The principles that should underpin the strategy

Our starting point is one of principle. Before considering how best to tackle the
problems associated with alcohol misuse we need a clear understanding of why
Government should play a role at all.

1. Why should the Government get involved in managing the harmful effects of
alcohol misuse? At what point does Government intervention become
justified?

The Government needs to intervene given that alcohol is a dangerous drug and
causes substantial harm. The incidence of misuse is high and continues to
increase and the negative effects are far reaching. Indeed, the complexity of
alcohol misuse combined with the fact that it occurs in so many settings
demonstrates the need for a rounded strategy. Alcohol can damage the lives of
individuals and families and can cause serious problems for society as a whole.
For the individual it can cause physical and mental health problems. It can cause
jobs and homes to be lost. It can have harmful effects on children, family and
those close to the individual. It brings with it costs to the NHS, social services and
the criminal justice system as well as wider costs associated with lost productivity
in the workplace. Alcohol may also be linked to other factors such
homelessness, poverty and lack of work opportunities. It may also lead to
criminal behaviour.

A Government strategy should bring coherence across the various departments
that have an interest in alcohol policy. It would also bring together a wide range
of services aimed at preventing and treating alcohol misuse. The criminal justice
system, social services, local government, education and a range of non-
statutory agencies, as well as health services, all have an important part to play.
It would recognise that a strategy should not solely focus on health — if an
individual does not have adequate housing, education or access to employment
the problems that caused the person to misuse alcohol could return. It must
combine a raft of measures that are linked into one action plan, including
community safety, safe drinking messages, education and support and treatment
for dependent drinkers. It must also be directly linked with other Government led
initiatives such as community regeneration, crime and disorder and public health.
A Government strategy should bring a joined up approach to alcohol and address
all the different causes and consequences of alcohol abuse. The Department of
Health and Strategy Unit should be responsible for ensuring that all policies and
programmes within and across the different Government departments are well
co-ordinated in order to have maximum impact.

A Government led national strategy would help give focus and priority to this
important field. The imposition of clear targets within a strategy, backed up with
additional resources, would also lend urgency to the tackling of problems. The
absence of a national strategy has meant that alcohol misuse has not always




been dealt with adequately at a local level and that the importance attached to
tackling alcohol misuse and the quality of response has varied. Experience and
good practice may not be shared. In some parts of the country, local
commissioners for health and local authorities have been waiting for national
priorities to be set before deciding what services to fund and to what level.
Other national set priorities may be dealt with first. This has led to a shortage of
skilled staff for alcohol services and exacerbated an already worrying situation in
which insufficient funding is available to provide an adequate service that meets
local needs.

The risks associated with alcohol use need to be profiled and promoted in the
same way that the risks of smoking, or indeed, drink driving has been. The range
of effects on physical and mental health needs to be understood. The
Government has successfully intervened with smoking and has promoted healthy
lifestyles and should do the same with alcohol. This is to counteract the popular
belief that alcohol consumption is not only harmless for most people but
recommended as a vehicle of celebration, pleasure and being grown up or
independent.

2. How far is alcohol misuse a matter of individual responsibility and when
does Government have a responsibility to intervene, whether through
services, legislation or persuasion?

Many people in society choose to drink and some do so in a responsible manner
without endangering themselves others. However, there is evidence to suggest
that a considerable number of people drink above the recommended limits with
many at risk to themselves or others. One in 13 is dependent on alcohol to some
degree (ONS 2001). Twice as many people are dependent on alcohol than on all
other drugs. Moreover, significant public health risks and social harm arises from
alcohol use with substantial costs, both direct and indirect to the NHS. The
Government has a responsibility to intervene on public health grounds to protect
individuals, in particular vulnerable groups, such as young people, from the many
types of harm linked to the consumption of alcohol. The Ascheson Report
identified reducing alcohol related harm as an essential strand of an overall policy
to reduce health inequalities. It has as much of a duty of care to its citizens in
tackling the health related problems associated with alcohol use as it does in
relation to heart disease, cancer etc.

The Government needs to take the lead role in taking forward the alcohol
strategy, to provide the impetus for change and to provide funding to ensure that
the strategy can be fully implemented on a national and local basis. It can also
ensure that alcohol problems are addressed in other relevant strategies and
plans. The Government is already involved in social policy and intervenes to
prevent anti-social behaviour so it should also get involved in alcohol. It should




also recognise that Government intervention needs to be long term in view of the
entrenched patterns of drinking and in order to shift public attitudes towards
alcohol. This duty also extends to others that may be affected by an individual’s
alcohol problems, including families, friends, employers and society as a whole.

The most persuasive argument for Government to intervene is that it receives a
substantial amount of revenue from duties on alcohol and has a duty to reinvest
this revenue into alcohol harm reduction measures. Given that the Government
can intervene to influence the availability of alcohol, it should also take
responsibility for the consequences of alcohol misuse.

In summary, the Government has a duty to intervene in three areas:

- To encourage the responsible use of alcohol through health promotion and
education and prevention, with particular emphasis on specific groups, such
as young people. It can also influence consumption of alcohol via taxation,
licensing and drink driving measures.

- To promote treatment and support services and ensure that they are effective,
accessible and are tailored to meet the needs of individuals and their families.
Without an expansion in treatment programmes, there is a risk that people
with alcohol problems will become further marginalised

- To protect individuals, families and communities from anti-social behaviour
and sometimes violent and criminal consequences of alcohol problems.

There should be an expectation on Government to report to Parliament on the
implementation of the strategy on an annual basis and to formally review the
strategy every five years.

3. How can we strike a balance between individual and community rights and
choices?

There is a need to maintain a balance between respecting individual choice and
protecting that same individual from the negative effects of alcohol (health risks,
crime, disorder and anti-social behaviour). There is also a need to take account
of the ill effects of alcohol on society as a whole, including the costs to the
taxpayer (NHS) and the wider costs to the economy (absenteeism from work).

Both the individual and the community have rights and responsibilities.
Individuals have a right to make choices about their drinking. They should also
have a right to accessible impartial information and education on alcohol misuse
in order to exercise that choice. Individuals also have a right to expect
appropriate services if they develop problematic patterns of drinking and need
treatment. That same individual has the right to support if a member of their
family has problems with alcohol.

As members of a community, we all share the responsibility and the cost of
dealing with alcohol related harm on a day-to-day basis. Individuals have to be




responsible for their personal choices where they cause a nuisance or injury to
others. The community has a right to expect safe streets free of drunken
violence and litter and an environment free from violent crime, vandalism and
other threats to public safety. Employers have a responsibility to safeguard the
needs of their employees and develop alcohol policies. Commercial
organisations also have responsibilities towards individuals and communities.

Poor communities are often disproportionately affected by alcohol problems.
These communities have a right to investment in order to build up their capacity
to tackle alcohol related problems and reduce alcohol misuse. Indeed, social
regeneration of communities is needed to tackle the causes of alcohol problems
and reduce the incidence of problematic alcohol misuse.

Finally, there is a particular duty to young people and children so that they can
grow up in an environment protected from the negative consequences of alcohol
misuse.

For these reasons, an alcohol strategy needs to balance personal choice with the
rationale that drinking behaviours are a matter for societal concern. It follows that
measures to combat the problems of alcohol need to be aimed at both the
individual and the wider community.




