52 .147 .067
Familial alcohol use disorder
(.45) [0.21, 1.26]
Drinking-related
Past 6-month average alcohol -.22 0.81 .136 .036
consumption (AUDIT-C score) (.15) [0.61, 1.07]
Problem Perception (subscale .02 1.02 .645 .039
of SOCRATES) (.04) [0.95, 1.09]
Taking Action (subscale of .04 1.04 271 .055
SOCRATES) (.04) [0.97,1.11]
. -2.19 0.11 .004 .205
In treatment at baseline
(.76) [0.03, 0.50]
In treatment following hospital -.04 0.96 .924 .036
discharge (.44) [0.40, 2.29]
. A3 1.54 .053 .096
Self-efficacy
(.22) [0.99, 2.37]
Hospital-related
Clear alcohol-related hospital -15 0.86 .780 .037
attendance/admission (.53) [0.30, 2.45]
-.51 0.60 .319 .051
ED attendance only
(.51) [0.22, 1.63]
First assessment of alcohol use 1.44 4.22 .003 .170
in secondary care setting (.48) [1.63, 10.88]
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AORT*

Variables [95% CI]

Psychological distress

Psychological distress (HADS -.02 0.98 .267 .054
score) (.02) [0.94, 1.02]

RZis reported as Nagelkerke’s R2.

tAdjusted for baseline AUDIT-C score

6.5.2 Multivariable models predicting alcohol-related outcomes at six months

Variables identified as significant predictors in the separate ‘minimally adjusted’ regression
models above (Section 6.5.1) were entered simultaneously into multiple regression analyses. The

final models for both outcomes are presented below.

6.5.2.1 Final model predicting alcohol consumption at six months

The final model predicting alcohol consumption outcome is presented in Table 17. The ‘initial
model’ (containing all independently associated variables) was significant, X?(4) = 21.87, p<.001,
and explained 30.9% of the variance in outcome at six months (correctly classifying 65.3% of
cases). However, the Hosmer-Lemeshow test suggested poor model fit (p=.052). The model was
fitted again, excluding participants’ living situation (‘final model’ in Table 17), and remained
significant, X3(3) = 29.35, p<.001. The Hosmer-Lemeshow test then suggested adequate model fit
(p=.453), and a partial likelihood ratio test further supported exclusion of the living situation
variable (X?(3) = 4.85, p=n.s.). The final model explained 28.8% of the variance in outcome at six

months and correctly classified 72.7% of cases.
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Table 17:  Final multiple logistic regression model predicting alcohol consumption at six months
(n=121)
B OR
Model | Predictors (SE) [95% CI] p R?
- . .66 1.93
Living with others (.43) (0.8, 4.44] 121
-1.11 0.33
initial | Current smoker (43) | [0.14,0.77] 010 205
model Specialist alcohol treatment -1.18 0.31 048 '
engagement at baseline [.60] [0.10, 0.99] )
. -.55 0.58
- <.
AUDIT-C score at baseline (.14) (0.43, 0.76] 001
-1.20 0.30
Current smoker (.43) [0.13, 0.70] .005
Final Specialist alcohol treatment -1.23 0.29 037 »88
model engagement at baseline [.59] [0.09, 0.93] ) )
. -.54 0.58
AUDIT-C score at baseline (.14) [0.44, 0.77] <.001

R%is reported as Nagelkerke’s R2.

6.5.2.2

Final model predicting psychological dependence at six months

The final model for dependence outcome is displayed in Table 18. The model was significant, X?(5)

= 27.28, p<.001, and the Hosmer-Lemeshow test suggested acceptable model fit (p=.653). The

model explained 36.4% of the variance in outcome at six months, and correctly classified 77.0% of

cases.
Table 18:  Final multiple logistic regression model predicting clinically significant change in
psychological dependence at six months (n=87)
B OR
Predictors (SE) [95% CI] p R?
. . .99 2.69
Living with others (52) (0.97, 7.46] .058
-.88 0.41
Current smoker (55) 0.14, 1.23] 111
tsfezctl:::asr:taclecnogo'ement at| 18 0.16 018 364
. g8 (79) | [0.03,0.73] : '
baseline
First assessment of 1.02 2.80 058
alcohol use in hospital (.54) [0.97, 8.07] ’
. -41 0.66
AUDIT-C score at baseline (.19) [0.46, 0.96] .030

RZis reported as Nagelkerke’s R2.
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6.6 Summary

6.6.1 The cohort’s demographic and drinking profile

The first objectives of this chapter were to describe the personal characteristics and drinking
profile of a cohort of patients with AUD presenting to one general hospital and begin to
understand the role and acceptability of interventions for problematic alcohol use within this
setting. My study identified patients who collectively reported high levels of alcohol consumption
and dependence. This is not surprising as much of the sample were recruited via a specialist
Alcohol Care Team (ACT) who mainly support individuals with moderate-severe AUD —and is in
keeping with that reported in other studies of UK hospital-based addiction/alcohol teams, e.g.
(Baker et al., 2014; Ryder et al., 2010; Watson et al., 2015). Although many participants reported
chronic, daily consumption, there was wide individual difference in drinking patterns, including
several who identified themselves as “binge drinkers”. There was considerable variation in self-
reported psychological dependence on alcohol, as found in studies recruiting a similar population
(Owens et al., 2016; Watson et al., 2015), with participants scoring the full possible range of LDQ

scores.

Participants also described diverse drinking histories during interview and reported a range of
treatment experiences. Importantly, >50% had never accessed specialist alcohol treatment, and
only a small proportion were attending at the time of their hospital attendance/admission; this
rate of non-treatment-seeking is common in general hospital patients with AUD (Bertholet et al.,
2010; Freyer et al., 2007; Owens et al., 2016; Parkman et al., 2017b; Rumpf, Hapke and John,
1998). Of those with no prior treatment history, less than half reported being signposted to
alcohol treatment services or mutual aid groups, and less than a quarter were directly referred;
this finding is not new and suggests a missed opportunity to engage patients who may wish to
access specialist treatment after discharge (Cucciare and Timko, 2015; Glass et al., 2015; Lid et al.,
2012; Raven et al., 2010), but reflects the current service provision model which prefers self-
rather than professional referral. However, recent research has found that many hospital
attendees with high levels of dependence do not want help with their alcohol use (Parkman et al.,

2017b), a finding | explored further in qualitative interviews (Chapters 8-9).

Participants’ demographic profile also varied substantially, although trends within the cohort (e.g.
the majority being male, single, living alone, and unemployed or registered long-term
sick/disabled) concur with other hospital-based research of patients with severe AUD, e.g.
(Bertholet et al., 2010; Cobain et al., 2011; Owens et al., 2016). The context of participants’

hospital visit also varied, with some attending ED only, and others requiring inpatient admission
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for up to 85 days. While the majority were recorded as directly alcohol-related, around 30% were

not.

Nearly half of the cohort reported that their admission/attendance at baseline marked the first
discussion of their alcohol use in a hospital setting; while | could not verify whether this was
actually the case, follow-up results (discussed below) and qualitative narratives (Chapter 8),
highlight the potential significance of a first-time assessment. Furthermore, supporting other
research (Broyles et al., 2012; Groves et al., 2010; McGeechan et al., 2016), and corroborated by
qualitative narratives (Chapter 8), participants were generally accepting of assessment and
discussion of their alcohol use in hospital. However, it is possible that individuals who had a more
positive assessment experience were more likely to agree to participate in a research study about
their alcohol use (or were selected more often by clinical staff). Unfortunately, data were not

available for the number of participants asked to participate by staff versus those recruited.

6.6.2 Participant trajectories

Collectively, participants made considerable change in their alcohol consumption during the six-
month follow-up period with 80.2% reducing their unit intake or maintaining abstinence. All other
variables also changed in the direction of improvement, apart from levels of ‘problem perception’,
which significantly reduced. However, as problem perception is thought to be an indicator of
alcohol problem severity (Bertholet et al., 2009b), this may be considered a positive change rather
than indication of increased ‘denial’. Participants maintained similar levels of ‘taking action’ across
the six months, although the number accessing alcohol treatment increased (note that the
frequency and intensity of treatment was not assessed, and several participants reported

attending services once after hospital discharge but decided not to return).

Change scores are helpful to assess the mean amount of change over time and are often reported
in alcohol treatment/intervention studies examining statistical effectiveness, e.g. (Kaner et al.,
2007; McQueen et al., 2011); the t-test results presented in Section 6.4.3 are compatible with this
approach and can be used to inform sample size and power calculations for future research
(including an indication of effect size for change over time). However, inferential statistics
examining whether a group changed on average, ignores individual outcomes, and does not
always translate to clinical or practical significance (Jacobson and Truax, 1991). Because of the
qualitative impact of psychological dependence on wellbeing and quality of life (Chapter 7),
participants’ LDQ scores were assessed for clinically significant and reliable change (CSC). Almost
half the cohort demonstrated reliable improvement, and of those with high dependence at

baseline (i.e. those above the 10.7 LDQ score threshold, n=87), 40.2% demonstrated CSC in that
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their scores moved reliably closer to the mean of a normative sample (Raistrick et al., 2014).
Given the significant association between LDQ scores and psychological distress (see Appendix R
and (Fairhurst et al., 2014), it is encouraging that a sizeable proportion of largely non-treatment-
seeking participants demonstrated such change. Although Raistrick and colleagues (2014)
reported a higher CSC rate of 51% where alcohol was the primary problem substance, their study
recruited patients attending addiction treatment. Dependence is found to reduce early in

treatment (Tober, 2000) and might therefore explain the difference in CSC rate found in my study.

It is important to acknowledge that some of the improvements observed might be due a
‘regression to the mean’ effect where reductions in high scores are seen with repeated measures.
The potential impact of study participation can also not be ignored, as even assessment of alcohol
use (without intervention) is often associated with change (Kypri et al., 2007; McCambridge and
Kypri, 2011), especially in general medical settings (Bischof et al., 2012). Moreover, to retain
statistical power, | considered the cohort a single group, although there may be differences in
patients seen by different clinical teams (e.g. the pan-hospital specialist ACT vs. the ED-based
VAST), with variations in the quality and length of interventions offered by staff. Indeed, a study
exploring the role of ‘alcohol health workers’ across 48 different NHS hospitals in England, which
included nursing and non-nursing staff, reported considerable diversity within and across

hospitals (Baker et al., 2014).

6.6.3 Predictors of change

While several baseline factors were found to be associated with greater reductions in HDDs (i.e.
living with others, employment, specialist treatment access post-hospital discharge, and higher
psychological dependence, problem perception and depression scores), this analysis failed to
control for differences in drinking at baseline; participants with fewer baseline HDDs had less
scope to change than individuals with greater HDDs. Thus, regression analyses were better suited
to assess predictors of change, after controlling for differences in baseline consumption. A
favourable drinking outcome, defined as zero HDDs, was informed by clinical experience and
other studies which recognise that complete abstinence is not always a desired (or necessary)
goal for many individuals (Gastfriend et al., 2007; Mann, Aubin and Witkiewitz, 2017; Witkiewitz
et al., 2017), even those with severe physical ill-health (Lappalainen-Lehto et al., 2013; Laramée et
al., 2015). Moreover, zero HDDs is accepted as a favourable outcome in clinical trials for the
development of medications for treating AUD (European Medicines Agency, 2010; Food and Drug
Administration, 2015), given the risk of HDDs for disease morbidity and mortality, negative
consequences such as accidents and domestic violence, and increased costs to healthcare services

(Aldridge et al., 2016; Dawson, Li and Grant, 2008; Laramée et al., 2015).
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Logistic regression analyses identified four separate predictors of a favourable drinking outcome
at six months: baseline consumption (AUDIT-C score), baseline alcohol treatment engagement,
smoking status and living situation (although the latter was removed from the final multivariable
model). In models predicting CSC in dependence, the same variables were identified as significant
individual predictors, in addition to participants’ assessment history of alcohol use in hospital,
where first assessments were associated with greater odds of a favourable outcome. However,
the significance of variables except baseline alcohol consumption and treatment engagement was
attenuated in the final model. It is encouraging that few static risk factors (including age, gender,
family history of AUD etc.) were associated with unfavourable outcomes at six months, as these

are not amenable to change.

Baseline drinking was the strongest predictor of outcome in the model predicting heavy drinking
and remained a significant predictor in the final model of dependence, which accords with
research in treatment-seeking populations (Adamson, Sellman and Frampton, 2009; Peacock et
al., 2018). In a non-treatment seeking hospital-based sample, Bertholet et al. (2010) reported a
non-significant association (OR 1.01, Cl 0.98 — 1.04), but this might be explained by different
measures of baseline drinking (average drinks per day in the past 30 days vs. past six-month
consumption as per AUDIT-C score). Drinking behaviour in the weeks leading up to an
unscheduled hospital attendance/admission might be atypical and therefore less predictive of
longer-term outcomes. Other prospective cohort studies with general medical inpatients do not
report an association between baseline and follow-up levels of drinking, e.g. (Freyer-Adam et al.,

2010; Rochat et al., 2004; Williams et al., 2010), so my results cannot be compared.

Baseline treatment engagement was a significant predictor in both final models and was
associated with worse outcomes. Individuals in specialist alcohol treatment are consistently found
to have more severe AUD, report greater adverse consequences from drinking, and have a history
of prior help-seeking; they are also likely to have a range of other complex difficulties including
comorbid substance use disorder, increased psychopathology, poor physical health, and suffer
socioeconomic disadvantage (Rehm et al., 2015; Rohn et al., 2017; Storbjork and Room, 2008;
Tuithof et al., 2016). Treatment utilisation is also found to be associated with features of social
isolation, including having no partner (Tuithof et al., 2016) and living alone (Freyer-Adam et al.,
2010), the latter of which was also a predictor of worse outcomes in my study®. As Chiappetta and

colleagues (2014, p.142) note, although these factors increase the likelihood of attempts to

% Inclusion of the variable ‘treatment engagement at baseline’” might therefore explain why
participants’ living situation became a non-significant predictor of outcomes in multivariable
analyses.
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address drinking, paradoxically, they also impede ability to succeed. It may therefore be these co-
occurring problems, rather than treatment engagement per se, that increase the risk of
consistently poor outcomes (Cunningham and McCambridge, 2011). However, continued
engagement in specialist treatment might reinforce the perception of alcohol dependence as a
chronic, severe disorder, which can reduce self-efficacy to change (Pienaar and Dilkes-Frayne,
2017; Pienaar et al., 2015; 2016; Savic and Fomiatti, 2016); my qualitative analysis supports this
assertion (Chapter 9). Moreover, time spent with heavy drinking peers is found to undermine
efforts to change (Bertholet et al., 2010; Weisner, Matzger and Kaskutas, 2003; Zywiak et al.,
2006). Disassociation and disidentification from others who have a problematic relationship with
alcohol and advocate drinking, including those met during treatment, might therefore be

necessary for sustained change (Bathish et al., 2017; Stout et al., 2012).

The relationship found between smoking status and outcomes is interesting. Several authors have
documented the high prevalence of tobacco smoking in patients with AUD, which appears inflated
within general hospital settings and as AUD severity increases (John et al., 2003a; 2003b). For
example, a recent study investigating the lifestyles of >3500 patients with AUD presenting to a
general hospital found that patients with hazardous alcohol intake were two times as likely to be
smokers compared to low-risk drinkers; those with alcohol dependence were more than seven
times as likely to be smokers (Schwarz, Nielsen and Nielsen, 2018). In keeping with my findings,
cigarette smoking is also found to be associated with poorer drinking outcomes, e.g. (Hufnagel et
al., 2017; Sarsour et al., 2012), which suggests that efforts to address tobacco dependence in
patients with AUD might be advantageous. However, concurrent treatment for both
dependencies might not be helpful (Joseph et al., 2004), and as the benefits of drinking cessation
are typically experienced more rapidly, Schwarz et al. (2018) argue that this should take priority.
Moreover, there is doubt whether smoking plays a causal role in drinking outcomes, or if its effect
is due a shared aetiology with other variables such as psychiatric comorbidity and lower

socioeconomic status (Le Strat, Ramoz and Gorwood, 2010; Taylor et al., 2018).

Neither SOCRATES subscale scores were found to predict six-month outcomes in HDDs or levels of
dependence®®, which is contrary to other research with a similar population. For example,
Bertholet et al. (2010; 2009b) found that general medical inpatients with AUDs (78% alcohol
dependent) who had ‘taking action’ scores in higher quartiles, reported less drinking at three and

twelve months. Similar results of the effect of baseline motivation are presented in another

10 NB: The same pattern of results was found when using the ‘Readiness to Change Questionnaire’
(Rollnick et al., 1992) instead of the SOCRATES in regression models (data not shown).
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hospital-based study of non-dependent medical inpatients (Freyer-Adam et al., 2010). However,
for all these studies, participants were enrolled in randomised controlled trials (RCTs) in which
they could receive alcohol counselling and may have therefore been predisposed to change.
Although the RCT intervention was not associated with decreased drinking in each case (Freyer-
Adam et al., 2008; Saitz et al., 2007), subgroup analysis of the RCT on which Bertholet and
colleagues based their secondary analyses, found that individuals without alcohol dependence

appeared to benefit from the intervention (Saitz et al., 2009).

Factors related to my study design may have contributed to the null finding, including a lack of
power to detect effects, and/or the dichotomisation of outcome, which is more limited than
continuous measures of drinking and dependence. However, qualitative narratives triangulate the
lack of association, that extend beyond the study design (Chapters 8 & 9). For example, some
participants spoke of the difficulties in maintaining motivation upon return to an unsupportive
home milieu. Others said that fluctuations in emotional wellbeing, cognitive functioning and
physical health significantly affect their thoughts and behaviours relating to alcohol. Clearly
further work is needed to explore the relationship between motivation and reductions in drinking
in hospital populations, preferably outside the context of RCTs of brief interventions. However,
my data suggest that the “chaotic nature of change” makes reliable prediction of outcome,
according to motivation at one moment in time, difficult (West, 2006, p.179). Recent research
shows that while motivation might increase attempts to reduce consumption, it may not translate
to sustained change, at least in the general population (de Vocht et al., 2018). It might be that
self-efficacy (i.e. one’s perceived capability to perform a behaviour) plays a greater role in
effecting actual change (Bertholet et al., 2012; Gaume, Bertholet and Daeppen, 2016; Williams et
al., 2007). Indeed, in minimally adjusted logistic regression analyses (Section 6.5 in Chapter 6),
self-efficacy showed a stronger trend for favourable outcome than did motivation, particularly for

levels of dependence (p=.053).

There was also no association between the reason for participants’ hospital

attendance/admission (i.e. coded as directly alcohol related or not) and outcomes. This is
surprising given research which finds that “awareness of accumulating harms” and “triggering
occurrences” can serve as catalysts for change (Orford et al., 2006a). However, my qualitative
analysis found that not all participants with an alcohol-attributable admission considered it to be
so (Chapter 8), and personal attribution might be key to this process (Walton et al., 2008; Williams
et al., 2010). Moreover, Williams and colleagues (2010), in their prospective cohort study of
medical inpatients, found a decrease in HDDs among individuals with an alcohol-attributable

hospital admission, but only for those who were non-dependent and/or had low problem
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perception at baseline; participants in my study had higher levels of both dependence and

problem perception which may also explain this lack of association.

A final finding worth considering is that those whose alcohol use was assessed for the first time in
a hospital setting were four times more likely to make CSC in psychological dependence. While
this association became non-significant in the final multivariable model (p=.058), it warrants
further investigation. Individuals with a first-time assessment reported shorter and less severe
drinking histories during qualitative interview (Chapter 8). They were also more likely to be
treatment-naive (86.7% vs. 27.7%, X* = 48.94, p<.001, ¢ = -.59) — making hospital attendance the
first ever opportunity for some to talk about their use of alcohol — and less likely to access
treatment post discharge (25% vs. 75%, X* = 10.05, p<.002, ¢ = -.29). Given that treatment-naive
individuals often choose to manage their consumption instead of committing to abstinence
(LoCastro et al., 2008; Sobell, Cunningham and Sobell, 1996), it is not surprising first-time
assessments were associated with reductions in dependence, but not HDD outcome; limiting
alcohol consumption to weekends for example, may still involve heavy drinking, but is likely to
increase perception of control (i.e. reduced dependence). However, given the association
between dependence and psychological distress found in correlation analysis (Appendix R),
described in other research (Fairhurst et al., 2014) and by participants during qualitative interview
(Chapter 7), this is an encouraging finding, and points to the role of hospital attendance in shaping
decisions about lifestyle choices. Clinical staff in hospital settings may wish to ask about history of
prior alcohol assessments and optimise the experience of those who have never been assessed

before.

6.6.4 Conclusions

The recruitment of a diverse cohort of patients is a key strength of this study as it reflects the
heterogeneity of presentations seen in clinical practice (Blanco et al., 2008; PHE, 2016) and
facilitated rich qualitative exploration of a range of individual experiences (Chapters 7-9). Use of
liberal inclusion criteria that invited participation from individuals with multiple and complex
needs (e.g. alcohol dependence, psychiatric comorbidities, concurrent illicit substance use)
undoubtedly supported this endeavour, as did widening recruitment to clinical teams beyond the
ACT. While the representativeness of the cohort is limited by convenience sampling, and such
broad inclusion criteria make direct comparisons with participants in other studies difficult, this
was never the primary aim. The study also benefitted from high follow-up rates, helped by using
‘locators’ such as family and friends when participants were uncontactable, adopting a flexible
approach to interviews, and offering financial remuneration; researchers of future studies may

learn from such strategies to reduce attrition.
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Few studies have examined the natural trajectory of drinking behaviour in patients with AUD
presenting to hospital, and even fewer have assessed factors associated with outcome. Of the few
cohort studies examining drinking outcomes in patients with AUD in general hospital settings, the
majority are secondary analyses of data collected during RCTs. | identified only one UK-based
study in which the authors conducted a prospective cohort control study in two acute hospitals,
where one provided brief intervention of no predetermined number of sessions, and the other
continued with routine care (Cobain et al., 2011). However, their design did not allow for an
examination of predictors of outcome, and as with all other studies, differences in the
operationalisation of outcome variables make it difficult to compare my findings. My data
therefore make an important and novel contribution to increasing understanding about the
alcohol-related trajectories of patients seen within a general hospital setting. While many
demonstrated significant change, some maintained high levels of alcohol consumption and
dependence at six months. Together with the high death rate in the cohort, these findings
support the need to explore further predictors of outcome and find ways to improve the services

we deliver.
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Chapter 7 QUALITATIVE RESULTS 1: DEVELOPING AN
ALCOHOL-RELATED IDENTITY

7.1 Qualitative findings: Prelude

The results presented in the following three chapters (7-9) draw on data from in-depth qualitative
interviews with 26 individuals who were followed-up at six months following their hospital
attendance/admission. Analyses were grounded in the accounts of participants with a range of
lived experience, though other sources of data were incorporated as the theory developed to

contextualise narratives and increase the theoretical reach of findings.

The diversity of participant characteristics, use of alcohol over time, and treatment engagement,
as highlighted in Chapter 6, mirrored the heterogeneity of qualitative narratives. It was common
for participants with comparable quantitative outcomes to tell very different stories about their
relationship with alcohol (and if applicable, their ‘recovery’). Interviewing a range of people at
different stages of change unveiled “multiplicity” both between and within participants’ accounts
(cf. Christensen and Elmeland, 2015). Those with more extensive drinking and/or treatment
histories provided interesting insights into the evolution of alcohol problems over time (“I’'ve been
around the block a few times”, Nathan; “I have been there, read the book, got the t-shirt”, Trevor),
which bared comparison to the narratives of participants who reported less persistent, or more
recent, problems. The summary characteristics of participants interviewed were presented

alongside those of the wider cohort in Chapter 6. A more detailed summary of participants’

individual characteristics is presented in Appendix T.

My analysis supported the notion of recovery as a non-linear and evolving process, where
evaluation of one’s relationship with alcohol is subject to ongoing negotiation and re-negotiation
(cf. Hartney et al., 2003; Kougiali et al., 2017). Importantly, all participants emphasised the

individuality inherent in addiction and recovery:

“There will be themes, common themes, but the reasons behind [problematic alcohol use]

are so complex and varied that each case is different.” (Clive)

A failure to find “the magic recipe to say if you do this, do that, you will stop drinking” (Steve)
supports this assertion; accordingly, participants were tentative about suggesting definitive
strategies to address a problematic relationship with alcohol because “it’s different for different

people” (Jack). With an acknowledgement that “recovery ultimately constitutes an individual
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journey that could not be the same for any two people” (Neale et al., 2015, p.31), the following
three chapters highlight various determinants which shaped and defined this journey, as
discussed by participants. Analysis focused on participants’ own conceptualisations of their
relationship with alcohol, and explored factors that contributed to this understanding, including

attendance at an acute medical hospital.
For readability and ease of interpretation, the findings are presented linearly to explain:

e how and why an alcohol-related identity can develop (Chapter 7)
e the role hospital attendance/admission played in this process (Chapter 8)

e participant experiences of ‘recovery’ (Chapter 9)

Figure 8 depicts the theoretical framework, ‘negotiating alcohol use and self’, which highlights the
interconnectivity between these three concepts, and illustrates the evolving nature of
understanding and changing one’s relationship with alcohol. The theory posits that
conceptualisations of alcohol use and recovery are influenced by exposure to numerous, and at
times conflicting, explanatory frameworks (detailed in the following three chapters); and these
have important implications for the way we consider and treat individuals with AUD. The
framework generated through interviews with members and browsers of Soberistas (Chapter 4)
provided the springboard for exploring concepts relating to identity, labelling, and stigma, but

new avenues were explored, as guided by participant narratives.

As reported in the wider literature, e.g. (Orford et al., 2006a; Teruya and Hser, 2010), many
“triggering events” or “turning points” were discussed as being of importance in participants’
lives. However, the impact of hospital attendance/admission was considered in depth (Chapter 8)

for three reasons:

e As all participants in the present study had an unscheduled hospital
attendance/admission, their experiences could be compared and contrasted

e Ongoing analysis found hospital attendance/admission to be a unique event in
participants’ lives in the way it shaped conceptualisations of their drinking

e There is a scarcity of research, particularly qualitative in nature, examining the impact of

hospital attendance/admission on drinking behaviour

Direct quotations®! and illustrations from participants’ PRISM diagrams (described in Section 5.2.7

of Chapter 5) demonstrate how the findings are grounded in the data. Quantitative results from

1 pseudonyms are used to maintain participant anonymity.
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Chapter 6 are discussed when relevant to qualitative narratives, as are findings from the
literature, in keeping with grounded theory methodology (Chapter 3). Separate summary sections
are included at the end of each chapter to discuss the implications of key findings within each
concept; the final discussion chapter (Chapter 10) synthesises all findings, including those

reported in previous studies within this thesis.

Developing an
alcohol-related
identity

Experiencing
‘recovery’

Attending
hospital

Figure 8: “Negotiating alcohol use and self”: a theoretical framework of the relationship

between alcohol use, identity, hospital experience, and recovery
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7.2 Chapter Introduction

This chapter includes results concerning the first concept (or ‘cog’ in Figure 8): developing an

alcohol-related identity. The terminology used by participants to describe the impact alcohol had
on their sense of self varied; a few self-identified as “alcoholics”, others said they were “drinkers”
or “drink dependent”, while some rejected labels altogether. | therefore chose the term “alcohol-

related identity” as it is broad and non-specific, and captures the experiences of all participants.

Two key factors were identified as playing a role in shaping the development of an identity
defined by alcohol use. These are displayed in Figure 9 and discussed in turn, along with their

corresponding categories:

1) Nature and degree of alcohol dependence

o ‘It just seemed like normality”: low levels of dependence
e “Creeping up”: unconscious dependence

e “Consuming me”: the enmeshment of alcohol use and self

e “It's written all over my face”: the embodiment of alcohol use

2) Beliefs about the cause of problematic alcohol use
e “It'sin our DNA”

e Drinking as a disease

e Coping with psychological distress

e A choice
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The nature and
degree of
dependence

Beliefs about

the cause of

problematic
drinking

Developing
an alcohol -

related
identity

Figure 9:  Factors contributing to the development of an alcohol-related identity

7.3 Nature and degree of alcohol dependence

One of the most significant factors determining the impact of alcohol on identity was the nature
and degree of participants’ alcohol dependence. The following narrative elaborates on the
relationship between dependence, alcohol use, and identity. Results are presented linearly from
low to high dependence severity, mainly for simplicity; although when asked to provide a
summary of their use of alcohol over time, most participants described a ‘career’ type progression
of gradual escalation/severity. Nevertheless, further exploration of participants’ journeys revealed
significant fluctuation of alcohol use over time, including periods of “controlled drinking” and
sometimes abstinence, in keeping with the process of change being discontinuous and non-linear

(Kougiali et al., 2017).

7.3.1 “It just seemed like normality”: low levels of dependence

Participants’ recollections of early experiences of drinking alcohol were characterised by

III

enjoyment and sociability; a “normal” pattern of consumption, usually confined to weekends or
evenings: “l used to go out with my friends at weekends, drink, it wasn’t an issue...it was normal;
we wouldn’t go out every night” (Lorna). Time spent with others who drank in a similar way
minimised the perception of alcohol as a problem, even though participants often reported

consumption far more than recommended lower-risk levels:
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“When | started playing darts and pool for the pubs and things...that was just like everybody

else was drinking then, you know, 5 or 6 pints a night” (Glen)

Generally, participants were nonchalant about this phase of drinking and reported few, if any,
problems: “Oh, it just seemed like normality. It wasn’t something you thought of — it was just
something you did in the evening. It never caused me problems then” (Joe). This was reinforced

through disc selection and placement on the PRISM diagram:

“It would be the small one because it wasn’t really a big feature of my life. It was in there
but not an important part really. So, | would say it was just on the edge of my life circle, not

causing any problems.” (Barbara)

The main function of alcohol consumption at this stage appeared to be facilitation of sociability;
drinking provided a gateway to positive social experiences, and it was this that participants
identified with, rather than alcohol itself: “alcohol wasn’t a big thing...the pub was somewhere to
meet your friends, you know?” (Milo). Accordingly, descriptions of how alcohol influenced
participants’ self-concept tended to reflect alcohol acting as a ‘social lubricant’ and enhancing
traits such as confidence and charisma. Lee, for example, said drinking alcohol magnified his
“happy-go-lucky” personality, and Glen said it enabled him to perform his job as an onstage

entertainer:

“I wasn’t really worried about it [alcohol consumption]; it was just part and parcel of the
job...I would never have been able to get up there and sing in front of people if | didn’t have

a drink first because of the nerves. It made me confident, absolutely.”

Participants rejected this pattern of drinking as evidence of dependence by making comparisons
with friends or family who they believed were dependent (or “alcoholic”), and/or distinguishing
between this “early phase” of drinking and their own later experiences. Hartney et al. (2003), in
their grounded theory study of untreated heavy drinkers, also found this comparison process to
be a key method by which individuals evaluate their own relationship with alcohol. However, as
found in recent qualitative research with patients in primary care (Khadjesari et al., 2018), using
extreme examples of harm and dependence as benchmarks for problematic drinking increases the

likelihood of individuals drinking at risky levels, to perceive their consumption as non-problematic.

7.3.2 “Creeping up”: unconscious dependence

Following a period of “social drinking”, many participants reported a “slippery slope” of increased
consumption, which for some spanned many years: “It was a gradual thing, | don’t remember one

day” (Howard). This process was described as slow and largely unconscious; James explained that
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“you don’t notice it creeping up on you” — it is only with “hindsight”. Participants often alluded to

their drinking as the formation of a habit and cementation of routine:

“l formulated a plan without even realising it, that if | went down to the supermarket and
bought myself four litres of vodka...I could space it out and have enough vodka over the

month. That was when | guess | was drinking every day without realising it.” (Daniel)

“It does just become a habit. | would sometimes wake up and before I’d go to work, it would

be autopilot, have a little bit of drink to get me started.” (Lorna)

Many participants chose larger-sized discs in the PRISM task when describing this phase of
drinking because of their recognition of increasing alcohol intake; not because of increased
problems or personal suffering. Participants rarely placed the discs directly over the ‘self’ tile

because of experiencing few negative consequences and an ongoing ability to function:

“l was going out, getting drunk, still maintaining my job; it didn’t affect my job or anything

like that, didn’t affect work at all. It was just a way to let off steam.” (Simon)

Here, participants’ disc placement is in keeping with findings of other research where higher Self-
Illness Separation (SIS) on the PRISM task was associated with less intrusiveness and interference

of the ‘iliness’ with everyday life, e.g. (Blichi et al., 2002; Reinhardt et al., 2006).

Participant narratives provide support for the possibility of high levels of consumption alongside
low levels of psychological dependence (Hartney et al., 2003; Tober and Raistrick, 2004).
However, many referred to this period of gradual escalation in alcohol use alongside low
psychological dependence, as being the root of their problematic relationship with alcohol:
“that’s probably, looking back, where the problems started” (Lee). Consequently, those who had
suffered adversities in relation to their drinking at the time of interview, often commented on the
insidious nature of alcohol, describing it as “cunning” (Barbara), “crude” (Milo), “patient” (Len)
and like a “lurking tiger” (Daniel). However, an ability to “keep a foot in the conventional world
and assume socially valued identities by engaging in acceptable and productive activities”
(Anderson and Levy, 2003, p.761), often quashed momentary concerns participants had about
their use of alcohol — they simply organised their increasingly heavy consumption around other
(more important) responsibilities and identities, such as roles at work, and within family/social

life:
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“I could get up and go to work every day, perform a normal life as such, although alcohol
would play a part, but | was sort of functioning as a normal human being...you get up in the
morning and go to work, | get up in the morning and have two or three drinks, [then] go to

work.” (Nathan)

Participants appeared confident that their consumption, and efforts to conceal it, went largely
undetected amongst colleagues and peers (“no-one at work picked up on it at all...and the more

you get away with it, the more you do it”, Rick), but also close family members:

“l found it harder to drink pints all night if | had had a big meal, a dinner, so | wouldn’t eat a
dinner. Or | would make myself ill after eating so | could fit alcohol in...and that became
normal. And even though we had been living in the same house, and all the holidays, she
[partner] still didn’t pick up that I’d go to the toilet after every meal to make myselfill, so |

was able to drink.” (Lee)

Research with individuals who use other substances also found that many effectively sustained
both ‘user’ and ‘non-drug user’ identities for long periods of time (Gibson, Acquah and Robinson,
2004). Several participants in the present study even described a sense of accomplishment in
successfully “juggling” these various identities, which often reinforced their drinking behaviour.

The examples from Lorna and Joe below illustrate this particularly well:

“I know it sounds silly and a bit weird, it’s not like | am bragging, but I think | did it right; like
throughout the day I really paced myself with it...It was like | knew when my peaks were, so |
never let it get to withdrawal...I timed it perfectly. Even my therapist said, “you’re too smart
— you are actually doing it too well, you’re not stupid”. | wish | was stupid, maybe | would

have felt worse sooner. | knew my body so well and | played to it, 100%...and then it was the

buzz of getting away with it.” (Lorna)

“Lying about how much you’re drinking, or making excuses, or asking someone to do
something so you can get them out the way to drink...Every time | was deceitful there was a
feeling of guilt but there’s also, when you pull off a maneuverer if you were, there’s a
greater feeling of success. If you manipulate people to do something and you get what you

want at the end of it then...’hurrah’.” (Joe)

Although there were occasions where participants were “caught out” by family, partners and/or
colleagues, many simply told people “what they wanted to hear” (Lee) and “just kept going” (Joe).
In Joe’s case, he was caught drinking at work, but as “nothing really material happened”, he
continued to drink as before. Examples of the deliberate use of a range of strategies to enable

regular and/or heavy alcohol consumption “without getting caught” (Nathan), suggests that
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contrary to the ‘denial’ stereotype, participants often perceived their consumption as unhealthy
or “wrong” long before taking steps to address it; Graham said, “deep down you’re aware of it,
but having another drink is easier than having to think about it”. It was at this point that
participants recalled first questioning whether their drinking “habit” had crossed the boundaries
to ‘qualify’ as dependence. However, as Rick described earlier, “getting away with it” generated
confidence and reduced pertinence to change. The lack of reported treatment access at this stage
corroborates other work which finds that levels of psychological dependence and alcohol-related
psychosocial problems are stronger predictors of help-seeking than heavy consumption, e.g.

(Lloyd et al., 2004; LoCastro et al., 2008; Orford et al., 2006b; Storbjork and Room, 2008).

Participants’ experiences of maintaining a “normal” life alongside heavy alcohol use echo the
stories told by Soberistas members and browsers (Section 4.5 in Chapter 4). However, there
appeared to be more variation within participants here in the degree to which they experienced,
and then managed, cognitive dissonance; as Joe explained above, the sense of achievement in
“manipulatfing] people to...get what you want” outweighed the feelings of guilt, which
contributed to his ongoing alcohol use. Generally, Soberistas participants described quite high
levels of dissonance between their drinking and valued personal/social identities and took steps
to gain control over their alcohol use to alleviate this (see Section 4.6 in Chapter 4). Some
participants in the present study did struggle with “living a double life” (Lee) and found some
relief in getting support to stop drinking, whether planned (e.g. voluntarily engaging with
treatment services), or not (e.g. attending hospital). Other research has found that felt obligation
to fulfil important roles that conflict with substance use often prompts change before significant
adverse consequences of use, materialise (Chambers et al., 2017; Granfield and Cloud, 2001).

However, for those able to tolerate the “juggling act” (Nathan), consumption typically continued.

733 “Consuming me”: the enmeshment of alcohol use and self

Several participants reported a further stage of increasing alcohol intake and/or dependence
severity which was associated with more stress, and less success, in managing the demands of
everyday life. As alcohol took up greater space in the individual’s life, the repercussions of heavy
drinking and psychological dependence were more apparent: many described significant life-
changing events such as the loss of relationships, jobs, and homes. Correspondingly, the SIS on

the PRISM became smaller, with participants now placing the alcohol discs closer to themselves:
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“I went on the booze in 2012. | was trying to work as well, but | was heavy drinking...all |
was concentrating on was getting through work to go back and have a drink. So, | guess it
would be the big circle but only half over me because | was managing work and stuff.”

(Luke)

Generally, the discs encroached further on the ‘self’ tile as participants reported more time being
spent obtaining, consuming, and recovering from the effects of alcohol. Many said they began to
prioritise alcohol above other responsibilities, such as employment. This pre-occupation and
growing salience of alcohol at the expense of other important routines/activities are key
indicators of dependence (Raistrick et al., 1994; World Health Organisation, 2017). Luke,

continuing from above, said:

“I eventually decided to give up the job because all | wanted was the drink...it was
consuming me...once my money ran out, | was constantly thinking how | was going to get

another drink.”

Others sacrificed relationships with friends and family members:

“I've been a very selfish man. | have neglected them [his children] by not spending time with
them...my whole life revolves around alcohol and that’s pretty sad but that’s being honest.”

(Jack)

The PRISM diagram was a helpful tool for participants to illustrate the impact alcohol had on their
lives: for example, Daniel, in describing how “ridiculous” his drinking became said, “you need
bigger circles” and drew additional ‘extra-large’ circles by hand (see Figure 10). In addition to
more tangible consequences like those described above, changes to mentality reinforced the
perception that alcohol had “taken over”. Graham said, “as soon as the word ‘drink’ came into my
mind | thought, have you got enough? It was automatic”. Similarly, Nathan said he became a

“mathematician”:

“I would be sitting in the [supermarket] queue and my brain would go, ‘which one of those
will I get the best hit from?’ Vodka, 30 odd percent...boom, boom, boom...I"d be like a
mathematician; which was going to last the longest? Which is going to give me that feeling

fastest? It’s all that, you’re like a mathematician, continually counting in your head.”

These accounts depict automaticity in thinking which accords with research highlighting the role
of impulsive cognitive processes in ongoing consumption and relapse (Baumeister, Heatherton

and Tice, 1994; Wiers et al., 2013).
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Figure 10: Scanned copy of Daniel’s PRISM diagram

For participants who had experienced many of the symptoms of dependence (Raistrick et al.,

1994), the boundary between ‘self’ and alcohol became increasingly blurred, to the point where

some were unable to separate the two: “it becomes part of who you are” (Len). Here, alcohol

consumption as a behaviour merged with how participants defined themselves: “It takes over you

as a person, and it becomes the person” (Milo). The narrative of alcohol consumption as the

‘dominant framework of self’ (Corte, 2007; Corte and Stein, 2007; Denzin, 1993; Lindgren et al.

2017) was almost exclusively found within descriptions of more severe stages of dependence.

’

Importantly, in keeping with Raistrick and colleague’s (1994) conceptualisation of dependence as

a psychological state, participants did not necessarily have to experience physical symptoms to

report severe dependence. Furthermore, those who did experience physical symptoms were not

necessarily severely dependent — although as Raistrick et al. (1994) note, and interview data

confirm, withdrawal often contributes to strengthening dependence. Trevor’s account highlights

this phenomenon well:

149



Chapter 7

Interviewer: Can you tell me what it’s like to have a dependence on it [alcohol]?
Trevor: Well it don’t particularly bother me.
Interviewer: It doesn’t bother you?

Trevor: Erm, there is something bad about it. If you get up one day and you haven’t got the
pennies to get what you need. If you haven’t got the money, you think, what can | sell? Who
will buy it? Just for a stupid £4 bottle of juice to stop the shakes, rattles, and rolls. Once I’'ve

got that juice in me, | feel normal, | feel like me again.”

Here, Trevor suggests that his dependence on alcohol was only an inconvenience when his
routine of steady consumption was disrupted, and he experienced symptoms of withdrawal (see
Section 7.3.4 below for further discussion on the effects of withdrawal on self and the
embodiment of alcohol use). Supporting this, Shilling (2008, p.12) argues that routines, even
those considered unhealthy, maintain a sense of equilibrium and are vital in helping individuals
manage their surroundings and operate effectively. Nettleton et al. (2011) reported similar results
in their work with heroin users; so long as heroin was readily available, participants described
stability between their internal and external worlds. These findings support the notion that
persistent behaviours tend to be functional for people, even though they might not conform to

societal norms of ‘functionality’ (Kelly and Barker, 2016).

