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Welcome to my fourth Annual Public Health Report for Telford & Wrekin.

Alcohol Misuse

Most of the Report is concerned with alcohol misuse. In this, the Report complements two other reviews
of alcohol-related issues in Telford & Wrekin: the needs assessment of alcohol services conducted by
Wolverhampton University and the recent review by the Telford & Wrekin Health Overview and Scrutiny
Committee. This Public Health Report provides additional information on patterns of drinking in the
local population and on the local impact of alcohol, particularly on crime and disorder and health. The
Report also describes some of the national context for the problem of alcohol misuse and presents the
case for both a preventive approach and for alcohol treatment services.

Partner organisations have already recognised the need for a local alcohol strategy and this Public

Health Report strongly reinforces that position. For example, in Telford & Wrekin:

[ 26% of 11 to 15 year old boys and 21% of 11 to 15 year old girls drink at least one alcoholic drink
a week. 37% of 16 year olds report being drunk in the previous month

[ Sales of alcohol to underage children are still happening

[ ] 23% of men and 12% of women are exceeding safe weekly drinking levels. 28% of 55 to 64 year
old men are binge drinkers. Around 3,200 men and 1,100 women may be alcohol-dependent

[ On average, there is more than one arrest every day for drink-driving and for an alcohol-related
offence against another person

o Alcohol is a very significant factor in violent crime and the proportion of crime which is alcohol-
related is rising

] Local people have significant concerns about alcohol-related crime and disorder

[ Hospital admission rates for alcohol-related conditions are rising and are amongst the highest in
the West Midlands, particularly for accidental injury associated with alcohol. One fifth of acute
admissions to mental healthcare services are due to mental or behavioural disturbances caused by
alcohol

[ Deaths due to alcohol are rising amongst men

[ ] Local public services are spending millions of pounds coping with the consequences of alcohol
misuse. Yet national research has estimated that the implementation of evidence-based alcohol
treatment could result in net savings of £5 for every £1 spent in the public sector

[ There are significant gaps in local alcohol prevention and treatment services




Based on this Report, | have made a series of recommendations to inform the development, scope and

content of the local alcohol strategy, including that its aims should be:

[ To reduce levels of per capita consumption in Telford & Wrekin

{ To promote sensible drinking and reduce harmful drinking by individuals

[ To reduce the levels of harm associated with alcohol misuse in Telford & Wrekin

] To develop and implement a tiered model of treatment services for alcohol misuse, which meets
the needs of the population of Telford & Wrekin

| have deliberately included an overview of the evidence for alcohol prevention and treatment services
in the Report, to support production of the local alcohol strategy. | anticipate that the report of the
Telford & Wrekin Health Overview and Scrutiny Committee will include further recommendations for

the organisational arrangements needed to develop and deliver the strategy.
Choosing Health

| am pleased to report that Telford & Wrekin Primary Care Trust will be investing over £0.5 million
recurrently into additional health improving activities from 2007/8. This is as part of the Primary Care
Trust’s “Choosing Health” allocation, which | described in my last report. Amongst other things, this
investment will be used to develop the local Help 2 Quit smoking cessation service (particularly for
young people and during pregnancy), to expand the community-based weight management service

Why Weight? (including for young people) and to improve sexual health promotion services.

Dr Catherine M Woodward
Director of Public Health
November 2007

Telford & Wrekin Primary Care Trust
Sommerfeld House

Sommerfeld Road

Trench Lock

Telford TF1 5RY

Tel: 01952 265172
catherine.woodward@telfordpct.nhs.uk

This report is an independent report of the Director of Public Health and the views expressed in it
cannot automatically be taken to represent those of the Telford & Wrekin Primary Care Trust Board
or Professional Executive Committee or Telford & Wrekin Council



Technical Notes

As in previous reports, technical background has been kept to a minimum. The report makes
comparisons between Telford & Wrekin Primary Care Trust and the national (England and Wales)
position and population figures are based on the Telford & Wrekin Primary Care Trust Patient Register
or the mid-year population estimates of the Office for National Statistics. Where appropriate,
population rates are age and/or sex standardised, that is, adjusted to ensure that differences in age and
gender are taken into account when comparing different populations.

A number of approaches are available to estimate the burden of morbidity and mortality related to
alcohol. This report has adopted methodologies used by national Public Health Observatories in
describing local morbidity and mortality associated with alcohol. These approaches are likely to form
the basis for local target setting in the future. In summary, “alcohol-specific” conditions are those which
can only be caused by alcohol, for example, alcoholic liver disease. “Alcohol-attributable” conditions
include both alcohol-specific conditions and conditions which may be due to alcohol. This approach
uses published research findings to estimate the proportion of cases known to be associated with
alcohol, for example, road traffic accidents and certain cancers. The term “alcohol-related” is used in a

broader sense when referring to the wider (non-health) impact(s) of alcohol.

Background information on the Index of Multiple Deprivation 2004 (IMD 2004), the analysis of local
health inequalities and the use of rolling averages and confidence intervals was provided in the 2004

report.

Whilst every attempt is made to ensure the quality of statistics presented at the time of publication, it
is unavoidable that certain figures may subsequently be subject to update or revision.