4. What are the respective roles and responsibilities of consumers, voluntary
groups, commercial interests and others?

There are often competing interests between consumers, voluntary groups and
commercial organisations. This reflects the peculiar status of alcohol where
health concerns sits uncomfortably with the social acceptability and desirability of
alcohol. For example, extending licensing might be held up as beneficial to
consumers as well as the drinks industry but may still be damaging to that same
individual. For that reason, the strategy needs to be bold in the delivery of its
messages. Public health needs to take precedence over the commercial
interests of the drinks industry.

However, the strategy will need to encourage a partnership approach involving
Government, the voluntary sector, statutory sector and industry. Its success will
depend on wide ranging support for the strategy and a willingness to engage with
one another. Their commitment to the strategy needs to be made before it is
implemented and links with other mainstream programmes need to be identified.

Consumers have a responsibility to check out the facts on alcohol and show a
responsible attitude to alcohol use. There were 5,508 deaths directly attributable
to alcohol in 1999 (Department of Health 2001). Consumers also have a
responsibility to safeguard their health as there was an eight-fold increase in
deaths from liver cirrhosis amongst men and seven-fold increase amongst
women aged 35-44 over the last 30 years (Department of Health, 2001).
Consumers have to take personal responsibility for their problems rather than
blaming alcohol itself for behaviour.

Voluntary groups are involved in the treatment, counselling, rehabilitation or
support of people harmed by alcohol. Voluntary groups can play a central role in
the delivery of the alcohol strategy. They can be involved in education,
prevention and treatment as specialist organisations or work alongside local DAT
teams. The record of the voluntary sector is one of meeting unmet needs -
identifying the gaps in provision and filling them. It meets this objective by
providing treatment that is innovative and genuinely person-centred and by
meeting changing needs quickly, free of political bureaucracy. It has a unique
ability to engage with the hard to reach and those most excluded, such as people
from minority ethnic communities and those with complex needs and young
people. It often provides specialist niche services that other agencies/statutory
sectors are unwilling or unable to provide themselves. It usually secures a better
deal for their beneficiaries, not least because the sector has credibility and
knowledge of the client group but also because of its unique role in involving
users and communities. The voluntary sector can play a role in evaluating current
service provision and advocate changes in provision where gaps/shortfalls are
identified. There should be a new focus on the skills, training and accreditated
qualifications of staff with support to enable people to have the confidence to
work in multi disciplinary teams and across agency boundaries. Staff should also




be encouraged to plan career paths and provided with a route to professional
gualifications.

The voluntary sector can also improve access to treatment by providing training
for GPs, teachers and others that may come into contact with users. Awareness
raising activities can also be extended to young people in schools.

Commercial organisations span the organisations involved in the drinks industry,
including manufacturers, retailers and licensees. They should be under an
explicit expectation to promote the principles underpinning the strategy,
particularly in relation to sensible drinking. The commercial industry should take
responsibility for the negative consequences arising from all patterns of drinking.
It is not sufficient for the drinks industry to simply acknowledge that binge
drinking is a problem. It should also take responsibility for the long-term damage
that alcohol dependency can cause to entrenched drinkers, their families and to
society as a whole. Commercial organisations are able to influence patterns and
trends in drinking through responsible advertising/ marketing. They should not
use marketing techniques that promote harmful use of alcohol. Commercial
organisations can also influence the environment in licensed premises and
enforce the current law. Commercial organisations could have responsibility to
label products with units and carry health warnings. The drinks industry should
take the lead in educating young people about the strengths and effects of drinks
and promoting alternatives such as soft drinks through marketing and lowering
prices.

There are also other groups who have a responsibility to take forward the alcohol
strategy. All too often the needs of employees with alcohol problems are ignored
or their needs are dismissed as “personal problems that are nothing to do with
work.” All employers should be expected to develop an alcohol policy that is
understood and communicated to the whole workforce. It should provide training
for managers so that they feel better equipped to identify and, where appropriate,
respond and intervene when alcohol issues arise in the workplace. This needs to
be backed up by advice and support to employees themselves who have
problems with alcohol. Police also have a central role to play in implementing a
future alcohol strategy. It is important that they are aware of harm reduction
approaches and of the benefits of brief interventions and treatment.

A national strategy taskforce drawing together representatives from different
Government Departments, business and the voluntary sector should be set up to
oversee the implementation of the strategy. Naturally, we would strongly
advocate that Turning Point, as the largest provider of substance misuse
services, is a member of the taskforce!




5. What principles should underpin a national alcohol harm reduction strategy?

Turning Point is pleased that the Government is focusing on a harm reduction
approach to its national strategy rather than simply a “control in use” approach to
alcohol policy. There is a need to review restrictions over access and availability
of alcohol in order to ensure that measures are in place to prevent misuse from
taking place in the first place, particularly amongst young people. However, it
must also be accompanied by measures that support people’s efforts to stop and
to reduce harm and control specific drinking behaviours. A harm reduction
strategy recognises that alcohol will also be part of some people’s lives. The
approach is to target resources on behaviour that causes the most damage to
individuals and to the community. This will necessitate tackling alcohol at both
individual and population levels and in a variety of settings. Separate harm
reduction programmes should be developed for different alcohol related problems
or situations. The policy approach should be broad based to cover controls over
access to alcohol, taxation matters, education and treatment and support
services. It is clear that the reasons leading to alcohol misuse are complex and
that a one treatment fits all approach will not work.

The underlining principles that form a central part of the Government’s initial drug
strategy ‘Tackling drugs to build a better Britain’ and the subsequent updated
drug strategy, Tackling Drugs (2002) could also form the central plank of a
Government policy aimed at reducing alcohol misuse. The emphasis in the drug
strategy has shifted away from dealing with the consequences of drug misuse to
investing in ways to tackle and prevent it happening in the first place, as well as
providing treatment for those that need help.

On that basis, the alcohol strategy should advocate a mix of measures aimed at
providing a balance between protection, promoting education, reducing harm and
offering treatment for the whole population with targeted measures aimed at
vulnerable groups, particularly young people. It should also address the needs of
dependent drinkers who would benefit from treatment

Protection — It is quite obviously beneficial to protect individuals from alcohol
misuse and thus minimise the need for treatment services. Furthermore, there is
extensive research to underpin the value and effectiveness of measures at a
whole population level. However, despite this, protection is often a much-
neglected tool against alcohol misuse. Legislation is a valid tool in the
enforcement of a more responsible attitude to alcohol use. Measures in relation
to protection would include reducing consumption by increasing the price of
alcohol through taxation, reducing permitted blood alcohol levels to reduce motor
car accidents and examining the link between controls on advertising and alcohol
consumption. The strategy would also embrace efforts to influence patterns and
levels of drinking through the impact of licensing controls, enforcing the laws on
underage drinking more heavily and restrictions on purchasing times and the




drinking environment.