Accordingly, it is possible to understand how even those with severe physical dependence on
alcohol could report being psychologically “comfortable in [their] own little darkened madness”
(Lee). The quantitative findings support this claim: measures of alcohol consumption (heavy
drinking days and alcohol unit intake) demonstrated weaker associations with depression and
anxiety symptoms, than did levels of psychological dependence as per LDQ score (Appendix R).
This suggests that one’s relationship with alcohol is more closely linked to levels of psychological

distress than the quantity or frequency of use.

Further analysis of Trevor’s account above highlights that the routines and embodied experiences
associated with dependent drinking were a source of information from which he negotiated his

identity: “Once I’'ve got that juice in me, | feel normal, | feel like me again”. He continued:

“l am addicted to the routine of it. Alcohol makes me, me. How should | put this? Over the
last god knows how many years, there hasn’t been a single day that | haven’t bought a
bottle of sauce [alcohol]. Now that’s my problem, | know...but it’s part of me, it’s part of my
daily life now...I get up and have a glass of cider because that’s what I do. | don’t think

s

about it, | just do it. But | obviously do that because | am an ‘alcoholic’.
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For Trevor, the routines and practices that went with being “an alcoholic” were just as salient as
alcohol itself. Several other accounts resonated with this: Marie, for example, described her
drinking as a “regime”, and Daniel said, “I could wake up in the morning and think | need to brush
my teeth, get dressed, and | have got to get some beer today. It becomes a part of your agenda.”
Many also discussed the association between their routine of drinking, and addiction to cigarette
smoking (17/26 participants were current smokers): “it’s a drink in one hand, and a smoke in the
other” (Marie); “for me drinking and smoking go together” (Robert). This triangulates my
quantitative findings (Chapter 6), and other research that alcohol problems are often related to a

clustering of other lifestyle factors, including smoking (Schwarz, Nielsen and Nielsen, 2018).

Participants often reported high levels of distress when they failed to develop ‘functional’
routines of consumption, or when they perceived a complete inability to manage the impact
alcohol had on their lives (this is in keeping with the quantitative associations found between
psychological dependence and depressive/anxiety symptoms described earlier). Both scenarios
resulted in psychological instability and feelings of powerlessness: Barbara said she felt as though
she was “drowning” and Daniel explained, “It dragged me to a place | had never been before, like

a riptide...it’s a wart on your life, a cancer”. Referring to the PRISM diagram, Howard said:

“The ‘alcoholic’ in me becomes that big red circle towering over me, and | feel like a little

boy being crushed by it.”

Howard’s reference to the ‘alcoholic’ in him resonates with a common finding within the
literature that perceived differences in personhood during periods of intoxication versus periods
of abstinence can result in a divided sense of self, e.g. (Mackintosh and Knight, 2012; Punzi and
Tidefors, 2014; Shinebourne and Smith, 2009). Howard continued to say, “It’s like...Jekyll and
Hyde”, an analogy used by several other participants to describe the feeling that “there were two

people inside of [them]” (Milo). Supporting this, Barbara, drinking at the time of interview, said:

“I am not normally like this but now | am. | seem to have lost all...I don’t care about myself
whereas | used to go and have a facial once a week and have my nails done every fortnight,
have my hair done every month. But now I just, what’s the point? When I’m not drinking, |

wouldn’t be sat here in these rags.” (Barbara)

While some participants affirmed that their ‘real’ self was the alcohol-free version, those with
particularly extensive drinking histories were unsure: “Well to be honest | don’t know which one is
the real one because | don’t know what it’s like to be Jekyll [i.e. alcohol-free] for any great length

of time” (Trevor). This depicts an extreme form of alcohol-self enmeshment.
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Reflection on the ways in which alcohol altered the individual and their behaviour revealed a
common narrative of shame. However, participants explained that instead of being a deterrent,
feelings of shame often perpetuated their drinking, a finding reported elsewhere (Sawer, 2016;

Wiechelt, 2007). Howard’s example highlights this:

“l just don’t want to be in that place where | am laid on the sofa leaning over a saucepan
throwing up; and then you miss, and the carpet is horrible, and then you feel uncomfortable
and full of shame because it’s a really nice flat and the furniture is lovely, and everything is

right, but then the carpet is dirty...and then | don’t want to see it, so | get drunk again.”

While drinking alcohol temporarily relieved feelings of shame, it also reinforced them by providing
self-confirmatory evidence of their identity as an ‘alcoholic’ — an identity that often carries
negative connotations (Hill and Leeming, 2014; Khadjesari et al., 2015; Schomerus et al., 2011a;
Wallhed-Finn, Bakshi and Andréasson, 2014). Graham, for example, said he became “what people
generally term an alcoholic...just useless, erm, wouldn’t do, couldn’t do anything...drinking at 10

o’clock in the morning. There’s a bit of a stigma attached to alcohol | think; maybe rightfully so.”

Graham’s excerpt suggests that ‘alcoholism’ and associated behaviours, such as morning drinking,
give rise to stigma. However, analysis of further interview data suggested that some participants
understood the relationship between alcohol dependence and stigma to be cyclical; stigma itself

was described as a precursor to further drinking:

“You actually realise you’re believing what people think of you, yourself, which then puts
you in a position where you lose your own self-respect, which in turn makes you think ‘stuff
it’ — if that’s what they think of me, then | am going to carry on drinking and drink more.”

(James)

Here, negative evaluations of alcohol use extended to James’ overall perception of self, resulting
in diminished “self-respect”. In another illustration of this effect, Marie conflated the “disgusting

things Jshe] did” when intoxicated, with being a “disgusting” person:

“What it [alcohol] makes me do is disgusting, yeh, it affects my behaviour [pause] I think
drink just makes you disgusting really, to be honest with you. And | don’t like to be

disgusting.” (Marie).

Thus, when alcohol was internalised as an unfavourable totalising identity, participants appeared
to suffer more global low self-worth. Corrigan and colleagues (2016), in their study of self-stigma
and mental illness, report similar results; those who internalised negative stereotypes of mental

illness were more likely to suffer self-disrespect, and subsequent abandonment of personal goals
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— which the authors term the “why try” effect. These findings are supported by research which
proposes that individuals with a ‘simple’ self-concept (i.e. one characterised by a limited number
of self-aspects, with more overlap between the attributes that describe each aspect) are more
susceptible to emotional distress because negative information transfers more readily to other
facets of self (Linville, 1985;1987). This fits with participants’ narratives that increased
dependence severity is usually associated with fewer self-domains unrelated to alcohol use;
previously unrelated identities were either sacrificed because of increasing dependence (e.g.
through relationship breakdown, loss of employment etc.), or became enmeshed with alcohol

(e.g. friendships glued together by drinking: “drinkers stick together”, Jack).

73.4 “It’s written all over my face”: the embodiment of alcohol use

Several participants said they relied on the way their body felt or looked to provide information
about their relationship with alcohol. The embodied experience of alcohol use appeared to
strengthen the fusion of drinking with ‘self’, and echoes Gibson et al.’s (2004) notion of an
“entangled identity” where one’s body becomes symbolic of one’s substance use. Experience of
physical withdrawal symptoms marked a particularly salient shift in perceptions of self, where
several participants stated that they only started to consider their identity as an ‘alcoholic’ at this

point:

“The shaking stuff only happened about 2 years ago. That’s when | started thinking, hang
on mate, am | an alcoholic? | didn’t crave a drink, but it [drinking alcohol] was the only thing

that really calmed me down and stopped me shaking.” (Glen)

The synonymy between being an ‘alcoholic’ and displaying signs of physical dependence (by
experiencing withdrawal symptoms) was repeated in several interviews. This association
appeared to have a profound impact in that participants became acutely aware of how they were
perceived by others (“to me, that’s [shaking/sweating] a real give away, it’s written all over my
face that | am an alcoholic”, Daniel) — but also because it affected their ability to perform

everyday tasks:

“It was embarrassing; | was constantly shaking all the time...it was getting to the stage
where when | paid for things, | would only use a note because | could give them the note,
but if | had change, it would go all over the place — you might think you have composed
yourself and then they ask for another 10p or something, and oh...it was horrendous. Little
things like that, erm...writing my mum’s birthday card and trying to write but | couldn’t do

it.” (Graham)
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While Graham said, “it’s funny in hindsight”, that he was teased for having handwriting like an
“oscilloscope”, the effects of withdrawal were clearly very distressing at the time, acting as a
constant reminder of his reliance on alcohol. Similarly, other participants spoke of how alcohol
dependence restricted their freedom to make plans and travel because of the unpredictability of

episodes of withdrawal and sickness:

“l was gagging; | had all this foam, sticky horrible stuff and it used to make me gag, and |
couldn’t go on buses because | never knew when it was going to happen and once | started
retching that was it, I’d be sick. | put all that down to alcohol, definitely...it was totally
affecting my life because | couldn’t go on a bus; | had to take my rucksack with me and a
bag and | was gagging and being sick. | done that twice and | said | ain’t going to town

anymore.” (Glen)

Whereas in earlier stages of dependence where alcohol was considered just “one factor in a self-
sustaining lifestyle” (Hartney et al., 2003, p.327), severe physical dependence demanded the
individual’s full attention and contributed to an “entangled identity” (Gibson, Acquah and
Robinson, 2004). Furthermore, attempts to avoid signs and symptoms of withdrawal often
became a primary motivation for ongoing consumption, and served to reinforce the entrenched

‘routinisation’ of heavy drinking:

“I would wake up with fear which | didn’t understand at the time, you know. But really, |

became petrified of not getting enough alcohol and fitting.” (Milo)
“You get in the withdrawal-drink-vomit-repeat cycle.” (Trevor)

Like Milo, several other participants expressed fear of withdrawal, heightened by awareness of
the potentially fatal consequences. Contrasts were occasionally drawn between alcohol and drugs

in this respect:

“Alcohol is the most dangerous drug, it’s ridiculously dangerous...you can get like a hardcore
heroin addict, chuck him in a room, say, “shut the fuck up, | will see you in a week”, and he
would be fine; get an alcoholic, chuck him in a room and the chances are he would be dead

within a few days.” (Daniel)

Participants with histories of severe physical dependence discussed the pain involved in efforts to
consume alcohol and “make sure it stayed down” (Donna). Nathan’s account is particularly

poignant:
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“You look at the bottle, have a big swig of it, and it hits you, and you think, ‘oh god’. You go
to the bathroom and you’re retching and throwing up. And you run back to have another
swig, and back to the bathroom retching. And so then you’d just take the bottle into the
bathroom with you. You’d take 3 or 4 swigs before it stays down. And you’re still there
fighting with it to stay. You know it has to stay there otherwise you’re going to be in trouble;
it has to stay in your body to get that sensation to stop the shakes and all that. But your
body is rejecting alcohol because you’re too ill. And you’re throwing it back up again and
you just keep taking more until it stays down. And when it stays down you’re set up for the
day. I've had about 5 glasses of brandy in the morning and the 5 glasses came back up
again. Literally came back up. And the horrible taste, the acid in your stomach, it’s, urgh, it’s
become infected, your stomach is just acid; your whole insides, you’re bring up...l hate

talking about this, makes me feel ‘urgh’...”

Evident in Nathan’s narrative is the tension between mind and body. He described considerable
determination to override his body’s rejection of alcohol else he would “be in trouble”. Nathan's
account, and Milo’s above, highlight that the cognitive-emotional response to withdrawal played a
key role in maintaining their drinking, reinforced through prior experience that further alcohol

intake suppressed withdrawal symptoms (Raistrick et al., 1994).

The cycle of drinking alcohol to relieve physical withdrawal (or fear of physical withdrawal) often
resulted in diminished self-efficacy to build a life free from alcohol; Jack said, “/ just accepted it at
the end of the day because | knew there was nothing | could do about it”. Narratives of “accepted
inevitability” (Daniel) were markedly different from accounts of earlier stages of dependence in
terms of emotional detachment and despondence — several participants said they had just “given
up” or “stopped caring”. Moreover, for a few participants, a complete ‘loss of self’ accompanied
their experience of chronic physical dependence and persistent withdrawal — several described an
‘inner emptiness’ (Denzin, 1993; Klingemann, 1992). Instead of having “fewer” self-domains, as
discussed in the previous section, these participants described having no self-domains: “/ don’t
think of myself as anything or anybody with alcohol; alcohol sucks me of me” (Barbara); “/ was a

nobody” (Lee). Nathan even described himself as “dead”:

“l just died. | used to find myself more and more empty. When you met me in the hospital,
that was the end of the line there — there was just nothing there anymore...I was a dead

person, a piece of meat in the bed.”

These extracts highlight the impact of physical dependence and withdrawal on identity; at this
level of severity, participants’ identities appeared to be defined solely in terms of their corporeal

dependence on alcohol — Nathan felt he was nothing but a “piece of meat”.
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Further investigation of the impact of physical dependence and withdrawal from alcohol is
needed as there is currently no published qualitative investigation with which to compare the
present findings. One study (n=6), published in 2005, examined participants’ fears of undertaking
medically-assisted alcohol detoxification, and found the physical consequences and pain of
withdrawal to be a primary concern (Allen, Copello and Orford, 2005). However, the fears of
those experiencing withdrawal alone are likely to be quite different from those supported within
a supervised treatment facility. Furthermore, it seems the relentless “day in, day out” (Graham)
experiences of physical dependence and withdrawal are particularly impactful on quality of life
and are important in shaping definitions of self. A single qualitative study exploring patients’
experiences of Benzodiazepine cessation (symptoms of which are not dissimilar to abrupt alcohol
cessation) also found that “withdrawal is difficult, complicated, and unpredictable” (Liebrenz et

al., 2015, p.122).

7.4 Beliefs about the cause of problematic drinking

Analysis of interview data highlighted that in addition to experience of dependence, the factors
participants attributed as the cause of their (problematic) drinking, also influenced their
conceptualisations of self. Importantly, the aim of this section of analysis is not to provide a
comprehensive overview of theories of addiction; such a review can be found elsewhere, e.g.
(West, 2006). Rather, only the factors that were described by participants and found to have

‘analytic weight’ (Chapter 3), are discussed.

7.4.1 “It’s in our DNA”

Several participants understood their problematic drinking as the product of inheritance, and
listed family members who also had difficulties with alcohol. When asked if addiction is something

someone is born with, Daniel, for example, said:

“Yeh. | have never looked at alcohol as a disease, | don’t agree with that. But what | did look
at was that | had become my dad and my uncle, an ‘alcoholic’. My auntie died last year, just

from alcohol. My cousin died a few days ago, pretty much from alcohol.”

Some individuals reported no familial addiction but discussed having an “addictive personality”, or
traits that increased the probability of using substances; Jack for example, said he was “born a
rebel”. Many described experience of addiction to other substances, particularly smoking. Others
discussed the association between genetic predisposition and growing up in family environments

that placed emphasis on heavy alcohol use:
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“My mum used to be an ‘alcoholic’, and my dad, he’s an ‘alcoholic’. That’s all | knew back
from when | was a kid, like | saw them drinking a lot. | was never taught to enjoy a drink like

normal people do, it was always used as a way to cope — things get hard, you hit the bottle.”

(Lily)

A few participants described a cumulative effect where presence of genetic and/or environmental

factors culminated in greater risk of developing alcohol problems:

“Every one of us, we all ended up in homes, taken off our parents; that was the only release
we had, you know, getting off your face drinking...But oh, alcoholism is hereditary. It’s
hereditary, and then if you’ve got the additional addictiveness, that compulsion, addictive

personality thing going as well, you have got both elements to contain.” (Nathan)

Participants who cited genetic causes of their problematic drinking tended to use the term
‘alcoholic’ as an essentialising noun in that it explained who they were as a person (Brekhus,
2003); Milo said that being an ‘alcoholic’ is woven into the most basic fabric of life — “it’s in our
DNA”. As reported elsewhere, e.g. (Meurk et al., 2016), many found this a helpful framework for
conceptualising their relationship with alcohol because “it helped [them] to understand what’s
wrong with [them]” (Luke), and was considered to reduce shame as it is “not the person’s
fault...it’s not a personal choice or failing” (Milo). However, some expressed concern about using
genetic predisposition as an excuse for drinking and related (unfavourable) behaviour, which can
fuel stigmatisation against individuals with addictions (Meurk et al., 2013; Schomerus et al.,
2011a; Schomerus, Matschinger and Angermeyer, 2014). Moreover, a few individuals alluded to
this understanding of problematic drinking as serving a ‘self-fulfilling function’: “it’s part of who

we are, there is always a chance we will slip” (Milo). This perspective may have implications for

individuals’ self-efficacy to remain alcohol-free.

Participants also expressed mixed emotions about the implications for future generations if
problematic drinking is indeed heritable. Younger participants often felt empowered to change
the course of their life before it was too late (“/ know alcohol stuff runs in families, but | don’t
want to turn out like my parents”, Lily), which resonates with Hanninen and Koski-Jannes’ (1999)
“co-dependence story” in their narrative analysis of recovery from various addictions; here,
individuals perceived themselves as “the victim of a curse that extends over generations”
(p.1844), and awareness of “the curse” enabled them to change their own future. However, in the
present study, and others, e.g. (Hammer et al., 2012) some participants expressed concern if “the

curse” could not be broken:
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“I looked back at my family, mum and dad aren’t [‘alcoholic’], although two of my uncles
were heavy drinkers and have both had problems through drink, and smoking, and now they
have died, recently. So ok, maybe it is in the family, but not immediate family. And then | got
concerned that my daughters aren’t...oh no please don’t say my granddaughter is, please
don’t say this bad thing that has happened to me is going to happen to that lovely little girl

that dotes on me. And that was dangerous because | punished myself.” (Lee)

For Lee, instead of alleviating guilt, contemplating his problematic drinking as being heritable
provoked anxiety about the potential harm for his granddaughter, and ‘increased awareness’ of
“the curse” did little to remedy that. Hence, framing addiction as an incurable and irreversible
genetic disorder might not always mitigate feelings of shame or reduce stigma (Phelan, 2005;
Young, 2011b); nevertheless, for several participants in the present study, it provided a rational

explanation of their drinking behaviour and identity as an ‘alcoholic’.

7.4.2 Drinking as a disease

Many participants described their problematic relationship with alcohol as the symptom of a
“disease” or “illness”. Again, the term ‘alcoholic’ was typically used, here signifying that the
individual was ‘unwell’, and accords with the 12-step philosophy. In fact, several participants who
endorsed this conceptualisation of problematic drinking were committed AA members, such as

Len:

“I would say it’s an illness, and so would AA. | do believe that | was ill, and | believe that if
you have a craving, you’re ill. I'll be an ‘alcoholic’ for the rest of my life...once you’re an
‘alcoholic’, you’re always an ‘alcoholic’, whether you’re a wet ‘alcoholic’ or a dry ‘alcoholic’,
just happens to depend. | could have gone another 30 years without drink, but | would have

7 7

still died an ‘alcoholic’.

Some participants felt this view of alcohol problems was met with more sympathy and less
stigma, and could increase treatment utilisation (these purported benefits of the ‘disease model
of addiction” echo those commonly discussed in the literature, e.g. (Dingel et al., 2017; Lebowitz

and Appelbaum, 2017; Leshner, 1997; Schomerus, Matschinger and Angermeyer, 2014):

“You don’t feel you deserve help if it is self-inflicted but maybe if we were to all change the
way we thought about chronic, serious drinking, it would be better seen as an illness, so
people can get more help. Having it as an actual illness or a disease means you’re not going
crazy, there might actually be a medical reason, a genuine reason why | am like this.”

(Barbara)
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Even participants who did not believe diseased-based explanations for their drinking recognised
the potential ‘uses’ of such conceptualisations, including the enablement of continued

consumption during periods of heavy drinking:

“By me saying, ‘1 am an alcoholic, | need help’ ...I don’t know how to word this, but | got 4
cans of beer twice a day out of it, because | had to have alcohol. So, my wife had to give me
4 cans in the morning and 4 cans at night because | might possibly have a fit. Brilliant. You
know my brain was like, what else can | do to get more? I’ll admit to anything — yes I've got

PTSD, yes I’m an ‘alcoholic’ — just give me alcohol.” (Lee)

In a similar vein, Trevor said he adopted the ‘alcoholic’ label as he felt it supported his application
for welfare benefits, but favoured the term “Alcohol Use Disorder” because it “sounds a bit more

official”:

“That sounds wonderful, that is better. Can you put that on my medical certificate? To get

your PIP, personal independence payment, you have to have something wrong with you.”

Although Lee and Trevor recognised the momentary benefits of affirming one’s identity as an
‘alcoholic’, other participants discussed longer-term disadvantages. For example, some
participants were concerned about the disease model’s requirement to surrender volition; some
felt that being permanently marked as “diseased” with little control to change its course, evoked
a stigmatised personal identity (Goffman, 1963) and other work supports this finding, e.g. (Fraser
etal.,, 2017; Hammer et al., 2013; Hammer et al., 2012; Heather, 2017; Meurk et al., 2016;
Pienaar and Dilkes-Frayne, 2017; Wiens and Walker, 2015). Young (2011) notes that the disease
model “firmly fixes the boundary between normal drinker and alcoholic; once drinkers assume
the alcoholic label, they cannot easily resume the normal drinker identity” (p.385). James’ excerpt

below speaks to this:

“The worst thing | have ever turned around and said to anybody is that | am an ‘alcoholic’. |
should never have ever said it. And that’s what I’'m stuck with now...and it’s down to that
simple stigma. If | hadn’t have said that | don’t think | would have had half my troubles...|
think the first thing they have to do is get rid of that horrible label, ‘alcoholic’. You walk
around with it with the fact that whoever looks at you, you think that they know you’re an

‘alcoholic’, even when you’re as sober as a judge.”

Thus, the irreversibility described by Young (2011) was a key reason some participants rejected

the ‘alcoholic’ label, although in doing so, several feared accusations of being ‘in denial’: “no-one
can say they’re not an ‘alcoholic’, because as soon as you say you’re not, you are” (Daniel).

Although, when one considers the potential personal and social ramifications of embodying the
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stigmatised ‘alcoholic’ label (Goffman, 1963; Schomerus et al., 2011b; Schomerus et al., 2011a),
denial or ‘deflection’ is a logical, defensive response against a threat to one’s identity (Thoits,
2016; Young, 2011b). However, data, including my own (see Chapter 6), support the notion that
individuals with heavy alcohol consumption/dependence often have high levels of problem
awareness, e.g. (Bertholet et al., 2009b; Collins, Logan and Neighbors, 2010; Simpson and Tucker,
2002; Small et al., 2012), which implies it is the ‘alcoholic’ identity that is being rejected, not that
drinking is a problem. This is different from Thoits’ (2016) concept of “identity deflection” which
describes conscious rejection of the notion that one even has a mental disorder to protect oneself

from discrimination and devaluation by others.

One solution provided by participants to overcome their concerns of having a permanent disease
(even during periods of abstinence) was to conceptualise their drinking as an illness that “comes
and goes” (Clive). Here, the ‘alcoholic’ label was used with some fluidity to describe episodes of
heavy consumption (e.g. “my drinking has fluctuated, how much | drink and how often...I changed
from being ‘alcoholic’ in 1992 to not being ‘alcoholic’ in 1993”, Marie), and fits with narratives of
alcohol being used to self-medicate during periods of distress (see Section 7.4.3 below). Several

others agreed that what one does determines who one is:

“The way | see it, an ‘alcoholic’ will drink anything; they will drink the strongest, cheapest

cider...you have heard of them drinking hand gel.” (Glen)

“I know what an ‘alcoholic’ is because my mum used to be one, you know what | mean? She
would get up every morning, have a litre, small bottle, anything under her pillow, get up

straight away, the first thing she would go for is the drink.” (Lily)

From this perspective, one’s identity as an ‘alcoholic’ changes alongside behaviour, which concurs
with Hughes’ (2007) analysis that “practices of addiction” shape and define ‘addict’ identities.
However, the ability to “de-label” (Howard, 2006) was strongly contested by a few participants
who argued that being an ‘alcoholic’ is a life-long, totalising identity, and attempts to dilute it
reflect an individual’s lack of acceptance of who they are. Len provided an interesting metaphor:
“you can’t be half pregnant; you’re pregnant or you’re not pregnant” — however, one can imagine
Marie, who said was an ‘alcoholic’ in 1992 but not in 1993, might argue that one is no longer

pregnant after giving birth!

These qualitative narratives prompted an exploratory post-hoc analysis to assess whether
participants’ responses to two SOCRATES items, which pertain to drinking identity (“/ am a
problem drinker” and “I am an alcoholic”), demonstrated any change between baseline and

follow-up. A Wilcoxon signed-rank test determined that there was a statistically significant
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median difference in scores for both SOCRATES items which triangulates qualitative narratives of
alcohol-related self-concept fluidity (see Table 19). However, 42/121 individuals retained the
same score at both time points for the item relating to “problem drinker” identity, and 71/121
individuals for the item relating to “alcoholic” identity; this suggests that for some individuals
(such as Len, mentioned above), there was consistency over the six month follow-up period in
how they defined themselves according to their relationship with alcohol, even alongside changes

in alcohol consumption.

Table 19:  Differences in SOCRATES scores between baseline and 6-month follow-up, for items

pertaining to drinking identity (n=121)

Median (IQR) score at | Median (IQR) score at
baseline 6-month follow-up Statistical
(range 1-5%) (range 1-5%) test (2) p
“l am a problem
3(2-5) 2(1-4) 3.20 .001
drinker”
“I am an alcoholic” 5(2-5) 3(1-5) 3.28 .001

*Where: 1 = “strongly disagree”, 3 = “unsure”, 5 = “strongly agree”

743 Coping with psychological distress

Several participants stated their problematic drinking was “inextricably caught up with
depression...a direct result of, a consequence of, mental illness” (Clive). Instead of viewing their
dependence on alcohol as evidence of disease or genetic predisposition, some participants

described the deliberate use of alcohol to cope with periods of distress:

“When you are in such a bad place and you feel like drinking is the only way out, that’s the
only way you can cope with things...I’d say the drinking itself isn’t an illness; alcohol is like

your medicine to cope with other mental illnesses.” (Lily)

Descriptions such as that provided by Lily accord with the ‘Self-medication Model’ of addiction
which proposes that individuals intentionally use substances to alleviate the suffering associated

with emotional stress or mental illness (Khantzian, 1985;1997). Consequently, participants felt the
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onus was not to address their problematic relationship with alcohol, but rather to understand and

relieve their broader experience of distress:

“I don’t know if | had a problem because as | said, | was using it as a medicine. | suppose

from the outside looking in people would say it’s a problem, but for me, it was a tool to cope
with what | had been through. And as | improved, mentally accepted the situation more, my
drinking naturally petered off...it was losing my wife that was the problem, not the alcohol.”

(Simon)

Hammer et al. (2012) describe this interpretation of ‘addiction’ as a “punctured equilibrium...a
problem that oscillates along a static equilibrium, flaring only with specific triggers” (p.718). Thus,
while some participants did consider themselves “drink-dependent” or “addicted” at certain

points in their life, many rejected a permanent ‘alcoholic’ identity, for example:

“I knew I wasn’t [alcoholic] because | didn’t have to drink every day...at that time, | wanted

to use it [alcohol] to get through that difficult time.” (Glen)

When asked to indicate on the PRISM diagram where alcohol fitted in his life during this period,
Glen selected the large ‘alcohol disc’ and placed it directly over himself. According to the authors
of PRISM, such a placement indicates high levels of suffering (Blchi et al., 2002), and prior to
Glen’s interview, participant narratives alongside their use of the PRISM generally corroborated

this interpretation. However, when asked to explain his choice of disc and placement, Glen said:

“Well the reason why | said that is because it [alcohol] had taken over me, but | wanted it to
take over me, because it helped me. It wasn’t the drink that | loved, it is what it done for me,
it made me sleep, made me calm down, and | wasn’t thinking about things which were

mental; the drink helped my mental things.”

Here, placement of the ‘alcohol disc’ over oneself represented a welcomed escape from

unpleasant affective states and life circumstances — not suffering.

In addition to using alcohol to escape from adversities, a few participants described drinking to
escape from themselves. Donna, for example, said: “alcohol sort of takes me away from who |
am...it puts the brakes on who | am”. Similarly, Clive explained that he used alcohol not to change

who he was as a person, but to escape him:

“Clive: Alcohol does make time go away, it does make the day go away, and it means you

don’t have to face yourself...you want to withdraw from yourself.

Interviewer: Can you explain what you mean by withdraw from yourself?
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Clive: To get rid of yourself, get away from yourself, to get away from your own thoughts.
Not be a different person, but to not be anybody...and drink is one of those things that does

that.”

Unlike participants who described an “enmeshment” of identity where alcohol became the ‘self’
(see Section 7.3.3), narratives such as those of Donna and Clive above suggest that alcohol was
used strategically for the person to get away from their ‘self’. This form of escape was typically
described in the context of poor mental health; participants most commonly reported a history of
bipolar disorder, anxiety, depression, or post-traumatic stress disorder (PTSD); all these diagnoses
can involve disruptions to the individual’s sense of self, e.g. through internalisation of highly
negative self-evaluations or failing to develop a robust sense of self leading to feelings of

emptiness and numbness (Stopa, 2009).

In these cases, participants usually considered their heavy drinking to be ‘acceptable’ as it served
an ‘appropriate’ function of coping with trauma or mental illness (a finding also reported by
(Hartney et al., 2003). By way of affirming this acceptability, some contrasted their “type of

drinking” with what they understood ‘alcoholic’ drinking to be. Lynn, for example said:

“I didn’t think | was an ‘alcoholic’ because | had a very obvious trigger for drinking...an

‘alcoholic’ drinks regardless, even if there’s nothing wrong.”

By creating distance between their “type of drinking” and that of an ‘alcoholic’, participants were
able to avoid the negative stereotypes associated with the label (Chambers et al., 2017; Hill and
Leeming, 2014; Khadjesari et al., 2015; Robinson, 2016), and supports research which finds that
alcohol dependence is met with more social stigma than other mental disorders (Schomerus et
al., 2011a). Corroborating this, participants in the present study appeared much more willing to

discuss with others their experience of poor mental health than problems with alcohol:

“There is a social stigma and a significant lack of understanding of drug and alcohol
problems. Work have already shown an awareness of my mental illness and depression and
they have been very, very good about that, so | see no reason to take it any further; why

create a problem [and tell them about his drinking]?” (Clive)

Clive explained that he felt mental illness is met with greater sympathy because it is not “self-
inflicted” in the way that alcohol dependence is perceived to be. Moreover, for some participants,
rejection of the ‘alcoholic’ label reflected their belief that it reduced their complex myriad of

symptoms and experiences, to a stigmatising total identity:
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“The anxiety is the core problem; alcohol came as a result of trying to cope with that. Saying
I’m an ‘alcoholic’ is just completely forbidding, ignoring everything else | have been through.

The anxiety was actually the root, the alcohol was just my medication.” (Lorna)

Therefore, by emphasising their psychological distress instead of ‘alcoholism’ as the core problem,
participants hoped others would be more accepting of their use of alcohol to cope. Moreover,
several individuals said they believed anyone in their situation would behave in the same way and
described “how easy it can happen; how easy it is to drink” (Donna). This supports other
qualitative work which found that individuals sometimes frame their addiction using “normalising
discourses” whereby their behaviour exists along a continuum of ‘normal’ human experience

(Hammer et al., 2012; Meurk et al., 2016).

7.4.4 A choice

The notion of ‘free-will’ within the context of addiction is contested, e.g. (Fenton and Wiers, 2017;
Heyman, 2017; Karasaki et al., 2013; Reith, 2004). However, many participants reported
considerable personal control over their alcohol consumption, supporting a “rational informed
stable choice model of behaviour” (West, 2006, p.29). Even participants with experience of severe
alcohol dependence reported moments of “lucidness...a bit of sanity” (Rick), and several agreed
with Barbara who said, “you’re the one tipping it down your throat”. Furthermore, even
individuals who subscribed to the disease model of addiction, like Len, (Section 7.4.2) attested to

having choice:

“I would say it’s an illness, and so would AA...it°s not an excuse for drinking, there is no

excuse for drinking. You have a choice; you either drink or you don’t.”

The choice to drink was often driven by perceived benefits such as relaxation and enjoyment (“/
just enjoy the taste and just relaxing, having a drink”, Simon); and so long as “no-one suffers
because of it” (Robert), participants generally considered these as “acceptable” reasons to drink,
supporting findings reported in other research (Hartney et al., 2003). The social/cultural
normativity of alcohol consumption for pleasure (Bartram, Eliott and Crabb, 2017), appeared to

reinforce this:

“I have got to be honest, | enjoy a gin and tonic, | enjoy a glass of wine, and that’s very

normal, nothing wrong with that” (Gillian).

Participants who had experienced severe physical dependence and suffered alcohol-related harm

also reported drinking because of the pleasurable benefits, for example:
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“I just do my business, go to the shop, come home, lock myself away and say ‘hallelujah’

[laughs]. I like drinking. | like the taste of it, that’s what it is.” (Trevor)

“I need a drink in the morning to get me up and running, but my drinking is definitely sort of,

like, a high percentage is just pleasure or thrill-seeking.” (Daniel)

Importantly, these excerpts were interspersed among narratives of addiction articulated as a
“disorder of compulsion”, defined by loss of control and personal agency (Pienaar et al., 2016).
Daniel (quoted above), for example, had also stated: “alcohol is the one thing in my life that | have
got absolutely no control over”. Several authors have suggested that therapeutic encounters and
social/political conceptualisations of addiction require individuals to reify their experience as one
of uncontrollable compulsion that needs treatment, e.g. (Barnett et al., 2018; Fomiatti, Moore
and Fraser, 2017; Klingemann, 2011; Pienaar et al., 2015; 2016; Reinarman, 2005; Savic et al.,
2016; 2017; Savic and Fomiatti, 2016). Internalisation of this dominant discourse alongside
personal examples of control over drinking, may explain the presence of both volition and

compulsion narratives within the same interviews.

For some participants, discussion of ongoing consumption within the context of a hospital-based
alcohol research interview — where the harms of drinking were recent and salient — appeared to
elicit feelings of ‘stupidity’ (e.g. “talking about it makes me realise how stupid it all is. It sounds
ridiculous when you say it out-loud”, Trevor). Others said their behaviour was evidence of
“complete insanity” (Nathan). However, examples of individuals choosing to drink because of the
perceived benefits (e.g. for pleasure, or to cope with psychological distress and adversity, as

outlined in 7.4.4), not only infers personal agency, but also suggests logical decision making.

These findings corroborate recent work which has examined the potential benefits of heavy
alcohol consumption. For example, Moore et al. (2017), in their qualitative study of people who
describe themselves as having an ‘addiction’, ‘dependence’ or drug ‘habit’, found that heavy
alcohol and other drug use can be conducive for health and wellbeing in that it helped some
individuals cope with physical and emotional pain, corroborating the narratives presented in
7.4.3. Moreover, in a separate analysis of the same interview data (collected as part of the
Australian ‘Social Studies of Addiction Concepts’ research programme), Pienaar and Dilkes-Frayne
(2017) present stories of individuals who felt their drug use afforded benefits that did not involve
coping with adversity, such as improving their concentration at work. They concluded that people
can “thrive with the kind of consumption that would attract a diagnosis of addiction or
dependence” (p. 150), and suggest it is naive to assume that suffering and trauma are necessarily
woven into the experience of addiction. Even when behaviours, such as heavy alcohol

consumption, do carry risks, Kelly and Barker (2016) argue “it is important not to dismiss the
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explanations people give of what they do” (p.7) because they are often serving an important

function. They continue:

“It is extremely arrogant to assume that people consume alcohol...because they are
irrational or are simply behaving thoughtlessly or stupidly. Human actors are profoundly
knowledgeable about their own behaviour, they can account for it in meaningful ways
which not only make sense to them, but if we take the trouble to hear those accounts, the

rationality within them is clear.” (p.6-7)

7.5 Summary

This chapter outlined factors that were identified in participant narratives as playing a key role in
shaping the development of an alcohol-related identity. Specifically, my analysis suggest that level
of dependence was more significant in participants’ conceptualisation of their relationship with
alcohol — and had greater impact on wellbeing, functioning, and identity — than level of
consumption. Indeed, placement of the alcohol disc over oneself during the PRISM task, usually
considered indicative of suffering / greater impact on self (Biichi et al., 1998), occurred more
often in the context of describing experience of dependence than increased levels of
consumption. This finding supports the disaggregation of dependence from consumption
(Heather, 2013; Tober and Raistrick, 2004) and justifies the secondary regression analysis to

predict dependence at six months (Chapter 6).

Measures of consumption, while usually correlated with dependence (see Appendix R for
associations found in the cohort study), provide no indication about the psychological processes
underpinning alcohol use (Tober, 2000); and it is these processes that were found to have the
most impact on participants’ functioning and sense of self. For example, intolerable compulsion to
continue drinking despite adverse consequences, total preoccupation with alcohol, and disruption
to one’s everyday routine, were all experiences described as having a significant (usually negative)
impact on daily life. These are all markers of dependence as measured by the Leeds Dependence
Questionnaire (Raistrick et al., 1994), which was used in quantitative analyses (Chapter 6).
Participant narratives therefore provide support for Raistrick et al.’s (1994) conceptualisation of
dependence as a psychological state; even those who described physical symptoms of
dependence (e.g. withdrawal) emphasised the cognitive-behavioural and emotional (i.e.

psychological) components of this experience.

However, my data also speak to the social-perceptual view of dependence (Hartney, 2004;
Hartney et al., 2003); this model considers the role of comparisons with other drinkers and

conformity to socially accepted drinking norms in evaluations of one’s level of dependence.
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Supporting this view, recent research shows that when individuals perceive themselves to be
fundamentally different from the stereotype of “problem drinker”, they often evaluate their
drinking as non-problematic, despite consuming alcohol at risky levels (Khadjesari et al., 2018).
Almost all participants in my study described a time when they deemed their drinking to be
unproblematic, despite consuming vast quantities of alcohol (e.g. Section 7.3.1). This may be
because they had created distance between themselves and “problem drinkers” in line with
Hartney et al.’s (2003) findings, and/or they experienced a high degree of control over their
drinking at that time, i.e. low levels of dependence as defined by (Raistrick et al., 1994). Either
way, perception and experience of dependence appeared more important for participants’
wellbeing, functioning and identity, than the units they consumed; this might explain why alcohol
unit guidance is often considered irrelevant by individuals who drink (Khadjesari et al., 2018;

Lovatt et al., 2015).

The other key factor identified as influencing conceptualisations of alcohol use on self was
participants’ beliefs about the cause of their problematic drinking. In addition to between-
participant variations in causal explanations, there was considerable within-participant variation,
as reported in other studies examining personal understandings of addiction, e.g. (Christensen
and Elmeland, 2015; Dingel et al., 2017; Hammer et al., 2012; Meurk et al., 2016). In fact, no
participant interview revealed a single, unified account; even when participants made strong
assertions favouring one view, they proffered alternative conceptualisation(s) later in interview,
often unwittingly. A good example of this is Daniel in Section 7.3.3 who stated he had “absolutely
no control over alcohol” on the one hand, but later said “a high percentage” of his drinking was

“just pleasure or thrill-seeking”.

One possible explanation for apparent contradictions is exposure to numerous and often
conflicting discourses from different treatment providers (Barnett et al., 2017; Karasaki et al.,
2013; Savic and Lubman, 2018). Other studies which recruit through one community, such as 12-
step groups or therapeutic recovery centres, tend to find “uniformity in the structure of
narratives” (Kougiali et al., 2017, p.12), which was generally the case for interviews with
Soberistas members/browsers (Chapter 4). In the present study, participants with the most
coherent narratives had usually been committed to one treatment philosophy for many years
(e.g. “the only way to stop drinking is AA”, Len), although this reflected just a small minority of the

sample.

Individuals with no (or very limited) exposure to specialist treatment services provided interesting
reflections on their relationship with alcohol as their responses to questions were unrehearsed.

Marie, like several other participants, said she “never had this type of conversation with anyone at
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all”. Another participant even described the interview as being like an “exam when you’ve never
studied the subject matter” (Steve) — he said, “you’re asking lots of questions that | have never
really thought about; | am thinking about them as you’re asking them”. However, further analysis
suggested that even treatment-naive participants had been exposed to numerous ‘addiction’
discourses via the media, their social networks, or during their hospital attendance/admission
(Chapter 8), for example. These discourses might include an amalgamation of views from
healthcare professionals, other people with lived experience, researchers and/or policy-makers;
individuals are also found to hypothesise their own ‘lay’ explanations of dependence (Klingemann,
2011), sometimes developed through comparison to other drinkers (Hartney et al., 2003;

Khadjesari et al., 2018).

In their examination of how neuroscientific concepts are integrated into understandings of self,
Pickersgill et al. (2011) describe individuals as “bricoleurs” in that they “[assemble] frameworks
for understanding personhood by piecing together different knowledges” (p.361). Analysis of my
interview data revealed a similar process in that participants appeared to repeatedly negotiate
and re-negotiate understanding of their alcohol use in relation to their ‘self’; this was found to
occur when individuals were presented with alternative views or encountered new experiences
such as physical withdrawal (see Section 7.3.4) or an unscheduled hospital admission (Chapter 8),
or when one conceptualisation was no longer considered helpful (see Section 9.2.2 in Chapter 9
for example). This process of ongoing negotiation was evident even during interview. When |
asked Barbara her views of ‘alcohol dependence as an illness’, for example, she said: “/ have never

looked at it that way, that has put a totally different perspective on it.”

Importantly, while several participants stated that understanding the cause of their drinking
would help them take steps to address it (“If | could understand why | am like | am, I’d be half way
through my battle | think”, Daniel), many appeared disillusioned and frustrated in trying to make
sense of their experiences within the context of multiple conflicting discourses. James, for

example said:

“As far as I’'m concerned, it’s a whole major cluster fuck because there’s people telling you
one thing, people telling you another thing, other people telling you this, and then there’s a
poor person at the end, got a thumb up his bum, thumb down his throat thinking, well what

do I do — I like my drink!”

