
David Burrowes MP, co-chair of the All Party Parliamentary 
Group on Complex Needs & Dual Diagnosis, and 
Dr Michelle Tempest of Candesic challenge health &
wellbeing boards to deliver integrated addiction services 

Dealing with addiction
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D
uring the long, 
hot summer, 
nobody could 
have missed the 
tragic news about 
Peaches Geldolf’s 
death. Beneath the 

handwringing headlines in some tabloids 
was a family tragedy. She left behind 

two young children, a husband, and 
father, Bob Geldolf, for whom this was 
history repeating itself. Peaches died of 
a heroin overdose, just like her mother, 
Paula. Peaches’ fatal injection was twice 
the dose of Paula’s. The wider tragedy 
is that the addiction treatment market 
has not changed much over the 14 years 
spanning Paula and Peaches deaths. This 

challenge is not confined to the UK; 
most recently the suicide of 63 year old 
Oscar winning actor Robin Williams in 
California highlighted the complex and 
tortuous path of someone who spoke 
openly about his struggles with addiction.  

Drawing on our collective professional, 
political, and practical experience, we 
have examined the addictions market 

Figure 1
CAre FOr SerViCe uSerS iS NOT JOiNeD uP

IAPT: Improving Access to Psychological Therapy; CAB: Citizens Advice Bureau
Source:  Candesic interviews; Candesic analysis
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When I was 
drinking, every 
time I went to get 
help - I had to tell 
my story again 
and again!  I 
ended up feeling 
that nobody was 
listening to me.  I
felt uncared for, 
and looked to the 
bottle again for 
comfort.
- Tony, recovered 

alcoholic

When I fell 
pregnant, I wanted 
to give up the 
drugs for the baby.  
Everything in my 
life needed sorting.  
From health to 
housing!  It meant 
hundreds of 
appointments all 
over the place.  I 
thought I was 
chaotic –but  the 
services were even 
worse.

- Lucy, ex-poly 
drug user

Candesicanalysis
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Figure 2
ADDiCTiON SerViCeS BuDgeTS iN eNgLAND eXiST iN SiLOS

* DIP: Drug Intervention Programme    ** DAAT: Drug and Alcohol Action Team
Source:  Addiction Today; Joint Commissioning Panel for Mental Health; National Treatment Agency. 
Treat addiction, cut crime (2012); Candesic interviews, Candesic analysis
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and questioned: has it, like many addicts, 
been stuck in a destructive cycle? Below 
we have suggested ways to de-toxify the 
addictions commissioning structure and 
enable ‘patient centered care’ to flourish 
alongside business innovation.

Historically, it has always been a 
challenge to deliver integrated addiction 
services for NHS, private, or third sector 
providers. The patient care pathway 
can look like it has more turnings than 
a spaghetti junction. The result is a 
disjointed patient journey. Patients have 
to navigate their way around a variety 
of: GP primary care, hospital secondary 
care, addiction services, community 
pharmacies, psychological therapies, 
mental health dual diagnosis services, 
forensic psychiatry, criminal justice 
system, social services, maternal health 
services and children services (figure 1).

As for addiction care providers, 
their funding streams are equally as 
unintegrated and include: NHS England, 
clinical commissioning groups, Public 
Health England, local authorities, health 
& wellbeing boards, and the Ministry of 
Justice. They have been forced to survive 
double-pronged funding uncertainty, 
with reforms to health and social care 
and reforms to the criminal justice 
system. The resultant mixture of at least 
six funding bodies is more like a bubbling 
hot pot, rather than a single financial 
streamlined process (figure 2). 

Whilst most political debates have 
revolved around the pros and cons 
of drug and alcohol taxation, or the 
legality or illegality of substances, 
surely the time has come to get on 
with linking up services to benefit both 
patient and society? The estimated cost 
to the state of addictions is over £36 
billion annually. Whilst there has been 
some relative improvement, Britain 
tops the European charts for opioid and 
cocaine abuse (figure 3). It also has one 
of the highest alcohol dependence rates. 
Over the past decade, the rate of alcohol 
related hospital admissions has grown 
by over 10% per year (figure 4). There is 
also an explosion of new psychoactive 
substances (NPS). A powerful market 
mix of internet anonymity and an 
inquisitive generation has led the 
number of NPSs on the market to double 
every two years and the number of 
online drug sellers to double every year 
(figure 5). Of course not all drug-taking ▶

▶
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Figure 4
Drug AND ALCOHOL ADDiCTiONS iMPACT ON THe NHS

* Statistics for drug poisoning were based on a primary diagnosis and those for alcohol on a primary or secondary diagnosis
Source: Health and Social Care Information Centre. Statistics on Drug Misuse (2013), Statistics on Alcohol (2013); Office for National Statistics. 
Age-standardised alcohol-related death rates (2013); Candesic analysis
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uK iS rANKeD AMONg THe HigHeST iN eurOPe FOr ADDiCTiONS

Source: European Monitoring Centre for Drugs and Drug Addiction (2012); The Centre for Social Justice. No Quick Fix. Breakthrough Britain II 
(September 2013); Candesic analysis
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Figure 5
NeW PSYCHOACTiVe SuBSTANCeS Are DiSCOVereD 
AT A rATe OF ONe Per WeeK 

2013 figures were calculated based on the 2009-2012 CAGR
Source:  Scottish Drug Forum; NTA. Club drugs: emerging trends and risks (2012); The Centre for Social Justice. No Quick Fix. Breakthrough 
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leads onto an addiction but the one 
thing that they all have in common is 
that getting the ‘right help at the right 
time’ can be a challenge.