Further information on all statistical approaches used in this report is available from:

Helen Onions

Health Intelligence Manager
Directorate of Health Improvement
Telford & Wrekin PCT

Sommerfeld House

Sommerfeld Road

Trench Lock

Telford TF1 5RY

Tel: 01952 265165
helen.onions@telfordpct.nhs.uk
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Feedback from Users

The Annual Public Health Report for 2005 was distributed to approximately 500 organisations and
individuals, mostly in Telford & Wrekin. Only 23 completed evaluation forms have been returned,
despite a written reminder being issued. In that sense, the feedback remains extremely disappointing.

An alternative approach will be explored for this Report.
However, considering the 23 responses which were received back:

On the question “In overall terms, how useful did you find the report?” (scale 0 for not useful at-all, to
5 for extremely useful) the average score was 4 (range 2 to 5, with 50% of respondents rating the report

as extremely useful.)

On the question “How easy was the report to read and understand?” (scale 0 for impossible to read and
understand, to 5 for extremely easy to read and understand) the average score was 4 (range 2 to 5, with

just under half of respondents giving a 4 rating.)

On the question “Will you use the report to inform your own work?” (Yes or No), 87% (20/23)
respondents stated that they would. Examples included that the report would be used to support the
development of local health improvement projects and that it would be used to inform teaching
materials for students on health-related higher education courses.

On the question “Do you have any suggestions for improvement?” (Yes or No), 26% (6/23) respondents
stated that they did. Suggestions included that further work is needed on the health of travelling
communities and that health improvement targets should be set for health visitors.

Review of Progress with Recommendations

I made 32 recommendations for action to underpin health improvement in Telford & Wrekin in my 2005
report. At the end of March 2007, of these recommendations:

[ ] 56% (18/32) had been achieved or were on course for achievement

[ 25% (8/32) had been partially implemented but full implementation was uncertain

(] 19% (6/32) had not been implemented

Most of the recommendations which had not been implemented relate to people with learning
difficulties — a key post in the joint commissioning team had been vacant. These recommendations are

now being taken forward, following an appointment to this post.



Update on Key Indicators

The statistical Appendix to this report provides the update on a range of key measures. Key messages
include that:

There has been a steady increase in male life expectancy in Telford & Wrekin since the early 1990s.
However, the national target of 78.6 years by 2010 may not be achieved in Telford & Wrekin
The marked social class gradient in male life expectancy seen nationally is also apparent in Telford
& Wrekin. Life expectancy in men in the most deprived 40% of areas remains significantly lower
than in the 40% most affluent areas. However, trends indicate slight improvements in the 40%
most deprived areas during the period 2003-05 to 2004-2006

Female life expectancy overall in Telford & Wrekin has increased more slowly than in men and
improvements between 1999 and 2003 lagged behind those seen nationally. However, the most
recent data show that female life expectancy is no longer significantly different to the national
average for England. Despite these recent improvements the national target for women of 82.5
years by 2010 may not be achieved locally

The relationship between deprivation and female life expectancy in Telford & Wrekin is not as
consistent as for men, although women in the most affluent areas do live the longest. Recent
trends show that female life expectancy has improved in two out of the five deprivation groups
The relationship between deprivation and trends in all age all cause mortality in men and women
reflects the pattern described for life expectancy. In men the worst rates are seen in the most
deprived 40% of areas, but rates in these groups has fallen over the past few years. In women
the socioeconomic gradient in all age all cause mortality is less obvious than in men. All age all
cause mortality rates in two of the five deprivation groups has fallen in recent years

In Telford & Wrekin, premature mortality from circulatory disease continues to decrease and the
2010 40% reduction target was almost met in 2003-05. However, local rates remain significantly
higher than the national average position. There is a clear socioeconomic gradient associated
with premature mortality from circulatory disease. Although trends indicate a fall in premature
mortality in all deprivation groups over the past decade, there has been little reduction in the
‘inequalities gap’ between groups

Premature mortality from all cancers in Telford & Wrekin remains similar to the national average.
The 2010 20% reduction target was met in 2002-04. Although less marked, the pattern of
inequality seen in circulatory disease mortality is also apparent for premature cancer mortality
The local teenage pregnancy target is to reduce the under 18 conception rate by 55% from the
1998 baseline by 2010. In Telford & Wrekin, levels of teenage pregnancy have been significantly
higher than the national average for the past decade. Under 18 conception rates fell by 16.9%
between 1998 and 2005. However, the 2010 target remains extremely challenging. An additional
85 conceptions need to be prevented every year in order to deliver the 55% reduction target.
There are clear inequalities associated with teenage pregnancy, with the highest rates of under
18 conceptions seen in the most deprived wards



An additional national target aims to deliver a firmly established downward trend in conceptions

amongst girls aged under 16 by 2010. In Telford & Wrekin, rates between 1998 and 2005 currently
project to a downward trend in the under 16 conception rate

In Telford & Wrekin, three year rolling average trends in infant mortality rates show a steady
decrease in line with national trends. The rate of infant mortality in Telford & Wrekin has not
differed from the national average position since 1990-92

There is some evidence that inequalities associated with infant mortality are reducing in Telford
& Wrekin. Infant mortality rates in the two most deprived groups have decreased in the past five
years