Thus, paying close attention to the process participants described going through in their efforts to
establish a “coherent autobiography” (Bruner, 1991), reveals a confusing and stressful experience.
Klingemann’s (2011) study, which explored concepts of addiction from the perspectives of

individuals in recovery from alcohol dependence in Poland, also found that individuals were
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confronted with a conflict between professional definitions of addiction and their own; and this
was especially salient for those who had received alcohol treatment. Pienaar and Dilkes-Frayne
(2017) argue that in a climate of “dominating popular and therapeutic discourses” (p.153),
researchers have a responsibility to explore and disseminate alternative narratives of addiction
from the perspectives of those with lived experience. However, instead of taking versed
narratives at ‘face value’, researches should evoke a more critical examination of participants’
stories; an approach gaining momentum in recent years, e.g. (Barnett et al., 2018; Fomiatti,
Moore and Fraser, 2017; Savic et al., 2017). As found in other research (Pienaar et al., 2016),
participants often attested to the “all-consuming nature” of alcohol dependence, but
simultaneously provided examples of functioning in one or more life domains (workplace, leisure,
home duties etc.). For example, even when Daniel said, “you need bigger circles” (referring to the
PRISM, Section 7.3.3), he was still working a full-time job and managing his own flat. Only a few
participants described occupying a single identity defined solely by alcohol, which supports the
findings presented in Chapter 4 that identity is generally a multidimensional, or “crystallised”,

construct (Tracy and Trethewey, 2005).

However, dominant conceptual frameworks of addiction such as the disease model, which
encourage a totalising ‘alcoholic’ identity, can usher individuals into narrating their experiences in
such a way (Barnett et al., 2018; Fomiatti, Moore and Fraser, 2017; Klingemann, 2011; Reinarman,
2005; Young, 2011b). Klingemann (2011) found that those engaged in alcohol treatment are
“taught to reframe and conceptualise their problems ‘properly’...the person learns how to talk like
the therapist” (p.269-72). However, this conceptualisation might be at odds with personal
experience. Trevor, for example, self-identified as an ‘alcoholic’ throughout interview, but when

asked to elaborate on what that identity meant to him personally, it appeared to mean very little:

“Trevor: The whole way through the interview, yes, | have said I'm an ‘alcoholic’ because

we’re talking about ‘alcoholics’.

Interviewer: And what about when you are on your own — what do you think of yourself

then?

Trevor: | love myself, | do, honestly. | know that sounds fucking pretentious. When I’'m on my
own | don’t actively or consciously think of myself as an ‘alcoholic’ then, no; | just think of

myself as ‘Trevor’.”

This changing expression of identity supports the construction of ‘addict’ identities as situationally
and relationally dependent (Heim, 2014; Hughes, 2007; Neale, Nettleton and Pickering, 2011) —

note that it was also Trevor who believed identifying as an ‘alcoholic’ benefitted his application
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for welfare benefits (Section 7.4.2). Importantly however, many participants described ‘identity
fluidity’, even ‘off-stage’ away from any audience (Goffman, 1959). This ‘identity fluidity’ may
reflect the internalisation of a number of discourses discussed above. However, it also speaks to
the narratives of many who were concerned about being forced to accept a life-long,
unchangeable identity; Clive, who considers alcohol dependence as an illness that “comes and
goes” (page 161), stated he “can’t subscribe to the idea that this is what you are, this is your
pigeon hole, this is your label...labelling people is a dangerous thing to do, and | don’t think it’s

necessary.”

Additional exploratory analysis of the two SOCRATES items relating to drinking identity provided
some support for the notion of self-concept fluidity (Page 161). However, this analysis only
considers changes in scores for the cohort as a whole, rather than changes at the individual level.
Indeed, there were many individuals who retained the same score at both time points, which
suggests identity stability; this was especially the case for those who either strongly agreed or
disagreed to occupying an “alcoholic” identity. Nevertheless, it is still interesting to find
statistically significant changes in median scores during the course of a relatively short-term
study; although, caution must be exercised as these differences might be explained by
measurement unreliability or regression to the mean effects. These findings may be enhanced by
the careful development of a questionnaire(s) that incorporates a wider range of items to capture
the diverse conceptualisations of drinking identity, as described by participants in this study and
others. Further longitudinal work to track changes in drinking identity alongside changes in
alcohol consumption, or other variables such as psychological dependence, would then be

helpful.

In summary, the results presented in this chapter suggest that participants engaged in an ongoing,
and at times apparently contradictory, assessment of their relationship with alcohol, and drew

upon various strands of evidence (both implicit and explicit) to inform this process, including:

e their perceived levels of psychological dependence

e evidence of physical dependence on alcohol (including symptoms of withdrawal)

e discourses of addiction (encountered during treatment or elsewhere)

e the circumstances surrounding drinking behaviour (e.g. experience of adversity/trauma,

or drinking for fun/pleasure)

Bruner (1991) argues that in order to maintain a “coherent autobiography”, individuals must
incorporate their experiences into a theory of self; new information or experiences demand re-
evaluation. Participants in the present study appeared to be at different stages in their alcohol-

related autobiographical journey, which triangulates the larger cohort’s heterogeneous
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characteristics, drinking histories and treatment experiences (Chapter 6). My findings contribute
to a small but growing body of literature interested in alternative and multiple narratives of

addiction and brings to focus the implications for identity construction and negotiation.

171






Chapter 8

Chapter 8 QUALITATIVE RESULTS 2: ATTENDING
HOSPITAL

8.1 Introduction

This chapter explores the impact of an unscheduled hospital attendance/admission on
participants’ conceptualisations of alcohol use and self. Analysis identified three key categories
pertaining to participants’ experiences of attending hospital; these are displayed in Figure 11 and

are explored in turn:

1) Hospital attendance as a “turning point”
e “lI'had noidea the amount | was drinking could do that”
e Medical intervention: magic wands and scare tactics

e Biographical disruption: allowing “time to reflect”

2) “It hasn’t changed who I am”
e “Back in the same old situation”

e Unwilling or unable to change
3) The “revolving door”

e Hospital attendance as a ‘practice of addiction’

e Biographical non-disruption
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Hospital .
attendance as a Attendmg
“turning point” hospital

“It hasn’t changed The “revolving
who | am” door”

Figure 11: The impact of attending hospital on conceptualisations of alcohol use and self

8.2 Hospital attendance as a “turning point”

This category examines participants’ experience of hospital attendance/admission as a pivotal
moment in changing how they conceptualised their relationship with alcohol; for some this meant
a decision to reduce or stop drinking, for others it meant seeking alcohol-specific help for the first
time. Many described attending hospital as a “turning point” which challenged taken-for-granted

understandings of self and prompted behaviour change post-discharge.

8.2.1 “l had no idea the amount | was drinking could do that”

Several participants reported that hospital attendance marked the first realisation that alcohol

intake had caused (in some cases serious and/or irreversible) physical harm:

“When it became reality that | had the starts of scarring [of the liver], when a doctor tells
you that, it makes you think. | had no idea the amount | was drinking could do that...I mean

that was a wakeup call when they said about the scarring. | don’t want to die yet.” (Simon)

Individuals whose alcohol use was assessed for the first time in a hospital setting during
recruitment to the study appeared especially affected by the news that their drinking had caused

physical health problems. For example:

“Well | just couldn’t believe it, you know? You just couldn’t believe you could do that to

yourself. It was a hell of a shock.” (Marie)

174



Chapter 8

“That was the first time | had ever experienced [pain] like that, it was horrible. What the
bloody hell was going on? It was a bit of a shocker to say the least. Then | started panicking,

and they sent me straight through, | didn’t even have to wait.” (Lynn)

Although many participants could recall feeling unwell prior to hospital attendance, they often
ignored earlier signs of ill-health or drank more to mask them. This observation aligns with
findings of previous research that showed attempts to change consumption or seek help often
occur after physical health problems become salient and severe (Simpson and Tucker, 2002;
Webb et al., 2007). Importantly, several participants said they “didn’t really associate [physical
symptoms] with alcohol at the time” (Joe); it was only with hindsight and knowledge learned
during their hospital stay(s) that the effects of alcohol on the body were recognised. Joe
continued: “It was only really then [in hospital] that | knew there was a connection with my
drinking, it was explained to me then.” Thus, attending hospital appeared to reinforce
conceptualisations of heavy drinking as an embodied experience, even for those with no history
of physical dependence or symptoms of withdrawal (Sinclair and Green, 2005). Lily, for example,
described the impact of waking up in the emergency department (ED) and recognising for the first

time the association between her deliberate self-harm and heavy alcohol use:

“After that last hospital admission, when | woke up, | looked at my arms and thought what
the heck have | done? What the hell? | didn’t know what happened. It made such a
difference seeing what | had done like physically, like blood and cuts; they bandaged my

whole arm.”

Narratives of other participants extend the findings reported in Chapter 7 (Sections 7.3.3 and
7.3.4) that physical appearance provides information from which people construct their identity,

by highlighting the role of attending hospital in this process. Steve, for example, said:

“I looked at myself in the mirror [in hospital], and | thought “where have you gone?” | just

had a good look at myself. | was unfit, | had no strength, it was a shock.”

Repeated medical interventions and discussions of alcohol use with healthcare staff strengthened
the association between physical changes and participants’ acceptance of their drinking as a

contributing factor:

“In hospital they did every test under the sun; they said my blood counts were off the roof,
over a thousand or something...I thought then, yep it’s bound to be my liver, it’s got to be
my liver, hands up, I’'ve done it...hospital can make people think twice about their actions,

because some people don’t realise how much it affects you.” (Glen)
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“I have more respect for alcohol having seen the effect it can have on my body...it was such
a life opener, it really was. | thought, I’'m not doing that again, | don’t ever want to be in

that position again.” (Gillian)

Interestingly, the narratives of individuals who did not perceive their hospital attendance to be
alcohol-related, even when this contradicted hospital records, expressed less concern about

addressing their alcohol use. For example:

“I guess there was a fleeting thought that | might not have fallen if | wasn’t drinking so
maybe | should stop, but then realised it wasn’t because of alcohol that | fell over, and |

don’t want to stop.” (Robert)

This supports the role of individuals’ attributions of physical illness/injury to alcohol use on their
decision to reduce drinking, and ability to sustain ongoing change after discharge (Walton et al.,
2008; Williams et al., 2010). Relying on physician assessment, rather than measuring whether
participants attributed their hospital attendance to alcohol, may explain why there was no
relationship between drinking outcome and whether participants had a ‘direct alcohol-related

admission’ in the wider cohort study (Chapter 6).

8.2.2 Medical intervention: magic wands and scare tactics

Numerous participants described their hospital attendance as “hitting bottom” (Kirouac, Frohe
and Witkiewitz, 2015) and illustrated this using the PRISM: “I’d use the big disc yeh, right over me.
Literally | was at my lowest point. It was just horrible” (Lily). Several others also reflected on this
period of their life as one of desperation and hopelessness. Barbara, for example, said, “/ couldn’t
really see a way out; | wanted to [stop drinking] but didn’t really see how | could”. Consequently,
admission to hospital was often described as a “relief” in that it provided access to support and
intervention from healthcare professionals, sometimes for the first time. Several participants said
they were “saved” by hospital staff, with a few attributing their ongoing abstinence solely to the

medical treatment they received:

“It was brilliant, honestly it was like a magic wand had been waved over me...I was saved by
the intensive care people doing the detox...I didn’t know that it had been done, or how it

had been done, or even what it is.” (Graham)

Graham later explained that he had no desire to find out more information about his treatment in
hospital but was just “very glad they did what they did, even if they gave [him] a placebo or
whatever” because “it worked” in that he managed to remain abstinent. This supports research

which finds that attending hospital can initiate change in alcohol consumption, regardless of the
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intervention delivered (Bischof et al., 2012; Owens et al., 2016). Moreover, when participants
lacked confidence in their ability to stop drinking (“a mountain you can’t climb”, Rick),
externalisation of control to medical experts appeared to facilitate a change in their relationship
with alcohol. This aligns with research on locus of control theory (LOC, Rotter, 1966), which finds
that in relation to health, patients with an external LOC are more likely to depend on medical

professionals to intervene in their illness (Wallston, Strudler Wallston and DeVellis, 1978).

Being in hospital often increased awareness of mortality, which served as a “wake-up call” and
prompted re-evaluation of alcohol use. Many participants recalled conversations with medical
staff during their hospital admission about the seriousness of their physical health and the impact
of continued drinking; participants often labelled these “scare tactics”, known in the literature as

‘fear appeals’ (Peters, Ruiter and Kok, 2013; Witte, 1992). For example:

“My consultant said, ‘I was very close to putting you into acute care, if you went into acute
care you had a 50% chance of coming out. Next step down the line would be intensive care —
that’s a 5% chance of coming out’. He was laying it on the line for me. He was saying if you

don’t calm it down a bit, that’s where I'll end up.” (Trevor)

“I went back into hospital with pancreatitis and the best thing a consultant ever said to me,
he said: ‘If you go out of here and drink, you’ll come back into hospital and out again in a

coffin’...the scare tactic worked.” (Luke)

The literature highlights several factors that determine the impact of receiving health information
(including ‘fear appeals’) from medical professionals on behaviour change, which are relevant for
findings in the present study. Firstly, patients who experience a first episode of acute ill-health are
more likely to act on information from medical practitioners than those with chronic health
problems (Kelly, 2015; Kelly and Barker, 2016); ‘naive’ patients tend to rely more on experts to
“remedy their deficiency in knowledge and understanding” (Kelly and Barker, 2016; p.4), whereas
those with chronic conditions often become the expert of their own health. Learning for the first
time the association between their heavy drinking and poor physical health appeared to be
important for changing participants’ conceptualisation of their relationship with alcohol in the
present study (see Chapter 7). This triangulates the quantitative results presented in Chapter 6
which suggest that participant experience of a first hospital admission in which alcohol use was
discussed, is associated with a favourable dependence outcome at six months (after controlling

for baseline levels of consumption).

Another factor identified in the literature concerns levels of perceived self-efficacy to change

behaviour (Peters, Ruiter and Kok, 2013; Witte, 1992). When participants described being
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confident they could reduce/stop their alcohol consumption and believed doing so would prolong
life or improve health, provision of feedback about health status appeared to be a springboard for

behaviour change. For example:

“Jack: I tell you what one of my main motivators was, | thought | had been given a second
chance because when | had an ultrasound, the jelly belly thing, they tested my liver
functioning and | said, ‘right, what’s the damage then nurse, tell me straight?’, and she
goes, ‘basically, we done one on you two years ago and it’s the same as it was back then’. |
was thinking, how can that be right? You need to put your glasses on girl! My liver is a little

bit fatty but basically, it’s not fucked, you know?
Interviewer: And how did that make you feel, hearing that?

Jack: That I've got a second chance. It made me motivated. | think that’s what gave me the

boot up the arse...getting some good news has elevated me.”

When asked what his response would have been to bad news about his liver function, Jack said: “/
would have gone the other way and probably thought ‘fuck it’...if | was going to die, | might as
well make it happen quicker to save the agony”. Several others agreed that if they could not
envisage that behaviour change would alter the course of poor health, fear appeals might cause
them to “push the ‘fuck it’ button” (Daniel). Moreover, other qualitative work has found that
conversations with medical staff focusing on the connection between heavy alcohol use and risk
of serious ill-health or death can sometimes alienate patients and block the development of a
therapeutic relationship (Clark et al., 2017); this is a poignant finding because therapeutic alliance
is considered an important variable in the behaviour change process (Meier, Barrowclough and
Donmall, 2005; Miller and Moyers, 2015). However, other research has found limited support for
therapeutic alliance predicting drinking outcomes in medical inpatients, hypothesised because of
short (often single) encounters (Bertholet et al., 2014). In the present study, many participants
felt medical professionals had a duty to “tell it as it is”, and agreed with Clive who said, “/
absolutely do not feel medics should tip-toe around...out of fear of offending the person”. In fact,
several said they believed upfront conversations, which may be perceived as detrimental to
building therapeutic alliance (Clark et al., 2017; McCallum et al., 2016), were the most effective

intervention for changing behaviour:

“The consultant came around and he said, ‘I’m not here to bullshit you. | don’t think you’re
into this ‘namby pamby’ bullshit crap: your next drink — you’re dead’. | went, ‘what?’ He
said, ‘your next drink, you’re dead. No crap, this ain’t going to take long. You keep drinking,

you’re dead. As a matter of fact, if you want to drink, phone the coroner and make all the
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arrangements while you’re sober so it will save you the bother while you’re pissed’. And |
went, right that’s it. Compassion never works, never worked with me. | like people who
don’t bullshit. Say it the way it is and how it is, don’t pull no punches. If it’s going to happen,

tell me it’s going to fucking happen.” (Nathan)

Although this direct approach may not be universally effective (Peters, Ruiter and Kok, 2013;
Witte, 1992), participants were in overwhelming agreement that it “doesn’t hurt anybody to have
a chat” (Glen), and were receptive to interventions in hospital for people with AUD. This even

applied to those who did not want to change their drinking, like Robert:

“They used to come and talk to me about alcohol...it didn’t make me change my thinking or
anything. It doesn’t offend me that people might try to help...someone has got to do that in
case people do want help...I guess it is [helpful] to some. Is it helpful to me? Don’t know,

probably not, but it didn’t worry me having a chat.”

These findings, together with observations that alcohol-dependent hospitalised patients report
greater motivation to address their drinking than alcohol-dependent individuals in the general
population (Rumpf et al., 1999), emphasise hospital admission as a promising “teachable
moment” in which individuals may be receptive to advice about altering their drinking behaviour
(Chick, Lloyd and Crombie, 1985; Lau et al., 2010; Roper et al., 2013; Williams et al., 2010).
Moreover, several authors have documented the adverse impact of stigma on treatment seeking,
e.g. (Keyes et al., 2010; McCallum et al., 2016; Probst et al., 2015), and numerous participants
agreed with Milo that “it’s the asking for help bit that we struggle with most...the shame of it”.
Thus, even though the evidence base for hospital alcohol interventions is limited (Field et al.,
2010; Glass et al., 2015; McCambridge, 2011; McQueen et al., 2011; Mdege et al., 2013; Simioni,
Cottencin and Rolland, 2015), my data support the acceptability of discussions about alcohol in
this setting (also see Section 6.3.3 in Chapter 6 for participants’ quantitative ratings of their
assessment). So long as discussions of alcohol use were respectful and discrete, participants did
not describe any harm resulting from them, and echoed Jack’s reflection that “even if it helps a

handful of people, it’s got to be worth it, isn’t it?”

8.2.3 Biographical disruption: allowing time to reflect

Bury’s (1982) concept of “biographical disruption” provides a helpful lens through which to
understand the interpretation of hospital admission as a ‘turning point’. Significant life events,
such as being diagnosed with a chronic illness, can be viewed as disturbances to the continuity of
one’s biography in that they demand re-evaluation of selfhood, engrained behaviours, and

social/material resources (Bury, 1982). This theory builds on the observation that “we can learn a
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good deal about day-to-day situations in routine settings from analysing circumstances in which
those settings are radically disturbed” (Giddens, 1979, p.123). Participants frequently said hospital
admission marked a “turning point” because it afforded them time to reflect on their relationship
with alcohol and evaluate wider life goals; it was in essence, a biographical disruption. Indeed, the
results of a recent international online survey of >72,000 respondents from the general
population found that across all countries, experience of physical health problems and seeking
emergency medical treatment were among the top three rated reasons for considering change in

drinking behaviour (Davies et al., 2017).

Respite from the daily routine of alcohol consumption to allow “thinking space” (Simon) was
highlighted as a positive by-product of hospital attendance more often than restoration of
physical health, which for some participants appeared to be an afterthought: “the time in there...|
didn’t have to think about anything or worry about anything apart from my drinking, oh and my
health obviously” (Howard). Discussions with healthcare staff also helped some individuals to see
their relationship with alcohol in a new light, especially if they had never had the opportunity to
speak to anyone about their alcohol use before, or experienced adverse alcohol-related harms: “/t
made it clearer — helped file it all into files in my head...I don’t speak to anyone about it” (Marie).
This aligns with Williams et al.’s (2010) work which found that individuals with an alcohol-
attributable hospital attendance had better drinking outcomes at three months, but only if they
reported non-dependent unhealthy alcohol use and low awareness of their drinking as a problem.
These factors might therefore contribute to the significance of hospital attendance as a

“biographical disruption” and serve as a catalyst for change.

The psychological break that hospital admission provided often symbolised the start of a new life
chapter for many participants, even if they resumed drinking post-discharge. Jack’s reference to

his “previous life” before his hospital admission explicates this particularly well:

“It gave me time to reflect on my previous life, gave me a lot of time to stare at the walls. All
you’ve got is your memories, and it gave me time to think about my life, times that have

gone by, and | realised it’s about time | knocked this shit on the head basically.”

Roper et al. (2013) suggest that unplanned “mirroring events”, such as attending hospital, are
particularly powerful precursors to change as they starkly reflect back to individuals the reality of
their drinking and demand identity re-evaluation — see also: (McQueen, Ballinger and Howe,
2017). Consequently, individuals may move from ‘pre-contemplation’ straight to ‘action’ stages of
change rather than progress through the stages in an orderly fashion, as hypothesised by the

transtheoretical model, TTM (Prochaska and DiClemente, 1983). An important realisation for
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participants in the present study was the impact of them being in hospital and the consequences

of continued alcohol consumption on loved ones. Lynn, for example, said:

“The first thing | thought of was my grandkids and my daughter, and my family, my sister. |
have a family that care and love me. | felt sad that | had been so selfish; | was drinking
because my parents died, but I'd leave my daughter in the same situation if | killed myself

with the booze.”

This also supports work which finds that high levels of ‘social capital’ (Granfield and Cloud, 2001)
are conducive for recovery, and the “knock-on effects” of health problems, such as fear of not
seeing children grow up, are often more important in determining change than experience of
health problems per se (Webb et al., 2007). These findings also highlight that the individual’s
appraisal of turning point events are what determine their impact (Kearney and O’sullivan, 2003;

Sobell et al., 1993).

Numerous participants emphasised that hospital attendance had more impact on changing their
thoughts about alcohol as the duration of stay increased. Many explained that longer admissions
disrupted entrenched routines of heavy alcohol consumption (see Section 7.3.3 in Chapter 7) in a
way that ED attendance or shorter admissions could not; in rationalising this, participants often

alluded to the benefits of detoxification, which can take 7-10 days to complete (Day, Copello and

Hull, 2015), for clarity of thinking:

“Well apart from detoxing, that’s the main thing of course. You definitely need a

detox...convalesce.” (Milo)

“Being in hospital and getting ‘detoxed’ just gives you space to think without the alcohol fog

—you can’t clearly think and decide what you want intoxicated.” (Joe)

This finding resonates with other qualitative work which found that participants valued
hospitalisation as it “broke the cycle of drinking” (McCallum et al., 2016, p.834). Although
evidence for unscheduled alcohol detoxification is mixed (Azuar et al., 2016; Berg and Dhopesh,
1996), one study found that being detoxified at the time alcohol interventions were delivered,
was associated with more favourable outcomes six months post discharge (Rochat et al., 2004).
Furthermore, participants in the present study said the hospital environment increased their self-
efficacy to sustain abstinence after discharge because it “makes sure you can’t get to alcohol for a
little while and reminds you that it’s not actually a big deal, you can be without jt” (Lorna). Indeed,
several others said they would have likely continued to drink if they were discharged sooner: “/
was in hospital nearly 3 weeks | think so it was that long hospital stay that helped maybe...had

they have let me out after 2 or 3 days, | might have carried on actually.” (Lynn). Interestingly,
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Lynn’s comment speaks to a memo | wrote following the initial (quantitative) interview conducted

during her hospital stay (see Box 3).

Box 3: Memo following baseline (quantitative) interview with participant ‘Lynn’

I had to complete the interview in two stages (2 weeks apart) as Lynn was too
unwell at the start of her admission to complete in one session. When | first saw
her, she said her drinking isn’t a problem - she “only drinks a bottle of Lambrini
wine 4 or 5 days a week” - and she hasn’t thought about giving it up or cutting
down. However, Lynn was visibly withdrawing from alcohol when | first met her,
suggesting higher levels of intake (which she confirmed during our second
meeting where she reported drinking 4.5 litres of Lambrini wine daily). She
appeared much more concerned and reflective about her relationship with
alcohol the second time | met her; she even affirmed a strong commitment to

stop drinking altogether. Such a change in 2 weeks!

This example highlights the change in individuals’ ability/willingness to reflect on their
relationship with alcohol and motivation to address drinking, as a function of length of admission.
Other studies which completed within-participant repeated measures of motivation to change
alcohol or other drug use also reported significant increases during medical inpatient stays
(D’Souza and Mathai, 2017; Pollini et al., 2006). While quantitative measures were not repeated
during participants’ hospital stay in this study, an exploratory comparison of self-reported
motivation between individuals who only attended ED and those admitted to hospital, suggests a
similar picture: those only attending ED had significantly lower ‘taking action’ scores on the

SOCRATES than individuals who were admitted to a ward (U = 1366.5, z=-2.99, p=.003).

Qualitative narratives suggest that longer hospital stays resulted in greater biographical disruption
potentially because individuals had more time to re-negotiate their drinking-related identity,
away from the influence of everyday routines. They also had greater exposure to medical
interventions and staff interaction concerning their alcohol use, which in some cases
strengthened the perceived association between participants’ ill-health and their acceptance of
their drinking as a problem (see Sections 8.2.1 and 8.2.2 above). Importantly, this renegotiation
could occur without the “alcohol fog” clouding decision-making. Examples of participants who

only attended ED, like Aaron below, affirm this finding:
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“Aaron: When | am in the hospital I think, ‘| can’t wait to get home in the morning because |

know I’ve got half a bottle of cider left’. You wanted me to be honest.

Interviewer: | really appreciate you being honest, thank you. Can you explain why you

think like that?

Aaron: Because it’s [alcohol] in my system still. Like when | wake up in A&E in the morning,
it’s in my system, and if | know I’'ve got alcohol there, | will drink it. Not because | need it,

but I want it, just because it’s there.”

8.3 Hospital attendance “hasn’t changed who I am”

The second category explores incidents where hospital attendance was reported to have a limited
impact on individuals’ drinking behaviour. Analysis was enhanced by the narratives of participants
who had favourable drinking outcomes in the present study (Chapter 6) but had experienced
previous hospital admissions that did not prompt behaviour change. Two main categories were
identified which highlight the challenges of returning to the home milieu, and situations where
individuals were either unwilling or unable to engage in conversations about their alcohol use in

hospital.

8.3.1 “Back in the same old situation”

While most participants attested to the benefit of hospital admission for providing respite and
time for reflection (see Section 8.2.3), several noted the difficulty in transitioning back to a home
environment not conducive for ongoing change. Patients with AUD who attend hospital often
have multiple and complex needs that extend beyond problematic drinking (Neale et al., 2017),
and hospitalisation is rarely able to address these factors, which can perpetuate substance use
(Clark et al., 2017; Raven et al., 2010; Velez et al., 2017). Nathan’s story illustrates this clearly; he
was detoxified in hospital, but due to homelessness, had to accept residence at a ‘wet house’

which operated a scheduled drinking programme. He explained the impact this had on him:

“l wasn’t even thinking about drink. That was the last thing on my mind, but once | saw it,
there it goes in my mind. | have just been detoxed and given 4 cans; what the fuck? Why

have they put me in here for?”

The presence of external factors that impede one’s ability to change, such as unsuitable
accommodation, might explain why participants’ baseline level of readiness to change was not
associated with drinking outcome at six months, but their living situation was (Section 6.5.1 in

Chapter 6). This also challenges the traditionally endorsed importance of ‘motivation’, reported in
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previous hospital-based studies, e.g. (Bertholet et al., 2010; Bertholet et al., 2009b; Freyer-Adam
et al., 2010). Marie, for example, scored 29/30 on the “taking steps” subscale and 44/50 on the
“problem perception” subscale of the SOCRATES, indicating very high levels of readiness to
change at baseline; however, she continued to drink at high levels after discharge, and even

reported intensifying psychological dependence. In explaining why, she said:

“You say all these things to yourself in hospital about how you’re not going to drink again
but when | got home, | started again. | can’t help but think that when you are back in an
environment that isn’t particularly good for you, you just change back to your old ways, I'm
sorry you do...you are back in the same old situation and you go back to your old ways...all
the ideas you had in hospital just go out the window and you’re back to square one again. |
am surprised you know, since | broke my back, that | have continued drinking, that surprised

”

me.

This excerpt highlights the disjuncture between hospital-based motivation/intention and
behaviour change after discharge and echoes the experiences of several others: “/ said to you at
the time that I’'m not going to drink again, and it didn’t happen” (Clive). Her narrative also
provides another reminder that sustained recovery is often dependent on “the willingness of
others to engage in, and support, such change” (Hughes, 2007, p.688); like several other
participants who did not reduce their drinking to the level they intended, Marie described having
limited social support, and cited loneliness as a key reason for ongoing consumption, as
emphasised by Akerlind and Hérnquist (1992). Thus, being re-confronted with the same social and
environmental context within which participants used to consume alcohol, adversely impacted on
progress made during hospital, and corroborates other qualitative research (Clark et al., 2017;

Gibson, Acquah and Robinson, 2004; Velez et al., 2017).

Another common theme was that as participants’ memory of hospital admission faded, so did

their recognition of alcohol as a problem. For example:
Interviewer: Did being in there change your thoughts about drinking?
Trevor: Initially yes, it made me think, ‘curtail it, slow it down a bit’
Interviewer: And did you?
Trevor: No. After about a week, how shall | put it? Relapse — ‘oh I’'m better now”.”

Extending Trevor’s point, several participants explained that improvements in physical health
made less salient the need to maintain abstinence. For example, Daniel, who | interviewed during

a subsequent alcohol-related hospital admission, said:
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“Two or three days ago | felt like death, I really felt like | was on my way out. Now | feel
great. | have already lost the feeling and memory of how bad it can be, you know this is only
two days ago, I’'m still sat here in the bloody hospital...because of the Pabrinex they give you
and all the vitamins, you actually come out of here feeling healthier than you do in general

day life.”

Thus, even if hospital attendance resulted in ‘biographical disruption’ (Bury, 1982), when its
consequences were temporary, individuals appeared more vulnerable to relapse. A few
participants described techniques, such as keeping their hospital discharge summary somewhere
visible, to retain the memory of “how bad it was”. This seemed to work as a deterrent from
drinking for some individuals, including Howard, who deliberately kept his hospital wristbands on
after discharge. However, he continued to say: “/ gave up [alcohol] for 56 days...it was only when
they fell off | went back on it...they only detoxed me; hospital hasn’t changed who | am”.
Meaningful integration of hospital as a disruptive event into one’s ongoing biographical identity
therefore seemed important for sustained behaviour change; further work is needed to refine

understanding about how this can be achieved.

However, disjointed pathways between hospitalisation and longer-term treatment and follow-up
were said to undermine this process and reflects the fragmented nature of alcohol treatment
systems internationally (Gilburt, Drummond and Sinclair, 2015; Raven et al., 2010; Rivest, Jutras-
Aswad and Shapiro, 2013). Jack, for example, was given an appointment to attend community
treatment services by hospital staff but was turned away because the substance misuse worker

was on annual leave:

“l was supposed to go down to [community treatment services], but they stitched me up. |
did make the effort, but the guy was on annual leave. Don’t see why they would have made
an appointment for me if he was on annual leave. But no discredit to the man, he got mixed

messages.”

Jack said he had not returned to treatment services, supporting the notion that “the window of
opportunity” in which individuals are responsive to intervention is often limited (Roper et al.,
2013). Examples of effective multi-agency working from my data and other hospital-based
literature (Rochat et al., 2004; Simioni, Cottencin and Rolland, 2015), reinforce its importance for
favourable drinking outcomes and subsequent treatment utilisation, even if only for individuals
“gravely disabled by alcohol use disorders” who often require ongoing support (McCormack et al.,

2013):
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“If it wasn’t for these alcohol nurses referring me to [community treatment services], and
people like yourself working in this environment, | think there would be more people passed
away unfortunately, and it would have been me, because | think | would still have been on

the drink.” (Luke)

8.3.2 Unwilling or unable to engage

Some participants recalled occasions where they were unwilling and/or unable to engage in
discussions about their alcohol use during hospital stay(s), restricting the “window of
opportunity” for staff to offer support and advice (Roper et al., 2013). The most commonly
discussed barrier for non-engagement was reluctance to change, often driven by perceived
benefits of continued drinking (see Section 7.4.4 in Chapter 7) or lack of acceptance of alcohol use

as a problem:

“I didn’t want to see anyone [in hospital]. In my eyes, | thought I didn’t really have a
problem...well | knew deep down | needed help with [drinking] but pretending to myself |

didn’t, especially ‘cause alcohol was helping to a certain extent.” (Lily)

Some participants said they became “good at giving the right answers” (Rick) and told people

“what they want(ed] to hear” (Lee) to speed-up discharge (and possibly a research interview!):

“They always give advice, but once | am there, sober, in the morning, | just want to go and
drink what I've got left at home. So, if I’'m honest, | just, whoever | am talking to at that

time, | just say what | need to say to please them, so | can be discharged.” (Aaron)

Only a minority said the attitudes of some healthcare staff towards patients with AUD
undermined the potential impact of interventions (NB: these were mainly comments from
individuals, often labelled as “frequent alcohol attenders” or “frequent flyers” (Neale et al., 2017,
Ward and Holmes, 2014), who reported numerous alcohol-related hospital attendances; see
Section 8.4 below). Feedback about staff was generally positive and highlighted their caring and

non-judgemental approach:
“The staff were lovely, you couldn’t wish for anyone better.” (Lynn)

“I was never made to feel bad...nobody has pre-judged. Maybe they do in their minds, |

don’t know, but the hospital was just brilliant.” (Graham)

“I can’t speak highly enough of every single member of staff...the respect with which each
individual is treated is second to none, it really is. It made no difference to them that |

needed some treatment for alcohol.” (Clive)
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This contrasts with other hospital-based research findings in which many participants described
feeling stigmatised by professionals (McCallum et al., 2016; Velez et al., 2017) and with studies
that reveal negative attitudes of healthcare staff towards individuals with substance use disorders
(van Boekel et al., 2013). In the present study, participants were much more likely to describe
self-stigma (Matthews, Dwyer and Snoek, 2017; Schomerus et al., 2011b) and many expressed
concerns about “wasting NHS resources”, especially if they reported several alcohol-related
hospital attendances. Self-defamatory statements often stemmed from assumptions about AUD

being the product of “moral failing” (Heather, 2017):

“Barbara: Several times | have been in hospital, and | hate myself for that because to me it
feels like | am taking up a bed and | am wasting the doctor’s time because there are people

who are really sick out there.
Interviewer: So were you.
Barbara: But it was my fault, it was self-inflicted.”

Feeling undeserving of help was therefore a barrier to engaging in discussions relating to alcohol
use, even if staff presented as empathetic and displayed genuine regard. Roper et al. (2013) warn
of the possibility that “mirroring events” can generate an intolerable self-image because they
draw to attention unfavourable aspects of self; the authors suggest that one method for resolving
this dissonance is to reject the need to change, thereby minimising the impact of hospital

attendance as a “turning point”.

Other participants reported incidents of being “ready and willing, but unable” (Kelly et al., 2012b,
p.227) to engage in discussions about their problematic drinking because of ill-health, emotional

distress, or acute physical withdrawal:

“I was on a different planet, | was having all these hallucinations...I couldn’t understand
what was happening; | couldn’t stop it and | couldn’t communicate with people. It was

awful.” (Simon).

Consequently, several described hospital attendance as a “blur”. Even those with lengthier
admissions, like Graham whose stay was 29 days long, reported patchy recollection of their time
in hospital: “I can remember some things but not others. It was confusing. | wasn’t even 100%

when | was discharged.”

Several participants also spoke to evidence in the literature that physically dependent individuals
often exhibit impaired cognitive functioning (Le Berre, Fama and Sullivan, 2017). James, for

example, said:
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“Half the time | couldn’t remember, erm, you have to imagine that after a while your brain
does get a bit soaked if you’re drinking all the time, and you don’t rest up and take normal

fluids. Yeh, you do get sodden.”

Not only does cognitive impairment reduce the ability to engage in meaningful
assessment/discussion of alcohol use, it has also been found to impede motivation to change
(Clark et al., 2017; Le Berre et al., 2012). While abstinence can improve cognitive functioning (Le
Berre, Fama and Sullivan, 2017), short hospital stays are likely to be insufficient, and do not
provide time for self-reflection without the “alcohol fog” (Joe; see Section 8.2.3 above).
Furthermore, hospital attendees, like those in the present study, have the additional challenge of

managing complex physical health needs.

8.4 The “revolving door”

Commonly referred to as “alcohol frequent attendees”, “frequent flyers”, or “high impact users”
(Neale et al., 2017; Ward and Holmes, 2014), a few participants described experience of repeated
alcohol-related hospital attendances. Analysis of their accounts revealed distinct patterns of
identity construction which contrasted with individuals who had minimal experience of attending

hospital.

8.4.1 Hospital attendance as a ‘practice of addiction’

For a few individuals, attending hospital appeared to become enmeshed not only with their
steady routines of drinking, but with their definitions of self, extending the findings presented in
Chapter 7 (Section 7.3.3). Using terminology often found in mental health literature, Daniel

commented:

“My whole life was based around being asleep, drinking, going to hospital, detoxing...| guess

am what you would call a ‘revolving door’ patient...I do use the system a little bit too much.”
In discussing the ‘revolving door syndrome’, Appelbaum (2001) explains:

“Admitted to a psychiatric inpatient facility, this patient often re-compensates quickly in
response to psychotropic medications, removal of access to intoxicating substances, and
the structure provided by ward routine. Once discharged, however, he or she stops taking
medications, drifts away from outpatient care, frequently resumes substance abuse, and
soon appears at the hospital door, requiring admission once again. The cycle can be

repeated three, four, ten, or 20 times in a year.” (p.348)
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Participants who reported a pattern like that described above, explained how regular “little trips

to the hospital” (Donna) became an anticipated consequence of their drinking. Donna continued:

“It has become more of a ‘normal’ thing for me, whereas to begin with you react with
shock-horror, ‘what am | doing here?’ Whereas | got to the stage where | was like, ‘oh look,

I’m here again’.”

The experiences of participants like Donna, and Daniel above, resonate with Hughes’ (2007) work
on “practices of addiction” in which behaviour associated with one’s drinking (e.g. attending
hospital) becomes synonymous with identity (e.g. an “alcoholic” or “revolving door patient”). In
other words, what one does defines who one is. Moreover, when addiction is understood as
inseparable from wider social, political, and environmental contexts (Heim, 2014; Hughes, 2007
Neale, Nettleton and Pickering, 2011), one can understand how engagement with healthcare

professionals in hospital can reinforce this view of self:

“I mean at one stage, in one year, | was admitted 26 times...you go in again and they say,

‘oh it’s you again, still haven’t given up then?’ Well, no.” (James)

Another participant even described occasions where he felt he needed urgent medical attention

but refused to attend hospital for fear of “getting a reputation” (Howard):

“How many times are you going to go into hospital, how many times are people going to
have to help you? Eventually they will go, ‘oh it’s that fucking drunk again, let’s get rid of

Y

him’.

Perceptions that individuals who repeatedly attend hospital for alcohol-related reasons are
“problem patients” or a “drain” on resources, along with use of labels such as “frequent flyer”,
can fuel stereotyping and stigmatisation (Neale et al., 2017; Robinson, 2016). The adverse
consequences of internalising such stereotypes (i.e. ‘self-stigma’) are highlighted in the literature
and include diminished self-respect and motivation to achieve personal goals (Corrigan et al.,
2016), and lowered drinking-refusal self-efficacy (Schomerus et al., 2011b). Moreover, research
finds that negative perceptions of individuals with alcohol/substance use disorders can result in
sub-optimal healthcare (van Boekel et al., 2013; Wise-Harris et al., 2017); indeed, participants in
my study explained that their complex and varied needs were often neglected at the expense of

focus on ‘loud’ symptoms such as intoxication:

“I don’t know whether [my drinking] was because of the break-up, just feeling low,
depressed, shitty about work, hated work, and everything else. But again, no-one gives a

shit about all that, they only cared about how much | was drinking.” (James)
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Emerging evidence for the effectiveness of interventions designed to reduce repeated hospital
attendances, including case management and individualised care plans (Hughes et al., 2013;
Rivest, Jutras-Aswad and Shapiro, 2013; Soril et al., 2015), support the role of person-centred
holistic approaches. Participant examples where such support was not available, highlight how
failure to understand the drivers of problematic drinking and repeated hospital attendance can
serve to maintain them. Lee, an army Veteran, for example, was only diagnosed with
posttraumatic stress disorder (PTSD) and referred to specialist support services after his new

manager “noticed something [was] wrong”:

“I need to be careful not to point blame really...but it’s taken people at work who are not
medically trained in any way...to look at me, notice something is wrong and say ‘we need
send to send you somewhere for help’ — and they had only known me for weeks...but nobody
in hospital has picked up on the fact, why? They just accept the fact that | am an ‘alcoholic’
and | am going to keep coming back, but nobody has asked ‘why?’ Whatever the reason is,
possibly money, and | understand that, you know? Although had they had found out why
from admission 1, 2 or 3, | might not be sat here now with 40 plus admissions on my

record.”

Other authors have noted that repeated ‘failures’ to change can increase use of, and attachment
to, drinking (Orford, 2001; Webb et al., 2007). This is supported by additional analysis of the wider
cohort data (Chapter 6) in that participants who reported previous assessments of their alcohol
use in hospital (i.e. they experienced successive ‘failures’) had significantly higher levels of
psychological dependence (median LDQ score 24 vs. 14; p<.001) and alcohol consumption
(median past-week unit consumption 140 vs. 94; p<.01), than those who were assessed for the
first time; they were also more likely to have an unfavourable outcome in level of psychological
dependence at six months (Section 6.5 in Chapter 6). Qualitative data suggest that repeated
hospital attendances became entwined with the “accepted inevitability” of heavy drinking,

typically found in those with severe physical dependence (Section 7.3.4 in Chapter 7):

“If we were to both put 10 pounds on the table now and you said, ‘I bet you’re going to go in
hospital this year’, I’d agree and say, ‘I bet | do’. I’'m under no misconception that this isn’t

going to happen again which is horrible.” (Daniel)

8.4.2 Biographical non-disruption

Individuals who reported numerous hospital admissions eventually experienced them as non-

disruptive to their continued biography (Bury, 1982), and contrasts with the narratives described
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earlier (Section 8.2.3). One explanation for this, is that hospital attendance was anticipated (in

some cases planned), and therefore lacked the ‘shock factor’ described by other participants:

“I knew | was going to end up in hospital — | did know, when | picked up that glass, | knew |

was heading for the hangman’s rope, | knew it. It wasn’t a shock or a wake-up call.” (Len)

Len also explained that hospital staff “couldn’t tell [him] anything [he] didn’t already know” which
differs to the accounts of ‘naive’ participants who relied on professionals to help them make

sense of their situation (Section 8.2.2).