Prevention — This involves generating greater awareness of alcohol and the risks
of misuse through education and information programmes for young people in
schools, colleges and youth clubs and workplace interventions. Education can
play a role in changing perceptions and attitudes towards alcohol and promote
realistic alternatives. It also means promoting clear and consistent messages in
relation to alcohol. Credible alcohol education and information will help people
understand the risks and dangers of alcohol use, influence perceptions of use
and misuse and promote responsible drinking. The aim of education is to explain
that there is not one kind of alcohol problem but a range of problems ranging
from binge drinking to serious dependency. We also need to educate parents to
be role models to their children. Turning Point recommends that a separate
awareness and communications strategy is developed

Treatment - To enable people with alcohol problems to overcome them and live
healthy and fulfilling lives and in the case of offenders, crime free lives.
Treatment should be accessible, free and available to all that need it when they
need it. It should be made available to families as well. Treatment should
demonstrate best practice. There needs to be a mix of provision that can meet a
range of needs. This would include those who are affected by another person’s
drinking as well as the individual who has the drink problem. There needs to be a
balance between specialist and generalist treatment. It is clear that the reasons
leading to alcohol misuse are complex and that a one treatment fits all approach
will not work. There must be specific measures in place to ensure that treatment
attracts women and people from minority ethnic groups and supports them in
appropriate treatment. A framework for support and treatment services should
be developed

The alcohol strategy should establish some overarching objectives backed up by
targets. However, these targets need to be credible so that agencies are
motivated to work towards targets that are possible to achieve. It should also
promote an evidence-based approach to service provision and have realistic and
achievable outcomes. The delivery of the strategy will be dependent on the
development of a multidisciplinary approach with the active support,
engagement, co-operation and collaboration of a range of partners including,
Government, business and the voluntary sector.

The strategy needs to be underpinned by a research programme to ensure up —
to-date information of the extent of abuse amongst particular groups, promote the
effective targeting of education and to identity any shortfalls in treatment
provision. National priorities for research need to be agreed and mechanisms put
in place so that the lessons learnt from research into what works can be
disseminated. Finally, the strategy needs to be linked in with other measures
that address broader social care issues of an individual, such as neighbourhood
renewal, housing, education and employment.




The cultural and behavioural issues around alcohol use and misuse

Alcohol misuse and its impacts play out against a wider canvas of behaviour and
attitudes related to alcohol: we need to understand this wider picture in order to
understand how to influence and reduce harmful effects.

Questions

6. How do you define alcohol misuse? What factors do you take into account?

A definition of alcohol misuse is liable to be based on value judgements as to the
amounts of alcohol involved to give rise to misuse. This will vary from individual
to individual and over time. The starting point would be to define misuse
objectively in relation to the quantity of alcohol consumed. Alcohol misuse could
be defined as referring to persistent use above the safe drinking limits. There are
shortcomings with this approach. Quantity consumed may not always be a
reliable indicator of alcohol misuse as alcohol may impact on individuals in
different ways. An individual may feel that they have a drinking problem
regardless of the amount that is consumed or alternatively that same individual
may not perceive himself/herself as misusing alcohol even though alcohol is
causing significant problems. Quite low levels of alcohol consumption may be
perceived to be problematic if it is detrimental to the functioning of the individual
in any meaningful way. Moreover, these same drinking limits are not valid in
relation to young people, to adults with specific health problems or women in
pregnancy. In any event, any significant amount of alcohol in the body increases
the risk of accident compared with zero alcohol. Quite low levels of alcohol
consumption may be perceived to be problematic if it is detrimental to the
functioning of the individual in any meaningful way. The alcohol strategy needs to
recognise that alcohol problems can arise from drinking at different levels.

Alcohol misuse should also be defined in relation to the consequences of alcohol
misuse. This would recognise that alcohol misuse causes significant health,
social and behavioural problems. They can be psychological, physical or social
and vary in severity from individual to individual. Some of the specific negative
consequences would include injuries from fights or accidents, unsafe sex and
pregnancy, self-harm suicide or death, personal and family relationship problems
or reduced productivity. Additional consequences often stem from the
environment in which drinking takes place with significant problems arising from
drinking alone in unsafe, unsupervised places. Alcohol misuse not only impacts
on the individual but also the lives and safety of those close to the individual as
well as the wider community around them and society in general.

The definition should encompass all different patterns of drinking. The concepts




of harmful drinking and alcohol dependence have been used to describe different
disorders associated with alcohol problems. Specific behaviours such as binge
drinking should also be considered.

The terminology used to describe alcohol use and misuse is extensive. Each
term/classification brings its own unique problems. It may not be possible to
reach a definitive agreement on the factors that govern alcohol misuse. The
term, “misusers” is also problematic as it may be stigmatising for the individual.
The general term "problems with alcohol” may be preferable as it avoids making
a judgement about an individual. In any event, the alcohol strategy should
contain a glossary of the different terms used to describe problems associated
with alcohol use.

7. What drinking patterns should an alcohol harm reduction strategy seek to
affect? How susceptible are such patterns to change? Where should
Government concentrate its efforts in prevention?

Any alcohol strategy should aim to reduce all the harmful patterns of alcohol
consumption. These may range from clinical terms and terms that are used by
people to describe their drinking patterns. These include: alcohol problems,
alcohol misuse, alcohol abuse, acute intoxication, binge drinking, harmful
drinking, hazardous drinking, and alcohol dependence and alcohol addiction. A
strategy that reduced all patterns of drinking may also reduce some of the long
term problems and illnesses that develop from heavy drinking and dependent
drinking.  Policies for reducing alcohol harm should be aimed at the whole
drinking population, in order to tackle the full problems of alcohol, but also target
particular groups that are seen to be at risk.

The alcohol strategy needs to be a balanced one that focuses its efforts on
addressing all patterns of drinking. It should not concentrate efforts on one
pattern of drinking at the expense of another. For example, it is right and proper
for an alcohol strategy to tackle high risk, episodic, binge drinking and drinking in
unsafe environments. Indeed, news footage of violence and anti-social
behaviour around pubs on a Friday evening provides a powerful visual image of
the damage caused by binge drinking and makes a compelling case for
investment in prevention in this area. The problems relating to drunken
behaviour speak for themselves and are easier to understand. Increased
investment would also strike a chord with, and be supported by, the general
public. This is in line with Government thinking on tacking “yob culture”.
However, the strategy should also concentrate on providing greater support for
long-term dependent drinkers where problems result from regular heavy drinking
over a longer period of time. They may not be as visible as those people who are
intoxicated and are displaying overtly anti-social behaviour but the physical and
medical problems associated with dependent drinkers are as far reaching. It can
lead to potentially fatal illnesses and to psychological and social difficulties such
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as increased rates of divorce, acts of violence or suicide. It is certainly as
significant and as great a problem as binge drinking.

It is worth dwelling on the different patterns of drinking that the alcohol strategy
should address:

Binge drinking refers to people who drink in large quantities on particular
occasions but may not drink more than the recommended amount on a regular
weekly basis. An individual may drink excessively every few weeks or few
months on occasions such as Christmas, weeks off, birthdays, weddings etc.
Binge drinking becomes a problem when it occurs frequently. It may also cause
acute pancreatis or acute gastritis. But most of the medical problems associated
with binge drinking are accidents and emergencies. It brings its own associated
risks involving injuries, violence and loss of control. It also leads to anti-social
behaviour. The strategy should reduce binge drinking because of its harmful
social and individual consequences.

Harmful use refers to levels of drinking which may not lead to intoxication or
dependence but generates a range of negative physical and psychological
consequences. It is associated with medical problems with the heart, liver and
brain and nervous systems. It also increases risk to emotional and mental
illnesses.

Alcohol dependence involves physical dependence accompanied by withdrawal
symptoms when the individual tries to stop drinking. Physical dependence arises
from drinking regularly at a very high consumption level. Withdrawal symptoms
include sweating, shaking, anxiety and insomnia, which are relieved by
consuming more alcohol. Other features include a narrowing of the drinking
repertoire and a subjective awareness of a compulsion to drink and relief or
avoidance of physical symptoms by further drinking. There is also evidence of
growing tolerance and that increased dosages are often required to achieve the
effects produced by lower dosages. People who are alcohol dependent may also
neglect alternative pleasures or interests because of substance use. These are
significant. A person’s gquilt, shame and remorse levels become more
burdensome as the drinking continues. Harmful consequences include harm to
the liver, mental health problems or impairment of cognitive functioning.

