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SRD INTERNATIONAL PSYGHIATRY AND ADDIGTION
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What is IPAM?

AThe International Psychiatry and Addiction MasterclassRAM) is a
conferenceZmasterclass-style event for healthcare professionals
interested in psychiatry and addiction.

Ao provide a forum for sharingxpert views latest research and
evidence in the fields of psychiatry and addiction.

Ao address emerging trends in psychiatry, the interface of mental
health with physical health, psychological interventions, and
addiction.

Ao cover topics that are useful and relevant to delegates, evolving
with what is currently needed in the field.
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How it all started

vThelstiPAM(I4INP W Y2 WG HJI W=M=MAW2RI qacd4da
of registrations from across five continents.

uThat first edition also included ~100 questions answered via Q&A,
cUIl WwuYUWeUWe2WI ¢NUWOME WY nWa 6 1JLWe aaldL
and faculty from very good to excellent.

nThe2nd iPAM (15 October 2021, hybrid, Dubai) was described as a

ml Wt Ye Ul RUDWY e #HHIDY t Awllis Raé Wt GUIet 11 4
health, addiction, psychological interventions, comorbidity between

mental & physical health, and emerging trends in psychiatry.

nThe3rd iPAMis being delivered today on 1 October 2025 in London
(Prospero House, Borough High Street)
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Ketamine Addiction:
Should we be
concerned?

3 IPAM

15t October 2025

Dr Arun Dhandayudham

Executive Medical Director Via



Today's Agenda

A The Ketamine story
A Prevalence and Demographic Trends

A Understanding Ketamine Addiction and
Harms

A Via Strategies for Prevention and
Treatment



A brief story of

Ketamine -Modern
Psychi atryns
fascinating molecule

A story of contradictions
PCP and Parke Davis
Anaesthesia

Spread to the street




3rd [PAM October 2025

Prevalence and
Use of Ketamine
worldwide:



lllicit Ketamine use across the world

THE UK PICTURE

THE EUROPEAN PICTURE

THE US PICTURE

INDIA

CHINA

SOUTH EAST ASIA

LATIN AMERICA



Forms of
Ketamine and

co-conspirators

Medically

-
.
¢

-
-

Liquid IM and IV. Recently thin film, lozenges and
nasal spray Spravato

licitly
Can be snorted or taken orally or injected

Commonly Mixed With

MDMA, Cocaine, Alcohol, Cannabis, Benzos, 2 -CB




The Ketamine
Molecule and
receptor
Interactions

Aryl-cyclo -hexylamine

Receptor Interactions




3rd iPAM October 2025

Ketamine
Addiction from
the Coalface



Why people like
misusing It

Cheap and Available and big bangs
for limited bucks. Great Dealer offers
for bulk buys

The Experience

The problems with the experience



The Physical
Effects

Deaths and Overdoses
Accidents and date rape associations
Ketamine Bladder, Kidney and Pain

Ketamine Liver

Weight Loss

Brain Damage




The Mental
Effects

Psychological Dependency and

craving and relapse

Anxiety/Agitation/ Confusion/
Paranoia

Cognitive Changes???

Persistent Flashbacks and HPPD




IPAM

What are we
doing In our
treatment
services?



Clinical Via approaches
to Ketasmlne treatment Is there a Withdrawal syndrome?

What guidelines are out there?

Counselling Support

Counselling offers emotional support and coping strategies to prevent
relapse and promote well -being.

Behavioural Therapies

Behavioural therapies address the psychological aspects of addiction
to support long -term recovery Detoxification Process

Detoxification

Detoxification helps safely manage withdrawal symptoms during the
initial phase of addiction treatment.




Support
resources and
recovery
programmes

Support Groups Importance

Support groups provide community and
understanding, crucial for overcoming ketamine
addiction.

Ongoing Care Benefits

Continuous care ensures sustained recovery and
prevents relapse after initial treatment.

VIA Staff and resources



3 iPAM

Questions ?7??
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Introduction to Ketamine-Assisted
Psychotherapy

Dr Matthew Liveras




Overview

Ketamine development and basic pharmacology
Ketamine in mental health
Ketamine use outside of the clinic

Ketamine with psychotherapy for SUD and AUD




Ketamine : anaesthesia

Developed in early 1960s as an anaesthetic derived from PCP:

Profound analgesia and short-lasting anaesthesia

0 DI s s o ealteaed stateeimdwhich disconnected from
environment

Mild cardiovascular stimulation

Little respiratory depression

Preservation of laryngeal, pharyngeal and corneal reflexes
Emergence phenomena of short duration

FDA approved in humans in 1970, widely used in Viethnam

Commonly used globally for minor procedures, anaesthetic of
choice In low-resource settings