From 2004/05 the Department of Health has expected PCTs to deliver a 2% year on year increase
in breastfeeding initiation. This target was exceeded in Telford & Wrekin in 2005/06 and 2006/07
and the level of babies breastfed at birth has risen to 63%

From April 2005, PCTs have been expected to achieve a 1% reduction in mothers smoking at
delivery. In 2006/07, 23% of mothers were still smoking at delivery. The inequalities associated
with smoking in pregnancy are strongly related to maternal age. Levels of smoking in pregnancy
in mothers under 25 years are more than twice the rate of mothers aged 30 years and over. The
highest rates of smoking in pregnancy are seen in teenage mothers

Trends in mortality rates from accidents fluctuate due to the small numbers of deaths involved.
There have been no significant changes in accidental death rates over the past decade and local
rates are similar to the national average position

Trends in suicide and undetermined deaths fluctuate due to the small numbers of deaths involved.
The 2010 target reduction of 20% remains challenging in Telford & Wrekin

The percentage of eligible women undergoing cervical screening in Telford & Wrekin
deteriorated from 86.6% in 1999 to 80.4% in 2006. There has also been a fall in coverage at a
national level

The coverage of breast screening in Telford & Wrekin deteriorated in 2006. The proportion of
eligible women aged 53-64 years who had been screened at least once in the past three years fell

to 70%, below the national average position of 76%







Context

The rising per capita consumption of alcohol across the UK population has produced large
increases in all types of alcohol-related harm - including alcohol-related violence and chronic
disease

There are guidelines for sensible drinking, but it is extremely challenging for the individual
drinker to estimate their alcohol consumption - people need to know the sensible drinking
guidelines and then take into account both the volume and strength of their alcoholic drink(s)
The population as a whole is now drinking well above the optimum level for health. Nationally,
one in three men and nearly one in six women are currently drinking more than the
recommended levels and 21% of men and 9% of women are binge drinkers

National research has shown that the frequency of drinking and drunkenness is high among 10 to
17 year olds and that attempts to purchase alcohol by 16 to 17 year olds are frequent and
successful

Levels of heavy drinking in a population are closely related to its per capita alcohol consumption
Alcohol is responsible for almost 10% of the national disease burden, causing a wide range of
acute and chronic health effects. Alcohol is responsible for around 150,000 hospital admissions
and 2 million NHS bed days each year, around 1 in 8 NHS bed days. Alcohol is involved in around
35% of all A&E attendances, with that figure increasing greatly (up to 70%) after midnight and
at weekends

Research has shown that GPs fail to recognise many cases of alcohol misuse, including hazardous
and dependent drinkers - there are many reasons for this. Only 1 in 18 of the alcohol dependent
population accesses alcohol treatment each year

The overall cost of alcohol misuse to society is around £20 billion a year. Within this, the estimated
annual cost of alcohol-related crime is £7.3 billion and the middle estimate for the total annual
cost of healthcare related to alcohol misuse is £1.6 billion

Evidence-based alcohol treatment in the UK could result in net savings of £5 for every £1 spent in
the public sector

The current national strategy for alcohol misuse adopts a harm-reduction approach and has been
criticised on that basis - the strategy is not adequately addressing overall alcohol consumption.
Alcohol misuse has never attracted the levels of central funding which have been dedicated to
drug abuse, despite the fact that alcohol dependence is around 4.5 times more common than
drug abuse in the UK




Alcohol Consumption in Telford & Wrekin

[ In Telford & Wrekin, 26% of boys aged 11 to 15 years report drinking at least one alcoholic drink
a week - this is significantly higher than the national average (22%). 21% of girls aged 11 to 15
years report drinking at least one alcoholic drink a week. A fifth of all young people aged 11 to
15 years drink once or twice a week and 3% drink every day or almost every day - from this, it has
been estimated that at least 330 young people are drinking alcohol daily in Telford & Wrekin.
Although significantly fewer 11 to 15 year olds from black and minority ethnic groups report
regular drinking, the rate is still relatively high (11%). There is no evidence that drinking
behaviour amongst young people is improving

[ There is some evidence that young people in Telford & Wrekin who drink regularly (weekly) tend
to drink more in each drinking session than the occasional (fortnightly or monthly) drinkers. 37%
of 16 year olds report being drunk within the previous month. There is evidence that, amongst
16 year old girls, some are already exceeding the safe drinking levels for women

(] In Telford & Wrekin, 23% of men and 12% of women are exceeding safe drinking levels and there
is no evidence that this pattern is improving. Nearly a third of young men and a quarter of young
women aged 18 to 24 years are exceeding safe limits for weekly alcohol consumption. Nearly a
quarter of men aged 55 to 64 years are exceeding safe weekly limits

{ In Telford & Wrekin, 34% of men and 17% of women are binge drinkers. Amongst both men and
women, binge drinking is more likely amongst younger age groups - amongst 18 to 24 year olds,
over half of all men (52%) and nearly a quarter of all women (23%) can be classified as binge
drinkers. Over a quarter (28%) of 55 to 64 year old men in Telford & Wrekin are binge drinkers.
Rates of binge drinking amongst men are significantly higher than rates amongst women, for all
age groups up to 65 years