The current cultural context within which recreational alcohol use currently takes
place can have negative repercussions for a range of individuals or groups, not
least in relation to the anti-social behaviour associated with excessive alcohol
use that, in turn, impinges on the general public. An alcohol strategy which
places responsibility on licensees to refuse sale of alcohol to individuals who are
clearly already very drunk, behaving anti-socially, or behaving irresponsibly
(drinking and driving) should also provide licensees with the tools to prevent
excessive consumption.
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Given that the strategy should address all patterns of drinking, a sound research
programme that can give information about drinking patterns and behaviours
should underpin it. This will help target resources in education, prevention and
treatment as well as helping to identify gaps in provision in these areas.

8. Is there a relationship between trends in drinking and wider social changes —
e.g. the spread of higher education, changes in workplace culture, later
marriage and/or family formation? Where does this suggest we need to
focus attention in influencing behaviour?

An increasing number of people enter higher education where peer group culture
encourages many people to start drinking excessively. Young people are also
being targeted with advertising messages making certain drinks fashionable in an
age of increasing youth culture.

Many people have more disposable income, now that increasing numbers of
people are living alone or remaining single. There is also an increase in leisure
time available which may allow a greater use of alcohol.

There is a clear need to target young people at the start of their drinking
behaviour although greater research is needed to establish whether young
people can grow out of drinking or are likely to become heavy/dependent
drinkers.

9. One group we need to focus on specifically is young people, where the
evidence suggests a rise in consumption, particularly by young women. Are
there other groups we should be focusing on? For example are there
specific issues around minority ethnic attitudes to, and use of alcohol that
we should bring into our analysis?

It is crucial for the alcohol strategy to focus on meeting the needs of people from
minority ethnic communities. Drinking patterns may be less visible and so the
problems may be underestimated by existing services. Local services should be
expected to take a detailed look at patterns of alcohol misuse in black and
minority ethnic communities when undertaking needs assessments and consider
the diversity of cultures that may require services. Consideration should also be
given to developing mainstream and specialist services that are culturally
sensitive services and can attract minority ethnic alcohol misusers into treatment.
Training in cultural competence can also help staff understand issues affecting
minority groups.

From Turning Point’s experience as a service provider, we know that drinking is a
growing problem in ethnic communities although the patterns can vary from first,
second and third generations. For example, many first generation Sikh clients
tend to only associate drinking spirits such as whisky as a cause for concern
rather than other forms of alcohol such as lager. This may also mean that people
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will only seek help in very critical circumstances when their drinking is completely
out of control.

There are also different drinking patterns within different ethnic groups. Sikhs
may have more problems with excessive drinking whilst Muslims may experience
particular difficulties that stem from an abstinence culture. For some Muslims
any consumption of alcohol would leads to the risk of being perceived as having
a drinking problem. But the stigma associated with drinking in a tightly knit
community may mitigate against the active engagement with treatment services.
New and often damaging patterns of drinking are emerging. For instance, we
have also learnt about drinking problems amongst Chinese women in the north
west of England

The diverse needs of refugees and asylum seekers should be assessed to
prevent alcohol problems and provide appropriate levels of support and help.

10. It is easy to focus on the negative aspects of alcohol use and misuse. But
what are the positive cultural and behavioural (as opposed to economic)
aspects? What parts of our culture would change for the worse if we did not
have alcohol?

Alcohol enjoys a central and ambivalent position in society. It is an acceptable
part of life for the majority of people. It is associated with relaxation, enjoyment
and community celebration. It plays a part in marking important occasions. The
demand for alcohol clearly exists. It is part of England’s culture and identity.

Alcohol is certainly portrayed as a lesser evil to other drugs, even though it
causes more deaths than the misuse of illegal drugs. This means that more
effort has focused on illegal drug use than alcohol use. Given that alcohol is part
of England’s culture, this reinforces the need for adults and children to learn to
drink without risk.

The medical profession has concluded that drinking small quantities can confer
benefits to health. In 1995 the Royal College of Psychiatrists concluded that 1-2
units of alcohol could reduce coronary heart disease for some people. In practice,
these benefits are more evident amongst older people. However, there are
inherent dangers about promoting the positive benefits of moderate levels of
alcohol consumption. Given the known relationship between alcohol consumption
and the level of harm, promoting the health benefits of alcohol may serve only to
increase consumption and therefore the overall harm in society. Alcohol certainly
impairs physiological and psychological functions that impact on individual’s
social behaviour and safety.

An alternative approach is that people can relax and enjoy the company of others
without the need to drink alcohol or the pressure to fit in by drinking alcohol.
Alcohol may be excessively consumed in order to try and relax and unwind in
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crisis situations. It is also used by people who are unhappy, who feel they cannot
cope without alcohol.

11. Is there such a thing as a recognisably English drinking culture and if so
what does it look like? What are the factors that influence it — for example
are there sharp regional differences? Does it look different for different ages
groups?

Culture refers to a set of norms, beliefs and attitudes that people have towards
life. Alcohol is certainly part of an English drinking culture. Traditionally, English
drinking culture continues to focus on the pub. But new patterns of consumption
have become embedded in the English culture such as drinking wine with meals.

The English culture places great emphasis on drinking to excess and getting
drunk in the shortess period of time. People’s pattern of drinking in England is
often based on a need to have fun, overcome shyness and the pressure to fit in
with others. It is often viewed as the only means of “letting your hair down and
having a good time.” For many, it is perceived as the only available leisure
option with few alternatives available particularly in inner city and rural areas.
Young people in England are more likely to get drunk, binge drink and
experience drunkenness in comparison to their peers in the rest of Europe. This
pattern of drinking is for many linked to sociability with people of all ages drinking
excessively at the end of the working week and during weekends.

Binge drinking is a particular pattern of drinking or norm that is part of the English
culture. The approach to drinking is to drink as much as possible over a short
space of time rather than pacing the amount that is drunk and to spreading
consumption of alcohol over a much longer period of time. Specific promotions
such as happy hours and other forms of marketing have lead to irresponsible
drinking, particularly among young people.

A worrying trend is that getting drunk is seen to be an unavoidable and
acceptable part of the English culture. There is a “macho” culture of heavy
drinking where getting drunk is seen as normal behaviour and is tolerated and
where drinking excessively and behaving badly is all held up as a badge of
achievement and is positively applauded. Drunken behaviour is viewed as
acceptable and fun for some people. Binge drinking is celebrated and seen as a
cultural rite of passage for young people. In contrast, not drinking is not seen as
acceptable. Nowadays, "getting plastered" every weekend seems to be regarded
as the cool thing to do. Of course, we know that there is a great pressure to
conform among young people. No one likes to be seen to be different from their
mates. However, in other countries, it is decidedly uncool to get "blind drunk®.

The English culture is a particularly uninformed culture that shows little
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understanding of alcohol and displays considerable ignorance about the risks
associated with heavy drinking. It is also critical of others who choose not to
drink. This is compounded by successive political administrations that have not
prioritised tackling the problems of alcohol misuse. As binge drinking becomes
more embedded into the culture and English way of life, increases in alcohol
related harm will also occur.