Ketamine : pharmacokinetics

Metabolised in the Liver
Extensive 1st pass metabolism: low oral bioavailability

Bioavailability : IM 93% ; Nasal 45%

\n Distribution Fast (alpha) phase t1/2 11 minutes - redistribution

Biphasic decline in plasma level after 1V injection

p Elimination Slow (beta) phase t1/2 2.5 hours - elimination by
metabolism and excretion
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Ketamine : antidepressant

Reports of use of sub-anaesthetic doses in mental health emerge soon after release as
anaesthetic - e.g. Khoramzadeh and Lofty (1973, 1976)

Berman (2000). 1st RCT demonstrating effectiveness as antidepressant

Rapid, robust but short-lived antidepressant effect now well-established




Risks and side-effects

ACUTE and TRANSIENT :

Headache, dizziness, nausea, elevated blood pressure, blurred vision and anxiety.
Dissociation

Low mood / worsened symptoms
SERIOUS and LONGER TERM effects:

Drug dependence syndrome, cognitive deficits, severe urinary tract problems including
ulcerative cystitis, Liver damage - cholangiopathy




Ketamine: Beyond the clinic (1)

Reports of non-medical use of ketamine date back to 1970s.
Lower doses: increased sociability, stimulation and euphoria
Higher doses: dissociation, hallucination, transcendental experience

UK 1980s dance and rave scene, move more into mainstream in mid
1990s i1 for reviews see Jansen (2000, 2004).

Non-medical use on rise globally: 2.9% 16-24 year-olds responding
to 2024 Crime Survey report use in last year (ONS 2024)

Winstock 2012 study (n= 3806) found 26.6% recent users reporting
at least 1 urinary symptom and 17% reporting dependence




Early Psychedelic-assisted therapies i 1950s

Saskatchewan and New Westminster,
Canada

Humphrey Osmond, AM Hubbard
(Chwelos et al. 1959)

A Single dose LSD in psychotherapy
A Attention to Set, Setting

A Therapist accepting, encouraging

Gottingen, Germany
Hanscarl Leuner: Low-dose LSD Guided Affective Imagery (Passie et al 2022)

Powick Hospital, Malvern UK
Ronal d Sandi son: LSD i n psychotherapy . OPsy




Ketamine Assisted Psychotherapy

Ketamine used to augment and facilitate a psychotherapeutic process through :

Altered self-experience and perspective
Effect on cognitive flexibility
Insights

Impact on mood
? Window of enhanced neuroplasticity

Psychedelic and Psycholytic approaches
Focus on Therapy as primary vehicle of sustainable change

Ketamine experience modulated through preparation and attention to setting




Ketamine Assisted Psychotherapy

PREPARATION

Introduce Therapy Model
Formulation and Goals
Begin therapy

Prepare for Ketamine
Experience

Consent

DOSING

Safe, congenial setting
Agree Dose
Monitoring

Therapist available, non-
Intrusive, calm presence

Pre-discharge checks

INTEGRATION

1 - 2 days post-dose
Meaning-making

Therapy session




ACT 1T based Ketamine Assisted Psychotherapy

ACT gaining traction as a modality in Attunement to the
psychedelic therapy present

. _— Ve
Concept of psychological flexibility it /\ Searelyzs

operationalised across 6 domains

Psychological

Psychedelic as opening window of enhanced flexibility

flexibility and offering direct experience of _ _
changed perspective on self and problems that De-fusion \/ Cog?étrﬁed
complements ACT therapy

Self-as-context

Sloshower 2024, Watts and Luoma 2020




Ketamine Psychedelic Therapy: Evgeny Krupitsky

Over 1000 patients treated over 1980s - 90s T at first for AUD, then HUD and PTSD

Stage 1
Preliminary psychotherapy

Expectation primed 1 relief from dependence on alcohol to be achieved in an altered state of
consciousness in which they will realise the negative effects of alcohol. They will have important
Insights in relation to their problems, their values and their sense of self

Close attention to personal motives and goals

Stage 2
2.5mg/kg IM ketamine with bemegride and aethimizol

Dialogue during experience emphasising negative impact of alcohol and positive of sobriety
Alcohol presented to client to smell to enhance negative

Stage 3
Group psychotherapy the day after KPT session




Ketamine Psychedelic Therapy for AUD: Evgeny Krupitsky

Non-randomised, controlled trial, n=200 (Krupitsky 1997)
One year f/lu : 66% KPT group abstinent vs 24% control group

&n my whole body music starts playing in synchrony with the switched-on tape-recorder. I've got an
Irresistible feeling of being carried away.

| try to resist it with all my forces, but can't. It's as if a train disappears in the tunnel and you are
flying after it into this black abyss and can't resist it.

The music is deafening; your whole body obeys it. It is as if your body is pulsating in unison with the
music. And you are flying in pitch-darkness, and at the same time you are hearing the doctor 's
voice telling you about aversion to alcohol, about the sober life and so on. Then a flash of light.