Despite actual or feared stigmatisation as a “frequent flyer”, participants described hospital as a
“safe place” that provided respite from heavy drinking and painful physical withdrawal. This

safety acted as a ‘pull’ factor drawing individuals to hospital (Parkman et al., 2017a):

“l feel safe when I’'m there. | wouldn’t have felt that if | were at home at that sort of painful
stage [of drinking], so emotionally, yeh, | felt safe...it’s never been anywhere that has been

scary.” (Donna)

Others found safety in not having to hide their drinking identity. Daniel, for example, said that

except from his mother, no-one in his life knew about his problematic relationship with alcohol:

“I come here [hospital], and people recognise me and say, ‘oh you’re back in then?’ They

know exactly what my life’s all about and I’'m quite content with that.”

The contentment Daniel describes in not having to ‘act a performance’ when in hospital
(Goffman, 1959), echoes the accounts of Soberistas users who felt relief in honestly sharing their
difficulties with alcohol via an anonymous online platform (Chambers et al., 2017). However, for
Daniel, the ability to ‘close the door’ on his alcohol-related identity when he was discharged from
hospital, appeared to increase his vulnerability to relapse. This also supports the benefits of
accountability for sustained change (Chambers et al., 2017; Webb et al., 2007; Witbrodt et al.,

2012), which may be especially important during early recovery (Tonigan and Rice, 2010).

Parkman et al. (2017a) found that positive experiences of, and beliefs about, hospital care were
key reasons why people attend ED frequently. Like my participants, they were ‘pulled’ by the
safety of familiar staff who knew their personal histories and could offer immediate help, often
with free tea and sandwiches. However, the authors also identified factors that ‘push’ individuals
into attending hospital, including inadequate support within community treatment services. This
resonates with my data. For example, Joe explained that he was placed on a waiting list for an
appointment at his local community alcohol service but “needed something immediately” and so

presented to hospital:
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“I knew | needed help. So, | almost force-drank myself into hospital. | went up to A&E, they
discharged me within 2 hours. So, | went home, drank more, and then went back to hospital
and they kept me in for a couple of nights...I just thought, ‘I need to make myself really ill. |
know | need help, but | just seemed to have been told to go home’. Right ok, | will just try

harder.”

Even though individuals were often quickly discharged and “just referred back to the community
service place” (Howard), receiving good-quality care and respite, even for a few hours, appeared

to temporarily satisfy a need for help:

“A lot of it is me getting pissed, getting down, threatening to kill myself, jump off a bridge. |
ring my friends and they call an ambulance. | have done that quite a few times...I think it’s
more for the attention to be honest...a cry for help. But in the morning...once | have sobered

up and that, | feel I’'m fine and don’t need to be there.” (Aaron)

Positive hospital experiences therefore increase the ‘attractiveness’ of attending again in the
future and may reduce the need to engage with specialist services (Parkman et al., 2017a; Raven
et al., 2010; Wise-Harris et al., 2017). Importantly however, qualitative work has found that most
people who frequently attend ED for alcohol-related reasons do not want help with their alcohol
use, but rather require support for problems associated with poor mental health, social
circumstances, housing, or finances (Parkman et al., 2017b). These findings, alongside my own,
explain why attending hospital is not always experienced as a biographical disruption (Bury, 1982)
demanding re-evaluation of one’s relationship with alcohol. For a few participants, repeated
exposure to the hospital environment became incorporated into their “coherent autobiography”
(Bruner, 1991); it was only when attending hospital became a qualitatively different experience,

that it disrupted their sense of self, as Daniel’s example highlights:

“This week shocked me actually because it has always been like...I know I can get to
oblivion, and | can come here, and these guys are going to save me, erm. But the shock
factor for me this week is, a) they have taken a bit more interest in me, and b) they have
given me more, different medicines than they normally give me. So, | was a little bit sort of

emotional yesterday, so | don’t know if that’s been a kick up the arse sort of thing.”

8.5 Summary

Previous researchers have suggested that the relative impact of “turning point” events is largely
determined by the self-appraisal that follows (Kearney and O’sullivan, 2003; Sobell et al., 1993).

Participants who experienced their hospital attendance as a ‘biographical disruption’ (Bury, 1982)
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said they valued time away from daily routines and responsibilities to reflect, re-evaluate their
priorities, and establish the place of alcohol in their lives going forward. Making alcohol use
salient as an embodied experience through medical interventions, discussion with healthcare
professionals, and seeing/feeling physical changes, also appeared crucial to this process. These
results support hospital attendance as a possible “mirroring event” (Roper et al., 2013) that

prompts reflections of both self and physical body.

Having one’s alcohol use assessed in hospital for the first time was described as particularly
‘disruptive’ and supports the regression analyses in Chapter 6. Participants were often “shocked”
to learn of the harms associated with their drinking and cited this unanticipated realisation as a
primary reason for changing their relationship with alcohol; this finding adds to evidence
questioning whether individuals need to be ‘psychologically prepared’ for change, e.g. (Roper et
al., 2013; Sobell, Ellingstad and Sobell, 2000; Walters, 2000). Furthermore, participants with first-
time assessments were significantly more likely to be treatment-naive, making hospital
attendance the first ever opportunity for some to talk about their use of alcohol. Given the
barriers to specialist treatment access post-hospital discharge (Cucciare and Timko, 2015; Glass et
al., 2015; Lid et al., 2012; Parkman et al., 2017b; Raven et al., 2010) and more generally (Gilburt,
Drummond and Sinclair, 2015; Keyes et al., 2010), it is recommended that healthcare staff
maximise the “window of opportunity” that hospital attendance affords to engage patients with
AUD in supportive discussions about their drinking (Roper et al., 2013). As the impact of first-time
alcohol assessments in a hospital setting is unexplored territory until now, clearly these findings

require further investigation.

Analysis of qualitative accounts revealed numerous factors that appeared detrimental to the
consolidation of hospital as a ‘biographical disruption’, which may help to explain differing
participant trajectories post-discharge. Key factors included: short hospital stays, not being
detoxified, severe physical iliness (and lack of belief that changing drinking behaviour would alter
its course), cognitive impairment, failing to attribute one’s hospital attendance to heavy alcohol
use, an unsupportive home milieu post-discharge, self-stigma, and limited self-efficacy to change.
Frequent alcohol-related hospital attendances also reduced the likelihood of ‘biographical
disruption’; participants often described hopelessness and high levels of self-stigma, with every
admission perceived as another “failure’. Moreover, although not commonly reported by
participants in the present study, other research suggests that stigmatising attitudes (McCallum et
al., 2016; Velez et al., 2017), and staff despondence (Igbal et al., 2015; Miller et al., 2001) might

reinforce the belief that change is not possible.
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While some of these factors are difficult to address in a hospital setting (e.g. a person’s home
environment), several are amenable to change with appropriate intervention, e.g. levels of self-
efficacy, attributions of hospital attendance to alcohol (Rollnick, Heather and Bell, 1992;
Wakeman et al., 2017). Moreover, strategies can be employed to increase the effectiveness of
delivered interventions, such as visiting patients later during their hospital stay, or delivering
multiple brief alcohol interventions, as reported by other researchers (Baumann et al., 2017
Cobain et al., 2011; Mdege et al., 2013). Individuals with complex social and psychological needs
may benefit from ongoing support which utilises case management or assertive outreach
approaches (Drummond et al., 2016b; Gilburt, Drummond and Sinclair, 2015; Hughes et al., 2013;
Parkman et al., 2017b), although gaps in service provision may limit their impact (Fincham-

Campbell et al., 2017).

It is also helpful to situate the individual narratives of hospital having limited effect on thoughts
about drinking, within the context of the wider cohort study. Quantitative analysis demonstrated
significant positive changes across all measured variables from baseline to follow-up (the only
exception was SOCRATES ‘problem perception’ scores). Although there was individual variation,
collectively participants made considerable change. Even individuals with an unfavourable
drinking outcome at follow-up (i.e. 21 heavy drinking day) significantly reduced their median
weekly unit intake (120 vs. 85; Z=-3.36, p=.001), AUD severity (AUDIT scores: 32.5 vs. 28; Z = -
3.83, p<.001), and psychological dependence (LDQ scores: 28 vs. 23; Z=-3.57, p<.001),
throughout the 6-month follow-up period (although whether these reductions are clinically
meaningful is open to debate). Furthermore, data presented in Chapter 7 suggest that individuals
are “bricoleurs” (Pickersgill, Cunningham-Burley and Martin, 2011) who continually re-appraise
their relationship with alcohol; this included participants who had experienced numerous alcohol-

related hospital admissions. Donna, for example, said:

“Every one of those [hospital] stays, 30 or 40 of them, | have got to have learnt something. |
have said all along, you know, | spent all that time laying in that hospital bed thinking and
thinking and thinking and going over things. So yes, something has got to have sunk in,

thank god, something has changed.”

Donna arrived at interview 5-months abstinent, her longest alcohol-free period since childhood.
Personal stories like these suggest that accumulation of lessons learned during multiple hospital
attendances, or a qualitatively different experience when there, e.g. worsening health, more
intensive medical intervention (Stewart and Connors, 2007), can trigger a disruption to a person’s
biography and be the catalyst for change (Kearney and O’sullivan, 2003; Orford et al., 2006b).

Moreover, reports that participants assigned to control groups in hospital-based randomised
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controlled trials (RCTs) also reduce their drinking across the study period, support hospital
attendance as a “learnable moment” for health-related behaviour change (Kypri et al., 2007;
McQueen et al., 2011). The particular significance of hospital attendance is strengthened by the
finding that rates of change in drinking for control-group participants are greater for hospital RCTs

than those conducted in primary-care (Bischof et al., 2012).

While it is possible that involvement in a research study, even observational in nature, heightened
awareness of drinking as a problem and played a role in the observed outcomes (Kypri et al.,
2007; McCambridge and Kypri, 2011), my findings suggest that change can occur even for non-
treatment-seeking patients with high levels of dependence. Furthermore, as baseline levels of
readiness to change were found not to be a predictor of alcohol-related outcomes at six months
(Chapter 6), lack of overt motivation should not be considered a proxy for inability to change. As

Bradley comments:

“Clinicians must be taught that ambivalence is the norm, and that momentary statements
by patients that they have no interest in considering changing their drinking do not imply

there is no benefit of brief discussions about unhealthy alcohol use.” (In: Glass et al., 2017,

p.6)

To conclude, this chapter provides insight into some of the mechanisms of change observed in
participants during the six-month period following hospital attendance. Qualitative data
triangulate some of the quantitative findings presented in Chapter 6, as well as illuminating new
insights which help to explain some of the differences seen in participant trajectories.
Internalising hospital attendance as a biographically disruptive event appeared important for its
continued impact on participants’ relationship with alcohol; more work is needed to understand
how to best facilitate meaningful integration of individuals’ hospital experience (or any other

potential ‘turning point’ event) into one’s biography to support ongoing change.
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Chapter 9

Chapter9 QUALITATIVE RESULTS 3: UNDERSTANDING
RECOVERY

9.1 Introduction

This chapter explores participants’ views and experience of recovery, and concludes the narrative
explicating the theoretical framework presented at the start of Chapter 7. Analysis identified

three key categories which are displayed in Figure 12, and addressed in turn:

1) Recovery identities: ostriches and camels
e Recovered: “Aline in the sand”

e “Always recovering”

2) Still suffering
e Feeling lonely
e Identity void and identity distress

e  “No reprieve”
3) Recovery as ‘posttraumatic growth’

e “Biographical illumination”

e Positive by-products
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Recovery
identities:
ostriches and

camels

Experiencing Still
‘recovery’ suffering

Recovery as
‘posttraumatic
growth’

Figure 12: Experiencing 'recovery'

9.2 Recovery identities: ostriches and camels

Analysis of participant narratives highlighted two main conceptualisations of ‘recovery’: a state of
accomplishment (i.e. “l am recovered”), or an ongoing process (i.e. “I am recovering” or “l am in
recovery”). These perspectives appeared to be influenced by beliefs about the nature of
problematic drinking (Chapter 7) and other experiences (e.g. hospital attendance, Chapter 8).
Data presented here also support other work which recognises that recovery philosophies play an
important role in shaping identity processes and coping strategies that underpin change (Best et

al., 2017a; Doukas and Cullen, 2009).

9.2.1 Recovered: “A line in the sand”

Several individuals referred to their drinking as a problem of the past (“It’s history, past tense”,
Lynn; “A line in the sand”, Glen), and described recovery as a life event they had “mastered”
(Doukas and Cullen, 2009). Moreover, some participants contended that if one relapses back to
heavy drinking, but then manages to re-address their alcohol use, they would again be
‘recovered’. Clive suggested that the ability to “get over” separate episodes of alcohol
dependence is analogous to how “one gets better from a common cold...once the cold is gone, it’s

gone; if it comes back, you get rid of it again”. This categorical perception (i.e. one is either
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‘recovered’, or not), challenges the view of recovery as an ongoing process, and research which
assumes the stability of an individuals’ recovery is dependent upon length of abstinence, e.g.

(Belleau et al., 2007; Kougiali, 2015; Laudet, 2007).

Those who viewed recovery as a time-limited process tended to have endorsed the view that their
drinking was a ‘choice’ and/or response to life stressors, rather than a symptom of disease or
chronic illness (Section 7.4.2 in Chapter 7). They also reported some of the shortest drinking
histories among participants, with experience of low-moderate (rather than high) levels of
psychological dependence, and commonly had little (or no) prior treatment experience. Many
also described their hospital admission as a ‘biographical disruption’ (Bury, 1982; see discussion in

Chapter 8), that presented the opportunity to ‘recover’:

“If you think of recovery in a normal situation, an everyday life situation, you think of a
recovery truck coming to fix your car — it’s a short-term thing. Pick it up when it’s broken,
take it to the garage, in the body’s case it’s a hospital, fix it, put it back on the road and off

you go.” (Joe)

Others agreed that restoration of physical health contributed to the belief that one had
‘recovered’ (although note that some participants experienced increased vulnerability to relapse

when their memory of ill-health faded, Section 8.3.1 in Chapter 8):

“Erm, in the short to medium term, | suppose [recovery] means something because of the
physiological aspect of it. You can get rid of the alcohol from your system in a number of
hours and days, and that’s being in recovery...there’s bound to be recovery in the vascular
system, liver, heart. So, it’s a physical recovery more than anything else, not a mental or

emotional thing that lasts forever.” (Clive)

While the majority rejected an ‘alcoholic’ identity altogether, the remainder described a process
of “disidentification” or “de-labelling” (Howard, 2006) to mark the end of their problematic

relationship with alcohol. For example:

“Interviewer: Some people | have spoken to said they will always be an ‘alcoholic’ even if

they have stopped drinking.

Lynn: Oh no, | don’t get that. That was just something | might, might have been back then,
but it doesn’t mean that stays with me forever. It’s like with my cancer, | had cancer then,

I’m not cancerous now. | may have been ‘alcoholic’, or whatever, then, but not now.”

Like Lynn, several other participants reported that their research interview was the only occasion

they had spoken about their relationship with alcohol since leaving hospital; many had not
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engaged in any form of treatment or even discussed the situation with family or friends. Lynn

described herself as an “ostrich”:

“I put my head in the sand...| don’t want to talk about it or think about it all the time.
What’s the point of just going on about alcohol when | have stopped and it’s not in my life

anymore? | never needed [alcohol treatment] and | would never take up the drink again.”

While some evidence suggests avoidance and distraction coping strategies are unconducive for
maintaining abstinence (Moos et al., 1990; Moos and Moos, 2006), Levin et al. (2007) found that
cognitive avoidance was only detrimental for individuals with low self-efficacy. Moreover, other
researchers have found that avoidance of ‘addict/recovery’ identities is common in those who
overcome their addictions without formal treatment (Cloud and Granfield, 1994; Granfield and
Cloud, 1996). Thus, for participants like Lynn, who described high levels of confidence to maintain
abstinence without external support, “burying their head in the sand” might be considered a

viable coping strategy.

Further analysis of participant narratives indicated that a possible benefit of considering oneself
‘recovered’ was to maintain or establish a positive view of self. Identity researchers have found
that individuals often evaluate their present selves more favourably than their past selves, e.g.
(Wilson and Ross, 2001); by confining their problematic relationship with alcohol to the past,
participants could separate their present self from historical alcohol-related behaviours and traits
they felt were shameful (“/ don’t want to be carrying that baggage around with me; my shoulders
aren't big enough to carry that weight”, Graham). Accordingly, several participants asserted they
were a “totally different person” (Lily) now they were abstinent or successfully moderating their
alcohol intake (see Section 9.4 below for further discussion of ‘personal growth’ following
addiction). This accords with the findings of other research into identity transformation in

recovery, discussed in earlier chapters.

For those who decided to continue to drink, noticing a difference in their reasons for consuming
alcohol was also described as evidence of change (in identity and/or general wellbeing): “now it’s
more of a treat than a need. | am using it for a very different reason...I just abused it before, |
wasn’t having it to relax or enjoy” (Gillian). Several participants said that alterations in underlying
motivations for drinking enabled them to successfully moderate consumption following a

problematic relationship with alcohol:

“I completely disagree you can never drink again...I now know | can go weeks without it...it’s
a social thing, and | enjoy a drink. | work my arse off and | am back to normal, my health is

incredible. | haven’t sat there and said to myself, “you cannot drink” because that’s not
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realistic. | don’t want to not drink. I like drinking, for good reasons as well. I’'m remembering

why it was a social thing, and it was fun, and it’s just completely different now.” (Lorna)

Other participants did not describe identity transformation, but instead discussed the stability of
positive personal values and identities that remained intact despite having a problematic

relationship with alcohol. For example:

“I don’t think my values have changed but | feel in a better position to maintain them if you
like, in so much as, my house is scruffy, the hoovering needs doing, the windows need doing,
the sides need dusting...I always knew they needed doing and so | suppose you can say the

values were always there.” (Graham)

Campbell’s (1990) research supports the benefit of having a clearly defined, temporally stable
self-concept for psychological well-being and self-esteem. In my study, some participants
appeared able to maintain a high degree of “self-concept clarity” (Campbell, 1990) by
conceptualising their problematic drinking as a behaviour (e.g. ‘alcoholic’ as a descriptive
adjective), rather than part of their identity (e.g. ‘alcoholic’ as an essentialising noun; Brekhus,
2006). Therefore, for these individuals, ‘recovery’ meant alighment between core personal values
and behaviour, and a return to one’s “old” self (“I feel like | am back to ‘me’”, Lorna). Many also
rejected recovery-related identities, such as “ex-drinker” or “recovering alcoholic”, and instead

emphasised non-drinking roles and identities:

“[Alcohol] is not part of me. It comes in and out of my life. Me — | am a photographer, that’s

who I am.” (Clive)

High levels of ‘recovery capital’ (Cloud and Granfield, 2008) appeared to help participants ‘move
on’ from a problematic relationship with alcohol without the need to re-define their self-concept
or commit to a life-long recovery. However, compared to studies which describe increases in
recovery capital resulting from engagement in new recovery-orientated networks, e.g. (Best et al.,
2016; Best et al., 2015; Frings and Albery, 2015; Mawson et al., 2015; Rodriguez and Smith, 2014),
these participants relied on pre-existing ‘identity resources’ (Biernacki, 1986), including social

roles within family life and work, and financial/economic stability:

“I wouldn’t ever [return to heavy drinking] because of my grandkids and everything...my flat

as well, this was my first council place...it’s quiet here now, it’s nice.” (Glen)

“Having the kids to focus on...and being back here with my mum who is tee-total, | am in a

safe place.” (Lily)
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Accounts of individuals with limited ‘recovery capital’ corroborate its importance for enabling
individuals to effectively ‘move on’ from their problematic relationship with alcohol (e.g. “It’s
impossible when you’re homeless...the odds are not good”, Milo). Regression analysis also
demonstrated that individuals living alone (i.e. reduced social capital) had greater odds of a
poorer drinking outcome (Chapter 6). This supports the narratives of participants who cited
loneliness as a key reason for ongoing consumption (Section 8.3.1 in Chapter 8), and other
research which recognises social factors as important predictors of drinking outcome, e.g. (Dale et
al., 2017; McQueen, Ballinger and Howe, 2017) and even alcohol-related mortality (Herttua et al.,

2011).

So long as, during periods of heavy drinking, participants did not deviate far from socially
accepted bounds of “normality”, e.g. maintained ordinary routines, healthy relationships,
remained law-abiding, see: (Nettleton, Neale and Pickering, 2013), many appeared able to
address their drinking without a substantial transformation of identity. This contrasts with
research which suggests that identity change is an essential component of recovery, e.g. (Gibson,
Acquah and Robinson, 2004; Mclntosh and McKeganey, 2000;2001). Furthermore, rejection of the
‘alcoholic’ identity, even during periods of heavy drinking, meant participants did not have to

redeem themselves from belonging to what they considered a marginalised social group:

“My idea of an ‘alcoholic’...they are people who sleep rough, as soon as they wake up they
have got to have a drink, and they keep drinking, and they will drink all day until they go to
sleep...I was never like that, never. | never needed a drink when | woke up, | waited until

evening...and | always worked.” (Gillian)

Narratives of participants who successfully “carried on with normal life” (James) contrast with
views of recovery as a “dynamic process that requires continued activity and vigilance” (Doukas

and Cullen, 2009, p.391). Rick, for example, discussed how he continued to socialise at the pub:

“I was going into the pub, in fact, the day after | came out of hospital | went into the pub
actually and drank lime and soda...| would walk in the pub and buy a round: ‘4 pints of
Fosters, and | will have a lime and soda, 25p’. | just said, ‘don’t worry about it, just let me do
it, it makes me feel normal and included.’ Instead of craving alcohol — | didn’t detest it,
that’s not right either — | was non-fussed about it, | couldn’t give a monkeys. | could quite

happily go in the pub, well | still can, and not bat an eyelid.”

Rick also explained that he deliberately avoided recovery-orientated groups and treatment

services because “sometimes it’s better not to talk”. Lorna agreed:
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“Going in there [community treatment service], being around it, talking about it all the time,

it’s not good for me. It just makes me want to drink...I have just tried to get on with it.”

Thus, for some participants, being an “ostrich” also meant avoidance of a permanent “recovering
addict” identity, so often associated with people who have a history of problematic drugs or
alcohol use (Fomiatti, Moore and Fraser, 2017). Recent research not only supports the possibility
of recovery as time-limited, but also finds that individuals who consider their addiction a problem
of the past (i.e. they are “recovered”) have better psychological health and levels of functioning
(e.g. rates of volunteering/employment), than those who stated they are “in recovery” (Best et
al., 2017a). This appears to contradict other research findings that AA members, whose narratives
implied self-stability during abstinence, demonstrated poorer psychological adjustment than
those whose narratives implied ongoing change (Dunlop and Tracy, 2013). However, failure to
align one’s experience with the self-change narrative of AA (Weegmann and Piwowoz-Hjort,
2009), may account for some of participants’ poor psychological functioning (Hartney et al., 2003;
Hewitt, 2007). Indeed, participants in my study who were required to attend 12-step meetings
(during residential rehabilitation, for example), spoke of the detrimental consequences of non-

alighment between treatment philosophy and personal philosophy:

“I hate it. One, for the simple fact that there’s a greater being. Two, that a lot of people say
they have ‘found the greater good’. Well no, you’ve just realised perhaps you should stop
drinking. People get preachy. | have been to quite a few AA meetings, and | had to as part of
rehab...I'd come out feeling like shit and wanting to drink because | just didn’t find it helpful
at all. For me, it’s better to carry on with my normal life, not talk about alcohol all day.”

(James)

9.2.2 “Always recovering”

In contrast to narratives above, other participants articulated their experience of recovery as an

ongoing process:

“I'll always be an ‘alcoholic’, but just a recovering one...You know, to ‘recover’ is to get back
something you have lost, but that is impossible; you can never go back to what you were

before you started [drinking]. You’ll always be that recovering ‘alcoholic’.” (Milo)

While this conceptualisation is commonly associated with the 12-step model (Best et al., 2017a;
Doukas and Cullen, 2009), many participants who expressed this view had never attended AA
(although several had attended specialist alcohol treatment services). Even some individuals who

rejected addiction as a life-long ‘disease’ or ‘iliness’, accepted the prospect of a life-long recovery

203



Chapter 9

if it meant they were able to sustain abstinence. For example, Howard, who previously asserted
that his drinking was a “choice”, said: “I’'ve realised you have to tell yourself you are in recovery
permanently, so you don’t slip backwards”. This highlights a willingness to try any strategy which
may support recovery efforts, even if it meant changing beliefs about the cause or nature of
problematic drinking; as a participant in Dingel et al.’s (2017) study commented: “I don’t have to

know why it snows, | just have to shovel it!” (p.575).

Most participants who viewed recovery as an ongoing process tended to describe extensive
drinking histories with numerous episodes of abstinence and relapse, and were more likely to
have experience of specialist alcohol treatment. This corroborates my earlier analyses (Section
9.2.1 above; quantitative results in Chapter 6), and other research, e.g. (Cunningham et al., 2000;
Cunningham, 1999), that individuals who successfully ‘recover’ tend to have less severe alcohol
problems and treatment histories. Several participants said they had previously considered
recovery as a life event they could “master” (Doukas and Cullen, 2009), but through experience of

repeated failures to control their drinking, had accepted recovery as a life-long process:

“I know now that I’ll never be able to control it. That’s one of the realisations, you have got
to realise that you can’t do it. | have tried, it doesn’t work for me...I have heard people say
they are in control now, whereas they weren’t before. And if that works for them, fine and
dandy. But in my experience of knowing people with addiction, it doesn’t happen very

often.” (Nathan)

Participants explained that viewing alcohol as a permanent “nemesis” (Luke), and taking “one day
at a time” (Barbara) reduced their risk of relapse as it protected against complacency. Indeed,
participants frequently attributed past relapses to a failure to maintain awareness of the dangers

of alcohol:

“There’s always a chance of relapse, oh yeh, you are only one day away from it, that’s all
you are, just one day away. One day at a time, that’s all we have got. You know, | have seen
it, I've heard it...’alcoholics’ who haven’t drank for years, suddenly find themselves doing
exactly the same again...We stop doing what is suggested, we forget...giving up drinking is
easy, | can give up drink and drugs 100 times a day if | wanted, but it’s staying stopped you

know?” (Milo)

Participants in other studies have also attested to the ongoing possibility of relapse, e.g. (Kougiali
et al., 2017; Neale et al., 2015; Timpson et al., 2016), which aligns with the view of addiction as a

chronic disease. To manage this, some participants in this study reported employing daily
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strategies or rituals to “keep it in the forefront of their minds that they’ve got an alcohol problem”

(Daniel). Len, for example, said:

“I'd say every morning, ‘don’t forget you’re an alcoholic’...I have camels all around my
house, | have a broach of a camel, | have a stuffed toy camel in my car, | have a photo in my
wallet. | think to myself, if that camel can go a day without water, | can go a day without a

drink.”

Unsurprisingly, many participants who approached recovery in a similar way, agreed with Howard
who said: “to concentrate on giving up, and stay giving up, takes a lot of time”. Here, being ‘in
recovery’ extended beyond the act of giving up alcohol — it meant a permanent change to one’s

personal identity. Several used the PRISM to illustrate this, for example:

“It’s just a part of me, a little part of me because it will always be there...I will always an
‘alcoholic’ because | could just slip, relapse just like that [clicks fingers]. Before when | was
sober, | thought alcohol was right out of my life, like there [see Position 1, Figure 13], but
that was a stupid thought. | just hadn’t accepted it is part of who | am, but | have now. | am
pleased | am in that one [see Position 2, Figure 13 on page 206] because | have got control
of it; it hasn’t got control of me, it’s smaller than me...I won’t get rid of it altogether, but it

will keep getting smaller.” (Luke)
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Figure 13: Scanned (simplified) copy of Luke’s PRISM diagram

Integration of recovery into participants’ core identity was supported by consistent engagement
in ‘recovery behaviours’ (e.g. “get a facial once a week”, Barbara; “eating properly”, Daniel, “go
running every day”, Lee). This mirrors the process described in Chapter 7 (Section 7.3.3) where
the routines associated with alcohol dependence became a source of information from which

individuals negotiated their ‘alcoholic’ identity. Marie described the relationship between being

sober and her main ‘recovery behaviour’, knitting:

“This is the funny reason why | stopped [drinking]...I used to be here at home, and | was not
sober the whole day... and erm, it was my knitting. Of course, when you are drunk you can’t
knit. | wanted to be sober to be able to do my knitting and that was my goal; to be sober to

knit. And then | made myself jumpers and when | wore them, | was reminded of how far I’'d

come.”

Thus, for these participants, ‘recovery’ reflected ways of being; an ongoing process supported by
engagement in activities they had abandoned during periods of dependence. Although “recovery
practices” (Hughes, 2007; Nettleton, Neale and Pickering, 2013) were often mundane in nature,

they appeared vital in helping participants rebuild a life free from alcohol. Accounts of those who
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had not actively participated in ‘recovery behaviours’ support their benefit for positive identity

formation:

“l am a dry drunk at the moment...I’'m not sober, | don’t have the sobriety, the happiness of
sobriety. | am just a person that’s not drinking...I get no pleasure out of not drinking. | get no

pleasure out of anything.” (Len)

My data therefore substantiate claims that recovery often necessitates change beyond a change
in drinking behaviour (McQueen, Ballinger and Howe, 2017; Neale et al., 2015; Vigilant, 2008).
Some participants said ongoing engagement with mutual aid groups and treatment centres
facilitated this process by offering a new routine (“it gives you that structure...9, 10, 11 o’clock a
different activity or group...it keeps you motivated”, Howard). While some participants found the
idea of attending therapy or support groups after years of abstinence “weird” (Jack) or
“depressing” (Lynn), others said “it’s just what [they] do” (Milo). This echoes the findings of
Shinebourne and Smith’s (2011) interpretative phenomenological analysis (IPA) that ongoing
engagement in ‘recovery behaviours’ can become part of everyday life for those in long-term

recovery:

“Participants’ accounts suggest that their involvement with AA activities and processes over
a long period evolved into habitual actions which became interwoven into their ordinary

daily activities” (p.282).

Social identity models of recovery hypothesise that this process is facilitated through
internalisation of group norms and practices which work to consolidate changes in personal
identity (Best et al., 2016; Frings and Albery, 2015). Participants described the benefits of group
involvement for improving social connection (“there are people who know the struggles of going
through it”, Joe) and self-awareness (“you go to meetings and realise what you are”, Milo) which

support these suppositions, and corroborate the findings of Chapter 4 (Soberistas).

9.3 Still suffering

While many participants described beneficial by-products of experiencing and overcoming a
problematic relationship with alcohol (see Section 9.4 below), narratives of individuals who were
“still suffering” (Vigilant, 2008) cannot be ignored. Experience of ongoing struggles often
contributed to the belief that recovery is a never-ending process, although even those who

considered themselves ‘recovered’ described some of the difficulties highlighted below.
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9.3.1 Feeling lonely

As reported elsewhere (Nettleton, Neale and Pickering, 2013), participants frequently described

I”

an overwhelming desire to “just be normal”, particularly in respect to their relationship with
alcohol. Participants were acutely aware of the “socially privileged status of normal drinker”
(Young, 2011, p.379) and several said they “live with a lot of resentment” (Lee) for feeling unable

to live up to this ideal:

“I would like to be able to go out, have a glass of wine, or go out to dinner and have a drink,
but | know one will not suffice. | resent that for me, that is not an option. It’s frustrating.”

(Barbara)

“It pisses me off, | resent it. It really annoys me, it is such a big thing. When you see
everyone having fun and know that they won’t drink for another week or two without even
thinking about it, whereas me, | will get there, have the fun but then | am fighting again.”

(Howard)

As both alcohol dependence (Schomerus et al., 2011a; Young, 2011b) and complete abstinence
(Bartram, Eliott and Crabb, 2017; Cherrier and Gurrieri, 2013) are considered socially deviant,
individuals who give up alcohol to be ‘in recovery’ are likely subject to a ‘double stigma’. Marie
said: “you’re damned if you drink too much, but then damned if you don’t drink at all — you can’t

win”. She described the struggles of being “a teetotaller” in a society where drinking is normative:

“It was a difficult situation because | was not a drinker anymore and | felt a bit, erm,
isolated, | don’t know what the word is, a bit different. It was hard, it wasn’t easy sitting
there not drinking. It made it more difficult to go to occasions where people were having a
drink and | was basically the only one there not, you know? It made me feel

awkward...uncomfortable.”

Donna agreed that recovery can be “such a horrible and lonely path, because even being in a room
full of people...you are alone.” Other studies have found that individuals often mask their non-
drinking status to maintain social connectedness without deviating from group norms (Bartram,
Eliott and Crabb, 2017; Pennay, MacLean and Rankin, 2016); for example, they may consume non-
alcoholic drinks that resemble alcoholic ones, or volunteer to drive so they are ‘excused’ for not
drinking. Some may avoid alcohol-related situations or peers altogether (Bartram, Eliott and
Crabb, 2017; Pennay, MacLean and Rankin, 2016) — a strategy commonly described by

participants in my study:
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“I try to not go to situations that would permit me to drink. Like staff parties, | very, very

rarely go to staff parties...it’s crap.” (Daniel)

“It’s bloody hard, but for me to move on, | have severed my ties from certain people...I've

stopped hanging around with the town drinkers. | keep myself to myself.” (Jack)

In addition to consciously withdrawing from social situations, many participants said they “don’t
get invited anywhere anymore” (Lee) because of the breakdown in relationships caused by their
problematic use of alcohol. Although many participants reported an acceptance that “being lonely
is a big part of recovery” (Neale et al., 2015; p.30), their narratives often exuded a deep sadness

(see Box 4 for a memo | wrote following my interview with Luke, for example).

Box 4: memo following qualitative interview with Luke

Luke said he spends most of his time alone at home, and because relationship
breakdowns and conflict are huge triggers for him drinking, he has decided to
stay single. He has also cut contact with everyone he used to drink with to “keep
himself safe”. He attends weekly recovery groups but does not allow himself to
get close to other people who attend in case they relapse and "bring him down".
Although Luke stated he is "happy to be in recovery", | sensed real sadness that

for him, being sober meant being lonely.

9.3.2 Identity void and identity distress

Recovery appeared to be a particularly difficult process for individuals whose identity had become
enmeshed with alcohol, such that they reported few (or no) self-domains beyond alcohol
consumption (Sections 7.3.3 and 7.3.4, Chapter 7). Giving up alcohol left some participants feeling

even “emptier” than before, as they lost their primary source of self-meaning:

“I have lost a friend. It might sound crazy to say that, but | have lost a friend in the drink...a
friend | was with every day for years; 7 days a week, 52 weeks of the year, for a long time. It

was there every day for me and now it’s gone.” (Nathan)

Here, recovery was described as an existentially painful experience as participants were faced
with an “identity void” (Howard, 2008, p.181). Several agreed with Daniel who said he “felt very
lost”, not only in terms of a direction for the future, but in understanding who he is as a person.
Erikson (1968) identified a vital developmental stage during adolescence in which individuals

consolidate their identity; however, participant narratives corroborate research that early-onset
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AUD can interfere with the development of a coherent sense of self (Brown et al., 2008). Lee, for

example, said:

“I went from a school boy to a soldier who drunk as much as he could whenever he got the
chance. Where is the normal person in the middle of that? | don’t know who he is, if there

even is one. So yeh, | am 45 years of age, and | have just been born really.”

These findings sit within a body of work which finds that individuals with early-onset AUD typically
develop more severe drinking problems and display poorer outcomes over time (Brown et al.,
2008; Chi et al., 2014). Individuals who develop alcohol problems later in life often already
possess greater levels of ‘recovery capital’ which can be drawn upon to support recovery efforts

(Cloud and Granfield, 2008).

In addition to ‘identity void’, some participants described what | call ‘identity distress’ as they
attempted to make sense of “the horrible things [they] did” in the past, and what this meant for

who they are in the present:

“I loathe myself, the selfishness and the horrible things | have done...alcohol was part of the
instigation of that, but | think, is that fucking part of me? Is that what | am, an evil bastard?

All these questions come up. Are you just an evil fucking piece of shit?” (Nathan)

As reported elsewhere (Mackintosh and Knight, 2012; Roper et al., 2013), preserving a tolerable
self-image in early recovery appeared to be a considerable challenge for some participants.
Moreover, inability to manage such ‘identity distress’ increased risk of self-destructive behaviours
such as further substance use, self-harm, and suicidality (“Facing life sober...I still get lots of
suicidal thoughts, a lot; it’s all the shame and the guilt again”, Milo). Here, my data resonate with
research which considers experience of addiction as a form of trauma (Haroosh and Freedman,
2017; Hewitt, 2007); accordingly, individuals in early recovery may benefit from treatments
focusing on establishing safety and breaking destructive cognitive-behavioural cycles that

perpetuate pain (Najavits, 2002).

9.3.3 “No reprieve”

Some participants described how their relationship with alcohol had claimed so much of their life
that they were unable to “switch off” from it, even when abstinent. This made it difficult for some
individuals to ‘move on’ from their former alcohol-related self (Section 9.2.1 above), even if they

wanted to:
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“It annoys me that normal drinkers wouldn’t even be having this conversation...you end up
analysing things in a way that normal people wouldn’t...Now alcohol is a real big part of my
life — not drinking it — but the prospect of it, you know, it’s something | have to take into

consideration whenever and wherever | go.” (Daniel)

Others explained their ongoing physical suffering also provided a constant reminder of their
problematic relationship with alcohol. For my participants, the “corporeal remnants of years or
decades of self-abuse” (Vigilant, 2008, p.289), included experience of whole-body aches and
pains, sleep disturbance, ascites, total loss of libido, and gastrointestinal problems including
bowel incontinence. Taking daily medications and/or attending regular medical appointments also
made it difficult for participants to leave their relationship with alcohol behind: “I’'m going back
and forth to the hospital again for appointments because of my drink, so it’s always on my mind”
(Luke). This contrasts with the experiences of individuals who described complete restoration of
physical health; Graham, for example, said he feels he has been given “another life”. Cloud and
Granfield (2008) recognised poor physical health as a form of ‘negative recovery capital’ that can
undermine recovery efforts; they noted that individuals may have “diminished capacity for feeling
good naturally” (p.1979). My participants also explained that a reduction in alcohol intake
increased their awareness of unpleasant bodily sensations: “I must have had these medical

problems anyway, but always been covered up — being pissed, you never notice them” (Howard).

Other participants commented on the challenges of dealing with intense emotions when alcohol

is no longer used to “blot them out”:

“I’m starting to get emotions back...the emotion part is, | think even fucking harder than
anything else because where | didn’t give a shit about nothing, that has been switched back
on again, and | am starting to care about things, starting to care about people again.”

(Nathan)

Other research has recognised the struggles experienced by people in recovery whilst trying to
manage emotional changes, e.g. (Neale et al., 2015; Vigilant, 2008; Witkiewitz and Marlatt, 2004).
Neale et al.’s (2015) participants suggest that the challenge is learning to accept negative affective
states as part of normal human experience, rather than fighting to prevent them occurring, or
denying their existence. Milo agreed: “the good news is you get your feelings back; the bad news
is you get your feelings back”. However, without personal skills to handle intense feelings, or
access to appropriate support, participants said they “could be in trouble” (Milo). Rick’s
experience corroborates this; he said that when he first stopped drinking he became “depressed,
down, miserable, grumpy, very angry”, and “when you start to feel bad about yourself, the easy

solution is to drink”.
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In addition to internal/personal barriers to establishing a new alcohol-free identity, some

participants felt hindered by friends and family who were less able or willing to forget the past:

“Howard: Do you know the worst thing, and | swear it’s the worst thing in the world? It’s
when you don’t drink, there’s no problem with it — having a coca cola, no problem — until

somebody goes, ‘oh I’'m sorry, we shouldn’t have been drinking around you’.
Interviewer: Why is that so difficult?

Howard: Because it upsets me that it’s affecting them, and it draws attention to the fact

that I've had a problem with alcohol — there’s no reprieve.”

This provides another reminder that recovery seldom remains at the level of the individual, and
the benefit of engaging with others who support an ‘alcohol-free identity’. Acceptance and
understanding of abstinence may explain why some individuals find solace in attending
recovery/treatment services with likeminded others. However, several participants expressed
“resentment” at feeling the need to attend treatment services or recovery groups to maintain

abstinence, for example:

“It does get me down that | am constantly obsessing over alcohol and my recovery, and |
will always need to be getting help for it; it’s never going away — that pisses me off

sometimes.” (Lee)

Some authors have argued that engagement with (and ongoing monitoring by) treatment
services, can perpetuate a view of self as “disordered...pathologically prone to relapse” (Savic and
Fomiatti, 2016, p.183); this in turn, may reinforce perception of the need for continued
treatment. While my quantitative findings (Chapter 6) highlighted a significant association
between treatment engagement and level of psychological dependence, further research is
needed to understand this relationship. This is an important endeavour as psychological
dependence is often associated with psychological distress (Fairhurst et al., 2014; Chapter 7);
treatment discourses which require individuals to reify their experience as a life-long disorder of
compulsion might therefore undermine efforts to make positive change (Barnett et al., 2018;
Reinarman, 2005; Savic et al., 2017; Savic and Fomiatti, 2016). Indeed, several authors have noted
that a significant part of the recovery process takes place outside of treatment or healthcare
settings, e.g. (Hughes, 2007; Nettleton, Neale and Pickering, 2011; Skogens, von Greiff and Topor,
2018). My findings therefore corroborate the view that individuals might benefit from increased
support to cultivate wider personal and social environments that are conducive for sustained

change (Borg and Davidson, 2008; Davidson and White, 2007).
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9.4 Recovery as ‘posttraumatic growth’

Despite the struggles discussed above, participants highlighted a range of “positive by-products”
(McMillen et al., 2001) of experiencing and overcoming a problematic relationship with alcohol.
Just as experience of traumatic, stressful, or life-changing events may be antecedents to personal
growth (Tedeschi and Calhoun, 2004), my data support emerging evidence that recovery from
addiction can serve a similar function (Haroosh and Freedman, 2017; Hewitt, 2007). Even those
who considered themselves ‘recovered’ and denied any identity transformation, recognised some
positive consequences of their negative experiences. Tedeschi and Calhoun (2004) coined the
term “posttraumatic growth” to describe the kind of personal development that can sometimes

follow adversity.