There are also socio economic factors that influence the pattern of drinking. Low
levels of income, unemployment and living in deprived areas all predict higher
levels of drinking. Certainly there are strong links between homelessness and
problematic use.

Advertising heavily influences the English culture. The advertising industry
promotes alcohol as part of a modern, desirable lifestyle. Particular drinks are
seen as trendy and fashionable. Much drinking is aggressively targeted at the
younger end of the market. Wine is beginning to make significant in roads as
tastes become more sophisticated mainly for the older age group. Specialist
whiskies are also being promoted as the market becomes very segmented.

The declining influence of cultural and religious traditions limiting or proscribing
alcohol use has also accompanied the recognisable English culture.

The strategy should therefore aim to effect cultural change, in the same way that
the anti-smoking campaigns and subsequent health and safety legislation has
succeeded around cigarette smoking. It should recognise that attitudes towards
alcohol and social norms are embedded into English life and will take substantial
time and investment to change.

12. What factors influence behaviour — fashion and marketing, family
background, education and information, financial, legal and regulatory,
scientific, environmental? Which are the most influential in your view? How
easy is it to exert influence through those factors?

Fashion and marketing influence behaviour very strongly. Drinking is often
portrayed as something that is stylish and fashionable. The media can promote
new and emerging trends in drinking and influence beliefs and drinking
behaviour. Young people’s magazines often carry stories of excessive drinking
and many programmes and documentaries reinforce the view that excessive
drinking is acceptable.

Drinking also forms a central part of the culture of many television programmes
such as Eastenders, where characters frequently meet in the pub. Comedy
programmes also exaggerate the use and frequency of alcohol consumption. It
is rare for the negative effects of alcohol to be highlighted, except when
significant personalities such as the footballers George Best and Paul Gascoigne
are involved. Advertising has also become absorbed into the everyday culture,
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particularly in the lives of young people.

An individual's family background can influence behaviour, as it is more likely that
you will drink if your parents do so. Ethnic background may have an impact - the
Sikh community may be more open to alcohol use than the Muslim community.
Many other factors influence behaviour such as individuals’ learned coping skills,
the job the person is doing, stress in their life, relationship with their partner, state
of health, peer group influence, amount of money. People are also influenced by
the availability of alcohol such as pub opening hours and off-licence shop
opening times.

13. How do attitudes to risk affect use of alcohol?

The relationship between alcohol and readiness to take risks is complex. People
who drink excessively are more likely to engage in a variety of potentially risky or
health damaging activities. Alcohol has a disinhibiting effect and can stimulate
people to take risks. There is a need to try to separate high-risk drinking
behaviours from certain activities that are regarded as high risk, such as
unprotected sex (where alcohol is regarded as the main risk indicator in relation
to teenage pregnancy) and sports and driving which require a high degree of
skill. However, there may also be some acceptable risks associated with
consumption of alcohol. One of the purposes of drinking alcohol is to enhance
risk taking within acceptable socially prescribed limits. Alcohol may encourage
people to talk to others or give people “dutch courage” before embarking on
important activities.

Alcohol is associated with a wide range of risks, although, in practice,
establishing causal links may be more problematic. There may be a distinction
between attitudes towards risk and actual risky behaviour arising from
consumption of alcohol. For example, it is commonly believed that people are
more likely to engage in crime as a result of drinking alcohol. However, research
has confirmed that drinking itself does not cause crime, although drinking and
offending may share common causes.

Some people simply take more risks than others, whether they are drinking at the
time or not. People who are prepared to take greater risks generally in their lives
are more likely to take greater risks with alcohol misuse, for example drinking and
driving, drinking when pregnant, drinking when operating machinery.

People are generally uninformed about the risks associated with alcohol. This
can influence patterns of drinking and readiness to take misguided risks in
relation to alcohol consumption. Many people do not consider the serious
consequences arising from alcohol consumption and many wrongly feel that they
have the skills to control their own drinking levels.

Young people may not have the capacity to control or regulate their drinking
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behaviours and this may result in them engaging in high risk taking behaviours.
Young people’s attitudes to risk may be affected by lack of experience of drinking
and peer pressures.

Health: prevention, treatment and the impact on the NHS

The effects of alcohol misuse cost the NHS money. There are direct costs both to
the NHS and in social care in treating those with alcohol dependence. And there
are a host of indirect costs through alcohol-related illnesses and accidents;
through violence fuelled by alcohol; and through mental illness and depression
associated with alcohol misuse; and through the mixing of alcohol with illicit
drugs. But there is also some evidence that moderate alcohol use for some
groups can be beneficial to health.

Questions

14. How do you define harmful drinking? What factors do you take into account
in deciding whether heavy drinking has become problematic drinking

Problematic drinking can arise if the drinker is putting himself or herself at greater
risk by drinking over the recommended safe levels of 21 units for men and 14
units for women per week. The latest figures for average weekly consumption
show that 27% of men and 15% of women are drinking over these limits. Nearly
half of these men and women are drinking at serious high levels of over 50 units
for men and 35 units for women.

Harmful drinking is not measured only by the amount of alcohol that is
consumed. Drinking behaviour and its consequences can also indicate problems
with drinking (see above).

Factors to take into consideration are symptoms of alcohol dependency such as
withdrawal symptoms including sweating, shaking, anxiety and insomnia.
Additional factors include impact on work, relationships, physical health and
previous history of alcohol use should also be considered.

15. How clear is the evidence both for the health costs and the health benefits of
alcohol? Are there key pieces of research of which we should be aware?
Where are the gaps in the evidence?

The evidence for health costs is well established. Deaths from liver cirrhosis
have seen an eight fold increase among men and a seven-fold increase among
women, aged between 35-44 over the past 30 years (Department of Health,
2001). The former Health Education Authority found that one in six people who
attended A and E departments had alcohol-related injuries or problems of one
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kind or other. On Fridays and Saturdays that rose to eight in 10. Over 150,000
people admitted to hospital in England in 1998-9 had an alcohol-related disease.
Almost 29,000 people were admitted with a primary diagnosis of mental and
behavioural disorders due to alcohol. A further 10,900 admission were for
alcoholic liver disease and toxic effects of alcohol. The Chief Medical Officer’s
annual report noted that in 1999 some 4,700 deaths occurred from liver disease,
with two thirds of them below the age of 65. Alcohol Concern estimates that
alcohol misuse costs the NHS at least £3 billion a year.

Alcohol misuse also carries long-term health risks. About 3% of all cancers can
be attributed to alcohol while heavy drinking over a long period increases the risk
of heat disease. Around 39% of men and 8% of women who attempt suicide are
chronic problem drinkers. Alcohol consumption that precedes attempted
overdose is a staggering figure of 70% of men and 40% of women.

A report by Alcohol Concern “100% Proof” highlights the lack of research on the
causes and impact of alcohol problems The alcohol strategy will need a
systematic research programme to assess the costs of under age drinking to the
NHS in terms of hospitalisation and dependency.

16. What are the costs for the NHS both directly and indirectly due to alcohol?
We will be examining evidence on this but would welcome your views and
any evidence you think we should be aware of.

The costs for the NHS have been well documented by the Royal College of
Physicians in their report "Alcohol- can the NHS afford it” and by Alcohol Concern
in numerous publications. Alcohol misuse costs the NHS up to £3 billion a year
on hospital services (Royal College of Physicians 2001). It is also estimated that
the cost to the health service is between 2% and 12% of the total amount spent
on the NHS. Many of the alcohol related problems are preventable. One in six
people attending A and E departments for treatment have alcohol related injuries
or problems, rising to eight out of 10 at peak times.