{ Around 13,400 men and 7,600 women in Telford & Wrekin are exceeding the safe limits for
weekly alcohol consumption and around 20,300 men and 10,500 women are binge drinkers.
Applying national research, it has been estimated that nearly 3,200 men and 1,100 women in
Telford & Wrekin are alcohol-dependent

[ There is evidence that sales of alcohol to underage children are still happening in Telford &
Wrekin. Amongst the 11 to 15 year olds who have purchased alcohol, 12% report purchasing it
from a shop, 10% from an off-license and 6% while in a bar. Amongst 16 year olds who have
been drunk, 31% were under 13 years of age the first time they got drunk

The Impact of Alcohol in Telford & Wrekin: Crime and Disorder

[ Alcohol is currently implicated in over a quarter of all committals to police custody in Telford &
Wrekin - it is a factor in over 1,800 custody committals each year. On average, there is more than
one arrest every day for drink-driving and more than one arrest every day for an alcohol-related

offence against another person



{ During the three year period April 2004 to March 2007, 810 people in Telford & Wrekin were
arrested more than once for an alcohol-related incident
[ ] During the three year period April 2004 to March 2007, there were over 4,300 alcohol-related

crimes in Telford & Wrekin. The most common type of alcohol-related crime is violence against
another person - indeed, considering all the incidents of violence against a person, over a quarter
are alcohol-related

o Despite the overall reduction in crime, the number and proportion of crimes where alcohol is
implicated are increasing in Telford & Wrekin — the proportion increased from 8% in 2004/5 to
11% in 2006/7. The highest rates of alcohol-related crime are observed in young people and the
overall increase in alcohol-related crime is almost entirely accounted for by the increase in such
crime in the 15 to 24 year old age group. A senior police officer, in acknowledging that routine
recording systems underplay the influence of alcohol on crime, has estimated that alcohol is
actually involved in around 30% of all crime and in 45% of violent crime in Telford & Wrekin

(] Police data confirms that Oakengates and Telford Town Centre are the “hotspots” for alcohol-
related crime. To provide some local context: recent promotions have included the purchase of
£10 wristbands, which allow club-goers open access to drink all night

[ In a recent survey, underage drinking, drunken disorder and alcohol-related violence all emerged
as significant concerns for a high proportion of people living in Telford & Wrekin - and there is
evidence that these concerns are growing

[ ] It cost the local police force over £2,700,000 to deal with alcohol-related crime in a recent 12
month period - this is an underestimate of the total cost to the force in dealing with alcohol-
related activity during this period

[ Routine data and information systems are probably under-recording and under-estimating the

impact of alcohol misuse on community safety and local police services
The Impact of Alcohol in Telford & Wrekin: Health

[ In Telford & Wrekin, hospital admission rates for alcohol-related conditions are significantly
higher amongst men of all ages than women

{ Around 240 men and 110 women from Telford & Wrekin are admitted to hospital each year with
an alcohol-specific condition and many of these people are admitted more than once. Most of
these admissions are for mental health problems or alcoholic liver disease. Hospital admission
rates for alcohol-related conditions in Telford & Wrekin are amongst the highest in the West
Midlands

[ Male and female hospital admission rates for alcohol-related accidents have been significantly
higher than the national average since 2001/2. Between 2002 and 2004, Telford & Wrekin
experienced the highest male and female hospital admission rates for alcohol-related accidental
injury in the West Midlands
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{ Attendances for drunkenness at the A&E Department at Princess Royal Hospital have been

increasing since 2002/3

[ ] Overall hospital admission rates for alcohol-related conditions have been increasing amongst
both men and women since at least 2002/3, although rates are significantly higher amongst men

[ Male and female hospital admission rates for mental and behavioural problems due to alcohol
have been increasing since 2000/1, although there is some recent improvement. Amongst the
Telford & Wrekin population, during the period 2003/4/5, one fifth of acute admissions to mental
healthcare services were due to mental/behavioural disturbances caused by alcohol

[ ] Male and female hospital admission rates for alcoholic liver disease have been increasing since
around 2000/1 - for males, the admission rate in 2004/5 was more than three times the rate in
1999/2000

[ Hospital admission rates for alcohol-related conditions are significantly higher amongst people
living in the most deprived areas of Telford & Wrekin, particularly amongst men

(] Amongst men, deaths due to alcohol are rising in Telford & Wrekin, in a pattern which is broadly
reflective of national and West Midlands trends. The pattern is more static amongst women. The
highest rates of alcohol-specific death are being observed in men aged 55 to 74 years, as is seen
nationally. During the period 2001 to 2005, 79% of all alcohol-specific deaths in Telford & Wrekin
were due to alcoholic liver disease. There are no significant differences in mortality rates in
different parts of the Borough

[ ] Alcohol is a factor in most of the fatal road traffic accidents and in many of the suicides
investigated by HM Coroner for Telford & Wrekin

[ It has been estimated that in-patient admissions for alcohol-related disease alone cost Telford &
Wrekin Primary Care Trust around £840,000 annually. In comparison, the only dedicated
healthcare funding available for community-based alcohol treatment is around £65,000 annually

[ Routine data and information systems are probably under-recording and under-estimating the
impact of alcohol misuse on local health and health services, particularly within primary care and
A&E

Implications for the Local Alcohol Strategy

[ Alcohol misuse is a challenge which cuts right across the objectives of the Telford & Wrekin
Community Strategy and the five key outcomes for children

[ ] There is evidence that the harm associated with alcohol misuse is not coming under control in
Telford & Wrekin. Many people, including young people, misuse alcohol; young people are
obtaining alcohol illegally; alcohol-related crime is increasing; hospital admissions for alcohol-
related conditions have been rising; male mortality due to alcohol is rising and the perceptions of
local people around alcohol misuse are deteriorating. Although not quantified in detail in this
report, alcohol misuse is a major drain on public sector resources in Telford & Wrekin

11



So the local alcohol culture needs to change. In facilitating this, partner organisations need to

commit to a local alcohol strategy which provides the framework, funding and accountability for
action going forward.