The findings presented in this section substantiate patient-centred perspectives of recovery which
acknowledge the benefit of personal growth and positive change that extend beyond achieving

abstinence (Laudet, 2007).

9.4.1 ‘Biographical illumination’

Some participants felt that acceptance of a life-long ‘recovering alcoholic’ identity was necessary
for their sobriety; others adamantly disagreed (see Section 9.2 above). Either way, every
participant inadvertently described a process of identity negotiation which accounted for their
prior experiences of alcohol dependence, treatment, hospital admission(s), and even research
participation (Lakeman et al., 2013). Whether participants discussed identity transformation or
identity stability through their experience and/or recovery from a problematic relationship with
alcohol, both appeared to result in a more clearly defined, illuminated sense of self. As Barbara
commented: “Everyone is constantly changing and learning. We are all shaped by our experiences;

they make us who we are.”

While some authors argue that individuals need a ‘foundational’ period of abstinence before they
can experience personal growth (e.g. Laudet, 2007), many participants in my study described
positive identity development even during active addiction. Recall Donna’s experience of multiple

alcohol-related hospital admissions described in Chapter 8, for example:

“Every one of those [hospital] stays, 30 or 40 of them, | have got to have learnt

something...something has got to have sunk in, thank god, something has changed.”

| therefore echo Neale et al.’s (2011) encouragement for individuals to work on their identity
project(s) before reducing or abstaining from alcohol, as this is likely to benefit subsequent

recovery efforts.
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For individuals who felt that acceptance of a life-long ‘recovering alcoholic’ identity was necessary
for their sobriety, episodes of relapse were often described as integral to the learning process;
this corroborates Kougiali and colleagues’ (2017) perspective of recovery as a discontinuous and
non-linear journey of ongoing personal discovery. When | asked Milo, for example, how he

managed to accept himself as an ‘alcoholic’, he said:

“Going through a lot of pain, a lot of research, a lot of slip ups, a lot of finding your own way
around it all...I never, ever stop learning about myself. When | relapsed last year, | lost my

clean time, but | didn’t lose my knowledge.”

These narratives resonate with Tan’s (2018) concept of “biographical illumination”, developed
through her work with individuals with autism. She found that rather than disrupting biography
(Bury, 1982), acceptance of an autism spectrum disorder diagnosis resulted in a more valued self-
concept that enhanced personal biography beyond medical meaning. Equally, for participants in
my study, their ‘recovering’/’recovered’ self generally transcended diagnostic labels and medical
conceptualisations of ‘alcoholism’ (Robinson, 2016); it provided a framework from which to
negotiate and manage their personal and social identity. Even those who rejected or shed alcohol-
related identity labels (Howard, 2006), were guided by their conceptualisation of self, as shaped

by their relationship with alcohol:

““Alcoholic’, it’s just used as a nasty word. It’s actually just an insult...| don’t even really like
the term ‘alcohol abuse’ — I’m not abusing the alcohol, it’s abusing me. | want to raise

awareness that it’s something so much deeper than some people can ever imagine.” (Lorna)

Like Tan’s (2018) participants, those in my study often found solace in connecting with others who
shared similar experiences of alcohol dependence (Moos, 2008). For those engaging in recovery
groups or other alcohol treatment, similar identity processes were identified as described earlier
in Chapter 4 (interviews with Soberistas members/browsers) and will therefore not be reiterated
in full. For example, participants acknowledged the benefits of connecting with likeminded others
for reassurance (“/ realised I’m not alone”, Barbara), companionship (“the company and the
laugh”, Graham), and understanding self (“going to meetings and realising what you are”, Milo).
For those not engaged in recovery groups or treatment programmes, research participation
provided an opportunity to explore, and sometimes validate, thoughts about self (Lakeman et al.,

2013):
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“My conversation with you Sophia, and all the things I have told you, they are all floating
around in my head...I just spent an hour talking to you and | have bared my soul, my
‘alcoholic’ soul to you...Talking to you makes me think. If nobody’s talking to me, I’'m not

thinking about it, right?” (Trevor)

Social support and interaction was also found to help some participants make sense of
biographically disruptive events, such as hospital attendance, that shape ongoing views of alcohol
and self. Steve, for example, said he attended community treatment services for the first time
following his hospital admission ‘to get answers’: “I was unwell. | had just come out of hospital

and | wanted answers...Why has this happened to me? Why did | get ill? Why am | like this?”

These accounts align with symbolic interactionist views of identity in which individuals understand
themselves through their interactions with others (e.g. Goffman, 1959). As Scott (2015) argues,
identities are “created, shaped, maintained, communicated, presented, negotiated, challenged,
reproduced, reinvented, and narrated” (p.11); evidence of this dynamic process is supported by

my data of how individuals constructed their own version of a ‘recovery’ identity.

9.4.2 Positive by-products

Participants highlighted various other areas of growth having experienced and overcome a
problematic relationship with alcohol. Many of my findings mirror those reported by McMillen
and colleagues (2001) who conducted focus groups with individuals in recovery to assess positive
by-products of chemical dependence. For example, my participants also reported increased self-
efficacy and coping (“I’m in a stronger place now to cope”, Luke), closeness to family and friends
(“I realised just how much my husband does care; we’re stronger than ever now”, Gillian),
compassion toward others (“If somebody was clearly having the sort of problem that | was having,
I would really very much want to help”, Clive), and an appreciation for the ‘simpler things’ in life
(“Just getting up in the mornings and going for a walk. Just the freedom to do that. | couldn’t do

that two years ago, I’d have to get down a few drinks first”, Nathan).

Furthermore, having been in hospital, many participants agreed with Gillian who said she has
“more respect for alcohol having seen the effect it can have on [her] body”. This often prompted
participants to take greater care of their physical health (“/ went back to gym...people are saying it
now, | am looking so much healthier”, Lily), which in turn improved psychological wellbeing (“You
start going to the gym, you start training...healthy body, healthy mind; the two coincide with each
other”, Nathan). Recovery from more serious alcohol-related ill-health also provided some

participants with greater life meaning and purpose; a finding reported in other studies of
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posttraumatic growth following physical injury or illness (Hefferon, Grealy and Mutrie, 2009;

Kampman et al., 2015). Lee, for example, said:

“I have been kept alive through all of this, through 20+ years of being a soldier, through 40
something blue-light visits to hospital, 3 assessments in a mental institution, 3 suicide
attempts, 4 resuscitations, 1 cardiac arrest, and | am still walking, | am a miracle. So,
something has kept me alive through all of that, somebody. And so, there’s a reason for it. |

don’t know what that reason is, | want to find out.” (Lee)

It is important to note, however, that despite discussion of personal growth, not all participants
considered it a by-product of ‘trauma’. This included participants who also reported serious ill-
health, numerous hospital admissions, relationship breakdowns, and other ‘traumatic’
experiences within the context of alcohol dependence. Narratives of individuals, like Daniel,

therefore provide an alternative perspective on growth following addiction:

“I am quite happy where | am because | think I’'m a lot nicer person, | think I’'m a lot more
understanding and worldly, so | don’t, | wouldn’t change the last sort of like 10, 15 years of
my life necessarily. The one reason | wouldn’t change is because of the experiences and the
people I've met...When | am old and grey and I’'ve got my grandchildren sat on my knee and
I can tell them all my stories — is all | wanted to be was that bank manager that just went to
work, 2.4 kids, come home, didn’t really love his wife but put up with her for the last 40
years, and just lived a plain life? | want to change it now, but | wouldn’t have wanted to

change it then to lose all my experiences.”

While existing studies of ‘posttraumatic growth’ in addiction have recruited participants from
recovery groups (Dunlop and Tracy, 2013; Haroosh and Freedman, 2017) or specialist treatment
centres (McMillen et al., 2001), many participants in my study had little or no specialist treatment
experience. Indeed, it is possible that some of the ‘personal’ posttraumatic growth effects
reported in other studies, and by some of my participants, may simply reflect treatment exposure

or recovery group narratives (Fomiatti et al., 2017; Hartney et al., 2003; Hewitt, 2007).

9.5 Summary

The findings presented in this chapter extend and refine a literature which has often assumed a
homogeneity of recovery experiences and recovery philosophies. Apart from a few isolated
studies, there is limited recognition that approaches to recovery can differ both between, e.g.
(Best et al., 2017a; Neale et al., 2015; Pienaar and Dilkes-Frayne, 2017; Witbrodt, Kaskutas and
Grella, 2015) and within, e.g. (Christensen and ElImeland, 2015; Howard, 2006) individuals.
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Participant narratives were often laced with confusion and contradiction, and highlighted both
positive and negative aspects of recovery. Even the terminology used to describe recovery varied
substantially. This contrasts with studies which recruit participants through one community, such
as Soberistas, 12-step groups or therapeutic recovery centres; even Kougiali et al., (2017), whose
study highlighted recovery as a complex and discontinuous process noted a “uniformity in the
structure of the narratives” (p.12) because many participants accessed the same treatment
services. The present study therefore provides an extended insight into how a diverse cohort of

individuals described and interpreted the resolution of a problematic relationship with alcohol.

Participants themselves frequently emphasised the individuality inherent in experiencing and
addressing a problematic relationship with alcohol. Only a minority explicitly stated that recovery
was only possible through engagement with one type of support. Far more common was the
recognition that “what works” for an individual will change over time, particularly for those with
more extensive drinking and/or treatment histories. Analysis highlighted that individuals often
draw upon a range of strategies, experiences, and pieces of advice to facilitate/maintain change;
Donna described this process of selecting the most useful sources of information and support as a
“pick n” mix”. Participants who had accessed treatment in the past often described beneficial
elements alongside aspects they did not find helpful, supporting the notion that people ‘cherry-
pick’ according to their wants and needs at the time. For example, Howard said that while he finds
AA’s mantra of “one day at a time” helpful to prevent feeling overwhelmed by the prospect of
life-long sobriety, he “doesn’t like the whole higher power thing...it’s a bit too airy fairy, and |
don’t want to talk only about alcohol”; he has since started to engage with a community
treatment service which provides access to a range of non-alcohol-related activities (e.g. cooking,

painting, gardening).

Unlike Donna, many participants did not describe the “pick n” mix” process as a conscious one; it
was only through further analysis of interview scripts that evidence of this process happening
became apparent. In fact, when asked how they managed to reduce/stop their drinking, some
participants could not provide an answer at all, claiming it “just happened”. Furthermore, several
participants seemed to have arrived at a stage in their ‘recovery’ where they had either exhausted
treatment options or gained everything they could from them and decided to “do it on [their]
own” (Jack). This resonates with some participants in the Soberistas study who decided to leave
the website because they had “taken everything out...and put as much back in as [they] could”
(Section 4.7.3 in Chapter 4). Moreover, some participants were sceptical (even resentful) of
attending treatment services and recovery groups on an ongoing basis, as they were sometimes
felt to perpetuate the problem by keeping alcohol at the centre of one’s life; that baseline

treatment engagement was associated with 6.3 times reduced odds of making clinically significant
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change in psychological dependence (Section 6.5.2.2 in Chapter 6) triangulates this finding, and
warrants further investigation. This is especially important considering the relationship found
between psychological dependence and psychological distress (Appendix R). It is crucial that
interventions/services designed to support individuals do not undermine positive changes in
beliefs (e.g. self-efficacy), behaviour, quality of life and emotional wellbeing, by inadvertently
reinforcing a state of dependence, as discussed elsewhere (Barnett et al., 2018; Dwyer and Fraser,

2016; Reinarman, 2005; Savic et al., 2017; Savic and Fomiatti, 2016).

Another key finding is that many participants were willing and able to adjust not only their coping
strategies, but also their epistemological and ontological beliefs about addiction and recovery.
Adjustments were sometimes initiated by learning of new evidence or viewpoints (e.g. hearing for
the first time that addiction might be conceptualised as a ‘disease’), or recognition that a certain
perspective was more conducive for sustained change (e.g. conceptualising recovery as a life-long
process to protect against complacency/relapse). Findings in this study suggest that beliefs and
experiences of recovery are shaped by innumerable factors including demographic variables (e.g.
age, living situation), treatment exposure, personal/social discourses, and experience of
‘biographically disruptive’ events. As such, individuals’ ideas about ‘recovery’ appear to be fluid
and amenable to change (corroborating the findings reported in Chapter 7 regarding drinking
identity fluidity). A single ideological approach to treatment and support for people with AUD is
therefore likely to be futile; a system allowing individuals the flexibility to change and grow, as
their experience of addiction and recovery does, is essential. Failure to do so can result in
disempowerment and treatment avoidance or drop-out (Klingemann, 2011; Savic et al., 2016;
Savic et al., 2017; Savic and Lubman, 2018). Just as some argue that we should allow individuals
the freedom to define and label their ‘recovery’ as they wish (Doukas and Cullen, 2009), the
analysis in this study goes further to suggest this include the freedom for people to change their
view (e.g. “de-label” from ‘alcoholic’ to ‘ex-alcoholic’ (Howard, 2006); or reject a label together)

without accusing them of being ‘in denial’.

This analysis also supports others’ contributions which suggest this freedom is made difficult by
entrenched social, political and treatment discourses about the nature of addiction and recovery
(Barnett et al., 2018; 2017; Fomiatti, Moore and Fraser, 2017; Fraser, 2016; Fraser et al., 2017;
Khadjesari et al., 2018; Klingemann, 2011; Savic et al., 2017). Conceptualisations of recovery from

the perspectives of those with a range of lived experience®? should be considered viable

12 For example, Clive’s proposal that experience of problematic drinking is analogous to the
common cold (see Section 9.2.1 earlier).
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alternatives for framing a problem often viewed as an “irreversible rigidity of essence” (Fraser,
2016, p.12). Furthermore, examples of participants who said they were successfully moderating
their alcohol consumption (as opposed to abstaining) contribute to widening the “boundaries of
thinking” in the alcohol treatment field (Storbjork, 2017; van Amsterdam and van den Brink, 2013)
—and examples of those doing so without access to any specialist treatment widen them further
(Witkiewitz, Dearing and Maisto, 2014). Indeed, many of my participants did not want to engage
in specialist support services, a finding reported by another recent hospital-based study of

harmful/dependent drinkers (Parkman et al., 2017b).

However, there is a fine balance between supporting individuals in moving beyond a life defined
by addiction and engagement in specialist treatment (as advocated by an initial UK government
drug strategy policy in 2010, (HM Government, 2010), and failing to offer ongoing intervention if
wanted/needed. With incentives for providers to demonstrate successful treatment completions
(Day, 2018; Jones et al., 2018), individuals can be shunted out of treatment services soon after
their substance use has stabilised (Best, De Alwis and Burdett, 2017b). Equally, one participant in
my study found that because he had achieved abstinence by the time he was given an
appointment at community alcohol services, “they didn’t really want to know” (Rick);
unsurprisingly, he did not return. Ironically, these realities of poor treatment provision/experience
(Alcohol Concern and Alcohol Research UK, 2018) exist alongside discourses which enact

individuals as “fragile subjects in need of professional help” (Savic et al., 2016, p.576).

The findings of this study also highlight that participants often dealt with “multiple recoveries”
(Vigilant, 2008) which extended beyond addressing their problematic relationship with alcohol;
they described a need to recover from physical illness, psychological distress, identity conflicts,
and damage to social networks, for example. Indeed, many reported ongoing suffering even after
successfully changing their drinking behaviour. More recent government and third-sector reports
have recognised the need to offer ongoing provision for individuals in recovery, particularly those
with chaotic patterns of behaviour and physical and mental health comorbidities, e.g. (Public
Health England, 2018b; Ward, Holmes and Booker, 2015), although services are currently ill-
equipped to provide such support (Alcohol Concern and Alcohol Research UK, 2018). They also
note the importance of supporting individuals with AUD during and after a hospital stay. My
results and those from other groups, e.g. (Clark et al., 2017; Lid et al., 2012; Mdege et al., 2013;
Simioni, Cottencin and Rolland, 2015), suggest many harmful/dependent drinkers attending
hospital would welcome and benefit from ongoing support after discharge. However, there are
few examples of services offering support that falls between simple brief interventions and
specialist treatment services (Haringey Advisory Group on Alcohol, 2011; Heather, 2011).

Moreover, the demand for such support is likely to increase as more risky drinkers are identified
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in hospital following the launch of the CQUIN in April 2018, which incentivises identification and
the delivery of brief advice (IBA) across hospitals (NHS England, 2016).

There needs to be development of alternative treatment options, of varying intensities, to mirror
the diversity of individual experience and need (Cunningham and McCambridge, 2011). This could
ease the burden on already stretched specialist treatment services (Alcohol Concern and Alcohol
Research UK, 2018), and encourage a greater number of individuals to seek help. The emergence
of online networks, such as Soberistas, is encouraging in this respect, but more empirical work is
needed to understand their effectiveness and potential reach. There may also be a role for ‘social
prescribing’, a model currently used in UK general practice, within the context of addiction
treatment, to support individuals holistically by building interests beyond alcohol use and
recovery. The idea is to link patients with services in the wider community that offer befriending,
activities including sport and craft, and volunteering opportunities, to improve health and
wellbeing (University of Westminster, 2016). However, more work is needed to assess the
model’s effectiveness in primary care (Bickerdike et al., 2017) and | am not aware of any reports

about its use within the addictions.

Interventions developed through co-produced efforts between individuals with lived experience,
clinicians, and researchers also have exciting potential, but again, examples of such work are
limited. Pienaar and colleagues (2017) describe the development of an online resource
(www.livesofsubstance.org) to disseminate diverse and nuanced accounts of addiction to the
public, policy makers and treatment providers. Using data collected via qualitative interviews with
individuals with lived experience, the authors hope the project will contribute to “eroding
addiction stigma” by “presenting people who use drugs as complex individuals, with rich, varied
experiences whose lives cannot be reduced to the typical addiction narrative of ruin and
redemption” (Treloar et al., 2017, p.6). Data presented in the previous three chapters support the

need for further innovations such as this.

A final finding worth considering is that many participants described beneficial ‘by-products’ of
having experienced a difficult relationship with alcohol. Although, more work is needed to
understand the ‘posttraumatic growth’ concept (Tedeschi and Calhoun, 2004) as applied to
addiction recovery, as this area of research is in its infancy. A focus on positive self-change is
commonplace in grassroots recovery movements (Krentzman, 2013) and often emphasised in
peer-led groups (e.g. Soberistas) or self-help therapies. For example, in their self-help guide to
overcoming addictions, Cloud and Granfield (2001) urge readers to recognise the gains to be had
from the suffering associated with addiction. They say: “you have been forced to self-reflect and

to make changes...in a way, your crisis is actually an opportunity that others never have” (p.219).
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Further investigation is needed to assess the feasibility and acceptability of incorporating a
framework of positive psychology within and across the care system (including primary,

secondary, and tertiary levels) to possibly benefit those who do not access such resources.
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Chapter 10 OVERALL DISCUSSION

10.1 Introduction

This chapter provides a summary of the main findings from the studies described within this
thesis and explores how they address the overarching research aims, making an original
contribution to knowledge. A final theoretical model is presented which aims to synthesise the
various arms of data described in earlier chapters. | also acknowledge the strengths and
limitations of my research, after which the implications for future research and clinical practice

are discussed.

10.2 Summary of research aims and study findings

As discussed in Chapter 1, clinical addiction research has disproportionately focused on patients
with severe dependence in specialist (particularly 12-step) settings, which may have narrowed our
understanding about the nature of problematic alcohol use and recovery. Moreover, research
studies often impose strict inclusion criteria, resulting in the recruitment of participants who are
not typical of patients seen in clinical practice. The overarching aims of this thesis therefore, were
to: 1) gain an in-depth understanding of how those with a range of drinking patterns and
treatment experiences, whose perspectives are currently underrepresented in the literature,
conceptualise their relationship with alcohol, and 2) generate theory about processes and

determinants of recovery.

An initial exploratory qualitative study with individuals engaging with Soberistas, a new (and
previously unresearched) online mutual aid group, highlighted the role of identity processes in
addiction and recovery. Analysis suggested that participants benefited from the freedom an
online group affords, to choose how they defined their problematic drinking and recovery, and
incorporated it into their overall sense of self. Many described maintaining “normal” selves
offline, which often concealed their hidden struggles with alcohol; Soberistas granted users the
control over how they presented themselves, and the pace at which they engaged with the site to
address their ‘destructive’ alcohol-related identity. These findings formed the basis of the
theoretical framework (Page 54), which suggests that through the management of multiple facets
of self, and engagement with Soberistas in various stages, participants could embark on a path to

recovery.
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The alternative conceptualisation of alcohol problems and recovery offered by Soberistas,
appeared to facilitate participants’ decision to contemplate and then action change, especially
when more traditional forms of support had proved ineffective or did not appeal. Specifically,
Soberistas rejects the need to occupy a totalising “alcoholic” identity, and instead promotes
personal growth, the development of an “authentic self”, and a “sense of freedom” that extends
beyond giving up alcohol. Many participants described a new-founded confidence through their
identity as a ‘Soberista’ which means, as the site’s slogan reads, “loving life in control” (Rocca,
2018). Moreover, few participants identified a single “rock bottom” event prior to giving up
alcohol; instead they discussed a gradual realisation of alcohol conflicting with other, more

favourable identities (“droplets of awareness”).

To extend the findings of Study 1, a mixed-methods follow-up cohort study of patients with
alcohol use disorders (AUD) attending hospital was then conducted to explore identity and
change processes over time, in a more heterogeneous population. Although >80% of participants
were not in specialist alcohol treatment at the time of their unscheduled hospital attendance (see
Chapter 6), their use of secondary care services and assessment by clinical staff, brought to the
fore their problematic alcohol use — and the option of secrecy was removed. This contrasted with
the experiences of Soberistas participants, many of whom never spoke of their problematic
drinking. Quantitative measures of change between baseline (hospital attendance) and follow-up
(six months later), were supplemented by exploration of participants’ qualitative narratives of
change, resulting in the development of a theoretical framework entitled “negotiating alcohol use

and self” (Page 141).

Baseline alcohol consumption (measured using the AUDIT-C, covering the previous six months)
and treatment engagement at the time of hospital attendance, were strongly associated with
outcomes in both heavy drinking and dependence, implying a degree of consistency in behaviour
over time. However, a large proportion of the variance in outcomes was left unaccounted for in
regression models (Page 129). Qualitative narratives highlighted multiple and intertwined
contextual, social, and psychological factors that may have played a role in shaping individual
outcomes. Such factors included: participants’ perception of the nature and degree of their
alcohol consumption and levels of dependence, philosophical assumptions about problematic
drinking and recovery, personal/familial experiences, perception of “turning point” events such as
unplanned encounters with healthcare professionals, and exposure to various discourses about

addiction.

Interestingly, there was no association found between levels of motivation to address drinking in

hospital, and outcomes in terms of heavy drinking days and psychological dependence. While
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methodological and design factors may have played a role (see Section 6.6 in Chapter 6), this
result is somewhat counterintuitive and challenges the usefulness of interventions based on
enhancing readiness to change (e.g. motivational enhancement therapy). The concept of
“biographical disruption” provided a theoretical lens with which to understand the impact
hospital attendance had on participants’ sense of self and relationship with alcohol. The ability to
meaningfully integrate hospital experience into one’s ongoing autobiography appeared crucial for
participants making sustained changes in their drinking behaviour — and various factors were
found to facilitate or hinder this process (see Section 8.5 in Chapter 8 for a summary). My analysis
therefore supports the findings reported by Orford and colleagues (2006a; 2006b), in their
grounded theory studies of the change process, that change typically occurs within a complex

web of systems that include, but extend beyond, motivational factors.

Participants also described numerous strategies to support their recovery efforts; some likened
their approach to that of an “ostrich” by drawing a firm line between their problematic use of the
past and their life going forward, while others said they benefitted from constant reminders of
their life-long identity as an “alcoholic”, whether it be a hospital wristband or toy camels.
Importantly, participants played an active role in selecting discourses/approaches that best
aligned with their personal philosophy and needs at the time, articulated by one participant as a
“pick n” mix” process. Thus, the strategies employed were found to vary greatly not only between,
but within individuals, over time. Finally, participants spoke of ongoing and multiple recovery
journeys that extended beyond reductions in alcohol consumption, including those related to
health, psychological wellbeing, and social connection. Thus, while many attested to the benefits
of recovery, narratives of suffering were clear; such experiences were found to have a profound
impact on how individuals conceptualised their recovery and associated sense of self (e.g. that

one is “always recovering”; see Section 9.3).

10.2.1 A theoretical framework of alcohol and recovery self-concept fluidity

In order to synthesise the findings described above, from my research with both Soberistas
members and browsers, and hospital attendees, an extended and refined theoretical model is
presented in Figure 14; this builds upon the model first presented at the start of Chapter 7 (Figure
8).
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Figure 14: A theoretical framework of alcohol and recovery self-concept fluidity

The model speaks to the dynamic, fluid, and complex nature of living with, and moving beyond, a
problematic relationship with alcohol; a shift in one element of the system causes a shift in the
others. For example, increased awareness of accumulating harms of alcohol (Cog Il), may
challenge entrenched discourses surrounding “alcoholism” (Cog 1), and prompt engagement with
a recovery group, such as Soberistas (Cog Ill); this group membership in turn shapes view of
alcohol and self (Cog I). Similarly, repeated experience of loss of control over one’s drinking may
challenge one’s existing belief that drinking is a “choice” (Cog 1), and instead result in the

acceptance of abstinence, and recovery as a life-long process that requires constant self-
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monitoring (Cog Ill); this personal surveillance may then affect perceptions of potentially
biographically disruptive events, such as hospital attendance (Cog Il: “I knew | was heading for the

hangman’s rope...it wasn’t a wake-up call”, Len; see Page 191).

This theory of alcohol and recovery self-concept fluidity aligns with social constructivist ontology;
what it means to have, and recover from a problematic relationship with alcohol, is dynamically
influenced by social interactions and experiences (c.f. Neale, Nettleton and Pickering, 2011).
Importantly however, my data highlights that the impact of “turning point” events, or gradual
accumulation of evidence of the harms of alcohol use, must be sufficient to disrupt one’s ongoing
autobiography; as the thresholds at which this occurs appear to vary between individuals, and
within individuals over time, similar experiences may not materialise into behaviour change. This
model resonates with Kearney and O’Sullivan’s (2003) identity shift theory in that it is the

individuals’ perception of events that is important, not the event itself.

Evidence for the continual (re)negotiation of identity in relation to alcohol and recovery was
found in various strands of data collected during each study. As participants recounted their
alcohol experience during qualitative interview, many reported changes in their perception of self
over time, often comparing the person they were to the person they now are. Soberistas
participants spoke of these changes alongside their engagement with the site; cohort study
participants reflected on the impact of an unscheduled hospital attendance on their sense of self
and supported their narratives with the selection and placement of different ‘alcohol discs’ in the
PRISM task. In addition to this retrospective evidence of change, participants’ scores for items
relating to drinking identity on the SOCRATES demonstrated significant changes between baseline
and six-month follow-up (Page 161); this occurred alongside highly significant changes in
measures of alcohol consumption, levels of dependence, psychological distress, and alcohol
problem awareness (Page 117). Finally, participants’ conceptualisations of alcohol use and self
were even challenged or refined during the research interview, despite this never being my
intention (recall Barbara who said, “/ have never looked at it that way, that has put a totally

different perspective on it”; see Page 168).

10.3 General strengths and limitations

The specific strengths and limitations of each study were discussed in summary sections at the
end of corresponding results chapters. More general strengths and limitations that relate to the

overall research design and approach are now considered.

Studies of addiction and recovery often recruit treatment-seeking clinical populations from

specialist services or traditional mutual aid groups underpinned by 12-step philosophy. Many
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clinical trials testing new interventions also adhere to tightly controlled eligibility criteria,
excluding many patients seen in usual care (Blanco et al., 2008), and short-term pre- and post-
intervention studies assume change to be linear and unidirectional (Kougiali et al., 2017). This has
contributed to a narrowed understanding by researchers, treatment providers, and the wider
public, of what life is like with, and beyond, a problematic relationship with alcohol (Andréasson,
2012; Cunningham and McCambridge, 2011; Khadjesari et al., 2018). A key strength of the work
presented in this thesis is that it allowed the voices of those largely absent in the literature to be
heard; they were then deliberately incorporated into all stages of the research process to develop

a grounded theory understanding of participants’ experiences.

The use of mixed-methods, underpinned by pragmatist philosophy and grounded theory
principles, is another key strength. | employed a range of qualitative and quantitative methods
(e.g. in-depth face-to-face and telephone interviews, a graphic elicitation task, completion of self-
reported questionnaire measures, calculations of statistically and clinically significant change) to
explore the change process through multiple lenses. The use of one method alone would have
limited any insights (Creswell and Plano Clark, 2011). Grounded theory also permitted freedom to
explore unanticipated areas of literature across a range of disciplines including psychology,
medicine, and sociology. Although | searched for literature systematically, | did not conduct a
systematic review, which may have resulted in the omission of relevant literature. However,
flexibility in this regard is a significant strength of the grounded theory approach, as it ensures the
concerns of participants, rather than concerns of the researcher, provide the direction for further

study (Charmaz, 2014).

Nevertheless, a caveat of all qualitative research is its subjectivity®. All studies relied on
participants’ self-report and questionnaire responses/narratives were not verified. It is also
possible, indeed likely, that a different researcher would have taken a different theoretical
perspective, asked different questions, and selected different participants for interview; this
would have resulted in the development of a different theoretical framework. | therefore
acknowledge my role as researcher in constructing knowledge and meaning, in collaboration with
the participants in my studies. | have deliberately presented an “interpretive portrayal of the

studied world, not an exact picture of it” (Charmaz, 2014, p.17), which accords with a

13 Although quantitative research is subject to the same criticism; indeed, the development of
guantitative measures and tools, and the decisions taken to analyse the data they produce, are at
the hands of human subjects who approach the task with their own set of values, agendas, and
beliefs (see Dwyer and Fraser (2015;2016) for an interesting discussion of this within the addiction
field specifically).
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constructivist approach to grounded theory and aligns with the pragmatist position of multiple

realities.

It should also be acknowledged that my analyses were exploratory, based on a limited number of
interviews with individuals in specific settings at a given point in time. This limits empirical
generalisability, and caution should be taken in applying these findings to other populations or
settings. Moreover, due to the limitations of existing measures of alcohol/recovery identity, |
decided not to administer these within the hospital cohort study at baseline and follow-up.
However, this restricts the conclusions that can be drawn about participants’ identity change,
evidence of which relied heavily on retrospective self-report by individuals who were willing and
able to discuss their relationship with alcohol; their experiences may differ from individuals not in
a position to do so, and retrospective accounts of identity change may not correspond with

changes that are observed when measured prospectively.

Despite these limitations, purposive sampling was used to recruit individuals with a maximum
variation of characteristics to garner diverse perspectives. Detailed information about the
characteristics of participants have been provided to allow the reader to judge their
representativeness when compared elsewhere, and | have highlighted areas of agreement and
disagreement with other research. | also sought input from various sources throughout all stages
of my work to ensure my findings demonstrate “credibility”, “originality”, “resonance” and
“usefulness” (Charmaz, 2014, p.336-338). For example, study protocols and findings were
presented at local, national, and international conferences to receive feedback from diverse
audiences of clinicians, commissioners, and researchers; | discussed my work with lay experts and

individuals with lived experience; and parts of this work have been submitted to and published in

peer reviewed journals.

10.4 Key messages

With the theoretical model, and the strengths and limitations of my research outlined, | now
discuss the key messages that can be taken from my findings and detail their implications for

future research and clinical practice.

10.4.1 Change is complex

Although my analysis identified certain factors that were associated with change, the
heterogeneity and complexity of individual experience makes the development of robust risk
profiles for change in those with AUD difficult. Adding to the difficulty of predicting change, is that

‘independent’ predictive factors are seldom truly independent (Kraemer et al., 2001). Indeed,
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recent research finds that lifestyle factors in patients with AUD often “cluster” together, making
their independent effects hard to discern (Schwarz, Nielsen and Nielsen, 2018). Moreover,
treatment seeking is rarely driven solely by a desire to address problematic alcohol consumption
(Orford et al., 2006b); it is often associated with a myriad of actual or feared consequences in
other domains of life. Soberistas participants, and those with treatment histories in the hospital
study, discussed the impact on family and work life, and physical and mental health, for example.
Thus, finding that baseline treatment engagement predicted unfavourable outcomes at six

months is only one piece of the puzzle in our understanding.

The lack of association between motivation and outcomes also contributes to my assertion that
change is complex. It is in some ways encouraging that low motivation may not necessarily mean
poor outcomes for hospital patients with AUD. However, it raises questions about the goal of
interventions delivered in this setting, and the place of self-reported measures of motivation if
they do not reliably predict outcomes (de Vocht et al., 2018). Many readiness questionnaires
(including those used in this work) are based on the transtheoretical model (TTM) of change,
which assumes a sequential progression through stages. The model is unable to account for
situations in which individuals transition straight from ‘precontemplation’ to ‘action’, such as
during a hospital admission, a point West (2005) raised over a decade ago. As Sellman (2010)
notes, it is not unusual for change to come in the form of “dramatic epiphanies” which are
seemingly unpredictable and independent from variables that can be measured, including

readiness.

The model presented in Figure 14 recognises the complexity of the change process by highlighting
the influence of multiple factors, and the dynamic effect they can have on an individual’s sense of

self, relationship with alcohol and experience of recovery.

10.4.2 “Not everything that counts can be counted, and not everything that can be

counted, counts” (attributed to Albert Einstein)

The effectiveness of interventions, from brief advice to specialist treatments, are often
determined by reductions in consumption (Public Health England, 2017; Witkiewitz et al., 2017),
and as discussed in Chapter 1, many definitions of ‘recovery’ refer to quantifiable outcomes
across a range of domains in functioning, e.g. (Belleau et al., 2007; United Kingdom Drug Policy
Commission, 2008). My quantitative analyses were conducted accordingly and provided some
insight into the degree of measurable change between two time points. However, this type of

analysis offers limited information about how and why a person changes (Best et al., 2016).
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Participants’ qualitative narratives illustrated the subtleties and unquantifiable aspects of change,
such as the impact of philosophical assumptions about recovery, transitions in identity, and the
consequences of labelling. My analysis also recognised the struggles associated with recovery
from a problematic relationship with alcohol, which led to exploration of the ‘posttraumatic
growth’ concept, an area that has attracted surprisingly little research attention within the
addiction field (Haroosh and Freedman, 2017; Krentzman, 2013). Personal growth, whether in the
form of positive identity change, increased confidence, compassion, or awareness, should be
‘counted’ when measuring change, even if it occurs alongside continued drinking or during
episodes of relapse (c.f. Kougiali et al., 2017). Shifts in any part of the ‘cog system’ (Figure 14) may
therefore be considered a form of personal growth as the individual refines their understanding of

self and their relationship with alcohol. As Milo asserted:

“I never, ever stop learning about myself. When | relapsed last year, | lost my clean time,

but | didn’t lose my knowledge.” (Page 214)

Personal stories of the processes of change should therefore be gathered alongside quantitative
evidence of change, to capture the nuances of lived experience. Related to this, other researchers
(and clinicians) could make use of visual mapping and graphic tasks, like the PRISM (Biichi et al.,
1998), to elicit contributions from participants that are difficult to articulate in words or capture

quantitatively.

However, if quantitative measures and tools are used to ‘count’ experiences of addiction and
recovery, involvement from those with lived experience at the development stage is crucial. As
Dwyer and Fraser (2016) argue, screening and diagnostic tools can play an active role in “making
the phenomena they purport to track” (p.223) as individuals learn to describe and reduce their
experiences according to the language of such measures. Patient involvement is therefore
essential to ensure items accurately capture and reflect their personal experience; failure to do so
can result in meaningless, unreliable, and inappropriate outputs (Neale and Strang, 2015). |
encountered examples of this during my work, including numerous participants who expressed
discontent about the SOCRATES item supposedly measuring ‘problem perception” which states: “I

am an alcoholic”.

My findings support the need for further examination of identity processes within addiction and
recovery, but there has not been enough systematic work with individuals with lived experience
to know how to best measure this construct. Despite this, several emerging ‘identity
questionnaires’ are being used in alcohol research (although mainly with undergraduate/college
students), most of which have been adapted from work with other populations, including smokers

(Lindgren et al., 2017). Having incorporated some items from these questionnaires into qualitative
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interviews for exploratory purposes, | suggest that much more work is needed to assess their
suitability and acceptability before they are used routinely with clinical populations. By way of
example, when | asked one participant “are you proud to be a drinker?”, an item used in work by

Frings et al. (2016), he replied:

“Am | proud to be a drinker? Is that what it’s called... ‘being a drinker’? Are you a drinker?

Do you like being a drinker? What a bloody strange question.”

10.4.3 Alcohol and recovery identities are diverse and amenable to change

The findings in this thesis highlight that conceptualisations of alcohol, recovery, and self, are
continuously shaped by a multitude of factors (see Figure 14), and these conceptualisations guide
individuals in choosing treatment/recovery approaches that align with their needs and
philosophical assumptions at a given moment in time. However, individuals can only select from
the discourses and approaches available to them, and research suggests that currently, options
are limited (Khadjesari et al., 2018; Wallhed-Finn, Bakshi and Andréasson, 2014). Researchers
might therefore explore the multiple narratives of addiction and recovery which can inform new
treatments, widening the possibilities for individuals to choose how they define their identity and
resolve a problematic relationship with alcohol. If individuals then have the chance to match
themselves to a range of different treatment options over time, it may improve retention,
adherence, and outcome (Hell et al., 2018), and lower the ‘treatment utilisation gap’ (Drummond

et al., 2011; Public Health England, 2017).

Importantly, however, my findings affirm that much of recovery takes place outside of healthcare
and specialist treatment settings. Participants whose narratives suggested evidence of recovery
and/or personal growth (through arriving at a stage of contentment, authenticity, freedom etc.),
had often described finding new “ways of being” (cf. Hughes, 2007). This suggests that identity is
indeed bound up with behaviours, physical and mental health states, routines, and group
memberships. Individuals who took steps to address unhealthy practices or had developed fresh
or renewed interests that extended beyond alcohol use and recovery, appeared to experience
great benefits. While participants were clear that their relationship with alcohol had undoubtedly
shaped who they are, many of their narratives illustrated that it did not have to permanently
define who they are; | hope this might bring encouragement to individuals, and their families, in

the throes of addiction and severe dependence.
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10.4.4 Recommendations for future research

A number of interesting avenues for future research have been described throughout this thesis,
that might extend the specific findings of each study. For example, my work with Soberistas
highlighted a gap in understanding about how males use online groups to support recovery, as my
findings were based on interviews mainly conducted with women (Chapter 4). Regression
analyses performed on data collected as part of the hospital cohort study (Chapter 6) highlighted
the need to further explore the relationship between first-time alcohol assessments in hospital
and favourable outcomes, and baseline treatment engagement and poor outcomes; further
mixed-methods research into the interactions and overlap between predictive factors would help
us understand their combined impact and preserve the complexity of individual experience
(Kraemer et al., 2001). Moreover, analysis of qualitative narratives suggested that the
‘posttraumatic growth’ concept might have relevance for addiction recovery, but as research in
this area is in its infancy, more work is needed to explore the feasibility and acceptability of

incorporating a framework of positive psychology within and across the care system.

Moving beyond recommendations borne out of the separate studies within this thesis, | now turn
to a discussion of steps that may be taken to enhance and test the overarching theory of alcohol
and recovery self-concept fluidity. Crucially, prospective mixed-methods longitudinal research is
required to investigate how alcohol and recovery identities change over time, and alongside
measures of alcohol consumption, dependence, quality of life and wellbeing, treatment
engagement etc. The PRISM task may be incorporated into this type of study design and used as
its intended purpose of a quantitative measure of the degree of intrusion of alcohol on self, or as
a qualitative measure to elicit subjective experience of change. This would give further insight into

the context surrounding, and predictors of, identity change.

Prior to this however, new identity questionnaire(s) need to be developed that properly capture
diverse views and experiences of addiction and recovery. The data presented in this thesis might
assist in the generation of a comprehensive list of items relating to alcohol/recovery identities
that can then be tested as part of questionnaire development. However, it may also be beneficial
to identify a typology of drinking and recovery identity using a more structured and systematic
approach than in-depth interviews, such as Q-methodology (Stenner, Watts and Worrell, 2008).
This method uses by-person factor analysis to group participants who sort a comprehensive list of
statements (in this case, about alcohol/recovery identities) in comparable ways; as ‘exemplars’
are identified within each factor, this analysis can inform the inclusion of key questionnaire items
in a final ‘identity scale’. For example, the statement, “my drinking is a medical problem”, may be

chosen to represent a category pertaining to the conceptualisation of addiction as a ‘disease’ if it
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is found to load significantly (and only) onto that factor. Moreover, if discrete conceptual
categories of alcohol and recovery identity could be established, it would be possible to track if
and how an individual moves between them over time. While the Q-sort approach has been used
to further understand ‘smoker’ and ‘vaping’ identities (Farrimond, 2017; Farrimond, Joffe and
Stenner, 2010), | am not aware of any research looking at conceptualisations of identity within

alcohol populations.

Finally, further work is needed to understand the concept of ‘biographical disruption’ in the
context of recovery from problematic alcohol use. Knowledge of the properties of biographically
disruptive event(s) will help to explain the differential effects in their ability to shape an
individual’s sense of self and behaviour. Research could examine a range of significant life events
(e.g. an unscheduled hospital attendance, the loss of a job or relationship), alongside more subtle
moments that prompt increased awareness of the detrimental effects of alcohol use. Moreover,
understanding the characteristics of individuals most likely to report certain events or moments
as ‘disruptive’, might assist in the person-centred optimisation of such events for sustained

recovery.

10.4.5 Implications for clinical practice

The finding that conceptualisations of problematic alcohol use and recovery are diverse and
subject to constant (re)negotiation has implications for the way we consider and treat individuals
with AUD. Firstly, individuals should be encouraged explore their relationship with alcohol and
recovery from a range of perspectives and frameworks, in order to align themselves to the
approach most suited to their needs at the time. However, as discussed at length in Chapter 7
(see Section 7.5), individuals often feel overwhelmed when trying to make sense of their
experiences within the context of conflicting frameworks of addiction and recovery. Treatment
providers and healthcare professionals can assist individuals in this process in a supportive and
non-judgement way, within a system that allows for flexibility and change. This may involve
education or discussion around various conceptualisations of addiction and recovery, or

signposting to a range of support services that are underpinned by different philosophies.