Following the cross-party agenda 
to integrate health and social care, 
there is a real opportunity for health 
& wellbeing boards (HWBs) to be the 
missing link in this conundrum. HWBs, 
set up last year as a result of the health 
and social care reorganisation, are made 
up of representatives from the NHS and 
local government. They are responsible 
for public health locally and manage 
the budget from Public Health England 
(PHE), who spend over a third of their 
total funding on drug and alcohol 
services (£2.5 billion). As a result HWBs 
have the opportunity to shine a light 
onto this issue and take responsibility 
for this frequently overlooked group.

Health & wellbeing boards are ideally 
situated to link up all the budget silos 
into a pooled budget. This would 
be a welcome dynamic shift in the 
world of addictions and deliver a  

system where there is:

 l One organisation legally responsible 
for addictions management who could 
tender out a single pooled budget 
(figure 6). The tender could be linked 
to both market size and outcomes. 
This would solve the problem of 
providers having to go cap-in-hand to 
multiple budget holders.

 l A lead provider who would be free 
to coordinate the care pathway and 
deliver streamlined care. This would 
improve patient experience, and 
deliver coordinated services. It would 
also solve the problem of patients 
bouncing around a spaghetti junction 
of siloed services, and

 l A payer-provider streamlined model 
that would improve outcomes 
whilst encouraging innovation and 
leadership. 

Such lead providers could be NHS, 

private, third sector or combinations 
of all three. There have already been 
examples of Care UK, Mitie, Circle, 
Interserve, and United Health partnering 
with NHS trusts to bid for integrated care 
tenders. There have already been pooled 
budgets for muscloskeletal services and 
older persons’ services, so HWBs should 
seize the opportunity to tender out 
integrated drug and alcohol services. 

Operators with a strong track record in 
substance abuse and mental health are 
well positioned to deliver such services, 
linking together aspects of health and 
mental health. Success at one HWB 
could quickly be replicated to others, 
creating an opportunity for a first mover 
provider to create a nationwide chain of 
integrated addictions services serving 
multiple HWBs. 

Although there is not yet an example 
in the UK, in the USA, Bain Capital has 
amassed a nationwide addictions clinic 
empire. In 2006, it acquired CRC Health 
Group, who treat 30,000 people a day 
across 154 facilities. Earlier this year it 
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Figure 6
iNTegrATiNg CAre FOr ADDiCTS
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acquired and integrated Habit OPCO Inc., 
who operate 22 methadone clinics in 
New England. Even after spending over 
£500 million on CRC and Habit, Bain 
Capital hold less than 3% of the market 
of addiction clinics in the USA and 
there still remain many opportunities to 
consolidate.

In the UK, Advent International-
backed Priory is the most famous 
example of a private addiction services 
provider. Priory is active in bidding for 
tenders and so is well positioned to also 
bid for addiction services when they 
come up for tender. However, they are by 
no means the only providers in town and 
Cygnet, another UK private psychiatric 
services provider, also delivers addiction 

services and may be another option for 
investors wanting to enter this space. In 
the NHS, Central & North West London 
NHS Foundation Trust has been keen to 
expand its offering and Dalton’s review 
to encourage NHS Trusts to form chains 
may offer an NHS provider an exciting 
opportunity to expand. Furthermore, new 
‘pure play’ addiction providers may find 
themselves holding large contracts for 
addiction services if they can prove they 
can deliver effective and integrated care.

Other benefits of this model would 
be opportunities for addiction service 
providers to expand their market down 
the acuity scale into more behavioral 
health platforms and leveraging new 
technologies to bolster this sector and 

perhaps grow across geographical 
country boundaries. 

Finally, but most importantly, 
integrated care channelled through a local 
HWB gives the patient addict a chance 
to navigate their own care pathway. The 
opportunity to make informed choices 
using personalised budgets, or, more 
radically, ‘voucherised’ payments, which 
would empower the patient.

Without this type of innovation from 
HWBs, the cost to the state will continue 
to put further pressure on the NHS, the 
social care system and the criminal justice 
system. Let us not wait for more fathers 
and grandfathers like Bob Geldolf to pick 
up the pieces of lost lives in a fragmented 
treatment system. n