A funding model should be defined for both the preventive and treatment elements of the
strategy. There is some scope for more efficient and effective use of current resources, but
additional investment, on an invest-to-save basis, seems inevitable

One of the aims of the alcohol strategy for Telford & Wrekin must be to reduce overall levels of
alcohol consumption in the local population. This is not unrealistic wishful thinking - it is an
essential and evidence based approach to reducing the overall harm caused by alcohol. The
impact of the local strategy will be significantly undermined without this approach

A sound preventive approach which addresses levels of population consumption will generate
benefits across the range of partner agencies

An alcohol education programme for children and young people needs to be developed as part
of the strategy, encompassing the views and experience of the young people themselves. Given
the relatively weak evidence base for action in this area, this component of the strategy will
require particularly careful ongoing evaluation

Partners may not be exploiting in full the opportunities presented by the licensing legislation for
the control of local alcohol supply, consumption and harm reduction. Close cooperation and
information sharing and exchange is needed between partners to make full use of the powers
available

In this context, while there are local examples of a harm-reduction approach to alcohol,
particularly through work led by the police, opportunities to extend this approach should be
developed between partner organisations. In addition, wherever feasible, harm reduction
measures should encompass actions to control the drinking habits of individual people (including
offenders)

It is highly likely that there is both hidden and unmet need for alcohol treatment services in
Telford & Wrekin

When compared to evidence of best practice and recommended models of care, there are a
number of significant gaps in local alcohol prevention and treatment services, for both young
people and adults

While there is a general lack of capacity across existing treatment systems, there are particular
gaps in the provision of alcohol screening and community-based intervention services, including
simple brief interventions. Some of these interventions are known to be cost effective and have
already been implemented in other parts of the country

The impact of the local alcohol strategy will need careful local evaluation. A number of local
information systems will need to improve to provide baseline measures and to support this overall

approach
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10.

11.

The Local Strategic Partnership should agree a mission statement for the prevention and

reduction of alcohol misuse and alcohol-related harm in Telford & Wrekin

Following the commitment given in the current Telford & Wrekin Safer and Stronger Communities
Partnership Strategy, an alcohol strategy for Telford & Wrekin should be agreed and implemented
as soon as possible

As part of this, members of the Safer and Stronger Communities Partnership should agree a
phased funding model for the preventive and treatment elements of the alcohol strategy,
including the feasibility of a pooled budget

The local alcohol strategy should encompass children and young people and adults and be based
on current evidence for prevention, models of care and specific interventions

The overall aims of the Telford & Wrekin alcohol strategy should be:

[ ] To reduce levels of per capita consumption

[ To promote sensible drinking and reduce harmful drinking by individuals

[ To reduce the levels of harm associated with alcohol misuse

o To develop and implement a tiered model of treatment services for alcohol misuse,

which meets the needs of the local population
The delivery framework for the strategy should encompass specific drinking situations, specific
drinking populations and pathways of care into tiered alcohol treatment services
The strategy should encompass specific targets, agreed across the partner agencies, to assess
progress with local implementation of the strategy
Some of the actions required to reduce levels of alcohol consumption in the population and
reduce the harm associated with alcohol need to be delivered at national level. Local partners,
particularly the police, the Telford & Wrekin Council and the Primary Care Trust, should debate
and agree their roles in lobbying for these actions through the Local Strategic Partnership
Lead, operational and accountability arrangements for development and implementation of the
strategy and its action plan should be clearly determined by all members of the Safer and Stronger
Communities Partnership, the Children and Young People’s Strategic Partnership and the Adult
Health and Wellbeing Partnership
The content of the alcohol strategy should be informed by a review of the impact of actions which
have already been implemented to reduce alcohol misuse and harm in Telford & Wrekin, including
partnership working with the local alcohol industry
The content of the alcohol strategy should be informed by a review of the local impact of the
2003 Licensing Act and the 2005 Violent Crime Reduction Bill, to determine whether full use is
being made of local powers between the partner agencies and whether there could be
improvements in information sharing. This work should also explore whether further action can

be taken to limit local promotional activity based entirely on the price of alcohol
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12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.
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Learning from practice elsewhere, further work should be completed to explore the feasibility of

the strategy adopting a principle of liability for alcohol-related harm. If supported, an operational
approach which recovers damages from points of sale made to already intoxicated and/or
underage drinkers should be developed

Local communities should be actively engaged in both the development and implementation of
the alcohol strategy