Secondly, my data make salient the impact of language and terminology on perceptions of
substance use problems, and individuals’ willingness to seek help. Many participants spoke of the
detrimental effects of being permanently labelled an “alcoholic”, for example. Barriers to help-
seeking may be attenuated if care is taken to avoid stigmatising language when discussing
problematic alcohol use. Moreover, within a model of self-concept fluidity, it is to be expected

that an individual may change the way they self-label over time; my findings suggest that the
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ability to do so without negative consequence is key to a person-centred approach to care for

those with AUD.

Another implication for practice is the benefits of encouraging and facilitating wide interests
beyond alcohol use and recovery. This recommendation stems from participants’ narratives about
the detrimental sequels of loneliness and boredom on recovery progress, and the positive effects
of a complex self-concept with multiple domains of self, found in this work and that of others’.
Participants described numerous activities and practices they found helpful for improving
wellbeing, sense of self, respect for self, and confidence to sustain reduced drinking/abstinence,
which may be suggested as options for others looking to move beyond a problematic relationship
with alcohol. For example, participants described benefit from activities including sport, further
study, beauty treatments, meditation, voluntary work, cooking, walking, gardening, photography,
and knitting. Facilitating increased involvement in activities provided outside of treatment and
healthcare settings aligns with models of positive psychology, such as ‘social prescribing’,

discussed at the end of Chapter 9.

Interviews with patients attending hospital highlighted specific implications for professionals
working in such settings (see Section 6.6 in Chapter 6, and Chapter 8, for full discussion). For
example, that baseline motivation was not associated with drinking at six months, suggests
clinicians should not consider overt lack of motivation to change, a proxy for poor outcomes.
Given the current uncertainty in predicting for whom and when an event, such as hospital
attendance, might represent a biographical disruption that causes a shift in thinking and
behaviour, staff are encouraged to optimise the “window of opportunity” to engage all patients in
supportive discussions of their alcohol use (Roper et al., 2013). However, this may be particularly
relevant for individuals who experience a first-time assessment of alcohol use in hospital, given
the apparent impact this had for participants in the present study. Clinicians may therefore wish
to ask patients about their history of alcohol assessments, a timely recommendation following the
launch of the recent alcohol Commissioning for Quality and Innovation (CQUIN) in hospitals,
which is likely to identify a significant number of risky drinkers for the first time. These results
have been presented to several clinical teams and practitioners locally, where Southampton
General Hospital is the site of a case study for the CQUIN. My findings also suggest that many
patients would welcome continued support after discharge, but only a minority were signposted
or directly referred. Strengthened working relationships between clinical teams within hospitals
and clearer treatment pathways are therefore needed to bridge care between hospital, and

specialist community and other support services.
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10.5 Conclusion

The work within this thesis was conducted under the Wessex Academic Health Science Network’s
(WAHSN) ‘reducing harm from alcohol’ programme, which aimed to “take a fresh look at how we
identify and treat alcohol problems” (2015). My research provides fresh insight into how
problematic alcohol use and recovery can be conceptualised by gaining the perspectives of
individuals whose voices are largely absent in the literature. Analysis of their narratives resulted in
a theoretical model that highlights the dynamic, fluid, and complex nature of change, and
contributes to my position against a single ideological approach to problematic alcohol use and

recovery. This stance mirrors that of Savic and Lubman (2018) who recently argued:

“Rather than narrow and uniform models of addiction that promote overly simplistic
thinking and ‘one-size fits all’ responses, it would be better to engage with the complexity
and diversity of peoples’ experiences (and the forces that shape these) to better tailor

responses to clients’ needs.” (p.1)

The work for this thesis has given rise to many more questions which can only be answered
through further research. However, the findings have consolidated my belief in the need to
involve individuals with lived experience, actively and meaningfully, in the research process,
which may ultimately shape their future care. Any recommendations proposed for future
research throughout this thesis, are therefore tentative suggestions which require validation from
those that the work seeks to represent. By fully incorporating their expertise, changes in alcohol
and recovery discourses are more likely, and should facilitate the development of diverse and

tailored interventions to reduce stigma and normalise help-seeking.
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APPENDICES

Appendix A Topic guide for Soberistas interviews

INTRODUCTION

e Could you tell me a little bit about yourself? Maybe a bit about your life before
Soberistas (Job / family / brief overview of alcohol use)

e Did you ever seek treatment before joining Soberistas? Or use any other forms of
support? Did it ever work? Why / why not?

SOBERISTAS
e So what was going on in your life when you found Soberistas?
e How did you hear about it?
e Why did you join Soberistas? What did you expect / hope for?
e How long have you been a member?
e How often do you use the site? When? At particular times?
e What do you get out of being a member?
e What do you feel is the best aspect of Soberistas?
e Is there anything you don’t like?

e Have you looked at any of the stories other people have shared? Do you find them
helpful? Do you relate to anything others say on the website? Have you told your
story?

e What do you think about it being online?
e Would you/have you met people in person?

e What is the culture of Soberistas? Does it promote total abstinence? Would you be
honest if you drink?

e What do you think about it being a mainly female site?

e Do you ever talk about Soberistas with other people (outside of Soberistas)? If NO: Is
there any reason why you don’t? If Yes: With whom? What do you tell them about
it? What do they think? How would you describe these conversations?

e How would you explain Soberistas to someone who hadn’t heard about it before?

ALCOHOL

e Are you currently drinking? NO: How long have you been alcohol-free for? YES:
When was your last drink?

e What does the phrase “turning point” mean to you? Have you experienced this?
e Did other people know about your drinking?
e Where did Soberistas fit into your journey?

e Since joining Soberistas, have you changed how you think about alcohol?
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Appendix B  Topic guide for hospital qualitative

interviews

INTRODUCTION
e Can you tell me a bit about yourself?
e When did you first start drinking?
e When did you first become concerned about your drinking?
e Before your hospital admission in {insert month}, had you accessed any
support for your drinking? (Probe GP, AA, community services, rehab etc.)
Why/why not? If yes, did you find it helpful?

HOSPITAL
Researcher will have copies of questionnaire measures completed by the participant
during their hospital attendance to use as prompts if necessary.

e Can you remind me what led to your hospital admission in {insert month}?

e What was going on in your life at the time?

e Can you remember how much were you drinking around the time you were in
hospital?

e What impact did being in hospital have on you? (Probe impact physically,
emotionally, mentally, and impact on drinking behaviour — refer participant to
PRISM task (see protocol) if it helps them to explain)

e How did you find it talking about your alcohol use with staff?

e Some people have said that being admitted to hospital was a “turning point”
which helped them decide to cut down or stop drinking —what do you think
about this?

e Did your thoughts about alcohol change because of being in hospital? If so,
how / why?

POST-DISCHARGE

e What has life been like since being discharged from hospital?

e Has your drinking pattern changed at all? (Probe in what ways / why / when?
Again, refer participant to PRISM task if it helps them to explain, and also their
answers to questionnaire measures from Phase | which assessed drinking
patterns)

e Have your values changed since leaving hospital? What is important to you
now?

e Have there been any changes in your social life?
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QUESTIONS CAPTURING GENERAL THOUGHTS ABOUT ALCOHOL & IDENTITY

e What do you think of the word “alcoholic”? Are there any other labels you
or others might use to describe people who drink? What do you think
about these terms?

e Do you / did you like being a drinker?

e Are you proud to be a drinker?

e How important is / was drinking to who you are /were as a person?

e [s drinking part of who you are?

e What do you think causes people to drink problematically?

e What does the word “recovery” mean to you?

e Are you able to see yourself as a non-drinker?

e Where do you see yourself in the future?
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Appendix C

Line-by-line coding example

Excerpt from a Soberistas interview transcript
I: Interviewer

P: Participant

Coding

I: So you mentioned you thought your GP might say go to
AA, did you ever consider that?

P: Yes | did consider that, erm much more recently. Erm,
probably around May time of this year, because | realised the
drinking was getting hold of me and that | couldn't not have it
and that | would have to do something, and | realised going to
AA in practical terms, alright it's doable but the nearest one is
20 miles away because of where | live so | couldn't just go
round the corner...but then you'd have people that you
know...so | thought if | can't stop I'm going to have to do that
and then I'd seen a Mail article and seen the Soberistas thing
and that was in the back of my mind and | thought that's
another option. So | mulled around my options for quite a

little while.

I: And you said it started to get hold of you, how did that

feel?

P: Because | felt a compulsion to drink at night, | couldn't not
do it, as soon as | would come in from work, sometimes |
work late shifts, but the first thing | would do is straight to the
fridge for the wine and that started to worry me. Definitely.

I: Ok so please can you tell me a bit more about how you

found Soberistas?

P: How | found it you say?

I: Yeh...

P: There was an article about drinking, it may have been
about Lucy Rocca, | can't remember exactly what it was, but
the name, it was a jolly catchy name and it stuck in my head

and so | kind of thought well that might be some tools to put

Considered going to AA

Why? “drinking was getting hold
of me” — losing control,
compulsion to drink

Needing to do something about
drinking

Would go to AA despite long
journey

Not wanting to be recognised
locally

AA as a last resort
Finding Soberistas — newspaper

Contemplating different options
for help

“Compulsion to drink” —
dependence?

Drinking around work pattern
Concern about drinking: “worry”

Drink choice — wine

Finding Soberistas — newspaper
article

First impressions of Soberistas:
“catchy name”

Expectations of Soberistas: “tools
to put in my box”
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in my box if ever | felt | could do with it. | had tried to stop
drinking last January erm for the Macmillan thing you know
they were running a scheme, and | thought well | won't drink
in January, and | think | managed 1 night and then | ended up
drinking again.

I: And how did it feel when you were first looking round the

website?

P: Er how did it feel, oh absolutely, | was intrigued and erm, |
thought well this is definitely worth me giving it a try so |
thought | would try it for 3 months to see what happens and
if then I'm still drinking I'm going to have to go to AA,

however far it is.

I: Ok, so when did you join?

P: I think it was July, yeh it was July.

I: So quite new...

P:Yeh.

I: And what did you hope for when you first joined?

P: I hoped that | would find likeminded people who had

similar problems and had achieved sobriety...and | did.
I: And why did it feel important to find likeminded people?

P: Because erm, | think it's much easier to feel supported and
give support with people who...you might say singing from
the same hymn sheet. Er | mean what was especially helpful
for me was finding the 'young at heart' or '60 and sober’,
whatever it is called. I've joined that little thread. | am the
eldest...in fact I'm probably the eldest in the whole thing but |
don't really care. | mean some people are 60, 67, so we have
all had life experiences, all of us have grown up families and it
just feels so supportive and happy, so that's why | wanted to
do it because | felt somebody would understand. They

wouldn't preach at me.

I: How often do you go on the site?

Previous attempts to quit — dry
January

Relapse back to drinking

First impressions of Soberistas —
“intrigued”

Trailing Soberistas (3 month
subscription)

AA as a last resort

Length of membership

Hopes for Soberistas
Finding likeminded people /
Sharing experiences

Inspiration from those already
sober

Mutual support
Finding likeminded people
Finding a smaller community

Self-description (age)

Not caring about age — inclusivity
Sharing common experiences

Supportive / Feeling “happy” on
Soberistas

Reason for joining — Feeling
understood

Non-judgemental — “wouldn’t
preach”
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P: Oh god [laughs] well this is the thing...l think i'm becoming
addicted to the blinking site! At the moment, invariably twice

a day. At least daily absolutely.

I: And what parts of the site do you use apart from the

thread you already mentioned?

P: Well | read the you know blogs, | think I've only responded
once to anybody because | don't want to get sucked into
another sort of group because | also have to live my life and |
wouldn't have the time apart from anything else [laughs]. Er
but | am so at home in the group I'm in that | just kind of
occasionally look at what other people are up to and that's
all.

I: Ok...and how did you find the group you're in?

P: Oh | was just looking at the general discussion board and |
looked at the list. | presume you've been on the site to see

how it works?

I: Yes, | have had a look around so | understand roughly how

things work.

P: Ok. So | was just browsing around, looking at general
discussions, saw one that said, 'any 60 young at heart 60's'
out there, or something like that. Er | also put out a thing for
meeting up right at the beginning because | just thought, oh if
| could meet somebody er that would be helpful. You're going
to ask me why aren't you [laughs]? Well two people...you
know in my area because you know | am isolated here, and
two people responded, but | have briefly met up with, the
other one we have agreed to meet but as yet haven't done

that yet.

Becoming addicted to Soberistas

Time spent on the site — daily use

Blogs

Reasons for not contributing:
Time-consuming / “have to live
my life” (online/offline divide)
Feeling “at home”

Limited interaction with main
site

Finding a smaller community

“Browsing” on the site

Finding similar others

Contacting other members (“put
out a thing”)

Meeting up with other members

Going beyond online contact

Feeling isolated in real off-line
life

Meeting up with other members
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Appendix E  University ethics approval for Soberistas study

ERGO II SOth I_lIJNI\-"ERSIT\" OF

ampton

Ethics and Research Governance Online

# Home Submissions ~

16245 - Soberistas - Understanding a new form of Mutual Aid (SUMA)

Submission Overview Submission Questionnaire Attachments

Time Activity

12/8/2015 18:08 Reviewed and approved by the ethics committee

11/8/2015 10:35 Submitted to Ethics Committee (Cat C)

3/8/2015 15:44 Revision requested by the ethics committee

3/8/2015 15:44 Possible problems were found by 1 member of the committee
3/8/2015 15:44 Upload Approval Doc 16245sinclair_amends_15-08-03_034453.pdf

28/7/2015 13:53 Submitted to Ethics Committee (Cat C)

23/7/2015 10:55 Revision requested by the ethics committee

23/7/2015 10:55 Possible problems were found by 1 member of the committee

21/7/2015 12:05 Possible problems were found by 1 member of the committee

16/7/2015 09:40 Submitted to Ethics Committee (Cat C)

26/6/2015 13:59 Research submission created
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Appendix F  Participant information sheet for Soberistas

study

Study Title: Soberistas — Understanding a new form of Mutual Aid (SUMA) Phase Il
Researcher: Sophia Chambers, Dr Krysia Canvin, Dr Julia Sinclair
ERGO number: 16245

Please read this information carefully before deciding whether or not to take part in this study.
If you are happy to take part you will be asked to say that you agree to the interview when the

researcher calls you - this will be recorded.
What is the research about?

We are a team of researchers from The University of Southampton. The research is funded by
Wessex Academic Health Sciences Network and an Enterprise Innovation Grant awarded to

Soberistas. It is sponsored by University of Southampton.

Unfortunately, alcohol is the third leading risk factor for disease across the world. In the UK a
quarter of the population drinks in a way that is potentially or actually harmful. We are looking at

how Soberistas helps people change their problematic alcohol use.
Why have | been chosen?

As a Soberistas member who recently took part in the online survey, we are interested in hearing
more about your views on the network and how it helps you understand your own relationship

with alcohol and potentially how to change it.
What will happen to me if | take part?

You will be contacted by phone to discuss any questions you may have and to arrange a
telephone interview with a member of the research team. You will be asked for your opinion
about the various aspects of the website and your own relationship with alcohol. The interview

will take 30 - 60 minutes to complete.
Are there any benefits in taking part?

There are not likely to be any personal benefits to completing the interview. However, it will help

improve our understanding on people’s relationship with alcohol and what factors have an impact

249



Appendix F
on their ability to change. You will be offered a £10 Amazon e-voucher as a thank you for
contributing your time and thoughts.

Are there any risks involved?

We do not expect that this study will have a negative impact on your psychological or physical

health.
Will my participation be confidential?

Yes. The interview will be audio-recorded, but once typed-up, will be permanently deleted, other
than the part where you give your consent to taking part in the interview. There will be no paper
copies kept of any interviews. All data will remain confidential and will not be given to any third
parties. All references to places or people will be removed, and your real name will not be

included in any publications.
What happens if | change my mind?

It is okay to change your mind at any point and withdraw consent to participate. Please email the

lead researcher Sophia Chambers (seclnl4@soton.ac.uk) before the interview has taken place if

you no longer wish to take part or say during the interview if you would like to stop for any
reason. If you decide to stop the interview, any information given prior to this point will not be

included in the study.

What if something goes wrong?

We do not expect that anything will go wrong. However, if you do have any concerns about the

study, please contact Cathy or the University's research office:

Cathy Rule: Project Manager (Alcohol Quality Improvement Programme)
Tel. 07990 002110 / 02382 020840

Cathy.Rule@wessexahsn.net

Research Governance Office
Tel. 023 8059 5058

rgoinfo@soton.ac.uk
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Where can | get more information?
Dr Julia Sinclair

mailto:warc@soton.ac.uk

Tel. 02380 718 520

Where can | go for support? www.soberistas.com
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Appendix G Soberistas study participant characteristics
Pseudonym Gender Age Subscribed Approximate length | Drinking status at time | Previous treatment history
member? of membership of interview
Caroline F 35-44 Yes 3 years 3 years AF None
Kimberley F 45-54 Yes 2.5 years 2 months AF None
Sonia F 65+ Yes 9 months 7 months AF Outpatient alcohol service, AA &
SMART
Michelle F 45 - 54 Yes 10 months 5 months AF Private therapy & AA
Karen F 55-64 Yes 1year 13 months AF None
Linda F 55-64 Yes 2.5 years 15 months AF None
Angela F 45-54 Yes 1 year 2 months AF None
Julie F 35-44 Yes 3 years 2 years AF Outpatient alcohol service & AA
lan M 55-64 No Found Soberistas ~6 |5 years AF Other online
months ago.
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Pseudonym Gender Age Subscribed Approximate length | Drinking status at time | Previous treatment history
member? of membership of interview

Sarah F 64+ Yes 3 months 3 months AF None

Kevin M 55-64 Yes 1 year 2 years AF None

Phil M 35-44 Yes 6 weeks 6 months AF None

Heather F 64+ Yes 1 year Currently drinking AA, self-help books and
homeopathy

Hayley F 35-44 No Found Soberistas ~3.5 | 3 years AF Private therapy & AA

years ago.

Tina F 45-54 Yes 3 months 1 month AF None

Dave M 35-44 Yes 3 years 1 year AF Private therapy & AA

Kerry F 45-54 Yes 3 years 3 months AF AA, SMART, self-help books. Then
went for 1:1 coaching (found via
Soberistas)

Rachel F 55-64 Yes 1 year 2 weeks AF AA & hypnotherapy

(previously 7 years AF)
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Pseudonym Gender Age Subscribed Approximate length | Drinking status at time | Previous treatment history
member? of membership of interview
Hannah F 45-54 Yes 2 years Currently drinking AA
Amanda F 35-44 Yes 1 year Currently drinking None
Louise F 35-44 No Found Soberistas ~2 |3 weeks AF AA & 28-day inpatient rehab
years ago.
Maria F 25-34 No Found Soberistas ~2 |2 years AF None
years ago.
Liz F 55-64 Yes 2 years (but will not | Currently drinking Private therapy
sign up again)
Jenny F 55-64 Yes 3 years 5 years AF Outpatient alcohol service
Abby F 25-34 Yes 1 year Currently drinking Outpatient alcohol service, AA &
SMART
Laura F 55-64 No Found Soberistas ~2 |2 years AF Hypnotherapy

years ago.
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Pseudonym Gender Age Subscribed Approximate length | Drinking status at time | Previous treatment history
member? of membership of interview
Ben M 64+ Yes 3 years 3 years AF (previously 27 | None
years AF)
Yasmin F 45 - 54 No Found Soberistas ~18 |18 months AF AA & private therapy
months ago.
Sally F 45-54 No Found Soberistas 2 Currently drinking None
weeks ago
Paul M 55-64 Yes 2 years Currently drinking Outpatient alcohol service, &
private therapy
Penny F 55-64 Yes 2 weeks 9 months AF Outpatient alcohol service, AA &
SMART
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Appendix H Ethics approvals for hospital study: Phase |

m Business Services
4 Organisation

HSC REC A

Please note: This is the
favourable opinion of the

REC only and does not allow
you to start your study at NHS
sites in England until you
receive HRA Approval

03 June 2016

Dr Julia Sinclair

Appendix H

Office for Research Ethics Committees
Northern Ireland {ORECNI)

Customer Care & Performance Directorate
Lissue industrisl Estate West

Rathdown Walk

Mioira Roed

Lisburm

BT23 ZRF

Tel: 028 95361400

waww.orecnl hscnlnat

University Department of Peychiatry Academic Centra

College Keep, 4-12 Terminus Temrace

Southampton
3014 30T

Dear Dr Sinclair

Study title: A longitudinal observational study of patients referred to
the Alcohol Care Team during an admission to
Southampton General Hospital

REC reference: 16/NVO100
IRAS project ID: 204165

Thank you for your letter of 01 June 2016, responding to the Proporiconate Review
Sub-Committea’s request for changes to the documentation for the above study.

The revised documentation has been reviewed and approved by the sub-commitiee.

We plan to publish your research summary wording for the above study on the HRA website,
together with yvour contact details. Publication will be no earlier than three months from the date of
this favourable opinion letter. The expectation is that this information will be published for all studies
that receive an ethical opinion but should you wish to provide a substitute contact point, wish to
make a request to defer, or require further information, please contact the REC Manager Mrs
Katrina Greer, prsi@hscni.net. Under very limited circumstances (e.g. for student research which

Providing Support to Health and Social Care
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NHS

Health Research Authority

DOr Julia Sinclair

University Department of Psychiatry Academic Centre Email: hra_approvaliinhs.net
College Keep, 4-12 Terminus Terace

Southampton

S014 3DT

18 August 2016

Dear Dr Sinclair

Letter of HRA Approval

Study title: A longitudinal observational study of patients referred to the
Alcohol Care Team during an admission to Southampton
General Hospital

IRAS project ID: 204165

REC reference: 16/NI/0100

Sponsor University of Southampton

| am pleased to confirm that HRA Approval has been given for the above referenced study, on the

basis described in the application form, protocol, supporting documentation and any clarfications
noted in this letter.

Participation of NHS Organisations in England
The sponsor should now provide a copy of this letter to all participating NHS onganisations in England.

Appendix B provides important information for sponsors and participating NHS organisations in
England for arranging and confirming capacity and capability. Please read Appendix B carefully, in
particular the following sections:

» Participating NHS organisations in England = this clarifies the types of participating
organisations in the study and whether or not all organisations will be undertaking the same
activities

« Confirmation of capacity and capability - this confirms whether or not each type of participating
NHS organisation in England is expected to give formal confirmation of capacity and capability.
Vhere formal confirmation is not expected, the section also provides details on the time limit
given to participating organisations to opt out of the study, or request additional time, before
their participation is assumed.

= Allocation of responsibiliies and nghfs are agreed and documented (4.1 of HRA assessment
criferia) - this provides detail on the form of agreement to be used in the study to confirm
capacity and capability, where applicable.

Further information on funding, HR processes, and compliance with HRA criteria and standards is also
provided.

Fage1ofd
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University Hospital Southampton NH3
Foundation Trust

Plzase regly in: Research and Déssloprsnt
S0H - Lasal E, Latwuiany & Pathology

Block, SCAR - MP 128
o [ T

[

Teinphore: 123 8120 4901
Fax: 023 8120 BETH
E-mmil tane jussila-knapemTiuhe nheuk

D Judia Sinclair

University Department of Psychiatry

University of Southampion

Coflege Keep

4-12 Terminus Termace

Southam phon

5014 30T 30 August 2016

Drear Dr Sincladr

I0: RHM MED1352 A longitudinal observational study of patients referred to the Alcohol
Care Team during an admission to Southampton General Hospital

EudraCT:

Thank you for submitting all the required documentation to enable the Trust to confirm capacity and
capability

| write to confirm that as of 30 August 2016 University Hospital Southampton NHS Foundation Trust
has the capacity and capability to deliver the above referenced study.

Please find attached our agreed Statement of Activities as confirmation as well as the list of documents
to be used at site.

We agree 1o start this study when the sponsor, gives the green light to bagin.

Please note that according to the 70 day benchmark you should aim o recruit your first patiant by 1
Movember 2016

Please nate: That any changes need (o be timeoushy notified fo the R&D office. This includas providing
copies of:

. Al substantial amendments and favourahle opinions;

. Al Serious Adverse Events (SAEs);

. NRES Annual Progress Reports;

CAnmual MHRA Safely Repons;

. MRES End of Study Declaration;

. Notifications of significant breaches of GCP or protocol.

Far further information regarding haow bo rolify us of any amendments to the study please refer to the
Amendments Guidance for Researchers found at hitpowww.crmce. nibr.ac.ukf/aboutl_us/processesicsp.

Mary thanks
Yours sincerely
= a 437"—

Taru Jussila-Knappett
Research Governance Officer

259






Appendix |

Appendix |  Ethics approvals for hospital study: Phase i

NHS

SCOTLAND
East of Scotland Research Ethics Service (EoSRES) Research Ethics Service

Pleasa nota: This is the favourabla

epinion of the REC only and does Thyside madical Scienca Centre
not allow you to start your study at Residancy Block Lavel 3
MHS sites in England until you

) George Pina Way
receive HRA Approval Minewells Haspital and Medical School
Dundea DD1 85Y

Dr Julia Sinclair Date: 15 Fabnuary 2017
University Department of Psychiatry o Bt [
Academic Centre Enquiries ta:  Mrs Larrsine Reily
ggﬂ?l?:mmp;l:ﬁ' 4-12 Terminus Teraos E:::I‘:'-"'E: E;ﬂ“;iﬂ?ﬂ?ﬂ et
S014 3DT

Dear Dr Sinclair

Study tithe: Exploring change and identity in patients with Alcohol
Use Disorders (AUD): A qualitative investigation of
patients at University Hospital Southampton

REC reference: A1TIESIO00S
Protocal number: 24567
IRAS project ID: 219964

Thank you for your letter of 14 February 2017 . | can confirm the REC has received the
documents listed below and that these comply with the approval conditions detailed in our
letter dated 13 February 2017

Documents received

The documents received were as follows:

Document Verzion Date

Cowvering ketter on headed paper [Covering letter] 1 14 February 2017
IRAS Checklist XML [Checklist_14022017) 14 February 2017
Participant consent form [Highlighted changes) 5.0 14 February 2017
Participant information sheet (PIS) [Highlighted changes] 4.0 14 February 2017

Approved documents

The final list of approved documentation for the study is therefore as follows:

Document Version Date

Covering letter on headed paper [Covering letter] 1 22 January 2017
Cowvering ketter on headed paper [Covering letter] 1 14 February 2017
Evidence of Sponsor insurance or indemnity (non NHS 06 January 2017
Sponsors only) [Insurance letter]

Interview schedules or topic guides for participants [Topic 1.0 08 December 2016
guida]

261



Appendix |

NHS

Health Research Authority

D Julia Sinclair

University Departmeant of Psychiatry Academic Centra Emall: hra.approvali@nhs.nat
College Keep, 4=-12 Terminus Temrace

Southampton

S014 30T

15 February 2017

Dvear Dr Sinclair

Letter of HRA Approval

Study title: Exploring change and identity in patients with Alcohol Usa
Disorders (AUD): A qualitative investigation of patients at
University Hospital Southampton

IRAS project ID: 219964

Protocol number: 24567

REC reference: 1T/IES/DOO05S

Sponsor University of Southampton

| am pleased to confirm that HRA Approval has been given for the abowve referenced study, on the

basis described in the application form, protocol, supporting documentation and any clarfications
noted in this letter.

Participation of NHS Organisations in England
The sponsor should now provide a copy of this letter to all participating MHS organisations in England.

Appendix B provides important information for sponsors and participating NHS organisations in

England for arranging and confirming capacity and capability. Please read Appendix B carafully, in
particular the following sections:

» Participating NHS organisafions in England = this clarifies the types of participating
organisations in the study and whether or not all organisations will be undertaking the same
activities

» Confirmation of capacity and capability - this confirms whether or not each type of paricipating
NHS organisation in England is expected to give formal confirmation of capacity and capability.
Where formal confirmation is not expectad, the section also provides details on the time limit
given to participating organisations to opt out of the study, or request additional time, before
their participation is assumed.

« Allocation of responsibiliies and nghis are agreed and documented (4.1 of HRA assessment
criteria) = this provides detail on the form of agreement to be used in the study to confirm
capacity and capability, whera applicable.

Further information on funding, HR processes, and compliance with HRA criteria and standards is also
provided.

Page1of 8
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University Hospital Southampton m

MHS Foundation Trust

Clinical Governance

_ R&D Dapartmeant
Saophie Chambers SCBR Leval E, Laboratory & Pathalogy Block
Academic cantre Mailpoint 138
College Keep Southampion G-arsra'al Haospital

. outhampion
Terminus Terracea 5016 BYD

5014 30T

Tel: 023 BOTS 5369
Taru,Jusalla-Knappaettifuhs.nhs.uk

29 March 2017
Daar Sophie Chambers

Letter of access for research

{RHM MED1407, Understanding alcohol-related hospital admissions — Exploring change and
identity in patiants with Alcohol Use Disorders (AUD): A qualitative investigation of patients at
University Hospital Southampton involving patient interviews with na likely impact on diagnosis
or treatment)

This letter confirms your right of access to conduct research through University Hospital Southampton
MHS Foundation Trust (UHS) for the purpose and on the terms and conditions set out below. This right
of accass commences on 30 March 2017 and ends on 5§ July 2019 unless terminated earlier in
accordance with the clauses below.

You have a right of access to conduct such research as confirmed in writing in the letter of permission for
research from this NHS organisation. Please note that you cannot start the research until the Frincipal
Investigator for the research project has received a letter from us giving permission to conduct the
project.

The infarmation supplied about your rele in research at UHS has been reviewed and you do not reguire
an honorary research contract with this NHS organisation. We are satisfied that such pre-engagement
checks as we consider necessary have been carried out.

¥ou are considered to be a legal visitor to UHS premises. You are not entitled to any form of payment or
access to other benefits provided by this NHS organisation 1o employees and this letter does not give
rise to any other relationship between you and this NHS organisation, in particular that of an employeea.

While undertaking research through UHS, you will remain accountable o your employer (University of
Southampton) but you are required to follow the reasonable instructions of Dr Julia Sinclair in this
NHS organisation or those given on her/his behalf in relation to the terms of this right of access.

Whare any third party claim is made, whather or not legal proceedings are issued, arising out aof arin
connection with your right of access, you are required to co-operate fully with any investigation by this
NHS organisation in connection with any such claim and to give all such assistance as may reasonably
be required regarding the conduct of any legal proceadings.

You must act in accordance with UHS policies and procedures, which are available 1o you upon request,
and the Research Governance Framawaork.

LoA non-MHS - W1, Dea 2008
wnw' . uhis. nhs.uk Page 10f 2
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AppendixJ) Participant Information Sheet for hospital

study: Phase |

Title of Study: What is the impact of a hospital admission on alcohol consumption?

We would like to invite you to take part in a research study. Before you decide, you need to

understand why the research is being done and what it would involve.

Please take time to read the following information carefully. Talk to others about the study if you

wish.

Please ask if there is anything that is not clear or if you would like more information. Please take

time to decide whether or not you wish to take part.
Why is the study being done?

There is a lot of information about the health risks of drinking alcohol, and about 25% of adults

drink more alcohol than the recommended weekly limit.

Clinical staff and Alcohol Care Teams in hospitals work to support people who are concerned
about the impact that alcohol use is having on any aspect of their life. We would like to find out
about services delivered at Southampton General Hospital. If we can collect this information, then
we may be able to improve the service patients receive. If you agree to take part, your

involvement would last for 6 months.
This study is part of Sophia Chambers’ PhD research to gain an educational qualification.
Why have | been chosen?

We are inviting all adults over 18 who have been admitted to Southampton General Hospital and
have seen a member of staff (or have been referred to the Alcohol Care Team) because of

concerns about the impact that alcohol is having on their life.
Do | have to take part?

Participation in this study is entirely voluntary. It is up to you to decide whether to take part. You
are able to withdraw (leave the study) at any time without giving any reason. If you decide to
withdraw or not to take part in this study, this will not affect the medical care and treatment you

receive.
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What will happen to me if | take part?

We would like to interview you twice over the course of 6 months. The first interview will take
place while you are still in hospital, or during an outpatient appointment with the Alcohol Care
Team, and the second will be about 6 months later. The interviews will last approximately 30

minutes.

The second interview will take place over the phone or at a mutually convenient venue. This could
be Southampton General Hospital or your GP surgery for example. If you cannot leave the house,
it is possible for the interview to take place at your home address. If at the time, you are unable to

take part in the follow-up interview for any reason, we can rearrange for a more suitable time.

Before the first interview, the researcher will take you through this information sheet and answer
any questions you have. If you want to take part in the study, you will then be asked to sign the

Participant Consent Form — you will be given a copy of this to keep.

Once you have agreed to take part, the researcher will start the first interview. They will ask you
some questions from a series of questionnaires. Most of these questionnaires are standardised,
validated and widely used in this field of research. The questionnaires contain questions about

your alcohol consumption and mental health.

The study will not affect the healthcare you receive. We will not withhold any treatment, or start
any new treatment because of your participation in this study. Any healthcare you received

before this study will carry on as usual.

The following flow chart shows how the study will proceed:

e Recruitment to the study

e Read the Participant Information Sheet and sign the
consent form

6 months later

e 2nd Interview

In addition to the interviews, we would also like to look at your healthcare records to find out a
bit more about your medical history and to see what healthcare services you have used and

when. You will not have to do anything for this —we can look at the records ourselves.
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You may also be invited to take part in further research at the end of the 6 months but you do not

need to decide whether or not to take part in this now.
What are the possible disadvantages or risks of taking part?

As this study only uses simple questionnaires about some aspects of your health and behaviour
we do not believe that there will be any specific risks or disadvantages. However, some people

may find some questions to be sensitive, which could cause distress.

As the follow-up interview will take place over the phone or at a mutually convenient venue, you

should not have to make a special journey for the interview.
What are the possible benefits of taking part?

Some people may benefit from having a discussion about their level of alcohol use, and the
information we get from this study should help improve the treatment of other people who go
into hospital and are seen by staff because of concerns about the impact alcohol is having on their

life.

You will be offered £10 after the follow-up interview as a thank you for taking part. Any travel

expenses will also be reimbursed if necessary.
Will my taking part in the study be kept confidential?

All information which is collected about you during the course of the research will be kept strictly
confidential and will conform to the Data Protection Act of 1998 with respect to data collection,
storage and destruction. Unless there is information which puts you or others at serious risk of
harm, information collected in the study will not be shared without your consent. A code number
will be used to identify data about you, and we will keep the list that links codes to people’s
identity locked separately from the study data. Your name will not be used in any reports or

publications. Records for the study will be held for 15 years.
What will happen if | don’t want to carry on with the study?

You can withdraw from the study at any point and this will not affect your future care in any way.
If you decide you do not want to carry on with the study, we will not ask you to take partin any
future interviews. We would still like to view your healthcare records during the study period.
However, we will not do so without your permission and if you wish, we will destroy any

information you have provided.
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What if there is a problem?

If you have any problems about any part of this study, you may write to (email:

julia.sinclair@soton.ac.uk) or ask to speak to the researchers who will do their best to answer

your questions (tel: 02380 718520). You can also contact Isla Morris (Research Integrity and
Governance manager) who is based at the University but is independent from the study:

rgoinfo@soton.ac.uk, 02380 595058.

If you remain unhappy and wish to complain formally you can do this through the NHS Complaints
procedure. Details can be obtained through the hospital, your GP surgery, or from the NHS
website. You can also contact the hospital’s PALS (Patient Advice and Liaison Service) on 02381

206325 or patientsupportservices@uhs.nhs.uk

What will happen to the results of the study?

The results will be published in recognised journals and also throughout international meetings. A
doctoral thesis by one researcher (Sophia Chambers) will also be published and made available in
the University of Southampton library. If you would like a summary of the results please let the

researcher know.
Who has reviewed the study?

All research in the NHS is looked at by an independent group of people, called a Research Ethics
Committee to protect your safety, rights, well-being and dignity. This study has been reviewed
and given a favourable opinion by a Research Ethics Committee (reference number: 16/NI/0100).

The study was also submitted to peer review process where it was reviewed by experts.

Further Information and Contact Details

If you would like more information about this study, please contact:
Dr Julia Sinclair, Chief Investigator

Tel: 02380 718520

Email: julia.sinclair@soton.ac.uk

268


mailto:julia.sinclair@soton.ac.uk
mailto:rgoinfo@soton.ac.uk
mailto:patientsupportservices@uhs.nhs.uk
mailto:julia.sinclair@soton.ac.uk

Appendix K

Appendix K Consent form for hospital study: Phase |

Title of Study: What is the impact of a hospital admission on alcohol consumption?

Participant ID:

Please read this form carefully and ask if you do not understand or would like more information.

Name of Researcher: Dr Julia Sinclair / Sophia Chambers

Please initial
to confirm

e | have read the information sheet dated 27/09/2016 (version 5) for the above

study. | have had the chance to think about the information and ask

questions about the study. All my questions have been answered. [ ]
e | understand that my participation is voluntary and that | am free to

withdraw at any time without giving any reason, without my medical care or

legal rights being affected. [ ]

e | understand that relevant sections of my medical notes and data collected
during the study may be looked at by individuals from representatives of the
sponsor, from regulatory authorities or from the NHS Trust, where it is [ ]
relevant to my taking part in this research. | give permission for these
individuals to access my records.

e | give permission for the research team to look at my hospital (medical)
records and access my information on the Hampshire Health Record which
includes notes from my GP. | understand the research team might look at my [ ]
notes throughout the whole study period.

e | agree to my GP being informed of my participation in this study [ ]

e | give permission for the research team to contact the locators that | provide
(i.e. family or friends) in order to reach me during the follow-up stage of the
study. [ ]
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e | understand that if | withdraw from the study or am unable to take part for [
any reason (including loss of capacity), data collected before this point will
still be used for research purposes.

e | give permission to be contacted in the future about further research [
studies.
e | agree to take part in this study. [
NaMe: e
SIBNEA: e Date: ccvveceveeerieen
L) e e et (person taking consent) confirm that | have told the above

participant about this research project. | have checked that they have received the participant
information sheet from the clinical team, and have answered any questions they have asked. To
the best of my belief, s/he has understood what | have told her/him and s/he is giving free and

informed agreement.

| also confirm that | have gained informed verbal consent from the following ‘locators’ to use their
details only for the purposes of making contact with the above-named participant if they cannot

be contacted directly:

Name of locator 1:

Initial & date to confirm consent gained [ ]
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Name of locator 2:

Initial & date to confirm consent gained [ ]
Name of locator 3:

Initial & date to confirm consent gained [ ]
SIBNEA: e [DF: | (=L

When completed, one copy to be kept by the participant and one to be kept in the researcher site

file.
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Appendix L  Participant information questionnaire

Part 1 — participant contact details

Name:

Address:

Date of Birth:

GP name and address:

Contact Number:

Permission to leave voicemail message? Y / N

Email address:

Contact number for a relative/friend in case we are unable to contact you:

Once completed, remove this sheet from the rest of the

guestionnaire and store in secure file
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Part 2 — general demographics

1) What is your gender?

e Male [ ]
e Female []
e Other []

Please specify

e Prefernottosay [ ]

2) What is your marital status?

e Single /never married_ []

e Married / Living with partner []

e Separated /Divorced []

e Widow/Widower [1]

e Other []

Please specify
e Prefernottosay []
3) How would you describe your ethnicity?

e White British []
lrish []
Any other White background__ []

e Mixed White and Black Caribbean []
White and Black African__ []
White and Asian_ []
Any other Mixed background []

e Asian/Asian British Indian,
Pakistani []
Bangladeshi []
Any other Asian background___ []

e Black/Black BritishCaribbean []
African___ []
Any other Black background []

e Other Ethnic groups ~ Chinese []

Any other ethnicgroup. []
e Prefernottosay []
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4) What is your current living situation?

5) What is your main occupation?

Live alone_ [1]
Live with child/children_ [ ]
Live with friend(s) [1]
Live with partner [1]
Live with partner and child/children [1]
other []

Please specify
Prefer nottosay .~ []
Away from work ill, on maternity leave,

on holiday or temporarily laid off []
Working as an employee .~~~ []
Long term sick or disabled. []
Looking after the home or family [1]
Retired []
Self-employed or freelance [1]
Student or in full-time education_ [1]
unemployed [1]
Doing any other kind of paidwork [1]
Prefer nottosay ...~~~ []

6) What is your highest level of education?

No education_ . []
Primary education or less_____ []
Secondary education_ []
College []
University []

Postgraduate. []
other . []

Please specify

Prefernottosay []

7) Do you smoke?

Appendix L
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8) Other substance use?
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Part 3 — use of services

Appendix L

11) Which types of support have you used in order to reduce your alcohol

consumption or to stop drinking completely?

In the last 1-6 months ago |6-12 months Over a year ago
month ago

AA

SMART

recovery

GP

Online support

Community
services

None

Other*

*Please specify:

Part 4 — about hospital

12) How did you come to be in hospital?

13) Who did you discuss your alcohol consumption with when you were in hospital?

(e.g. Alcohol Care Team, psychiatrist, VAST, ward-based nurse)
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14) What input did they have? (ledflets, referral to services, advice)

15) Is this the first time you have discussed your alcohol use in hospital? (/f no,
please provide details of previous discussions)

16) How did you find this discussion?

1 2 3 4 5

Very negative Neutral Very positive

Any comments:

17) How confident are you about making changes in your drinking?

1 2 3 4 5

Very unconfident Neutral Very confident

Any comments:
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Appendix M Participant Information Sheet for hospital

study: Phase li

Title of Study: Understanding alcohol consumption and hospital admissions

We would like to invite you to take part in a research study. Before you decide, you need
to understand why the research is being done and what it would involve. Please take time

to read the following information carefully. Talk to others about the study if you wish.

Please ask if there is anything that is not clear or if you would like more information.

Please take time to decide whether or not you wish to take part.
Why is the study being done?

This study builds on Phase | of a project that you took part in during your attendance at
Southampton General Hospital around six months ago, (title: “What is the impact of a

hospital admission on alcohol consumption?”).

We would like to hear more about your experiences and views of being in hospital, and to
understand how this might have impacted on your relationship with alcohol. The
guestionnaire data we collected during the first study will be used to help us ask you
questions, and for you to talk about your experiences without having to remember your

answers from before.
This study is part of Sophia Chambers’ PhD research to gain an educational qualification.
Why have | been chosen?