Indirectly there are costs associated with staff who maybe off sick due to alcohol
related problems.

17. What, in your experience, are the most appropriate means of prevention of
alcohol dependence and serious alcohol misuse? What forms of training are
most appropriate for professionals in health and social care, as well as other
fields, who play a role in prevention

Prevention stems, in part, from the need to promote education, information and
awareness of the problems associated with alcohol use. Prevention of alcohol
dependence/alcohol misuse at any level must begin with the provision of
accurate information on which individuals can base their lifestyle and behaviour
choices. It is about changing the way in which alcohol is perceived and providing
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relevant information to people and their families as well as reducing misuse and
minimising the risks to alcohol dependence. It is essential that effort is directed
to having a clear health prevention message (including that it is acceptable to see
your doctor), and to building awareness of where people can go if they have a
drink problem and what forms of treatment are available.

Interventions through a range of appropriate services, is particularly critical for
young people with alcohol problems. Investment in lower threshold interventions
not perceived specifically as "drug” or “alcohol” services is vital. For example,
help with numeracy, literacy, education and retraining and anger management.
Interventions should be offered early and start in childhood. It is often effective to
carry out preventative work to stop problems with later alcohol use from
developing.

The “drugs” message is often about deconstructing the more extreme “just say
no” messages into a more rational ‘think about it” approach. In contrast, the
alcohol message is often about emphasising the seriousness with which the
substance should be viewed. This is based on evidence of health risk, alcohol-
related deaths etc. Both are exercises in de-mystification, but approach issues of
prevention in different ways. The culture, legal status of the drug and general
attitude towards alcohol by the public provides the context to this.

Turning Point advocates greater promotion and uptake of “drink watchers” groups
as a means of preventing alcohol dependence. This approach recognises that
there may be a long delay between the development of an individual's alcohol
problem and their contact with treatment services. Abstinence from alcohol may
not be immediately possible or realistic but that individual may be at risk for many
years. Drink watchers groups are interventions aimed at supporting people who
want to manage and control their drinking habits. The individual is encouraged to
compile their own drink diary, to focus on situations in which they are drinking too
much and to examine the motivations behind their drinking patterns. The aim is
to make people more aware of the trigger points that lead to excessive drinking
and raise insight and awareness of their own drinking patterns. This would
enable people to learn about the risks associated with their alcohol use and how
to avoid them. Such an approach starts with the premise of improving the health
or lifestyle of the person. It aims to minimise the harmful effects of drinking by
early intervention and prevent escalation of a person’s alcohol problems. It may
also bring the first crucial step in engagement with services. This form of
treatment is usually run by the voluntary sector with courses running for up to six
weeks either as group work or on a one- to-one basis. It would be a Tier 2 level
of service. It would be a genuine alternative to AA services and represent a
middle path between brief interventions and more specialised forms of treatment.
This model will need to be publicised widely in order to encourage take up.

Turning Point’'s experience shows that providing adequate family support,
ensuring that the partner has access to counselling, telephone counselling and
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group support has had a large impact on dealing with some of the issues in the
family that may be leading to an escalation in drinking.

18. “Brief interventions” can be offered to patients who have been identified as
at risk from alcohol misuse. They may consist of a short session with a
doctor or nurse to discuss a patient’s drinking and to offer help and support
to cut down on alcohol intake, if the patient wishes to do this. How effectively
do you think those at risk are identified? How well have you found brief
interventions to work and how might they work better?

Brief interventions generally take place in community settings and are delivered
by non-specialist personnel such as general practitioners and other primary
health care staff, hospital physicians and nurses, social workers, probation
officers and other generalist professions. They usually consist of a simple
screening procedure and a few minutes advice and are designed for use with
harmful or hazardous drinkers. They are usually aimed at a goal of moderate
(“safe”) drinking.

Most studies have found that brief interventions are effective in reducing alcohol
consumption for at least 12 months in patients who are not alcohol dependent,
and when compared with no intervention or usual care. The major conclusion of
several reviews is that minimal interventions can deliver a reduction in drinking of
between 20 and 30%. Heavy drinkers who have received a brief intervention are
twice as likely to reduce their drinking six to twelve months following that
intervention in comparison with heavy drinkers whom received no intervention.
Brief interventions are also cost effective and can bring about savings to the
health system by intervening early and preventing the need for future expensive
treatment for alcohol related diseases.

Brief interventions can serve as effective treatment for those with less severe
problems such as hazardous and harmful drinkers. They are mainly used to
reduce alcohol consumption in people drinking above recommended levels but
who are not dependent. It is only one method of supporting people and will not
help people who don’t want help or do not acknowledge the harmful effects of
their drinking. People with alcohol dependence require more intensive forms of
support and management. Brief intervention may be too simplistic for entrenched
patterns of drinking. However, they might be useful as initial treatment for
dependent patients seeking extended treatment. It also provides a means of
supporting referral to more specialised forms of treatment in cases of alcohol
dependence.

The aim of brief intervention is to encourage individuals to think differently about
their alcohol use and to give help to people at an early stage as soon as they
recognize that they have a problem with drinking. It aims to assist people so that
they are aware that they need to make changes to their alcohol consumption and
to help them moderate their consumption to sensible limits in order to reduce the
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risk of future health problems. People at a pre-contemplation stage can be
encouraged to recognise the harm that excessive drinking can cause and to think
about changing their own behaviour. Those people at the contemplation stage,
who know that they are be drinking too much and are aware that excessive
alcohol use can be harmful, can benefit from counselling in order to support them
to reduce consumption. All pilots of brief interventions have proved successful
but implementation varies considerably across the country. Turning Point would
support the expansion and take up of brief interventions. However, it is only one
method of support that can be made available. It will not be suitable for all
people who have problems with alcohol.

Primary Care is an excellent setting in which to deliver brief interventions. The
GP is uniquely placed to help people who are starting to develop problems. They
can identify a problem at an early stage and confront the individual of the
damage that they are causing to their lives and the impact on their families.
However, many studies have shown that many GPs are not aware of the benefits
of the brief intervention approach and have not incorporated it into routine
practice. Others barriers include lack of knowledge and skills, (particularly lack of
training in counselling), lack of time and concerns about the response of the
patient. Secondary care is an alternative setting for delivering brief intervention,
particularly to those people who prevent themselves to A&E wards under the
influence of alcohol. Alcohol related accidents are not always followed up in
secondary care, however. Many people in hospital beds are not diagnosed with
having alcohol related problems and the links to specialist agencies that can
provide treatment are not made. This is largely attributable to the fact that A&E
wards often do not have the infrastructure in place to support staff or ensure that
there is adequate links between primary and secondary care or to develop and
maintain close links with CPNs and the voluntary sector. The alcohol strategy
should spell out a requirement for each general hospital to develop a strategy for
detecting and responding to alcohol problems. There should be an expectation
on hospital staff to take an alcohol history from every person who is presented to
an A & E ward and to refer the individual to appropriate treatment.

It is clear that much work still needs to be done in order to encourage general
practitioners and other health and social care professionals in secondary care to
use them in an effective way. The World Health Organisation advocates the use
of a self-report, screening test that is distributed to patients when they are in the
doctor's waiting room. The Audit Tool, developed by the World Health
Organisation has proven to be very successful in identifying hazardous drinkers
and helping them to reduce consumption.