You are always moving and feel as if you are a ball among other balls rolling along a corridor lined
with similar ballso




Ketamine Psychedelic Therapy for HUD: Evgeny Krupitsky

Krupitsky (2002) Double-blind RCT high (2.0mg/kg im) vs low (0.2mg/kg im) dose KPT for HUD

70 recently detoxified patients randomised to high / low dose groups
3 stage KPT carried-out, with single dosing session
Significantly higher abstinence rate HD group from 1 month through to 24 months

At 1 year, 24% HD group remained abstinent
Krupitsky (2007) : Double-blind RCT of single vs multiple KPT for HUD
59 detoxified patients treated for HUD received one session of KPT. 6 relapsed within 1 month

53 Randomised to receive 2 further sessions KPT or psychotherapy alone
At 1 year 50% (13/26) mKPT abstinent vs 22% (6/27) in sKPT. (p<0.05).




Ketamine with RP-based Therapy for AUD: Celia Morgan

Grabski et al (2022) Double-blind RCT phase 2 proof of concept clinical trial n=96

3 weekly ketamine infusions 0.8mg/kg iv plus psychological therapy
3 saline infusions plus psychological therapy

3 ketamine infusions plus alcohol education

3 saline infusions plus alcohol education

No significant difference in relapse rate but significantly greater number of days abstinent in
ketamine vs saline group at 6 months with greatest difference between groups 1 and 4 (86% vs
69%)

Now recruiting to larger phase 3 multicentre trial to assess effectiveness of approach




Thank you!
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Ketamine vs ECT: antidepressant evidence (1)

Ekstrand et al. (2022) Racemic Ketamine as an Alternative to Electroconvulsive Therapy for Unipolar
Depression: A Randomized, Open-Label, Non-Inferiority Trial (KetECT). Int J Neuropsychopharmacol 25 (5):
339-349

Severely depressed hospitalised patients

Remission rates ECT 63% KET 46%

Some had benefit after 6 treatments rather than rapid response

Safe and effective in patients with psychotic depression

At 1 year 30% of responders in KET group remained in remission vs 37% in ECT group




Ketamine vs ECT : antidepressant evidence (2)

Anand et al. (2023) Ketamine versus ECT for Nonpsychotic Treatment-Resistant Major Depression. NEJM
388 (25): 23151 2325 (ELEKT-D)

Outpatients referred for ECT at 5 community centres for major depression randomised to ECT or Ketamine.
ATreat ment resistanto to 2 antidepressant trials
Outcome was 50% reduction in Self-reported depressive symptoms on Inventory.

Response rate ECT 41.2%; KET 55.4.%

Lower remission rates on MADRS but KET higher than ECT (37.9% vs 21.8%)

Relapse at 6 months: ECT 56.3%; KET 34.5%




Ketamine: Unifled model of action

Marguilhoetal. (2023) A uni f1 ed model of ket ami
properties. Journal of Psychopharmacology. 37 (1) ppl14 - 32:

Immediate antidepressant effect maintained by increase in neuroplasticity.

Di ssoci ative st at e: -rapreserdakoasencoded iroshliencedb odi | y 0
network;

Psychedel i ¢ state: r e lepresemtations encooldd indafaaltr r at i v
mode network.

Leads to a state of enhanced flexibility in which one can make sustained changes in
self-representation, experience and behaviour




Ketamine : antidepressant mechanism of action - molecular

1
Ketamine ] NMEFAR

GABA

interneuron &

AMPA potentiating 3 200, W%s *°% HDNE 5 Glutamate

agents \ ... . ’. - .. ...:’.Q’ synapse

MNMDA antagonism in prefrontal cortex and hippocampus

[ 4

Inhibition of NR2B receptors

[

Blockade of calcium channels in PFC
and hippocampus

4

Increase in glutamate levels

N\

b

| Increase in BDNF and mTOR

I

Increase in mTOR-mediated
protein synthesis

. 4

Increase in dendritic growth
and neuranal proliferation

" 4

Increase in synaptic transmissions

. ' & Rapamycin l

Imprevement in symptoms of depression




Ket ami ne ant I-rdeewpareds s

A Il (o

Photostimulation Burst firing in LHb Behavioural despair /
anhedonia

Ketamine

A z

Reversal of depression-

Photostimulation Inhibition of burst firing in LHb like behaviours

Yang et al. (2018) Ketamine blocks bursting in the lateral habenula to rapidly relieve depression. Nature 554:317 1 322.




Ketamine : action at brain networks

Mlodial Prefronkal

Lt
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Representation of ‘embodied
self’: bodily sensations,
boundaries, spatial location,
personal relevance of
emotions.