The strategy should encompass a public education campaign, led by health promotion, to inform
the local population and target groups about safe drinking levels and assessment of individual
alcohol consumption

As part of the strategy, the Telford & Wrekin Healthy Schools Programme should be developed to
encompass school-based alcohol education, using the views of young people, best practice from
elsewhere in the country and the NIHCE guidance expected later in 2007. Given the relatively
weak evidence base for action in this area, this component of the strategy should be carefully
evaluated, perhaps in partnership with an academic institution with particular expertise

The strategy should encompass the local development of alcohol treatment services, using the
tiered approach and ensuring that provision for alcohol misuse is clearly demarcated from (and
not undermined by) provision for drug misuse

The development plan for alcohol treatment services should be based on an analysis of current
care pathways, including A&E and the other hospital in-patient services

In developing the strategy, specific attention should be given to the role and development of
primary health care services in the detection and treatment of alcohol misuse

The development of alcohol treatment services should include screening and brief intervention
therapy in a wide range of community-based settings, including those health and criminal justice
settings where alcohol misuse is most common

The strategy should encompass a training programme for selected frontline staff about the basic
problems associated with alcohol misuse, its detection, brief interventions and onward referral
The strategy should include actions to improve the recording of alcohol-related activity and the
development of intelligence in partner agencies

The Partnership Strategic Assessment (which will, in future, be required from the Safer and
Stronger Communities Partnership) should be designed and implemented to incorporate

evaluation of the local alcohol strategy




This chapter provides some of the context for the rest of the Public Health Report.

The Overall Picture
Alcohol is big business.

In the UK, over 90% of the adult population drink alcohol, which is around 40 million people. Many
people who drink alcohol do so with common sense and enjoyment and come to no harm. Nearly 1 in
10 people drink alcohol every day - although this is often for the alleviation of feelings of anxiety or
depression.

The drinks market is worth around £30 billion a year in the UK, generating around 1 million jobs and

£7 billion in excise duties.

Changing Drinking Patterns

Since the late 1950s, alcohol has become increasingly easily available and more affordable in the UK and
annual per capita alcohol consumption has more than doubled overall. (Figures 1 and 2) It is now

possible to purchase alcohol on every day of the week and at any hour of the day in most UK cities.

Figure 1 Consumption of Alcohol in the UK Relative to Price
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Figure 2 UK Alcohol Consumption: Per Capita Consumption of Alcohol

(Intake converted to litres of 100% alcohol)
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Source: British Beer and Pub Association Statistical Handbook (2006)

But the UK population as a whole is now drinking well above the optimum level for health. For
example, it has been estimated that around 23% of the adult population aged 16 to 64 years in England
drink hazardously or harmfully, which is around 7.1 million people. 6% of men and 2% of women - a
further 1.1 million people - are believed to be alcohol dependent. And alcohol misuse is not just a
problem confined to adults - around 25% of children aged 11 to 15 years drink alcohol and they drink,
on average, around 10 units per week. In this context, there is evidence that the drinks industry
deliberately targets young people, developing and promoting sweetened and attractively packaged
alcoholic drinks at low prices.

In understanding this picture, it is important to appreciate one of the most consistent messages to
emerge from research into alcohol — namely, that levels of heavy drinking in a population are closely
related to the population’s per capita alcohol consumption. The rising per capita consumption of
alcohol across the whole population has produced large increases in all types of alcohol-related harm -
including alcohol-related violence and chronic disease. Between 15,000 and 22,000 people now have
their lives cut short every year through alcohol-related deaths, mainly from stroke, cancer, liver disease,
accidental injury or suicide. The UK has one of the highest rates of alcohol dependency in the European
Union, including amongst young people. Alcohol consumption in France and Italy has halved over
roughly the same period that it has doubled in the UK.

In UK surveys, eight out of ten people think more should be done to tackle the levels of alcohol abuse
in society and seven out of ten people think the UK would be a “healthier and better place to live” if

the amount of alcohol consumed was reduced.
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Legal Issues

Some key measures in the 2003 Licensing Act include that:

[ It is unlawful for a retailer or employee to sell alcohol to anyone under the age of 18

[ It is a criminal offence to sell alcohol, or attempt to sell alcohol, to a person who is drunk, or
knowingly to allow alcohol to be sold to such a person

[ It is a criminal offence to knowingly obtain, or attempt to obtain alcohol, for consumption on

licensed premises for a person who is drunk

] It is a criminal offence to knowingly allow disorderly conduct on licensed premises
[ It is illegal for a young person under the age of 18 to buy or attempt to buy alcohol
[ It is a criminal offence for any person, regardless of age, to buy or attempt to buy alcohol for a

person under 18 years

The current alcohol limit for drinking and driving is 80mg in 100ml of blood - although the fact is that

any amount of alcohol in the blood impairs driving ability.
The Costs of Alcohol Misuse

" The UK Alcoho! Treadment Tral reinforces the £ inding Chat
lreatment for alcohol problems leads o net saings.

UK Alcohol Treatment Trial Research Team, 2005
The costs associated with the social and health consequences of alcohol are staggering.