Research suggests that alcohol screening and brief interventions should become
part of routine health care. Health authorities and Primary Care Trusts need to
develop guidelines and protocols for the introduction and implementation of
screening and brief interventions in primary care settings. GPs should be
encouraged to be proactive in seeking out alcohol problems and introduce
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screening for all patients.

General practitioners should be adequately trained to deal with alcohol misuse
and offer brief interventions. Training in alcohol misuse should be compulsory
and be embedded in the undergraduate medical curriculum and postgraduate
General Practice curriculum. It needs to be incorporated into social care courses
so that all social care staff can identify and respond to alcohol problems. Training
sessions by specialist alcohol agencies and counsellors can help in overcoming
some of the limitations along with providing literature. However, GPs are not the
only people who can be trained to deliver brief interventions. There is a danger of
over medicalising brief interventions that could be delivered by other trained
workers. Brief interventions could be delivered by other professionals such as
police and teachers or by the voluntary sector. Advice and information should
also be in pubs at the point of delivery backed up by additional warnings on
packages. There is also a case for delivering brief interventions in different
settings in order to target particular groups. One example would be brief
interventions in universities in order to reach students directly.

19. Do current treatments for alcohol dependence and hazardous drinking
work? Are they sufficiently tailored to meet differing individual needs? Are
there other forms of treatment we should be aware of? Is there a need for
guidance for the commissioners of local treatment services? How should
individuals best access treatment services?

Question 19 focuses on treatment.

The Mesa Grande, an ongoing summary of controlled studies of treatment for
alcohol problems from the University of Mexico, concluded that naltrexone and
acamprosate were the two most strongly supported pharmacotherapies and brief
interventions, social skills training, community reinforcement approach,
behavioural contracting were effective psychological treatments. The least
supported approaches were those that were designed to educate, confront,
shock or foster insight. The results of the Project Match in the USA, the largest
trial of treatment for alcohol problems, confirmed that the “12 step” model of
cognitive-behavioural therapy is an effective form of treatment. The National
Census of UK Treatment Agencies report in 1996 found that the non-statutory
sector was supporting two thirds of people who were receiving treatment or
advice for alcohol problems. The most common category of staff providing
treatment was counsellors and the most common form of intervention was
counselling on a one to one basis. 28% of clients were in residential treatment
and 60% of clients receiving detoxification were inpatients. Only 9% of clients
were concurrently attending AA.

As the largest provider of substance misuse services, Turning Point knows that
treatment works for the individual, family and communities as a whole. The
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biggest concerns surrounding treatment is the lack of response to alcohol
misuse, particularly the lack of provision available in many parts of the country.
There is clearly a lack of resources in relation to service provision. Too much
treatment has been delivered on a shoestring. Shortfalls in funding are
evidenced by lack of growth in existing services, closure of some services,
alcohol funding having to piggy back on drugs funding or traditional alcohol only
organisations diversifying into drugs because that where funding priorities lie.

Turning Point recommends that the strategy should start with the premise of
ensuring equity of provision of services across England. Local and health
authorities should map availability of services in order to obtain good baseline
information and target areas where there is a shortfall of services. The review
should be carried out with the close involvement of former and current service
users to determine what works well and otherwise. = Resources need to be
focused on sustaining existing funding of services and providing new investment
in treatment services. This needs to be backed up by investment in training and
education and the funding of additional research into the causes and
consequences of alcohol problems. There should be a requirement for local and
health authorities to provide alcohol services, produce annual plans and establish
joint commissioning arrangements. The strategy should have specific targets to
increase the number of people in contact with services, to reduce the time waiting
for an assessment of needs and reduce the waiting time between assessment
and availability of treatment. The NTA needs to assume responsibility for
encouraging more responsible, effective and integrated approaches to
commissioning of services.

Research is needed to establish a clear link between the cost of alcohol and the
saving gained in treatment. For example, Turning Point has been successful in
making the case for drugs misuse to be regarded as a health and treatment
issue. The importance of drug treatment services has been increasingly
recognised. This is backed up by research. The National Treatment Outcome
Research study calculated that every £1 spent on treatment brought a return of
£3 due to savings in the criminal justice system. A similar case should be made
for investment in alcohol services, namely every £1 in treatment saves £X in
medical, police, court, social services costs.

Treatment  interventions include  counselling/psychotherapy, ‘12-step’
programmes, detoxification and pharmacological treatments, as well as treatment
or other help to address the problems arising from alcohol misuse. The NHS and
social services deal with many aspects of alcohol misuse with general
practitioners providing an important front line of engagement. NHS community
alcohol services have been developed as a vehicle for providing specialist
support and shared care and training, in relation to GP, generalist, NHS and
voluntary sector provisions, and social work agencies. Voluntary sector
organisations provide specialist support, outreach, day-centre and residential
facilities for homeless drinkers, and have also developed counselling and
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information centres and support within the criminal justice system

Treatment needs to follow a social model that addresses the underlying reasons
for drinking, promotes healthy behaviour and provides aftercare and support
rather than a medical model based simply on treating unhealthy use. This stems
from the recognition that alcohol misuse problems cannot be considered in
isolation and must be combined with social care responses that address broader
aspects of drug users’ lives. This means ensuring that the entire care pathway is
in place and having interventions in education, employment and housing
following treatment. Pathways into treatment need to be simple and
straightforward regardless of the point of entry. An example of treatment, which
follows a social model, can be drawn from Turning Point’s services. Turning
Point’s Sherwood House is a residential rehabilitation unit. Treatment offered
includes a 12-month programme focussing on the 12-step model, as well as one
to one and group therapy and life skills training. As clients progress towards the
end of the programme they are introduced to an aftercare group, which runs
weekly at the project, for as long as the client needs to attend. Clients are also
offered support from staff for the three months once they have left the project,
taking the form of planned sessions to discuss their progress and any current
issues. None of this work is funded, but is undertaken by the staff as it has been
found that ongoing support is essential for the continued success of the client
and their ongoing health.

For treatment to make an impact, it must be based on the principle that there is
no one treatment that is appropriate for every drink problem. Different forms of
alcohol problems will merit different forms of intervention. Treatment that works
for one person may not work for another. Treatment must be designed around
the individual and meet their assessed needs, as well as their families. The
Government also needs to ensure that people who use services are involved in
all aspects of service development, delivery and evaluation.  Turning Point’s
Canterbury Alcohol Project concentrates on the “whole person” addressing the
emotional and social circumstances that can lead to a person’s drinking in the
first place. The Canterbury project regularly assesses the opinions of its clients
after receiving treatment and many of their comments and suggestions are fed
back into the treatment programme.

Treatment should also be widely available throughout the country. A mix of
services in a variety of settings is needed. An alcohol strategy should advocate
generalist and specialist forms of treatment, acute and long-term treatment and
support and include low cost and more expensive alternatives. It should
encompass a full range of effective services ranging from information and advice,
counselling, detoxification, residential support and after care services. It should
combine outpatient treatment for people who have enough social resources and
no serious medical conditions, with impatient support for people with serious
medical/psychiatric conditions, and retain residential options for people with few
social resources and/or environments that are not conducive to recovery. The
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main concern is that there is that there is not enough of it, particularly specialist
services for people with alcohol related problems and the availability of all forms
of treatment in rural areas. The strategy should also promote the social inclusion
of those with misuse problems through provision of learning opportunities and
forging links with housing, education, training and employment services.
Research is needed to evaluate different forms of treatment from different
agencies.