Introspection,
autobiographical memory,
daydreaming, imagining
what others are thinking,
envisioning the future.
Narrative sense of self

| Within-network functional connectivity
I Between-network functional connectivity




Subjective experiences from a trial of KAP for AUD:

Set

And he advised me just to relax, he said,
just Chl|| out. Just have the confldence that " £BO wncAOcae ¢ ¢t éﬁf

eGR NO LtGe330 €6 R° MO tcEst and having to fight for it
And the whole situation will be more, will meant that | was carrylng SOEeoH of

bebetterforyf)u And basically, yeah R sOLO[ERO ¢O00dRE3sta* !
[ BU[ « O {0 wnOwinoo slightly obscured those positive aspects that
| had before [during the
first infusion] . . . | was nervous and that

affected the experienced |
had.

Mollaahmetoglet al(2021)




Subjective experiences from a trial of KAP for AUD:

Setting

| thought it was amazing how clinical
it was and how organised it was and
how safe | felt with it. That was
brilliant

O arRGE[ [BGeGREBr o nELBg
experience going to be?

Is it going to be a ride from hell or something
dEo20O Bar' > 130 Ey
0zaecdrr Ode {0@&3 [ O
laboratory type conditions,

the controlled environment




Subjective experiences from a trial of KAP for AUD:

ketamine experiences and insights

we are all connected and there is this
connection between all beings, people
and things to again bring us out of this
kind of prison of addiction. The
transpersonal effects of the drug bring
us out of ourselves and put the
problems into perspective

Not only did | get a life changing and ralteding
experience, but then the therapist did plug some
thoughts to me that made me

think differently... | feel that it is really important
that when you are split open, you know, in such 4§
intense and life changing way that you are given
thoughts and you know that someone gives you
something to refill that, so you do change stuff

{fco F¢ [(noarRel (0 dFEoO 0O zi0dd & dEo2O £6R N
[BO EFkO ¢ 0 [ O33F&E z0dd BOr BOE 0 [nared
attached to your body. You can move it around in the body,

ZzR[ F[r @« acr Edd arraABOO EGR' O[r & R3WEAII

weaving the fabric into your - _ ) _
zOF3t™ {co FEr OcO&E3 [ AOGIcEO (e OdFaEro zrR[ F




Subjective experiences from a trial of KAP for AUD:

relationship with alcohol

The sense of oneness that | felt and the sense of moving
away from focusing on the worries and the small stuff

IS helpful in terms of improving my relationship with
alcohol. Because | think | used alcohol-as a self
medication and as a blocking and avoiding

mechanism. And | think feeling that those issues are

0 @rBdd OnNE3o0 zRy 012282 Enre\i/\z?R‘rlietée]t (:?zétril%\alsgt {ﬁsus |Zm(§)o(r)tantGm¢ﬁans | feel
BOAE3SLE o0 10 0 30 40 % UECEI%(OI'[O O ¢

just not bothered about it, which is not

something that happened in the past
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Does Addiction Present
Differently in People with
Neurodiversity?

3rd international Psychiatry and
Addiction Masterclass (3rd

Dr Cyrus Abbasian iPAM®)
Consultant Adult/Addiction Psychiatrist, London, U.K. !
@abbasian @cyrus_abbasian linkedin.com/in/abbasian Primary care, Mental Health & Long-Term
Care
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1st October 2025 11:40- 12:10
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Abstract

AAs clinicians, we are increasingly recognising and developing competencies in identifying and
managing neurodiversity-related conditions, particularly adult ADHD and autism. Individuals
with a dual diagnosisd neurodiversity co-occurring with other mental health conditions such as
addictionsd pose a distinct set of clinical challenges. Their addictive behaviours, whether
substance-related or behavioural (e.g. problem gambling, gaming, internet use, social media,
or smartphone overuse), may present atypically and often prove more resistant to
conventional treatment approaches. This presentation explores the complexities of such dual
diagnosis cases, with a focus on both substance misuse and the growing recognition of
behavioural addictions. It underscores the need for mental health services to adapt and
provide responsive, neurodiversity-informed care pathways.

1. Dual diagnosis cases with neurodiversity often present atypically and show resistance to
standard treatments.

2. Behavioural addictionsd including gambling, gaming, internet use, social media, and
smartphone overused are increasingly recognised in neurodiverse individuals.
3. Mental health services must adapt to deliver more flexible, neurodiversity-informed care.

67
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AShareholder with Psychiatry-UK.com
APrivate work at Harley Street, London.

Al am an adult ADHD and adult autism assessor!


http://psychaitry-uk.com/
http://psychaitry-uk.com/
http://psychaitry-uk.com/

Outl i1l neé

AWhy ask about addictions.

A Addiction and neurodiversity prevalence.
A Extra questions to ask.

A Stimulation.

A Healthier stimulation.

A Management issues.