Cabinet Office figures estimate the overall cost of alcohol misuse to society as around £20 billion each
year, through crime, antisocial behaviour, loss of productivity (around 17 million working days are lost
each year due to alcohol) and healthcare costs. The estimated annual cost of alcohol-related crime is
£7.3 billion. The loss to the economy caused by the premature deaths due to alcohol misuse is around
£2.4 billion each year. The middle estimate for the total annual cost of healthcare related to alcohol

misuse is £1.6 billion.

The Chief Medical Officer for England has accepted (Models of Care for Alcohol Misusers, DH, 2006) that
evidence-based alcohol treatment in the UK could result in net savings of £5 for every £1 spent in the
public sector. The provision of alcohol treatment to 10% of the dependent drinking population within

the UK would reduce public sector resource costs by between £109 and £156 million each year.
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This chapter describes the measurement of alcohol consumption including safe drinking limits and
categories of alcohol misuse.

Measuring Alcohol Consumption

Alcohol use and misuse are traditionally defined in terms of “units” of alcohol, with one unit of alcohol
approximating to 8g or 10ml of absolute alcohol.

But for the individual drinker, measuring alcohol consumption is complex and challenging — people
need to take into account both the volume (size) and strength of their drink(s) to calculate the number
of units they are consuming.

A unit of alcohol is the amount contained in:

[ Half a pint (284ml) of ordinary strength beer, lager or cider (which is 3% alcohol by volume,
“ABV") But note: beers and lagers are often over 4% ABV

[ A small (125ml) glass of wine (which is 8% ABV) But note: a large glass of wine is equivalent to
3 units and many wines are up to 13% ABV

[ A single pub measure (50ml) of fortified wine (for example, sherry)

([ ] A single pub measure (25ml) of spirits (which is 40% ABV)

Thankfully, it is getting more common for alcohol manufacturers to state the total number of alcohol
units contained in their beverages. For example, a 300ml alcopop contains two units of alcohol. Clearly,
this approach doesn’t work when the drink is dispensed to the drinker without him/her seeing the
container - or when the drinker is already drunk.

There is no difference in the ability of different types of alcoholic drink - spirits, wine, beer or other
types - to cause harm. It simply depends on the amount of alcohol being consumed.

Recommended Alcohol Consumption

Simply knowing the number of units being consumed isn‘t enough - drinkers also need to know the safe

drinking limits.

Standard health advice is that:

o Men should not drink more than 21 units per week and should not drink more than 4 units on
any one day

o Women should not drink more than 14 units per week and should not drink more than 3 units on
any one day

[ There should be 48 alcohol free hours after any occasion on which a person drinks more than the
daily benchmark

{ Refraining on one day should not mean excess on another

[ Pregnant women or women planning a pregnancy should not drink at-all. If this is impossible,
then every effort should be made to reduce as much as possible the amount of alcohol consumed

Above these safe limits, the risks to health increase progressively with increasing levels of alcohol

consumption.
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The guidelines do not apply to young people who have not reached physical maturity, to people with
medical conditions which may be affected by alcohol (for example, high blood pressure) or to people
taking certain medications.

Could you be drinking too much? Worried you're drinking too much? Look at Table 1. Simple
questionnaires and advice are available to help you. Go to www.drinkaware.co.uk

Table 1 : Some of the Signs of Problem Drinking

You - or someone you know - could have a problem with alcohol if:

You get drunk regularly

You can't stop once you've started

You're drinking more than you used to

You're losing interest in other things because of drink
You're drinking alone

You're making excuses to drink

You're letting people down as a result of drinking
You smell of alcohol during the day

You feel guilty about drinking

You get the shakes in the morning

From “How Much is Too Much? Alcohol Know Your Limits Campaign, NHS 2006
The Categories of Alcohol Misuse

It is unfortunate that the literature on alcohol contains many categorisations for alcohol misuse. All
definitions are to some extent artificial, as alcohol consumption and its associated problems and
dependence is a continuum - individuals can move into and out of different drinking patterns over time.

There is a good case to adopt the misuse model described by the National Treatment Agency for
Substance Misuse in its report “Review of the Effectiveness of Treatment for Alcohol Problems” (which
provides the basis for its “Models of Care” as summarised later in this report). These categories are
pragmatic and said to reflect the real world of service provision, with different interventions
appropriate for each category of misuse.

Hazardous (or Risky) Drinking

This category applies to people drinking over the recommended limits, but who are not yet
experiencing harm. People drinking hazardously will not usually be seeking treatment for an alcohol
problem, although some may realise their drinking behaviour is putting them at risk. In addition, most
people in this category will be showing some level of dependence, for example, in that drinking has
become increasingly important as part of their lifestyle. Hazardous drinking is generally picked up in
primary healthcare services. Binge drinking (see below) is included within this category.
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Harmful Drinking

This category applies to people drinking over the recommended limits, probably at higher levels than in
hazardous drinking - one definition is that the category applies to men who consume more than 50
units/week and to women who consume more than 35 units/week. However, compared to hazardous
drinking, the distinctive feature is that these people have clear evidence of acute and/or chronic alcohol-
related problems. They have often not yet sought help for their drinking, but can be managed within
primary healthcare services.