We are inviting participants who took part in the “What is the impact of a hospital
admission on alcohol consumption?” study and agreed to be contacted for future

research.
Do | have to take part?

Participation in this study is entirely voluntary. It is up to you to decide whether to take
part. You can withdraw (leave the study) at any time without giving any reason. If you
decide to withdraw or not to take part in this study, this will not affect the medical care

and treatment you receive.
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What will happen to me if | take part?

You will be contacted by telephone to discuss any questions you may have and to arrange
a convenient time and location for the interview to take place. You will be asked about
your experiences of being in hospital and your relationship with alcohol, building on the
information we collected during the first study when we met you in hospital. We expect
the interview to take 30-60 minutes to complete. Interviews will be audio-recorded with

your permission.

What are the possible disadvantages or risks of taking part?

We do not expect that this study will have a negative impact on your psychological or
physical health. However, some participants may find it difficult to talk about being in

hospital or their relationship with alcohol, which could cause upset.

What are the possible benefits of taking part?

Some people may benefit from discussing their experiences of being in hospital and
alcohol use, and the information we get from this study should help improve the
treatment of other people who go into hospital and are seen by staff because of concerns

about the impact alcohol is having on their life.

You will be offered £10 after the follow-up interview as a thank you for taking part. Any

travel expenses will also be reimbursed if necessary.

Will my taking part in the study be kept confidential?

All information which is collected about you during the research will be kept strictly
confidential and will conform to the Data Protection Act of 1998 with respect to data
collection, storage, and destruction. Unless there is any new information which puts you
or others at serious risk of harm, information collected in the study will not be shared

without your consent.

Anonymised data will be entered onto password protected computers and kept on the
secure University of Southampton server. All hard copies of records and consent forms
will be kept in locked cabinets in locked rooms within the University’s Department of

Psychiatry at College Keep.
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You will be assigned a unique ID number and this will be used on interview transcripts
instead of your name. Interview transcripts will be kept separate from any of your
personal information. The interview will be audio-recorded but once typed-up by Sophia
Chambers (researcher), will be permanently deleted. Direct quotations may be included
in publications following on from the study, but these will be anonymous; all references
to places or people will be removed when Sophia types the interviews up, and your real

name will not be included.

After analysis and write-up of the study results, interview transcripts will be archived in a

secure warehouse and kept for at least ten years after the end of the study.

What will happen if | don’t want to carry on with the study?

It is okay to change your mind at any point and withdraw consent to participate. Please

contact Sophia Chambers (southamptonresearch@gmail.com or tel: 07881 547055)

before the interview has taken place if you no longer wish to take part, or say during the
interview if you would like to stop for any reason. Any data collected before you

withdraw from the interview will be retained.

If you become upset during interview, you will be given the option to stop, but you may
continue if you wish. The researcher has details of local services who offer support for
people concerned about alcohol use; they will be happy to give you this information if you
would like it. Dr Julia Sinclair is a Consultant Addiction Psychiatrist and is happy to call you

after the interview if you require further assistance.
What if there is a problem?

If you have any problems about any part of this study, you may write to (email:

julia.sinclair@soton.ac.uk) or ask to speak to the researchers who will do their best to

answer your questions (tel: 02380 718520). You can also contact Isla Morris (Research
Integrity and Governance manager) who is based at the University but is independent

from the study: rgoinfo@soton.ac.uk, 02380 595058.

If you remain unhappy and wish to complain formally you can do this through the NHS
Complaints procedure. Details can be obtained through the hospital, your GP surgery, or
from the NHS website. You can also contact the hospital’s PALS (Patient Advice and

Liaison Service) on 02381 206325 or patientsupportservices@uhs.nhs.uk
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What will happen to the results of the study?

The results will be published in recognised journals and also throughout international
meetings. A doctoral thesis by one researcher (Sophia Chambers) will also be published
and made available in the University of Southampton library. If you would like a summary

of the results, please let the researcher know.
Who has reviewed the study?

The East of Scotland Research Ethics Service REC 2, which has responsibility for
scrutinising all proposals for research on humans, has examined the proposal and has
raised no objections from the point of view of research ethics. It is a requirement that
your records in this research, together with any relevant medical records, be made
available for scrutiny by monitors from the University of Southampton and from the
University Hospital Southampton NHS Foundation Trust, whose role is to check that
research is properly conducted and the interests of those taking part are adequately

protected.

Further Information and Contact Details

If you would like more information about this study, please contact:
Dr Julia Sinclair, Chief Investigator

Tel: 02380 718520

Email: julia.sinclair@soton.ac.uk
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Appendix N Consent form for hospital study: Phase Il

Title of Study: Understanding alcohol-related hospital admissions

Please read this form carefully and ask if you do not understand or would like more

information.

Name of Researcher: Dr Julia Sinclair / Sophia Chambers

Please initial

to confirm

e | have read the information sheet dated 14/02/2017 (version 4) for
the above study. | have had the chance to think about the
information and ask questions about the study. All my questions have [ ]
been answered.

e | understand that my participation is voluntary and that | am free to
withdraw at any time without giving any reason, without my medical
care or legal rights being affected. [ ]

e lunderstand that if | withdraw from the study or am unable to take [ ]
part for any reason (including loss of capacity), data collected before
this point will still be used for research purposes.

e | understand that relevant sections of my medical notes and data
collected during the study may be looked at by individuals from
representatives of the University of Southampton or from the
University Hospital Southampton NHS Foundation Trust, where it is [ ]
relevant to my taking part in this research. | give permission for these
individuals to access my records.

e |give permission for the interview to be audio-recorded. [ ]
e | agree to take part in this study. [ ]
NamMe: ..o
SIgNEd: ..o DF | { <H
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L) e e (person taking consent) confirm that | have told the above
participant about this research project. | have checked that they have received the
participant information sheet, and have answered any questions they have asked. To the
best of my belief, s/he has understood what | have told her/him and s/he is giving free

and informed agreement.

SIBNEA: it (DF: | £

When completed, one copy to be kept by the participant and one to be kept in the

researcher site file.
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Appendix O Median scores of variables measured at

baseline and follow-up (n=121)

Median score at T1 | MedianscoreatT2 Median change

Variables (range) ({[o]3] (1QR) (IQR)
108 20 -59
Past-week unit consumption
(52-190) (0-100) (-126 —-8)
7 3 -2
Past-week drinking days
(4-7) (0-7) (-6 -0)
7 1 -2
Past-week heavy drinking days
(3-7) (0-7) (-6 -0)
AUD severity 31 19 -9
(AUDIT score, 0 — 40) (23 -36) (11-29) (-17--1)
Psychological dependence 21 9 -6
(LDQ score, 0 —30) (9-29) (1-19) (-13--1)
Problem Perception 40 32 -6
(SOCRATES score, 10 — 50) (33-45) (24 -41) (-13-0)
Taking Action 23 25 1
(SOCRATES score, 6 —30) (19-128) (20-29) (-3-7)
Depression symptoms 9 5 -3
(HADS score 0—21) (4-15) (1-11) (-6-0)
Anxiety symptoms 12 10 -2
(HADS score, 0 —21) (6-17) (3-15) (-5-2)
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Appendix P

Median heavy drinking days (HDDs) at

baseline and follow-up according to baseline

characteristics (n=121)

VENE]ES

Socio-demographics (n/121)

Median HDDs
at T1 (IQR)

Median HDDs
at T2 (IQR)

Median change
in HDDs (IQR)

Gender

Male (82) 7(3-7) 1(1-7) -1(-6-0)

Female (39) 7(4-7) 1(0-7) -2(-5-0)
Relationship status

In a relationship (28) 7(7-7) 1.5(0-7) -2.5(-7-0)

Single (93) 7(3-7) 1(0-7) -1(-5-0)
Living situation

Lives with others (52) 7(3-7) 0(0-7) -2.5(-7-0)

Living alone (69) 7(3-7) 2(0-7) 0(-5-0)
Employment status

Employed/in education (27) 7(7-7) 1(0-7) -4 (-7-0)

Not in work (94) 7(3-7) 1(0-7) -1(-5-0)
Smoking status

Smoker (75) 7(3-7) 2(0-7) -1(-5-0)

Non-smoker (46) 7(3-7) 0(0-7) -2(-7-0)
Known familial alcohol use disorder

Yes (62) 7(4-7) 2(0-7) -1(-6-0)

No (59) 7(3-7) 1(0-6) -2 (-6-0)

Variables

Alcohol-related (n/121)

Median HDDs
at T1 (IQR)

Median HDDs
at T2 (IQR)

Median change
in HDDs (IQR)

Psychological dependence (LDQ score)

Low dependence (0 - 10) (37) 3(0-7) 0(0-6.5) 0(-2.5-0)

Moderate-High dependence (11 —21) (84) 7(6-7) 2(0-7) -3(-7-0)
Problem perception (SOCRATES score)

Low problem perception (10 — 40) (63) 6(1-7) 1(0-7) -1(-4-0)

High problem perception (41 — 50) (58) 7(7-7) 1(0-7) -3(-7-0)
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Variables

Taking action (SOCRATES score)

Median HDDs
at T1 (IQR)

Median HDDs
at T2 (I1QR)

Median change
in HDDs (IQR)

Low taking action (6 — 23) (65) 7(3-7) 2(0-7) -1(-4.5-0)

High taking action (24 — 30) (56) 7(3-7) 1(0-7) -2.5(-7-0)
Baseline alcohol treatment engagement

Yes, in treatment (25) 7(4-7) 5(0-7) 0(-6-0)

Not in treatment (96) 7(3-7) 1(0-7) -2(-6-0)
Post hospital alcohol treatment engagement

Yes, in treatment (48) 7(4-7) 1(0-7) -3.5(-7-0)

Not in treatment (73) 7(25-7) 2(0-7) -1(-4-0)

Variables

Hospital-related (n/121)

Median HDDs
at T1 (IQR)

Median HDDs
at T2 (IQR)

Median change
in HDDs (IQR)

Direct alcohol-related admission

Yes (91) 7(3-7) 1(0-7) -2(-6-0)
No (30) 6.5(1.5-7) 1(0-7) 0(-4-0)
Context of hospital attendance
Emergency department only (34) 7(3-7) 1.5(0-7) -0.5(-6-0)
Inpatient admission (87) 7(3-7) 1(0-7) -2(-5-0)
Assessment of alcohol use in secondary care
setting
First assessment (52) 7(3-7) 0(0-7) -2(-6-0)
History of previous assessments (69) 7(4-7) 2(0-7) -1(-6-0)
Psychological distress (n/121)
Depression (HADS scores range)
Low levels of depression (0 — 10) (50) 6(1-7) 2(0-7) 0(-4-0)
High depression (11 —21) (71) 7(4-7) 1(0-7) -3(-7-0)
Anxiety (HADS score range)
Low levels of anxiety (0 — 10) (39) 7(2-7) 2(0-7) -1(-4-0)
High levels of anxiety (11 — 21) (82) 7(4-7) 1(0-7) -2(-7-0)
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Appendix Q Distribution of follow-up heavy drinking
days (HDDs) data

Histogram
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Figure 1: Histogram of follow-up (Time 2) HDDs
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Figure 2: Normal Q-Q Plot of follow-up (Time 2) HDDs
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Appendix R
Appendix R  Associations between baseline variables

Table 1: Correlations between continuous variables measured at baseline (r;), n=141

1 2 3 4 5 6 7 8 9 10 11
1. Age -
2. AUD severity (AUDIT score) -.36%* -
3. Past 6-month average alcohol consumption -13 63+ _
(AUDIT C score)
4. Psychological dependence (LDQ, score) -.39%* 70%* A3E* -
5. Past week HDDs -17* L57%* 62%* L53** -
6. Past-week unit consumption -.30** 62%* .63** .68** T6** -
7. Problem Perception (SOCRATES subscale) -.34%* L57%* 22%* S57** A% AT*E -
8. Taking Action (SOCRATES subscale) .04 -.10 -.18%* -.08 -.07 -.16 22%* -
9. Self-efficacy -.00 .05 -.02 A1 -.04 .00 28%** 38** -
10. Depression symptoms (HADS subscale) - 43%* 55%* 28%* LS55%* 24%* .36%* A8** -.07 .05 -
11. Anxiety symptoms (HADS subscale) - 41%** A9x* 24%* 50** 27** 39%* 49** .08 .09 76** -

*p<.05, **p<.01
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Table 2: Correlations between continuous and binary sociodemographic variables measured at baseline (rw), n=141

Relationship Employment Current Familial
Gender Living situation status status smoker Current other | alcohol use
(0=female, | (O=lives alone, | (O=single, 1=in | (0=unemployed), (0=no, substance use disorder
Variable 1=male) 1=with others) | a relationship) 1=employed) 1=yes) (0=no, 1=yes) | (0=no, 1=yes)
1. Age A1 .05 23* -21%* -.16 -.29%* -17*
2. AUD severity (AUDIT score) -.02 .02 -.02 -.02 .10 22% 21%*
3. Past 6-month average alcohol
. .09 A1 .15 .01 .02 .09 .03
consumption (AUDIT C score)
4. Psychological dependence (LDQ, score) .01 -.01 -14 .02 .15 32%* 31**
5. Past week HDDs -.09 .16 A17* 13 .09 23** .07
6. Past-week unit consumption .08 .09 .05 14 .01 30%* .10
7. Problem Perception (SOCRATES -09 10 07 05 02 19* gk
subscale)
8. Taking Action (SOCRATES subscale) A1 .05 .16 .05 -.04 -.06 .05
9. Self-efficacy -.04 .15 A3 -.06 -.04 -11 .06
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Relationship Employment Current Familial
Gender Living situation status status smoker Current other | alcohol use
(0=female, | (O=lives alone, | (O=single, 1=in | (0=unemployed), (0=no, substance use disorder
Variable 1=male) 1=with others) | a relationship) 1=employed) 1=yes) (0=no, 1=yes) | (0=no, 1=yes)
10. Depression symptoms (HADS 11 14 26+ 02 06 19* 13
subscale)
11. Anxiety symptoms (HADS subscale) -.16 -.19* -22%* .09 .04 25%* .20%

*p<.05, **p<.01

NB: A coefficient with a negative sign indicates that the group with the highest coding has the lowest mean ranking of the two groups in terms of the continuous

variable. A coefficient with a positive sign indicates that the group with the highest coding has the highest mean ranking of the two groups in terms of the continuous

variable.

293



Appendix R

Table 3: Correlations between continuous and binary alcohol and hospital-related variables measured at baseline (r), n=141

Treatment

Direct alcohol-

In alcohol access during 6- related First assessment
treatment at | month follow-up | attendance/ | of alcohol usein | ED attendance
Variable baseline period admission hospital only
(0=no, 1=yes) (0=no, 1=yes) (0=no, 1=yes) (0=no, 1=yes) (0=no, 1=yes)
1. Age -17* -21** - 22%* .03 -.19*
2. AUD severity (AUDIT score) .15 30** A7* -.26%* -.00
3. Past 6-month average alcohol consumption
(AUDIT C score) -.14 .04 .08 -.08 -.00
4. Psychological dependence (LDQ score) 25%* .38%** A7* -.34%* .05
5. Past week HDDs 12 17 12 -11 .03
6. Past-week unit consumption 22% 30** 27** -27F* .07
7. Problem Perception (SOCRATES subscale) 31 51** .26%* -.18%* -.08
8. Taking Action (SOCRATES subscale) .10 .09 .10 -.01 -.30%*
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Variable

In alcohol
treatment at
baseline

(0=no, 1=yes)

Treatment
access during 6-
month follow-up
period
(0=no, 1=yes)

Direct alcohol-
related
attendance /
admission

(0=no, 1=yes)

First assessment
of alcohol use in
hospital

(0=no, 1=yes)

ED attendance
only

(0=no, 1=yes)

9. Self-efficacy .01 .20%* -.00 .09 -.07
10. Depression symptoms (HADS subscale) A7* 32%* .19%* -.29%* .16
11. Anxiety symptoms (HADS subscale) 13 21% A1 -.18* 12

*p<.05, **p<.01

Appendix R

NB: A coefficient with a negative sign indicates that the group with the highest coding has the lowest mean ranking of the two groups in terms of the continuous

variable. A coefficient with a positive sign indicates that the group with the highest coding has the highest mean ranking of the two groups in terms of the continuous

variable.
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Table 4: Associations between binary variables measured at baseline (X?), n=141

admission

1 2 3 4 5 6 7 8 9 10 11 12
1. Male gender -
0.01
2. Living with others -
(.01)
. ] 0.67 50.31**
3. In a relationship -
(.07) (.60)
i . 1.52 2.07 0.14
4. Employed/in education -
(.10) (.12) (.03)
0.03 2.89 8.61** 0.09
5. Current smoker -
(-.01) (-.14) (-.25) (-.03)
6. Current use of illicit 0.12 2.80 1.84 0.04 4.78* B
substances (.03) (-.14) (-.112) (.01) (.18)
7. Familial alcohol use .00 .15 1.08 91 .00 6.86* B
disorder (.00) (.03) (-.09) (.08) (.00) (.22)
8. In alcohol treatment at 0.47 0.69 0.42 0.08 012 | 4.88* 31
baseline _
(-.06) (-.07) (-.05) (-.02) (.03) (.19) (.05)
9. Treatment access during 6- | 0.47 0.01 0.38 0.08 0.90 0.19 .79 17.70%*
month follow-up period (.06) (.01) (-.06) (-.03) (.09) (-.04) (-.08) (.38)
:\0' D_T‘EICtti'c°:°"’e';'tEd 2.73 1.25 0.27 0.01 2.12 1.28 1.84 217 | 4.89*
ospital attendance -
P (.14) (.09) (.03) (.00) (.12) (.10) (.17) (.12) (.20)
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1 2 3 4 5 6 7 8 9 10 11 12
11. First assessment of 434* | 015 1.02 010 | 6.86** | 487* | 221 | 9.63** | 10.05** | 5.01*
alcohol use in hospital -
-18) | (03) | (09) | (-03) | (-22) | (19 | (12) | (-26) | (-29) | (-19)
12, ED attend | 0.07 0.43 1.34 0.46 0.01 1.57 93 0.61 0.97 011 0.15
. attendance on —_
¥ 02) | (-06) | (~10) | (.08) (.00) (11) | (08) | (07) | (09 | (03) | (-03)

X4(d). *p<.05, **p<.01
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AppendixS Comparison of participants lost to follow-up and those followed-up at six months

Table 1: Comparison of observed (n=121) and incomplete (n=20) cases at 6-months

Lost to follow-up

Followed-up n=121 n=20
Demographic Variable n (%) n (%) Statistical test
Gender
Male 82 (67.8) 18 (90.0)
Female 39 (32.2) 2 (10.0) = p=.043
Age
18— 24 6 (5.0) 1(5.0)
25-34 9(7.4) 2 (10.0)
35-44 22 (18.2) 3 (15.0)
45-54 29 (24.0) 6 (30.0) X=216 p=.769
55-64 34 (28.1) 3 (15.0)
65+ 21 (17.4) 5 (25.0)
Marital Status
Single 53 (43.8) 13 (65.0)
Married / In a relationship 28 (23.1) 6 (30.0)
Separated / Divorced 36 (29.8) 1 (5.0) X*=6.65 p=.062
Widowed 4 (3.3) 0(0.0)
Living Situation
Living alone 62 (51.2) 10 (50.0)
Living with child(ren) 3(2.5) 0 (0.0)
Living with partner 17 (14.0) 4 (20.0) X*=1.09 p =.897
Living with partner and child(ren) 10 (8.3) 2 (10.0)
Other 29 (24.0) 4 (20.0)
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Followed-up n=121

Lost to follow-up
n=20

Employment status
Employee/self-employed 18 (14.9) 3 (15.0)
Away from work 8 (6.6) 0 (0.0)
Sick/disables 55 (45.5) 11 (55.0) 5 _
Unemployed 14 (11.6) 1(5.0) X'=2.75 p=.764
Retired 23 (19.0) 4 (20.0)
Other 3(2.5) 1(5.0)
Smoking status
Smoker 75 (62.0) 13 (65.0) . ~
Non-smoker 46 (38.0) 7 (35.0) X'=.07 p=.796
Use of other substances
Yes 20 (16.5) 3(15.0) . _
No 101 (83.5) 17 (85.0) X=.03 p=100

Alcohol-related Variable
Total past-week unit consumption (median)

n (%)

n (%)

U=1175.0

Statistical test

108.0 126.0 S =-207 p=.836
Number of past-week drinking days (median) 7 7 U=1112.0 p= 487
z=-.696
Number of past-week heavy drinking days (median) 5 5 U=1162.0 p=.748
z=-322
Total AUDIT score
8-15 3 (2.5) 1(5.0)
16 - 19 11(9.1) 1(5.0) X2=73 p = .668
20+ 107 (88.4) 18 (90.0)
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LDQ score
0 2(1.7) 0(0.0)
1-10 35(28.9) 4 (20.0)
11-20 21 (17.4) 5 (25.0) =l p =694
21-30 63 (52.1) 11 (55.0)
Lost to follow-up
Followed-up n=121 n=20
Other Variables of interest n (%) n (%) Statistical test
Referral source
Alcohol Care Team 76 (62.8) 12 (60.0)
VAST (Emergency Department) 36 (29.8) 8 (40.0)
Psychological Medicine Team 7 (5.8) 0 (0.0) X*=2.09 p =695
Other 2(1.7) 0 (0.0)
Assessment of alcohol use in hospital
First assessment 52 (43.0) 8 (40.0)
History of prior assessments 69 (57.0) 12 (60.0) X:= .06 p=.083
Clear alcohol-related hospital admission
Yes 91 (75.2) 12 (60.0)
No 30 (24.3) 8 (40.0) ok p=-156
Any previous alcohol support
Yes 79 (65.3) 11 (55.0)
No 42 (34.7) 9 (45.0) Xi=.79 p=.375
Depression symptoms (median HADS score)
0-7 50 (41.3) 8 (40.0)
8-10 16 (13.2) 3 (15.0) X*=.05 p=1.00
11-21 55 (45.5) 9 (45.0)
Anxiety symptoms (median HADS score)
0-7 39 (32.2) 5 (25.0)
8-10 11(9.1) 2 (10.0) X2= .42 p=.760
11-21 71 (58.7) 13 (65.0)
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Appendix T Hospital qualitative study participant characteristics

Details of hospital attendance/admission

Specialist alcohol treatment

Quantitative outcome at six

engagement* months
Direct First
Length alcohol- assessment of Heavy

Age of stay related alcohol use in drinking Psychological
Pseudonym Gender | group (days) admission? hospital? Pre-hospital Post-hospital dayst dependencett
Barbara F 55-64 4 Yes No 6 — 12 months ago Last month Unfavourable | Unfavourable
Luke M 55 -64 17 No No Last month Last month Favourable Remained low
Howard M 45 -54 6 Yes No 1 -6 months ago Last month Favourable Favourable
Marie F 55-64 7 Yes Yes None None Unfavourable | Unfavourable
Milo M 55-64 0 Yes No Last month Last month Favourable Unfavourable
Robert M 65+ 26 Yes No None None Unfavourable Favourable
Glen M 55 -64 7 Yes Yes None None Unfavourable | Remained low

Appendix T

303



Appendix T

Details of hospital attendance/admission

Specialist alcohol treatment

Quantitative outcome at six

engagement* months
Direct First
Length alcohol- assessment of Heavy

Age of stay related alcohol use in drinking Psychological
Pseudonym Gender | group (days) admission? hospital? Pre-hospital Post-hospital dayst dependencett
Lynn F 45 —-54 16 No Yes None None Favourable Favourable
Graham M 55-64 29 Yes No Last month 1 -6 months ago Favourable Favourable
Lily F 25-34 0 Yes No None None Unfavourable | Unfavourable
Gillian F 65+ 35 No Yes None None Unfavourable Favourable
Daniel M 35-44 2 Yes No 1 -6 months ago Last month Unfavourable Favourable
Rick M 45-54 4 Yes Yes None 1 -6 monthsago | Unfavourable Favourable
Lee M 45-54 0 Yes No 6 — 12 months ago None Favourable Unfavourable
Clive M 55-64 0 No No 1 -6 months ago None Unfavourable Favourable
Len M 55-64 16 Yes Yes 12+ months ago None Favourable Favourable
Jack M 45-54 10 Yes No Last month Last month Unfavourable | Unfavourable

304




Details of hospital attendance/admission

Specialist alcohol treatment

Quantitative outcome at six

engagement* months
Direct First
Length alcohol- assessment of Heavy

Age of stay related alcohol use in drinking Psychological
Pseudonym Gender | group (days) admission? hospital? Pre-hospital Post-hospital dayst dependencett
Simon M 55-64 20 Yes No None None Unfavourable Favourable
Steve M 55-64 5 Yes No None 1 -6 months ago Favourable | Remained low
Trevor M 55-64 3 Yes No Last month 1-6 monthsago | Unfavourable | Unfavourable
Lorna F 18-24 4 Yes Yes None 1 -6 months ago Favourable Favourable
Joe M 35-44 2 Yes No Last month Last month Unfavourable | Unfavourable
Donna F 55-64 1 Yes No 1-6monthsago | 1-6 monthsago Favourable Favourable
James M 45 -54 6 Yes No 12+ months ago None Favourable | Remained low
Nathan M 45-54 8 Yes No 1 -6 months ago Last month Favourable Favourable
Aaron M 35-44 0 Yes No Last month None Unfavourable | Unfavourable
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* Defined as attendance at a community/residential alcohol treatment service or alcohol-specific mutual aid group
t Favourable: zero heavy drinking days at follow-up

Unfavourable: >1 heavy drinking days at follow-up
t+ Favourable: clinically significant change in dependence

Unfavourable: no change or worse

Remain low: stayed below threshold for clinically significant change
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Abstract

Aims: Advances in technology have led to an increasad range of possibilities for forms of mutual
aid in addictions, and patient empowerment in the management of long-term conditions.
Howewer, the effective processes involved may be different onling than for those that meet in per-
son. Sobsristas is a ‘social network site for people who are trying to resolve their problematic
drinking patterns’. We aim to describe the population, component pans and processes that define
this anline community, and consider potential mechanisms of action for fulure researnch.
Methods: Cross-sectional online survey through an advert embedded within the Soberistes website,
Participants wene asked questions sbout thermselves, their alcohol uss and use of the weabsite.
Results: Four hundred and thirty-sight people completed the survey, primarily women, 50% of
whom lived with their children. Over 0% described having problematic alcohol use for over 10
years and 46.5% had not ried any form of previous support. Paricipants aceessed the site at dif-
ferent stages of change; over half still drinking alcohol, cutting down or recently stopped. Ower
18% reported abstinence of over 1 year. Anonymity, the ability 1o be honest, being a source of
trusted information, and ongaing support were all cited as reasons for continued membership.
Conclusion: Soberistss offers a form of mutual aid primarily for women who have ofien not
engaged with other treatment or support. This preliminary study suggests that the online, flexible,
platfarm affords members an accessible and anonymous community to address their difficulies
and encourages & positive ‘alcohol free’ identity.

Short Summary: Soberistas is “an online community of people who are trying © resobee their
problematic drinking paterns’. Preliminary data suggest that it offers a flexible platform for
mutual aid primarily for women who have often not engaged with other treatment or suppert, by
encouraging & positive ‘aleohol free’ identity.

INTRODUCTION

Research inro onlne groups and social nerworking sires fior the man=
agement of & vanery of heslih condinons suggeses the posizive roke
these groups play in offering suppom i a way thar mighe nos
e awailable in cradisonsl creapment services, in addicion 1o de
convenience and anoaymiry offered by a vimual meering place
jeg. Greeme er all, 2001 Jones ef al, 2011; Chrisnie, 2015;

SpewartLoane and DFAlessandeo, 2013% Chung, 200145 Lockhar
ef al., Pi4; Srewarr-Loame ef o, 2004

The stigma amached o alcobal e disorders (AUD) resuhs n
lower levek of disclosure abour alcobol use and aos s a barrier i
seeking creapment | |ones of all, 200% Probsr o o, 2013), especially
i rreamment=naive people who may be encemain how 1o consrue
their difficnloes, and whether and where 0 seck appropriase help
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{schuler er al, 2015). With advances in rechaology, there are
incressed possibilines with the Interner, and other formes of social
miedia for people with AUD w seck help (Conningham et al, 2000,
Hesper er al, 201 3). This sllvas dense who are wwilling or unable
T @ T iDePersi services o access support (Vernon, 2010; Heser
ef al., 201 3) and may ako facilicste longer eem selfamansgement by
people with AUD in o similar way o oter long=erm condinons
{3dckay snd HillersSnenmhafel, 2001)

Thers & now substantial evidence of the effecoiveness of anline
nterventions to reduce aloohol use inos range of increased risk drin=
kers drawing om  Cognitive Behavioural Therapy snd  Selfs
Management and Recovery Training (SMART) principles (see
Whire of oL, 2000; Riper o al, 200; Heseer o all, 20135, Riper
et all, 2004k However, there is limied sddicion-specific research
exploring the use of online groups tar are underpinned by muposl
aid snd secisl supporr; the few scudies duar have considered anline
suppaort groups |ef. Humphreys and Kliw, 2001; Conninghsm
et ai, 2008; Couolsom, 2004) agree thar the Interner plays & cnacial
rale i overcoming some of the physical and emotional harriers o
dodesking imepersodn suppodt. Sharing success eronies, helpfal srars
egics and drscussion nl' dfﬁmhu {Cumningham er af, 208), and
disclasure of ioan, offering suppor and advice, and
a shared gul of sobmiery [Cowlan, 2014) were sdesmified &< fscros
engaging people with online supporr. I s review of selfshelp groups
miowe broadly, secial soppom was found 1o be one of the ‘key ingre-
diemrs®  (Moos, 300E), along with gosl disecoion, srecnere,
absnpencesoriened nomas and rol model. However, mosr of this
mescarch was withan the 12-sep community m the USA; there i soll
mmiich oo lesmn absoar the processes imvolved in cnline compared wich
=TSO SUPPOIT.

Th:pﬂ.nrnfdun#i.n:brrnﬂlmluﬂ' of socal medis and the
incressed expeccations of those who use them provide & dnlhnge oo
those designing plirforms thar oprimi g g amd
within online communinies. Bur & review of mechanisms by which
social media may have i effeces in the selmanagement of dhronic
cisditiing comsidered this n remms of *Afordince Theory' (Meralli
et @l , 2013}, i.e. when people incerac with social media in is because
af whar they perceive it ‘affords” them, concluding thar the specific
fearures and funcmionality of a social nerwork plarform sre seconds
ary o whar they afford paricipants i rerms of sodal interaoions,
infarmarsn sharing,, flexbilicy of access, more personalised swppom
and an appameniny oo shase narraoives [Meralli er o, 20055

The sim of e paper is oe describe the popuolanion, component
parms of a new peer-led online suppart growp, “Soberdstas’, and con-
sader whar the different pars of the siee affords the members and
hrowsers who e i, both as 2 form of mone] gid, boer also oo cons
sider faccors imvolved in designing an effective online plarform. for
social support. Sabenstes s a ‘socisl nevwork siee for people who
are mrying o resolve their problemaric drinking parerns’ [Focca,
Ziap I was launched i 2013 by Lucy Booca, 18 months after she
hecame abstinent from alcobol, hased on whar she refleced had
hern her own meeds ot thar rime. The ersos is described as ‘mon=pres
scripive, ligi and g ". This & the first stody
o survey the besship and co comsider iss plice in cmline sup=
pieL, as well as ro generate hyporhess abour mechandm of action
of such sies for fumure research.

MATERIALS AND METHODS

A cross=sccninm] survey was designed comprising free pest and fixed
response guesiong, divided inno four seovions:
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1) Dessiograpiiss

121 Sabs hership—l’

icipans were sither ‘browsers” ar
“memnbers’. Browsers hnuunﬂsmrmm bur cannot
couribare o disoossions; subscriprion-paying members have
aocess o &l aress of the sive and full fncrionaliy. Paricipancs
were asked their ressons for joining and conrinsed use, bow
partcipants becsme aware of te websie, uee of previoos sup-
piet (g, Alcohalics Anonymons [AA)L SMART, nome).

4] Soberistas weage—Time spent on the sie, which pams of the sie
do parncipans find mosr helpfal and use mest afien, The web=
site has five core feansres:

(@) Persomas storitde=described a5 Copomisic snd  bonest
scoounts of how we managed o ger oor lives back on wack
by dirching aloohal, ... to help arhers wha sre bolong for &
wary our of the booze wap”. These sre submimed by mems
bers, can be viewed by snyoms.

{bl Varions fogs and formsis—these include lifesryle amicles
wrimen by the founder and editor of the wehsine, as well &
pests weimen by shers, which are svailable to all, snd &
discasinn fonem on & range of theme: (eg. from campaigne
ing o how o best cravings) which can only he conribamed
o by members,

) Ask the Doctar page=—memhbers are ahble to sshmir goes-
o and view all respomses which are replied i monthly.

{dl Welhmars—given by a range of experts m healhy, lifesryle,
e, omly availsble o members.

{e) Char rossm==nffering suppor and discussion threads in real
nme, for members only. In addinion, there are also secions
which fearure alcohokrelared news stores, signposting 1o
other nesources, adverrs for books and therapiss, and feas
neres sisch as a ‘m:mhrnf:h:mnnlh‘indnbnnh.cluh

1 Alcobal Pt 1 leng:h n': L use,
CisrrEntrecent nl-nnh.nl uie and the impacr al' alenhal o five
domains (physical health, mental bealth, dose relarionships,
workbmsdy snd Snances) using a sis-point Likerr scale. We
dko siked how oonsumpmion had changed since using
Salweristes.

The survey wok -3 muin 1o complere. It was piored by 10 ssers
af Salwericraz, and minor adjosrments were msde following feedback
abour msshiliry. Inﬁ.m:rhuml’l’ihnrﬂwndsnd pilored the goes-
ricenaire bur were ot atherwise involved in i develog o the
amalysis af resils. The smudy received a favoursble ethical apinion
(ERGO number 16245) snd an invimsmon o paricipare in the surs
vey wis posted an the Saleristas website for 1 moach.

Dara from the ooling survey were impomed direcrly inno SPSS
{5F455 Inc, 2015). Simple descripove, and non=parametric smarismcs
were used oo lyse the ical dara and fr ¥
were coded and caregorised by 200 smd onceramnnes discussed
withim the research ream.

RESULTS

Orverview
Ar the ome of the survey |Aoguse 20008}, there were 32550 regis-
wered osers fall who had segisrered since the site wis launched
23 Of rhese, there were 3B aconve wmers; 1528 were
subscription paying members and <2000 serive browsers.

Of the 1828 members amd 2000 browsers, 438 parncipancs
{11.4%) complered the caoline survey, bur 6 pamicipans did noc
coimplere any of the aleohol dara guesrions snd so these were
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excluded from the snalvsis. The demngraphics of the sample ane
shown in Table 1.

Of thense who complered the survey, 280 (A 8 %) were fee pays
ing members and 150 (34.7%) were browsers. As can be seen
from Tahle 1, the vast majority of survey responders were whine
females, hased in the UK. Half were living with children, either
alone or wit a parmer, T3.4% were emploved and only 1.5% [N
= 51 describing themselves as longsterm sick or dsabled. Almoss
T% had some form of post schooldeaving qualificanson and
I75% desoribing themselves &5 having & higher (postgraduase)
degree.

A comparison of fee paving members with browsers showed theax
members were mare likely o repom being <1 year sober (884% w
TiE%: XU 105; P o= 0001} bur chere wis oo difference as oo
whether they had sought help from sny other source previously
(B 5% ve BE 0% X2 0,129, P - 0U720) o reported having an akooe
hal problem for =10 years (B7.7% v 61.0%; X2 1.95; P - L0685

Tabde 1. Demagraphics of survey responders |0 = 432)

Wasiable L]
Ciemder
Female: 404 [(94)
Age [years)
18-24 N iy |
I5-34 1& (3.7]
B U2 (25.%)
4554 181 [41.9)
5554 2% (20L.E]
s 3172
Ethnzsy
Cancisan 419 (F7]
TP e hecaism
LK 111 (71.9]
Lisa 56 (119)
Austealia LI
Canada LN
Other 4T [10.E]
Hermchold compuosition
Livees albowias 53 (13.4)
Lisees wath childizes 46 (10.£)
Lives with partner 141 (32.8)
Lises wath partner amd child{een) 170 (39.4)
Uithes 16 (37]
Misaing 102
ccupation
Employed T (73A4)
O which sch-employed P (24.1)
Retared 41 (%.5]
Humemakers 45 [10.4)
Other* 27 (6.3)
Missing 2i0.5)
Highest qualificasos
Pirstgraduate degree 119 [27.5)
Bachdie™s degree 142 (32.9]
sahoul leaving 33 (204)
Further raining qualificates 38 (551
Mane 17 i4i
Oithes 2763
Mlissing 1(0.2)

*(rer inchades smdens, hng-aom eckfdnabled, masermity ko, o

Aleahol history
Informarion relased o parncipans’ repomed aloohol me snd scoes
e previnis support is shown in Table 2. Ower 80% of participans
rared chemselves & having had probleamanic akoobal use for over 10
yesrs (the bangest resp CaTEgOTY dshle) and ther 18.99%,
acknowdedging prohl ic use for b 3 and 10 years. Almesr
half [46.5%%) had mor socessed any previous supporr, 1599 had
mied AA and <P had asked or received help from & healtheare
professional or service. Of chose who had previoosly songht help,
there was po difference in reported lenggh of aloohol problem;
$6.5% (=10 vears) vs 49 1% (<10 vears), X7 2 2d; P o 0,134,

Parricipants had clearly joined the websie ar differenr ssges of
their change in aloohal wee; 10.3% had poined the sie already
abetinent, looking for soppart in remaining so; 35%  described
themselves &6 heooming “sloohol free” since joining the sie; 25.8%
desoribed thenmelves as having reduced their aloohol consumgion
ansd 12 5% with no change in their drinking behawionr.

These wha repormed sobricty of longer than 1 year were more
likely m have sought some form of help previomsly (21.7% v
15.5%, X A% P ow (L026), and if chey were fer payving members,

Table 2. Akcohol use and previous support (0= $37)

Wariahle o ]
Length of groblese slookal use
=1 year 1313
1-% years 1115
3=10 years 125 |2579)
10& years I70 |&1.5)
Pl 2 jis]
Previcus suppart ied
AR 125 |259)
SMAKRT recovery I9 53]
Other culine s010E)
Heabhcars B3 [15.2]
Oither” T2IET)
Bone Z01 [4£.5)
Lasit drimk of aleahol
Witk 24 b 108 |15)
Berwees 1 amd 7 days TTII7E)
»7 days 1 month a3 [1d)
=1 month <6 musatks BT (301)
i manths <1 year 38 (5H)
Civer a yeas ago TT17.E)
NP, 2[5
Ussts consumed in the preveom 7 days
o I3H |55.1)
1-3§ 111 |25.7)
3ae TE(IED)
Pl £i12)
Chuange in akohel cosmumption ssoe joining”
P chamge faill drinking) 54 [12.5)
Bow aloshol free 148 |34.3)
Ml st e d albntinence A7 (10.F)
Bedused consumplion 103 |13.E)
Oiher* ELU R E ]
Mgy 1102)
“Uiser inchaden alr herapecs. e, privare coumnelling,

mpaient rehabelicrtios,

"B-nim:q:-m-uffn:n-ﬁrnp_-:l.

“Thher cxamplo: “more awasr of the peoblem’, ‘oo sew [0 e ex]’ o
e wmid e,
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were more likely so bave joined over & vear ago (27.0% vs 9.4%,
X5 1LE; P = 0.000).

Irpact of alcohol on various dormains

All paricipanes $2.7% (N = 228) who admined o drinking aloobal
in the Lt mooch were asked o rase the impace of shoohol in dhe list
month on each of rhe following domains: physical health, mensl
healch, cdhose selanonships, workdaudy and finances; osing a six=
piint Likerr scale 1o anewer five goestions: ‘In the L month, how
miuch would you say your (eg. physical healdh) has been affecred by
yaour aloohal consampaion?® (see Fig. 1).

Memmal health was mosy likedy o be rared as being “extremely®
affecred by cusrrent aloohol we V124219 (£1%), followed by physical
healch 7S2E0 (34%) in chese wha had drank akoobol in e lis
month. Close relanionships, workiscody, and finances were kess likely
1o b raved as heing “exoremely® affecred, bor soill were =0 by 2%,
26% and 24% of pamicipants respecovely. [n rerms of finance 97
& (#4.9%) af pamicipsnms rared them ‘mor ar all® affecred by o=
rent alcohol me.

Website structure and use

All sipecms of the websie were listed, and particpants asked o rare
hiow often they used each seion and how helpful they found @

(1) Persomal stodissethese are submimed by members, can be

viewed by anyone and were cired as ‘parnculidy helpfal® by
H0.8%, and used somenimeafrequendy by 91% of respond

The majaricy of respondents {$1%) spent berween 1 and 5h
on rthe sire, 15.9% spent berween 4 and 10k, and a 4.4% over
10h i che sire in the lasy week, amd rhis was raned as “oswal’
by T1.3%.

Reassns for brewsingfoining the website
Ry - this ion were coded snd summarised n
Tahle 3. Each pasicipsnt cowld list maore than one neason.

A can he seen from Table 3, almosr 63% of responses expressed
same goal relared 1o changing their relarionship wirk sloohol. These
ranged from people wishing oo incresse their awareness of the probs
hnndmuhhﬂskudvmppdhkqhuwﬂmhrghr

ppoat ta help mai hernence. Support from a peer growup
with similer experienoes was cited by 30% for their use of he sire,
while 10.8% srared chey were exploning aliernanive options or were
unsure if they wonld he snitable for other formal or pesr-group sups
pore. Hesrning or reading abour the site oppornenistcally and finding
2 resnmance with it was mentioned by 14% of resposdens.

For the 280 paricipancs who were paideup members af the sie,
the why they o d vared [see Table 4). As well as the
¥ 1 goals of g abstinence or remaming aloohol free,
respondens also cred the importance of being part of a communiny,
amd wishing o give something back 1o the site enther financially or
by peer support 1o those soll sruggling. Bespondems akbeo appeared
n value ir as a repository of oeefol and mreresting nformanon, noo
nn]juamtdnbmlmlbumhﬂhﬁndwﬂ-bemgllﬂd:nupﬂnd
d.uf B Jhil

121 Varicus MHogs aad forums—which are svailable w all, and a de-
cusssinn foram on 4 range of themes (e.g. from campaigning o
how e bear crovings) which can omly be comriboed w by
members. These areas were cired as particuladdy helpfl® by
T3.1%, and vsed somenimesfrequendy by 82% of respondens.