A Case examples..
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Why ask about addictions

1. DD and triple diagnosis
2. Risk management

3. Correct diagnosis (treatment
resistance)

4. RX stimulant risks

5. Treatment hierarchy

Addiction Model

Hallucinogens
(trip)

e LSD
* Psilocybin

Depressants
(downer)

» Alcohol
* Benzodiazepines

Stimulants
(upper)

* Cocaine
« Amphetamines

Behavioural
Addictions

* Gambling
* Gaming
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DOI: 10.5498/ wip.v13.i3.84 ISSN 2220-3206 (online)

EXPERT CONSENSUS

|dentification and treatment of individuals with attention-

deficit/hyperactivity disorder and substance use disorder: An expert
consensus statement

Susan Young, Cyrus Abbasian, Zainab Al-Attar, Polly Branney, Bill Colley, Samuele Cortese, Sally Cubbin,
Quinton Deeley, Gisli Hannes Gudjonsson, Peter Hill, Jack Hollingdale, Steve Jenden, Joe Johnson, Deborah
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Prevalence (clinically relevant)

Adult ADHD Adult Autism
Alcohol yyy (4/ 10) y ¢ episodic (2.5/10)
Opiates yy? (1/10) §? (<1/10)
Cocaine yvy (1/ 4 user, 1/ 1p0y?&did usery i on)
Amphetamines yy (1/10) y? (<1/20)
Hallucinogens g (-X 2 Low Z
Nicotine 9y99 (throughout dayhbow Z (variabl e)
Caffeine Y99 (throughout daybow Z (variabl e)




Online Behavioural Addictions (Problems)

A Up to 1/3 for ADHD & ASD

A Gaming (ADHD first person vs ASD role-playing)
A Gambling (ADHD slots > ASD cards/games)

A Internet use (ADHD doom-scrawl vs ASD restricted/repetitive
Interest)

A Social media (ADHD validation-seeking vs ASD substitution)
APornography (ADHD 6extremed > A
A Dark Net! (forensic and safeguarding)



Other Dopamine Seeking Behaviours

A Sugar & fat binging/addiction (ADHD>ASD (ARFID))
A Sex & porn

A ADHD - multiple-orgasms, sex crime victims/perpetrators.
A ASD - sexual fetishes (gender identity).

A Excess exercise (ADHD (high intensity) >ASD (restricted
repetitive))

(DSH (ADHD>ASD) & excess tattoos/piercings (ADHD) - high
endorphin, high serotonin, low cortisol.)



Dual Diagnosis

Comorbidity

Anxiety /
Depression
Aspergers

80



RISK TRIAD

ADHD/Autism (AuDHD)

AL

Mental Addictions

lliness

Influencers




ND Risk Symptoms

A Seeking thrill/novelty & intensity (Stimulation).
A Impulsivity with hyper-focus.

A Instant reward-seeking.

Push -Pull
Factors.
Executive
Dysfunction.

A Craving for Structure. — —

A Impulse control.
A Social anxiety.
A Restricted-repetitive fixed interest.

A Poor decision making.

82



OEUGUNI [dzSaidA2ya

A First effect after abusing stimulant?
A Bedtime routine?

A Effect of (over)exercise?

A Caffeine & nicotine use? How?

A Eating Disorder? (BED? BN?)

A Debt?

A Online activity? (lllegal?)




o=

2o  www.gov.uk/government/publications/channel-and-prevent-multi-agency-panel-pmap-...

Guidance

Channel anulti-Agency
Panel (PMAP) guidance

Channeland PMAP are part of the Prevent strategy. The

process is a multi-agency approach to identify and support
individuals at risk of being drawn into terrorism.

From: Home Office

Published 22 February 2021
Last updated 7 April2025 — See all updates
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Healthier Stimulation

A Harm minimisation/reduction principles.

A Vaping (short-term).

A Coffee/tea use.

A Lifestyle medicine (BSLM).

A Brisk walking or swimming. (Rhythmic exercise)

A Task chunking & creative flow.

A Cold exposure (outdoor swim) & mindful breath work.

A ADHD apps - gamification (?)

A Sensible adventures!

A Diet - high protein/fat (ketogenic) & Omega-3 fatty acids.
A Lightbox.



Management principles

A Coaching

A Modified CBT.

A Reasonable adjustments.

A Debt restructuring/write-off.

A Nokia phone!

A Gambling & credit card self-exclusion.
A Limited access to internet and money (digital detox).
A Go slow titration. Consider non-stimulants.
A MDT approach if complex.




Debt and Mental Health Evidence Form (version 4
Only a health or social-care professional should fill in this form

This form has been given to you because the person Person’s full name

named opposite:

-+ isin debt to one or more creditors; and Date of birth
- has said they have a mental health problem that affects their

ability to repay or communicate with their creditor.

Address

You have been identified by this person as:

« ahealth or social-care professional who knows thq

« a professional who could provide evidence about
health situation.