Most dependent drinkers will require a more intensive and specialist form of
treatment than either a minimal intervention or a brief treatment as described
above. Research has shown that a year after treatment, people show significant
improvement in relation to drinking and associated harm. In the main specialist
treatments can be delivered in the community but some problems drinkers will
require intensive day care or residential care. One of the biggest gaps in
provision is in-patient community based detoxification and rehabilitation services.
One of the priorities in the alcohol strategy should be to redress the shortfall in
service provision in these areas and remove the disparity between availability of
alcohol services and drugs services. There also needs to be a balance between
residential and community services.

Residential rehabilitation services, at least on a temporary basis may be
appropriate for some people in order to help bring stability to their lives and
facilitate a move towards alternative housing in the community. It gives patients
the chance to move away from the environment that perpetuating their alcohol
abuse. It may also prevent people from dropping out of services, as the
treatment is often intensive, combining medical care with emotional support and
strong links to aftercare. Turning Point’s service Ascot House based in Oldham
was set up in 1975. It is a residential rehabilitation project for people with alcohol
and/or dugs problems. A significant number of our clients also have co-existing
mental health problems. Ascot House has 7 group homes, in addition to the
main house, offering a total of 22 beds funded under transitional housing benefit
(Supporting People from April 2003). The house programme consists of a
structured group programme based around cognitive behavioural and twelve step
principles. Each client has a designated keyworker and can expect a minimum of
one hour's counselling each week. Clients’ needs are written into a care plan at
the beginning of their stay, and care plans are reviewed regularly. We offer
advocacy, resettlement and aftercare in addition to alternative therapies, chiefly
auricular acupuncture. All clients are also offered a programme of education,
employment and leisure.

Camberwell Alcohol Service, the original Turning Point project, opened in 1964.
The aim of the project is to support people who have suffered as a result of long-
term misuse of alcohol. It six month residential programme is based on exploring
the causes and effects of problem drinking and based on abstinence of alcohol.
Twenty-six clients used the service during the period January to December 2002.
The Camberwell service offers a structural group work programme plus weekly
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counselling sessions. The purpose is to help clients gain insight into the causes
and effects of their problem drinking. The group programme includes goal setting,
relapse prevention, alcohol awareness, inter-personal exploration, discussion
and reflection. It also offers key working sessions to assist clients with the
management of practical matters such as housing issues, returning to work,
education and training. It helps clients to learn to relax and cope with anxiety.

An alternative model is to provide outreach support in the community. The Blythe
Service is based in the community and works with people in their homes across
the north east of England who feel quite isolated from support and can’t access
treatment in the normal way. It offers intensive support to help people to engage
with GPs and other appropriate services whilst remaining in the family home.
The overall aim of the service is to help them reduce or stop their alcohol
consumption that affects their physical and mental health. It is an example of a
low key but crucial service, which are in tune with the local community, and
supports the individual as well as their families and neighbours. In many cases,
the people the Blythe project works with may otherwise die if the service did not
exist.

Alcohol treatment has largely placed a strong emphasis on the medical models of
care, focusing on the health needs of alcohol users. Alcohol treatment needs to
place more emphasis on providing more integrated packages of support and
enlisting mainstream services such as housing, social services and employment.
It should also promote opportunities for young people to participate in sports, arts
and culture. This is needed to facilitate integration back into the community
following treatment.

The current treatment for alcohol misuse involves detoxification. This process
which removes alcohol from the clients body is dependent on follow up work and
relapse prevention. Maintenance following detoxification is crucial. Without the
support of family and friends the client can fall back into drinking patterns very
easily. It can also lead to alcohol dependency if the client sees detoxification as
an easy way out of the drinking, a ‘quick fix’ but sees little reason for changing
long term habits and patterns. Counselling has a fundamental role to play to
enable a person to address their problems with alcohol use. A series of
treatment/counselling sessions are needed to tackle problems detected at
assessment. This may include relaxation techniques to cope with stress, relapse
prevention techniques to promote abstinence and encouragement to make
lifestyle changes. Complementary therapies also have a role to play. The use of
acupuncture, and some spiritually based therapies can help to bring stability to
people’s lives.

In terms of treatment, current models are effective but probably tend to both
target the most problematic and dependent users and to accommodate the social
context of drinking behaviour. Thus, outside the 12 steps model, controlled
drinking provides an acknowledgement that a great deal of recreational activity
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will involve drinking alcohol somewhere along the line. Follow on support is not
well supported due to lack of resources (again, outside the 12 steps model) as
the lack of growth in funding for alcohol services has meant targeting the most
problematic users whilst they are still actively problematic. More could be done
in terms of longer-term relapse prevention. Certainly, there appears to be less
innovation in alcohol treatment as it is a less fashionable field than drug misuse
and much less attractive of Government investment. Future investment needs to
focus on increasing support for dependent drinkers and broadening support to
people in the community.

People need to access treatment services in crisis situations and in cases of
extreme vulnerability. They need to assess services without delay. This is the
optimal time to provide treatment interventions that meet an individual's needs.
Lengthy waiting lists or lack of information about treatment can drive people
away. It may also prevent future engagement with services. Turning Point’s
experience has shown that service provision is characterised by limited treatment
options, lengthy delays and under developed care management. This will need to
be addressed. Pathways to treatment need to be straightforward irrespective of
the point of entry.

20. What can we learn from drugs prevention and treatment?

The aim of the drug strategy is to target the problems relating to drug use
pragmatically and focus on four main aims addressing young people, treatment,
communities and availability. Turning Point has suggested that a similar
approach should be taken to the proposed alcohol strategy. There are close
links between a proposed alcohol strategy and the current drug strategy. We
hope that the publication of an alcohol strategy would make it easier to develop
services that cover both areas of work. There is a close interdependence
between the two areas and many people who access Turning Point’s services
have problems with both alcohol and drugs. Both drugs and alcohol may be
influenced by the same social and cultural factors. However, whilst many drug
users will also have alcohol related problems, drug policy will not be as effective
without attention and resources being directed to deal with these problems.
Examples include: people using alcohol to come off heroin, using alcohol as a
substitute when coming off drugs or as a possible gateway to more serious drug
use. There is a need for additional research to look at the links between drugs
and alcohol and the extent to which alcohol acts as a contributory factor to drug
overdose.

There are a number of structural changes that are needed at a national and local
level. The role of the National Treatment Agency should be broadened to take
account of alcohol treatment. Alcohol services should be included within the
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remit of drug action teams and drug reference groups to ensure that there is local
co-ordination of services. The various schemes such as arrest referral schemes
and the CARAT scheme should be developed to work with problem drinkers as
well as drug users. The drugs testing and treatment orders should be expanded
to include alcohol in cases in which the individual is dependent on alcohol and
will benefit from treatment. These structural changes should ensure that
treatment for alcohol is afforded the same priority, in terms of perception and
resources available, as drug treatment. It is important that alcohol remains high
on the political agenda following the strategy and is not subsumed by drugs.
Strategic planning mechanisms should focus on both drugs and alcohol and
there should be joint and separate commissioning and delivery of services.
There should be separate funding streams for alcohol treatment.

The policy agenda for tackling drugs use has led to a stronger emphasis on
treatment. Treatment should take the centre stage in the Government’s alcohol
strategy. Treatment for alcohol can help people minimise the harm that they do
to themselves, reduce the use of drugs and help an individual rebuild their lives.
Investment in treatment is also in the wider public’s interest given the damage
that alcohol can cause to the 