13) Ask ehe Dactor page—rased as ‘particularly helpbal® by 29.3%,
snd used somermesfreguemly by $96% of subscriprion-
paving responsdents.

4] Expert Welrmarserared as ‘partcularly helpful® by 34.8%, and
used somenmesfreguently by 81.8% of subscripoon-payving

s

15) Char rooms==rared s “pamiculedy helpfol by 196%, snd uesd

sometimesffreguendy by 41.1%, of subecripion-paving respondens.

E B &8 B B

% mspondents

-
(=]

DISCUSSION

Alhough the survey wis only complesed by 15% of subscription-
paying members and ~8% of browsers, the resulre give an mdicanon
af the users and processes of this online communiry. Mom swiking is
thar althoisgh slmosr raoahieds of the sample desonibe probleman:
alcohol wse for over 10 years almost half had never mied any previous
impac of soohol on their mencal health as being “cxoremedy severe'.
Combined wich their repors thar almsos balf were living st home wich
childeen there may well be effecrs on the hﬂ.l:h.lnd.wel.-b:quf.t
w!‘,_ B A WETE o 1l hh' OWET | S [—— n

L F -

0 III II| III III III

Physical Healtth  Mental Health  Close Relafonships  Work!Study Finanoes
Rating of impact of akoahol consumption an each domain in the last month

W01 notatal] @ 2.3 {somewhat] B 4.5 (mciremeky)

Fig. 1L lmpact al alcabel an thase aill drinking avar the prasvious mesth (o= 23585
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Tabde . Categorisation of fresstext data: reasons for joining (in = 432)

Cateparned soupooe L] Exssple regpesmncs
Adcnhol-rekaed goals 231 [&4E) “To bry and stop drinking alookeal”
“Tin matke e swaee of how ssach P deinking”
“emern aver aloakal conssption.”
“Tir heldp me say sober.”
Suppoct from athers 130 (3001 “Lawe the camaradene—asd | think many wosses Ble myseli’
“Like minded suppore”
“Ter have people who understand ne commrascate with. Advice.”
Td gaven up drinking 18 monts previously, kad moved and wanted & suppent sevword”
Cursmaty m the concepiialiernative 46 [(10.8) 1 wanted 1 stop drinking asd didn’t wane 1 go m AL
form of support “1 was lpuking for anline support other than AA"
L iicde it was very accepting asd ather foarms of belp svalable were asgmanising....| wasn’
really e of | wois “had™ eseggh bo seed otber aloaked wevice.”
“Soberistas sems srong, and 1 love the = kezation™ of the problem.
Media &l [14.1] “Read about @ in 4 newspaper anticle then sigsed up.
“Am article of Lucy's m CGiosd Housckeeping.”
“Hicard about them on & Rades 4 pregr s,
{leher redsom, eg. 38 (EE) My mun found this sie and recossaesded it b me s 8 sounded just like sy bebaviour”
& Asoeymily Sel-awarcnea”
=+ Recommendation “Lard sourcs of Edormation.
» Uieneric answen
» ksdormation

Tabde 4 Categorisation of free=towt data: reasons for continuing membership of the site (o = 2800

Cateparned soupooe L] Exssple regpesmncs

Communily support LS50 (55.9) I goxnd 1 have emgoang support, and 1o feel part of 2 communiey, and et | am st alone
and & “failure™. Hearsg about athers straggling with this problem is helpfal”
“The sesee af community with people whe eadenrand.”
“The bedp and freenddbeps 've made”
“Feel past af a Bamily.”

Specth featores of the s induding T (25.9) “Being able b veew webinars”

information and sdvice “1 find the blogs amd nols coacoaraging.”

1 likee v read otber people’s soris.
“Belivingaig by i ergasmalsom that grves cxcellent advice b thise dboasg aloshol.”
“Inicresbmgg article.”
Lzt a lot of benefi wath 2 wide sange of issues not gt alookal ”

Abcobol-sekined goals 54 (20 1wl ke sober & sntmtha in s wedk Could not kave done it withsat Soberiatis and need
Soberistas overy dav.”
Tz remind me why | sbopped draslosg.
“Ladon't theimk | would sill be sober wathout the sie”
“1 don't w1 relapae.”
“Want s st drinking.”
“1 s stalll woeried about my drinking”

Wiskang, to give back (o the e s a I3 (5.7) “To support the site, and boause it belped me s much.”

wksale, azed tn anthes memben) “Being able s contribuse Anancially so et the site continues o be svailable for those dear

meed i
“To be able i help other,”

{leher; 2.5, 43 (15.%) “Interest @ the subjeca.’

» Ueneral interest “The swesiherabop fee is alfondable.”

& Umniosiry ‘].Hr\dll.‘l:hll'lﬂy Ik pocasionally s,

w e g i1 in e hack L’

@ Uieneric cosvmnesiy “Being able g drop |||u.] wnh.”

» Uderwenicsos

Will not be continuing 12 (4.4) 1wt be conteaing @2’

"Mt e | wall”

b and with posrgrad

qualificansons. This resonsses wich

femuale and have geearer severy of AUD than those amemding ine

:ﬁn.dl.ng,a from |h¢ L‘S-hmd ‘Sdoderanon Mansgement' (MM}, sn
anling f i dent drinkers {Humpheeys and Klaw,
2iMp1). These whn used A anly were significandly moee Bkely to be

person meenngs, snd those with ory onlne M5 conmeor had higher
levels of educanon. As wity owr snedy, the authors argoed thar ooline
MM apped o a spedfic groap within the populstion who maghe
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2%

atheraise nor access alooholeelared seevices, and for whom the cone
venienoe and ancaoyrmiry of online sopport nerworks sre parnostarly
heneficisl.

Pamicipenrs @ o snady describe coming ro the site ar various
stages of charge of their aloohal use, wich 10% joming the siee have
ing slready schisved abatinence. A similar numnber were sill drink-
img bur using the sie for inf snd o explore whar

meeds. In oor srody, pamicipens repomed differenr paremns of e of
the site, which may be based on their suge of change and nesds
aover rime, and fie with findings of online suppormve commisnins:
for other disarders (Sewar-Loane and [P Alessandra 200 5 Chueng,
.!I}H-q Srewarn=Loame o ail, 2004).

i o the Saly sisrvey muade seferemce, vis frees
BEXT | Tables 3 and 4), to & vamery of social supponr

were available to them, st well & m compare their sicosmon wich
thar of odhers. Stewsme-loane o al (2003, 2K4) snsdving online
health plarforrms 0 general found thar members with other dhron:

hehavicurs enaced on the sne, and chis was 2 commonly cced reas
son for spending tme on the sie, and commmoed membershap,
Recent wiork describing & Social Mennry Model of Cetasricn

health condiions may sher their ose of online o iMEs Over
i depeniding on chewr needs—f iple, ar che starr of members
ship rheir maonvanion may be ro seek informanon, bor 45 Time poces
and ongoing communication berwesn other members enhences e
valoe of the communiry, they srarm 1o creste valoe for oters by
affering support of infomuarion, and o the design of the sire, enabe.
ling people to make rhese mansinons wirhin & single placform wirh-
our heving ™ find a mew s poreorislly breaking off helpfal
relaninnships, makes for “affordance’ (Meralli arall, 2005).

In their rewiew, Merolli e af. (2013) soggested five casegomies
thar help to explore the anderlying proceses which may be involved
for people joining virmosl muorual sid geoisps, such s Salencas;
they rermed rhese idennry, fGesibiliy, sorocoare, narramon amd
adsprarion.

Identity and narration
People using condition-specific social media sites are afforded *mone
choice and comrol over how they present and sssert themselves'
with fearures such as hlogs and char rocms allewing discussion of
tabon or difficult popics maore honestly then they maghe face o face,
:ﬁpn:u]t:f fnrmpm.nind condmicns, This is likely to be paricularly
ar the beginming of with a site. Sabersns pars
rhqnnnu]l.ltdbﬂ:gﬂt m-rﬂ.d ‘personal stofies” of people they
idencified wirh, responding vo posts and using Mogs and fonme,

Flescibiliy
AA has freqoent mesings in many geographic bocarions soch tear
an individial can regulare how many meetings they smend based on
their own nesds. An online communary facilicazes a similar selfs
regulanion of need by being constamly available. The review siggs
gested thar “asynchromsous” communicanion |ie. people being able oo
POSE CoMMMents at any T, and are nor reguired e reply immedis
anely, unlike char rooms, or fscestn-face mecomgs) may aid rather
than hinder communicstion and emable people to engage with sopics
and emations when they feel ready 1o do so. The lneramee for peos
ple wah addictions and problemsnic  deinking  (Finm, 1%9s;
Humaphreys and Klaw, 20000; Cooper, 200H) suggests thar the cons
venience of an online plarfarm is helphsl for some, and in this soady,
the range of sime spent on the sie (from <1 b w over 10 in the s
week] suggests flebilicy is mmpomane. However, the roke of asyns
chremous commuanicacion as a facilicasor for secial soppom is somes
thing thar requires fisher expl

Structure and adaptation

This refers o the ‘archirecrare of pamicipation'—the differenr levels
ar which people conmect with each ocher, share relevany mformanon
and facilivare self oy This reguires 2 range of funchiang
|Blogs, webinsrs, char rooms, erc. ) within the one site 8o 45 o emble
partcipants 1o fSexibly nsvigare berween them acoording to their
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Mai e (SIMCM, Frings and Albery, 2005 and a Socisl
Idenomy Model of Recovery (SIMOER, Besr o all, 2008&) highlighes
the impormance of social identity processes in recovery; the aotsors
argue thar connecman o recaverysorientamed growps helps fsclmare
the development of 2 non-dnnking socisl] idemiry necessary for sus-
mingd recovery [alchoisgh SIMCM rakes & social cogninve perspece
mive while SINOR views social idenriny mansitions within & changing
sncial contexy from a systemic, rarher than sn individial, perspece
mive]. Borh these models have relevance for how individisals enguge
with oaling peerded commundties, bar in-deprh empincal resesach i
required o clocidare this furcher, including further qualinanve work
arcand the role of idenminy in rhe recovery prooss.

Communny surveys have long shown dur many people with
alenhnlrelsred prohlems can resnlve these withoor formel] tresme nr
amed these when malke it inoo creapment services are offen ar the more
severe end of the specrrum with & rrajectory of a chronde relaping
amd remiming illness. A recent review {White ar af., 20121) suggess
thar the abilay 1w resolve sleohol problens depends oo an iners
actici berwesn different levels of personal valnerahbiliry, severiry, &
well s mdividos] and commsniry recovery capaal. Ar present, it i
mist possible o say whether the membesn and browsers of the
Soberistas website belong 1o & grosp whoe woold heve & high per-
cemtuge of namral resolution, due ro higher levels of sooial capinsl
AGranfeld apd Cloud, 2001), ar whether it affers an earlier mmemven-
miods £ peaple before they reach the smge of & more severe, chromie
amd relapsing condirion with the associared boss of their prorecrive
facrors of work and family. However, given thar che majoriry in this
sudy desoribe lomgssranding problemanc o, and sround half had
saught ather fomms of ssimance, with tase who repomed sobrieny
af longer than a vear more likely 1o have sorr help previoasly, i
may bhe thar Soderisres is offering this group something different
thiim thar previously available wirhin the SYSRIETL

The resals are limied by the rdarvely small sample size, the croes-
sechioial namire of the ssrvey and the imabiliry o validare the veraciny
of any online responses. However, they do sugges thar the sie pros
vides g Sipp ol e o a groap which has mor sisse
cesafully engaged with weamenr or other forms of pesr soppom. Ac
nechmnbogical sdvamces make online sl suppot inoneasingly accesss
ihle, the oppormakry w develop effewive pesr support ooline will
medquire &0 undersranding of the needs of specific geoups, in Ems of
mdels of sncial suppoet, bur squally hawe beer i engage spedfic popas
larsores snd pecain pasmcipation in online commenme, as well as deves
oping approprure research meathods o capoore this inferacnon

FUMNDING

Thia ek was supporied by 2 grams fom the Weves Acudermac Health
Scimer Nevwork B o7 P owith = ey led i
Hrnmhnﬂmdk“|bml.ﬁh&-m-ph-
g the geestioenasr and hossag & o che wehitr, wadf 22 Soberates had no
mvelvement & the dedge, amalyes or wree op of the eody. |5 i dimeal
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ARTICLE INFO ABSTEACT
Arricle hisrory: Aim: To explore how engagement with online mutual aid Gcilitates recovery from problematic aloohal
Reveivind E Movember 2006

use, forusing on ikentity construction processes.

Design: Qualitative in=depth interview study of a maximum variation sample.

Serting: Telephone interviews with UK=based users of Soberistas, an oaline mutual aid group for people
whi are trying to resohve their problematic aleobol use.

Parficipants: Thirty=one members, ex=members and browsers of Soberistos (25 women, & men): seven

Received in revised fem 3 January 2017

Accepoed 6 January 2007
Awailable anlive 25 Febnaary 2007

::::ﬁd currently drinking. the remainder with varying lengths of sobriety | two weslos to five years).

Online Findings: Three key stages of engagement were identified: 1) "Lurking’ tended to ccour early in partici=
Alcohal pants” recovery journeys, where they were keen to maintain a degree of secrecy about their problematic
Qualicative alrohol use, but desired support from likeminded people. 2) Actively ‘participating’ oo the site and cre=
Idesaicy ating accountability with other members often reflected an offline commitment to make changes in
Recovery drinking behaviour. 3)"Leading’ was typically reserved for those securely alcobol=free and demonstrated a

loeg=standing commitment to Soberistas; leaders described a serse of duty to give back to newer members
in early recovery and many reparted an authentic identity, defined by bonesty, both on= and off<line.
Conclusiors: Engagement with online mutual aid might suppart recovery by affording users the oppaor=
tunity to constrsct and adjust their identities in relation to their problematic aleohol wse; individuals
can use the parameters of being online to protect their identity, but also as a mechanism to change and
consolidate their offfine alcobol-related identity.
© 2017 The Authors. Published by Elsevier Irefand Ltd. This is an open access article under the CC
BY=MC-MD license [ hitp: jcreativecommons.org]licenses /by=nc=nd j4.0{).

L. Introduction mutual yid groups, which rely on people with similar experiences

helping each other through pravision of social, emotional, and

Recovery is often conceptualised as a journey involving a
camplete life change [Lauder, 2007) that may include & transfor-
mation of identity into a ‘non-drinkerjuser” (&g, Biernacki, 1986;
Buckingham et al, 2013; Doukas, 2011; Hill and Leeming, 2004;
Reith and Doblie, 2012) Change in social networks and engage-
ment with recovery-orientated mutwal aid groups (e.g- Alcohalics
Anonymous, AA) may [acilitate this rransformation by encourag-
ing development of a strong recovery-hased social identity [Best
el al, 2015; Frings and Albery, 2015) Social [dentiry Theory (5IT)
contends that individuals establish their sense of sell by drawing
on their membership to social groups (Tajlel amd Turser, 1979);

* Correspansdence oz Un Def ol Fsychiatry, Academic Cesare, Col-
lisge Keep, 4-12 Tenminas Temace, Soathampenn, 5014 30T, L.
E-miall addfresss soc Dnl 4@ soon s uk (S.E Chambersk

honp: (e doieeg 1000 16]j drugalcdep 3017.01.009

informational support (Public Health England, 2003; Rastrick e al.,
2006), can provide members with a clear normative structure fnom
which [o derive their identity, values, and goals (Moos, 2008).
Research has sought to understand the effectivensss of mufual xid
{particularly within AA), but the underpinning mechanisms remain
wnclear,

Online groups have become popular for anonymouws suppart and
information [ Dozani et al, 2004; Humphreys and Klaw, 2000), and
can circumyent barriers 1o in-pérson meelings or services, inchad-
ing stigrma, embarrassment, and inaccessibility (Cunningham et al.,
2001 1; Gunn, 2015; Khadjesari e al,, 2015). Online networks afford
users a llexible platform o share narratives within a discreet envi-
ronment [ Merollier al, 2013), which may be particularly beneficial
lor stigmarsed groups [Hurley et al, 2007)

Users of onling groups can disclose information at their own
pace [Cooper, 2004), and selectively sell-present [Waltler, 1996);

O37E-87 1608 2007 The Awthors. Publiched by Elsewier [peland Led This is an open Jocess amicke under the OC BY-NC-ND Beense (hop: [Joreanivecsmmens. orglicenses -

ne-nd (4000
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this permils the construction of an sdentity/ientities thal exist
alongside others in the ‘real world. Tracy and Trethewey's (2005)
‘erystallised sell” theory conceprtualises identity a8 multidimen-
sional, Mheid and contexi-dependent: there B no ‘Take" nor “real’ sell,
just dilferent aspects of the whole. This theory, stemming from a
social interactionist view of identity { Elumes, 1969; Gallman, 1959;
Mesd, 1934) holds that one's sell i condtructed through socal
interactions; it is not s1atic, but changes and develops a3 a lunction
ol social context and audience. The use of the internet is therelore
interesting for identity construction because a5 McEwan and Mease
[2013) note, the relationship between physical sell (eg., age, gen-
der, race), locaton [eg., home, work) and audience - all provide
information about membership to identity groups and determine
wihich identity is enacted - is “altered” (p87-E8)

Research on identity around self-harm (Adams et al, 2005), eat-
ing disorders (Gavin et al, 2008), and gambling (Cooper, 2004)
through inferne sites is growing, but limle is known about iden-
tity for problematic alcohol use! in online groups, and a recent
review called lor more qualitative research o understand alter-
natives 1o the 12-step approach (Parkman et o, 2015) Soberisras
is an online mubual yid group, described by its founder a8 ‘non-
prescriplive, non-religious, and non-judgemental” (Rocca, 2016) and
entirely peer-led except for limited content moderation. It is a
private limited by shares company and a social business with a
global membership base (including the UK, USA, and Australia)
al 1828 subscription-paying members (lee: £34/year) and ~2000
active browsers. Subscription-paying members can create a profile,
engage in discussions, post blags, watch webinars and wlilise var-
ious information resources; browsers can view mosh content but
wiith restricted usage. A recent survey ol (e Seberisios communily
[Sinclair et al, 2016) found 94% of respondents o be female, the
majority aged berwesn 45 and 55 years, and S0% living with chil-
dren. Over 60% reported problemalic alcohol use lor more than 10
years, although 46.5% had not utilised any form of suppert pre-
wiougly. While Sinclair et al. (2016) reparted an svaluation of the
Soberistos community, including description of its members and
camponent parts and processes, the aim af the present paper is (o
explore how engagerent with this anline mutual aid group might
facilitare recovery [rom problematic aloohol use, focusing on iden-
LY CONSCrUCTIoN Processes.

2. Methods

SEC conducted 31 in-depth telephone interviews with Soberisros
users berween October 2015 and January 2016. Participants were
recruited via anonline survey embedded within the Soberistas web-
site (Sinclair et al, Z016); respondents provided an email sddress
i willing 1o discuss their views and experiences of using the sive.
T be eligible, participants had 1o e over 18 years, based in the UK,
speak English, visited Soberistos ar least once and have telephone
acceds, Sevenly-six peaple provided email addresses.

Our stralegy was o schisve 3 maximum variation of character-
istics expected o influence experience of the site (Pattan, 1990]),
including age, gender, current levels of alcohol use, previous treal-
rment history and length of time with Soberistas. Using infarmation
provided during the survey, we purposively sampled and contacted
58 people. To address gaps in the sample, we placed an advert on
Soberistas specifically inviting males, those new o the site, or think-
ing of leaving, 1o participate. The final sample comprised current
subscription-paying rmembers, ex-members, and browsers, 28 af
wilom were recruited via the survey, and 3 via the advert (Table 1

% The term ‘problematic aloobed use” is used droughour this paper oo reflec the
waonds used by paricipants when describing a specorums of harmiul and dependent
drinking partenms.

Tabde 1
Famicipant charaoenisrics.
Characrerisics Participants n{Xp
Gender
Female 15(80.5)
Mk B{19.4)
25-34 265}
35-44 T{228)
4554 8{25.3)
5554 10{323)
B5* 4{125)
MAeTbe D STanis
Current subscription-paying member 24(774)
miber 4{125)
Braveser | medl- et ) I (BT}
Escimared lengrh of rime on the sie
<1 manth 2{B5}
1-3 i ches 3{3T)
3-12 months 10{323)
=12 months I16({51.6]
Drinking S1anus
Currently drinking 7(2285)
AMcchol-Tree = 1 year 12(387)
Alcohol-Tree> 1 year 12(387)
TrearmentSuppart {other than Soberisns)’
Mo 13{41.3)
Previous 13{41.3)
‘Curment 5{L6.0]

* Examphes of TreADMEnLSUpPOIT AA, private counselling, communicy senvices,
ohier onlife: supgsort, and inparsent rehabditation.

shows participant characteristics) Some participants had found
Soberizias weeks prior (o interview, whibe others had used the site
since its launch (Movember 2012). Of those aleohal-free at time of
interview, length of sabriety ranged from Dwo weeks to five years.
During interview, participants were asked o talk freely about
thedr use of alcohol, treatment history, and their views, experience
and use of Spherfstas. Open-ended interviewing iechnigues encour-
aged participants to lead, but the researcher used prabes, asking for
clarification with specific examples where necessary. Later inter-
views became more focused, reflecting the decision of the authors
o concentrate on a few key categories (see data analysis section
elow L Interviews lasted on sverage 48 min{range 19-121) Partic-
ipants were affered a £10 Amaron e-voucher for their contribution.
All participants provided verbal informed consent ar the start
of interview. The University ol Southampton Faculty of Medicine
erhical review commilles approved the study [ID: 1703018457 ).

2.1. Dera analyzis

Interviews were audio=-recorded and ranscribed verbatim by
SEC. The gualitative soltware package MVive (v.10) was employed
o aid storage, retrieval, and systematic coding of data.

This study was informed by constructivist grounded the-
ory methodology (Charmaz, 2004) which acknowledges and
ermphasises the role of researchers in constructing theory from
interactions with participants, knowledge of the eld through per-
sonal experience, andfor relevant literarure. SEC led analysis with
discussion and inpul from the research team. In accordance with
principles of theoretical sarmpling, data collection, coding and anal-
yiis were conducted recursively: the decision aboul who was
selected lor interview and topics ol inferest in each inlerview were
informed by analysis of prior data Participants were selected if
they were expected to increxse understanding of the theory as it
developed.
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Analysis began with line-by-line open coding of transeripts from
wihich the authors identified a variety of themes [Charmaz, 20041
Alter discussion amongst the team about Uheoretical plausibility
of early weas, a decision was made (o focus on isswes of identity
ance it became apparent this could be central 1o participants’ expe-
riences; subsequent locused coding and memo-writing allowed
for refinement of key calegories pertaining to identity. The con-
stant comparative method {GClaser and Sirauss, 1965) was used 1o
generale labels lor codes and themes identified within the data;
constant comparisons were made between interviews, codes, amd
categaries,

The main fndings were sent 1o fve individuals selected lor
their prafessional andjor personal experience within the addie-
tons field. A focus group was conducted with three and writlen
feedback received from wo; the aim was [0 see whether résulis
resonated with a broader stakeholder group and proved invaluable
in improving the clarity with which lindings were conceplualised
and presented.

3. Resulis

We use participant quotations 1o demonstrate how our inler-
pretations are grounded in the data, with identifier format as:
gender-specilic pseudonym, membership status, drinking status.

31, Searching for a common identity: Turking” on Soberistas

Upon finding Soberisias, mast participants reported time spent
lurking’, that is, passively ing all the ial” without
sctively contributing. Many read stories of likeminded people with
sirmilar mgmmds amd ERpEIi.CDCH. and described 4 “resonamce™
witlh the site's ethos. '].u.fﬁl'ls' ofllen ‘p:l'lh'id.td reassurance;

Mfﬂg orfer pﬂpk? Arovies wid S0 Jmpm‘mm because it made

rree realise [wasnt alome. . 0o kiow that i@ wasaT J.rI':IEII.I! D e,

bt thére “I‘E‘p&djﬂ! emc.r]y Tike mae. Iy age, my pl‘ﬂﬁ‘!l’ﬂt my

social background” [ Angela, member, 2-menths alcobol-lree].

M.!I'lj' p.'l'[i.ﬂip-!ﬂ[! said it wias a “reliel™ 1o find Soberistas because
the SECrecy et aften surrounded Ceeir ﬂn‘nl:ring resulted in them
feeling “isolated”, “trapped” or “lost™. As Sarah explained:

“T had thiz hidden secrer thar | was a drinker. ] presented mysell to
rhe workd o2 gm!l'!'l':ll. a caper. . there's IH!‘PHI‘.‘!. [he secreliveness
afit, you're prezenting one sice, but in actual reality, thar’s nor whar
you're really like” [Member, 3-months aleshol-free).

Several participants reported never telling anyone (including
professionals) about their problematic alcohsl use to protect their
relationships, career, pride, or self-image. Many relied on the inter-
net for information and advice about problematic drinking, and this
WS 3 comimon rowle o finding Soberistas.

Alrmost every participant spoke about the benefit af ‘hurking
10 access support anonyrmously, which was considered especially
impartant during early recovery. Michelle explained:

“You want o keep a lid on it o much; you want fo contain i
yourself. . il's o huge comfort that you're shrouded — there's no
spatlight an yeur real life” [Member, S-months alcohol-free),

Many participants described feeling ashamed about having an
‘aleshol probilem” and the fear of stigmatisation motivated them
1o keep their drinking hidden ‘Lurking' thersfore alforded partic-
ipants a safe way “ro read and ger informaotion” | Dave, member,
I1-year alcohal-free) from supportive people with similar expe-
riences, yel preserve the secrecy that dominated this phase of
reCOVery.
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111 Undersranding the Soberistas Tdenminy’, Whilst Turking', par-
ticipants assessed whether Soberistas could support their recovery
journey: theyexplained that the site had a clear ethos characterised
by specilic language, values, norms, and beliels. For example, Kevin
explained:
“The first night | was on.__the firsl message | gof was, how long
are pou AFF Well | didn’e know what “AF was = I was actually foo
embarrassed o ask what AF was. | kind of worked it sut myself_J
thaught that must be “alcakal-free.” (Member, 2-years akoohal-
free)

Humerows participants spontaneously used the term ‘aleohaol-
free’ during interview which they explained was central to the
Saberistas Sidentity’, being “softer than sayving ex-alcoholic™ (Louise,
browser, 3-weeks alcohol-free). The term “alcoholic” was consid-
ered by those who mentioned it to be derogatory, stigmatising and
something with which they could not identify: <) fundamentally did
nor, and still do nar belisve thar | was ‘an aleohalic™ [Hayley, ex-
member, 3-years alcohol-free). Consequently, participants often
welcomed the “saftly, saftly approoch” (Angela, member, 2-manths
alcabol-lree) sdvocated on Soberistas; viewing the decision 1o give
up alcahol a5 a “healthy lifestyle™ choice helped many accept their
problematic alcohal use without evoking shame. Alsby explained:

“What I like Jabowr Soberistas] is thar i's nor shaming. - i just

helped me to nol feel really crap about myself because | could see

thar ather people had this problem. . ather worren with children
and jirhs_ _ _mor necessarily dewn and ours.” (Member, currently
drinking)

Although participants described Soberistas as “[riendly™ and
“wielooming”, the site was said to unegquivocally promote complete
abstinence, and members were expected to endorse this alcohol-
free identity online - Sarah explained that to fully integrate into
the community she had wo “earn [her] stripes” and equated this
with being abcohol-free; she said, “Tve been saber 88 days...J con jus-
rify being part of the group new™ (Member, 3-months alcolol-free).
Another participant explained the only requirement Tar joining was
a “rommilment and desire (o be alcohol-free™ and the concern il
somenns expressed contradictory opinsons:

“There would be quite a big backlash and ir's usually the newer

peaple = the Tewbies' - thar really don't understand what all the

Juss is gbour. But it's aboul maintaining the ethas of the site and

what it stands for.” (Karen, member, 13-monrhs alcohol-free)

While firm ‘rubes” around abstinence gave some participanis
thee impetus 1o take their drinking seriously, athers described leel-
ing “intimidated” by members who advocated an abstinence-anly
approach, Liz explained:

“ said | was thinking of having a drink - I got lots of support bur

I also gor lols of ageressive comments. Then when I did drink, I

Elogged aboul it, but i got really quite nasty...] stopped blogging ™

[Member, cusrently drinking]

Liz later stated she would nol renew her membership because
of “hostility” from others, and the site’s inability to support her
attempt 1o moderate drinking,

32 Creating an ‘identity” throwgh active participation

Seweral participants recalled the first time they contributed 1o
Soberisias and moved from ‘lurking’ (o actively ‘participating’. For
example, Linda recalled:

“| started topping irfo the site and reading every sa aften, and then
1 thought, M've got to do something aboul this.J must hove read on
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the site for a few imonths before | ever did the firse Wag."[Member,
15-manths alcohol-free).

Anether participant, Michelle, wrate her first blog the day she
stopped drinking. She explained why participating and ‘creating an
identity’ on Soberistus helped her maintain abstinence:

“Orece you create an Tdentiny’, and you pur yourself out there on
Blogs or cosmmenting on ather people’s blogs, you're almost a lirte
bir, i your heart of hearts, occountable. . there's almost, well I'm
oul there now. . pou're accountoble fo everybody.” (Member, 5-
months aleohol-lree),

Alcohol-lree members Trequently discussed the importance
of aceountability in sustaining abstinence, and a mechanism lor
accountability is active engagement an the site. This was corrob-
orated by participants who reported non-engagement and lack of
accountability when drinking, lor example:

“When ['was going through a maderating phase, | didn's really ook
af the site_| didn’t really want to engage. Lsing the site is_for me
t mor drink. .. when [ am drinking | kind of don't see the point.”
{Kimberley, member, 2-months aleoll-lres).

Establishing smaller, more personal communities within the
larger Soberistos nerwork was 2 common way of crealing aocount-
ability. Participants explained that members olten joined others
with similar demographics (e.g., age) goals (e, 30-days alcohal-
free) or interests (eg., yoga), and this helped foster “mutual
support” and “understanding”, which aften paved the way for “inti-
mate™ and “real” friendships on Soberistas, occasionally involving
in-person meetings.

Engagement with likeminded people also provided alcohal-
free participants with reaffirmation of their decision [o remain sa,
despite possible resistance or lack of understanding from people
olfline:

“ir's a kit hard becawse they [friendgfamily] don't understond,

bur thar's why I ger solace in the website ond from reading

Lucy's [Soberistas” founder| book. . becawse thase are peaple, even

though e never met them, they con understond. . no-one ele

widerstands why I've given up.” [Maria, ex-member, 2-years
aleshol-free)

Some participants cited Lack of understanding and perceived
stigma in their offline lives for confining expression af their diffi-
cullies with aloohol on Soberistas. Many wished 1o keep online and
offline identities separate, and when this was jeopardised, some
reported feeling fearful. For example, Kerry explained what hap-
pened when a friend joined Soberistas:

Vel for a dinner party locally and a friend smentianed it [Soberis-
tas]...d just ran hoitse that right and deleted everyting becouse 've

gl for too much personal imformation an there. _ it terrified me_
haven't Bogged since.” [Member, 3-months alcabol-lree)

This fear of being recognised caused some participants 1o keep
their affline identity hidden on Soberistas, and many discussed the
benefits of doing so, namely the ability 1o “apen up about things
they wouldnT normally™ (Tina, member, 1-month alcobol-lree) -
anoaymity therefore encouraged personal disclosures, amd was
often considered helplul for recovery:

4 just found @ easier [o folk obour the whole subject
anonymousty. . i becomes terribly easy to falk about il in @ third
person almost, as if you'ne somebody eise, and I fownd thar very
Melpfiel | found it ruch easier fo adwmit thar | was siming there ar
9 o'clock in the morning with o borrle of vodka.” (Ben, member,
3-years aleohol-free)

For many, [he Soberisias community provided a rare oppartunity
1o “offload” to peaple who understand - Angels explained that was
“ghe kick-srart behind making charges™ [member, 2-months alcohol-
free)

1.3 Modelling the ‘Soberistas identity” leading the way

Some described a further engagement fransition from ‘partici-
pating’ o leading’. Participants either sell-identified as leaders, or
referred to others in leadership” roles - for example, in discussing
& srnall thread she was part of, Sarah described the group founder
as their “motfer fen™ (Member, 3-months alcohol-free), and Linda,
the leader of another group said, “When [ started the discussiont
had progressed o being o grown-up [laughs|” (Member, 15-months
aleohal-free)

Participants explained members earned ‘leadership’ stamus
through consistent online activity over time amnd continued
abstinence, congruent with the Soberisras ethos. Attribution of lexd-
ership stamus was informal; essentially some members were “rofe
rmodels™( Sonia, member, 7-months alcohol-lree), acting like “spor-
so08 [og in AA] withow the ritle™ [Paul, member, currently drinking).

Those who considered themselves leaders described a sense of
obligation “ro give bock fo other people who are fust starting owr”
{Michelle, member, S-months alcohol-free), from which they oo
benefirted:

“Ir's kepl me more on the straight and narrow because I'm running
this bloeming discussion forum, . e weakness allowed!” [Linda,
member, 15-months alcohal-free)

Reduced anonymity onling aften accompanied leadership on
Soberigtas. Jenny, a sell-prafessed leader said, “ thought I'm going
1o be open. . known by my own name. . .and [ was going o sland up
and be counted for™ [ member, S-years alcohol-free) Jenny explained
she haped by revealing her personal identity on Spberisias, others
would follow. She considered it important (o give a lace o this
hidden group” and reduce stigma attached 1o problematic drinking.

3.4, “Secure in sobriery™ arriving ar an ‘outhentic identity”

Several participants, mastly leaders or those with longer periods
of abstinence, described being “Sécure in sobrigty ™ (Caroline, mem-
I, 3-ymard aleohol-free). This marked a significant change, going
beyond simple acceptance ol needing to be alcohol-lree:

“This is @ new chapter in my life and it's very dilferent. | am abso-
lutely delighted with ir..'m really happy.” [Hayley, ex-member,
F-years alcohal-lree)

Yasmin (browser, 18-months alcohol-lree) indicated this hap-
piness came from arriving at her “suthenric self™ Participanis
explained part of this authenticity involved a change af lifestyle
and engagement with new activities (e.g, study, exercise, volun-
teering). It also meant a “Sense of freedom” because they reached a
point of openness bath online and offline:

“I dan't care what people kinow aboul me, you know of the meet
s we use our renl name ond phetographs were faken. . couldn’t
core less now i some of my persanal friends think thal | was an
‘mleaholic’. . thar's the label they might wan 1o use, " [Karen, mem-
ber, 13-months alcohol-lree).

Some participants even described becoming “evangelical” about
their sobriety by shouting aboul the benefits of not drinking and
recruil people o the “sober revolution” [Lin, browser, S-years
aleohaol-free ] Others also expressed passion in discussing Soberistas
- Linda sabd, “Tin a Seberista and proud of it " (Member, 15-months
aleohol-free]
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15, Life geirg farward: moving beyond a Soberistas identity'

Participants described ‘moving on’ [rom Soberistas at different
stages in their recovery journey, Many who reached a stage of secu-
rity and authenticity moved on because they no longer relied on it
1o maintyin sobriety, or felt the need o give back any mone - “I0
Juifitled irs function..d am in contral of my addiction and | Jeel per-
Jectiy able to deal with it™ (Ben, member, 3-years aloohol-free). Dave
agreed:

“T feeed likee ity jowrney | have taken everything oul of Soberistas as

Tean, and put as muwch back in as | could - but it in a different stoge

af my journey now and [ don't really reed 6.7 (Member, 1-year

alenhol-lree)

Dthers moved on because their peer group had disselved, Paul
explained:

“Thers were just a few small groups of people | seemed o connect

with, and the sad thing i they disoppeared - ir's @ b wearing

having to explain yourself to new contacts all the time, so this year

I'hrve shied away roim the chat side of things.” [ Member, cusrently

drinking).

Sirmilarty, Karen said the only resson che would leave Soberistas
is “ror being able o relate to people” [ member, 13-months alcabel-
free). Several longer-term alcohol-free participants described
feeling like “outsiders” because of the increasing number of new
mermbers who were only recently abstinent:

“Tm one of the old timers. . with two years under my belr, M'm
now looking, well there are people who are seven days ond edghr
days. . thar’s nol me anyeone. " [ Kevin, memiber, 2-years alcobol-
free)

Longer-term alcohol-free members perceived their needs o
be dilferent from newly-ab bers and aften withdrew
from Soberistos when it no longer resonated with them. However,
becawse mary considersd the site o be an important part of their
recovery journey, they olten el a deep “attachment™ to it and con-
tinwed 10 pay the subscription fee (o support it financially andfor
“keep the security Wanker™ [ Kerry, member, 3-months aleahol-lree ).
Just as Caroline said that “sobriety and recovery is on ongoirg jour-
ney, it never ends™(member, 3-years alcohol-free), ‘moving on® lrom
Soberisins was rarely seen as finite.

4. Discussion

This paper explores the role of one online mutal aid group in
helping people address their problematic aleohol use. Our anal-
yiis, grounded in participants’ accounts, highlighted key stages
of engagement with Soberistas, through which on- and off-line
identities could be constructed and sdjusted Lo SUPPOrT recoverny.
The most linear and commonly discussed pathway of engagement
invalved tramditions from ‘lurking' to ‘participating’ 1o Jlesding,
before ‘moving on'; this journey coincided with participants” jour-
ney fram problematic aleohol wie 1o being “secure in sobriety”.

Caution i needed in generalising our findings 1o ather online
groups for alcohal or different addictions. We did not intend to
recruil a representative sample of people who access online sup-
portgroups, but chose instead to explore the views and experiences
of members and browsers of ane groug (o develop theory a5 1o how
it may effect change. Given Uhe scarcity of research in this area, and
the increasing popularity of internet-based self-suppart, our find-
ings may deepen understanding of how engagement with online
mutual aid might facilitate recovery, highlighting its robe in idenity
construction. By situating our findings within the broader recovery
literature, our data may have relevance beyond our sarmple.
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Our resulls demonstrale the internet’s role in personal recov-
ery journeys, and support the conceprualisation of identity as
multidimensional and Auid, which we suggest might be key 1o
understanding the mechanism ol action of online mutual aid.
Dnline nerworks allow control over how users présent themselves
(Merolli et al, 3013; Walther, 1996); individuals balance their need
Tor connection and widerstanding with their desire for anonyminy.
Lurking” alforded participants the opportunity 0o gain information
and reassurance fnom similar peaple who had quit drinking, but alsa
maintain secrecy about their continwed use of alcohol or ambiva-
lence toward change. Upon joining Soberisias, many participants
reparted feeling ashamed or scared of revealing their drinking iden-
Lty with people oflline, including professionals, perhaps due 1o
perceived stigma ol problemaric drinking - engagement with an
online group was considered sale as it need not interfere with other
aflline identities {eg., 4 parent a1 home, or an employee ar work).

IF the Soberisras identity (including values and norms around
abstinence) resonated, participants often continued engagement
by actively participating: internalisation of the group identity
through this engagement may have supported recovery by Tacil-
itating the development of a stable non-drinking social identiny
[Best eral, 2015; Frings and Albery, 20015) While some participants
revealed personal information o other online wers through the
Tormation of smaller communilies or in-person meetings, others
maintained anonymity. The option for restricting identity related
o drinking to an online netwark was considered a benefit over in-
person tréatrment, which Lacks this Bexibility. Furthermore, online
accountability comes with it freedom 1o break away - participants
could easily move on withoul conseguence.

Some participants allwed their on- and off-line identities ©
be viewed simultaneously; this was most comman for leaders
and those frmly alcobol-free who had established an “authentic
identity”. For these participants, their online non-drinking identiny
{eonstructed through the internalisation of Soberistos’ recovery-
orientated norms and values), blurred into their ollline identites,
and changes in C‘real-life’ social networks and activites were
described. The ‘erystallised sell theory [Trecy amd Trethewey, 2005)
posits that muliple lxcers of self are healthy and Tuncticnal, o=
ever a ‘drinking identiry’ can interfere with many other identines
(eg, as a parent, an employee, or an “efficient coper™). Partici-
pants typically described this facet a8 destructive, and spoke of
Teeling liberated when bath on- and off-line identities were defined
by abstinence. Some participants were open and honest about
heir alcohol-lree status on- and off-line, despite resistance from
Triemds, family andjor colleagues, potentially having internalised
he Soberistas group norms, which then become a personal résournce
i times of adversity (Jetten et al, 2014) The convergence of on-
and ofl-line kentities, although problematic in Some Siluations [ dee
McEwan and Mease, 2013), was considered a positive step forwand
in recovery for some participants.

It i important o retum o a key study finding concerning
the inability of the site o support moderated consumption (in
keeping with AA philosophy]). This alcohol-lree ethos could iso-
lare individuals who relapse alter a period of abstinence, or are
seeking a non-abstinence recovery path Indeed, participants wha
" d drinking alten deseribed leaving the site until they werne
ready 1o contemplate abstinenoe again. Other research has noted
moderation as a viable recovery oplion, and this serves as an alter-
mative approach to that offered by Soberisnas or AA [see Klaw and
Humphrey's (2000} and Humphrey and Elaw's (2001) work on
Moderation Managemeni)

41 Conclusion

The use of qualitative methods provides insight into how this
sample used 3 non-12-step orientated online mutual yid group o
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address prablematie alcohol use. Our findings extend literalure that
highlights the role af identity in recovery, and how engagement
with internet-based groups may help failitane this, Online groups
appear o provide an alternative for people who experience barriers
in sccessing traditional services, and may serve as a place Lo explore
their relationship with aleabol at early stages of change. Clinicians
in non-aleahol-specialist services might consider signposting to
such groups that require lintle prior commitment an behalfl of the
client. Future research is needed to explore the rale of gender in
online muwtual aid, s mostof our participants were female. [dentity
processes in other online groups using dilferent models of mutual
aid, or for people with other addictions, also requine further explo-
ration ol how engagement with online mutwal aid rmay help initiane
a5 woell 45 Support recovery.
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