They have given their consent for you to fill in this forn

Your evidence could really help the person’s health an
GAMSTOP helps you control your

online gambling.

Once registered you will be
prevented from using gambling
websites and apps run by

- It will help creditors to take relevant mental health
into account.
«  This could improve the person’s financial situation and 1}

companies licensed in Great Britain,
for a period of your choosing.

REGISTER TODAY

It only takes a few minutes to sign up
with GAMSTOP. Just tell us a few
details about yourself and let us

confirm your identity.

GET STARTED

HOME  ABOUT REGISTER UPDATE

MORE SUPPORT  FAQ  SIGNIN

FREE ONLINE SELF-EXCLUSION

UPDATE DETAILS

It's important to keep your details up
to date. Sign in to your account to
update your information.

It’s very easy to self-
yourself from Every €asino in

Great Britain b
Y simpl
yourself onto SENSE‘T Y enrolling

exclude

You can enrol onlin

e from home vi
your phou"le, tablet or PC by visiti‘::;
our website and following a link to
the simple enrolment process,

Alternatively, please speak to a
manager who will help you enrol in
person at the casino.

HOW DOES SENSE
SELF-EXCLUSION
WORK?

SENSE is the national self-exclusion scheme
for the entire British casino industry. SENSE
enrolment therefore applies to ALL casinos.

The minimum SENSE self-exclusion period is SIX
MONTHS, but you can extend that period for up
to one year if you wish. You can do this either at
the time of enrolment or at any point up to six
months after your minimum requested period

has elapsed.

For details of how to renew / extend your
exclusion, visit our website:
www.senseselfexclusion.com or

email info@sensescheme.com

By joining SENSE, you agree to your photo and

icipating
i with all pamupa
per sonal data being shared :

hen use -
sinos so that they can t e
:?ldeavours to stop you from gambling on th

premises.

- arcades) can be found on the

Within the Terms and
if you DO manage to gain
excluded (in breach of your SEN
you will not be paid any outstanding win
refunded any losses.

You can only remove yourself from SENSE
the six-month period AFTER your minimum ol
extended period has elapsed. You will need
speak to a casino manager in person to
yourself during this period. You cannot be
removed during your minimum period of
months (or extended period of one year)
ANY circumstances.

If you have not removed or extended /
your exclusion six-months after your m
requested period has elapsed, it wil
and you will be automatically rei

If you need to speak to someone
about a gambling problem, GAM:
free confidential help and support :
contact them by phone on: 0808
via online chat at: g

We recommend that you self-e
from all other forms of gambilii
SENSE. Contact details for ot
‘_(onllne. bingo. betting shops a

senseselfexclusion.com



A A handful of studies on gaming disorder in autism
and ADHD.

A 20i 50% of gaming disorder clinic patients are
neurodiverse.

A GD services do not diagnose ADHD/autism. :
A Comorbid psychiatric conditions - primary and FERCIRCEsychilondon

Gaming the Mind

secondary.

A Co-creation in game design (Ninja Theory) for
healthier games.

A Gaming industry influence; self-requlation is
Ineffective. 29th Sept 2025

A Government should regulate for low-risk, therapeutic,
and educational game design.

A Taskification (structured tasks in games) may reduce
harms, build empathy, reduce bullying, and promote
physical activity in games.

Conference 2025

Bringing together mental health and gaming
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A EUPD female, atypical effect of cocaine

A AuDHD young male with porn addiction

A Female professional has sex after argument

A @GamingDi sorder 6 teenager with ASD
A Binge eating disorder (BED) ADHD female

A Coffee to sleep,cakebef or e mi dni ght é

A Amazon blues! Problem shopping.

AfdPoweorur 0 manswimmerBabo or




Al - the good 34

psychiatryUK

The patient journey

e o Triage o m D T o m o DiSCharge
T s
e-Referrals TwynSygh.t - "# QareAssistant= "/ QarScripts GareScripts
NHS e-referrals Automated Risk Support for form S D o s
. . . - Prescription printing Prescription printing
integration. screening. filling.
# e

QareScrybe
Automated Letter

Generation.
i
i

N QareScrybe =) AL,
Automated Letter

Generation.

QareMx =]

Treatment decision
support.

QareX
Automated referral

screening.

Q - How can Al make my work more efficient and safer??
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Al - the bad & ugly!

42 is that all you've got to show for 7
and half billion years

=8
)

»l o) 547 415 € Bilingual @

swer To The Ultimate Question - The Hitchhiker's Guide To The Galaxy - BBC

92

Top Gen Al Use Cases

2024

Generating ideas Igﬁqrggzi/onship

Thera Le :
companions!pl)i/é Organizing my life’

Specific search

Finding purpose’

Exploring topics
of interest

Fun and nonsense

Improving code
' (for pros)

“Personalized teaming (@) 0 v B
********** general advice (@) Q) Helthierlving
*Did not make list of top 100 in 2026  tNew use case W
Source: Filtered.com

(@hanvardZbusSIneSSrevie



Conclusion

1. Dual diagnosis cases with neurodiversity
often present atypically and show
resistance to standard treatments.

2.Behavioural addictionsd including
gambling, gaming, internet use, social
media, and smartphone overused are
Increasingly recognised in neurodiverse
iIndividuals.

3. Mental health services must adapt to
deliver more flexible, neurodiversity-
iInformed care.

NEURODIVERSITY
AND ADDICTION




Questi onse

Mobile: +44 (0)7903 322499
linkedin.com/in/abbasian
@abbasian
abbasian@hotmail.com
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Introduction

A Addiction psychiatry in forensic settings examines how
substance misuse intersects with risk, responsibility, and

rehabilitation.

his presentation will:

A - Explore culpability and criminal responsibility in addicted

offenders

A - Examine links between addiction, risk, and recidivism
A - Discuss rehabilitation and meditegal challenges
A Duration: 20 minutes



Culpability & Criminal Responsibility

P

Aw {dzoaildl yOS YAadzaS RA&a2NRSNE
Intent)

Aw [ S3Ff FTNIYSE2NL AY RAYAYA
automatism

Aw YS& O2YaARSNI OA2YAaY

A -Was the act voluntary?

A - Role of intoxication vs. underlying disorder

Aw /&S 1 ¢ SEFYLX Sa KAIKE AIFE



Addiction, Risk, and Recidivism

Aw ! RRAOGAZ2Y O2yUNRAROdziSa (2 ¢
offending

Aw wAial aasaavysSyid Ay | RRAOGS

A -HCR20 (HistoricalClinicalRisk)

A -RSVP (Risk for Sexual Violence Protocol)

A - Substance misuse screening tools

Aw [/ 2Y2NDARAUE S6AUK YSYulf Af



Murder

A of sound mind and discretion (sane)

A unlawfully kills (not seltlefence or other justified killing)

A any reasonable creature (a human being)

A in being (born alive and breathing through its own lungs)
A under the King's Peace (not in wartime)

A with intent to kill or cause grievous bodily harm (in contrast to the
offence of attempted murder, where only intent to kill will suffice)



Manslaughter

A Killing with the intent for murder but where a partial defence
applies, namely loss of control, diminished responsibllity or killing
pursuant to a suicide pact.

A Conduct that was grossly negligent given the risk of death, and dic
kill ("gross negligence manslaughter"); and

A Conduct taking the form of an unlawful act involving a danger of
some harm that resulted in death ("unlawful and dangerous act
manslaughter").



Diminished Responsibility

A suffering from an abnormality of mental functioning
A recognised medical condition

A substantially im

naired the defendant's abllity either to

understand the nature of their conduct or to form a rational
judgment or to exercise setfontrol (or any combination)

A if so, whether it provided an explanation for their conduct:



Loss of Control

A Loss of control (the first component);
A A qualifying trigger (the second component); and

A An objective test (the third component): A person of D's sex
and age, with a normal degree of tolerance and-sssfraint
and in the circumstances of D, might have reacted in the same
or in a similar way to D.




Edgware murder trial



https://www.bing.com/ck/a?!&&p=9f8b481c5981829b240166037b23d28399d2455010cf5c1e144ad5dd4b82ec9aJmltdHM9MTc1NzQ2MjQwMA&ptn=3&ver=2&hsh=4&fclid=03d743b4-7c7d-6237-2e6d-56067dff63a2&psq=hadi+shuman&u=a1aHR0cHM6Ly93d3cudGltZXMtc2VyaWVzLmNvLnVrL25ld3MvMjQzODA3MDAuZWRnd2FyZS1tdXJkZXItdHJpYWwtc3RlZmFuLWJhbGFiYW4tc3RhYmJlZC1jYXIv&ntb=1

R v Reynolds (2014)

A The Court reaffirmed that psychiatric factors (mental iliness,
developmental disorders, vulnerabilities) must be considered, even in
very serious offences.

A ADHD can impair impulse control, judgment, and emotional regulation,
which are central to sentencing considerations under diminished
responsibility and mitigation.



Image ID: A7P4G

C PTSD, ADHD




80 y homicide

A | agree with Dr ATaiar that any delusions you had were
relatively encapsulated or riAfgnced. They did not take over
your entire life. On the day of the killing you were not acting
oddly as you went to the pub, drank a few pints, and complete
the crossword, nor as you walked steadily home from
Sainsburys with your normal bag of shopping. Your delusions,
whatever they were, did not upset you or impact on your self
control as you went about your daily business. Your mood wa:
not elevated or manic or outwardly angry. You were able to
operate well within yourself.



Practical Implications

A{dzOOS&aafdZd 5w Hh NBERdzOS&a O2y@AQGA2Y FTNRBY YdzNR
Sentencing options broaden:

- Hospital order (s.37/41 MHA 1983)

- Custody with psychiatric treatment

Balancing accountability and clinical vulnerability

o To To I



Magistrates or
Crown Court
(0] trizil

| Z2 m O Z2 m T m O

OFFENDER




Section 2,
3,4 and 136

- Condition of

Remand to
Hospital
(Sectiopn 35 R d d _ Out-patient or
36) , emand to custody Bail Hospital

o - .

@ Community

Conviction : senter)Qe Section 47/49
Section 38 with condition of
psychiatric
treatment

Section 37, 37/41 (in or out patient)
(non-Custodial disposal) Sentence -
and 45A (Hybrid Order)




Rehabilitation & Risk Management

Aw 9 0 iRy mb8els:

A - Dual diagnosis pathways

A - Traumainformed care

A - Therapeutic jurisprudence

Aw { SOdzNBE K 2 &bd#sedlinferiientionSR LINR & 2 V
Aw a S+edazBallenges:

A - Consent and capacity in treatment

A -Balancing autonomy with risk

A - Longterm relapse prevention




Case Examples

A Case 1: Violent offence under cocaine intoxicatoale of
Intoxication vs. disorder

A Case 2: Repeat acquisitive offending in heroin dependence
risk assessment & relapse cycle

A Case 3: Sexual offending linked to disinhibition under alcohol
misuse



Aw
Aw
Aw
Aw
Aw

Medico-Legal Challenges

SAaGAY3AdZA aKAY3I AVUE2EAOLl (A2
OELISNI o0All& Ay O2dz2NIY | RRA
[ AYAGSR OGONBFOYSYd I OOSaa A
| dzY'F'y NAIKOa O2YAaARSNI GA2Yy
LYLR2NIOFYOS 2F AYyiOS3IANIGSR N



Key Takeaways

Aw ! RRAOQUAZ2Y O2YLX AOF0Sa Odz L
Aw 9ELISNI LIBEAE@OKAFIGNRO AyLlzi A
Aw wAal ldaasSaavyYSyud 022fta Ydzal
addiction
Aw WSKFEOATAGFUOAZ2Y NBIljdzA NBa& R
recovery



Thank You

A Dr Hasanen ATaiar
A Email: Hasanen dhiar@oxfordhealth.nhs.uk
A 2025



SRD INTERNATIONAL PSYGHIATRY AND ADDIGTION
MASTERGLASS (3RD IPAM®)

Slido

Please scan the QR Code on the
screen. This will take you through to
Slido, where you can interact with us.

4

@VENZIS SCAN ME




SRD INTERNATIONAL PSYGHIATRY AND ADDIGTION
MASTERGLASS (3RD IPAM®)

4

@VENZIS




SRD INTERNATIONAL PSYGHIATRY AND ADDIGTION
MASTERGLASS (3RD IPAM®)

Lunch & Networking

4

@VENZIS




SRD INTERNATIONAL PSYGHIATRY AND ADDIGTION
MASTERGLASS (3RD IPAM®)

Premier Sponsors

MEDICE

HHHHHHHHHHHHHHH

camurus. (@ Ethypharm

Partners

4

ONVENZIS
€

Addiction

V-i-a

W LIVERPOOL
b JOHN MOORES

UNIVERSITY

f
ARDENS



SRD INTERNATIONAL PSYGHIATRY AND ADDIGTION
MASTERGLASS (3RD IPAM®)

Dr Emily Finch

Addictions Clinical Director

@VENZIS South London and Maudsley NHS
\ » Trust



SRD INTERNATIONAL PSYGHIATRY AND ADDIGTION
MASTERGLASS (3RD IPAM®)

Presentation

Prof Henrietta Bowden -Jones OBE DL

National Advisor on Gambling Harms

\/€ONVENZIS NHSE



SRD INTERNATIONAL PSYGHIATRY AND ADDIGTION
MASTERGLASS (3RD IPAM®)

Slido

Please scan the QR Code on the
screen. This will take you through to
Slido, where you can interact with us.

4

@VENZIS SCAN ME




SRD INTERNATIONAL PSYGHIATRY AND ADDIGTION
MASTERGLASS (3RD IPAM®)

Presentation

i
w'l
1

‘ Professor Subodh Dave
Dean forRCPsych| Consultant Liaison Psychiatrist & Deputy Director of
Undergraduate Medical Education, Derbyshire Healthcare Foundation Trust

€ON: VENZIS Professor of Psychiatry, University of Bolton | Board Member, Centre for
\/ Research Equity, University of Oxford




Subodh Dave
Royal College of Psychiatrists