The national Alcohol Needs Assessment Research Project “ANARP” (Department of Health, 2005) found
that 32% of men and 15% of women aged 16 to 64 years were hazardous or harmful alcohol users. So,
one in three men and nearly one in six women are currently drinking more than the recommended
levels. The study found that people from black and minority ethnic communities have a considerably
lower prevalence of hazardous or harmful alcohol use than the white population. The study also found
that GPs miss many cases of alcohol misuse, especially amongst younger patients.

Binge Drinking

There is currently no agreed definition for binge drinking in young people or adults. The term is
generally used to refer to the consumption of large quantities of alcohol in a relatively short space of
time, with the sole intention of getting drunk.

One definition (and the one used in the West Midlands Regional Lifestyle Survey - see below) is drinkers
who report drinking more than twice the recommended daily limit on one or more days in the previous
week. Another definition is the consumption of at least five drinks in a row, on at least three occasions
during the previous 30 days.

Currently, binge drinkers are more likely to be male and under 25 years. They are at increased risk of
accidents, committing or falling victim to assault, unwanted and unprotected sex and acute alcohol
poisoning.

The ANARP study defined 21% of men and 9% of women as binge drinkers.

Dependent Drinking

These people usually have alcohol-related problems and in addition cannot tolerate acute alcohol
withdrawal. They normally require medically assisted detoxification, with the level of need being
related to the severity of the alcohol dependence. There are two sub-categories of alcohol dependence:
moderately dependent and severely dependent drinking.

The ANARP study found that 6% of men and 2% of women are alcohol dependent. People from black
and minority ethnic communities have similar rates of alcohol dependence to the white population.
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Moderately Dependent Drinking

This category applies to most heavy drinkers who recognise that they have a problem. These people
have usually not reached the stage of relief drinking, that is, drinking to abolish or avoid withdrawal
symptoms, although they may experience symptoms of alcohol withdrawal and impaired drinking

control.

Severely Dependent Drinking

In the older language used to describe alcohol misuse, this group of drinkers would have been the
“chronic alcoholics”. These people tend to have serious, longstanding problems, will have experienced
withdrawal symptoms (such as delirium tremens, the “DTs"”) and may have developed the habit of
drinking to avoid withdrawal symptoms.
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This chapter describes patterns of alcohol consumption amongst children and young people and adults,
including local patterns of consumption.

Alcohol Consumption amongst Children and Young People

A recent Home Office study on underage drinking, based on interviews with 5,205 10 to 25 year olds

living in private households in England and Wales, reported the following key findings:

o 56% of 10 to 17 year olds had had an alcoholic drink in the previous 12 months (including 29%
of 10 to 13 year olds)

[ One third of 10 to 17 year olds who reported drinking alcohol once a month or more also
reported feeling very drunk once a month or more in the previous 12 months

[ Of the 10 to 17 year olds who had drunk alcohol in the past year, 59% had drunk alcopops and
46% had drunk beer

o 48% of 10 to 17 year olds who had drunk alcohol in the past year reported that they obtained
alcohol from their parents, although those who got very drunk at least once a month generally
obtained alcohol from pubs, bars and shops, rather than from their parents

[ ] Around half of 16 to 17 year olds had tried to buy alcohol from pubs and bars (59%) or shops
(47%) in the past 12 months and most had been successful on at least one occasion - 98% of those
trying pubs and bars and 96% of those trying shops

o Those who drank alcohol once a week or more committed a disproportionate volume of crime,
including criminal damage and theft

The main conclusions of the study were that the frequency of drinking and drunkenness were high

among 10 to 17 year olds and that attempts to purchase alcohol by 16 to 17 year olds were both

frequent and successful.

Patterns of Alcohol Consumption amongst Young People in Telford & Wrekin

Alcohol consumption amongst young people in Telford & Wrekin is monitored through a population-
based lifestyle survey run in local secondary schools - the Health of Young People Survey (HYPS).

The latest HYPS was undertaken in 2005 and included 2,200 students aged from 11 to 15 years, which
was approximately 18% of the local school population for this age group. In addition, Exeter University
undertook a survey of 16 year old school children in Telford & Wrekin on behalf of the Primary Care
Trust and Telford & Wrekin Council during 2004/5. Although this survey mostly related to sex and
relationships education, it also included questions about alcohol. The Exeter survey had a large sample
size, covering 60% of 16 year olds in Telford & Wrekin.

The 2005 HYPS revealed that regular drinking (at least one drink a week) amongst Telford & Wrekin
boys aged 11 to 15 years is significantly higher than the national average (26% v 22%). (Figure 3)
Regular alcohol consumption amongst girls, while not significantly different from the national average
(21% v 23%), is clearly also a cause for concern. The 2000 HYPS also included questions on alcohol use,
although only amongst 12 and 15 year olds. Considering the 15 year olds, there were no significant
differences in the patterns of alcohol consumption on the available measures (never drunk alcohol or
rarely drunk alcohol) between 2000 and 2005.

In the 2005 survey, significantly fewer 11 to 15 year olds from black and minority ethnic groups reported
drinking regularly in Telford & Wrekin, compared to young people in the same age group from a
Caucasian background (11% v 24%).
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Figure 3 Alcohol Consumption: Regular Drinking, 11 to 15 Year Olds, Telford & Wrekin
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Source: Health of Young People Survey 2005, Drug use, smoking and drinking among young people in England in 2005
© 2006, NHS Health and Social Care Information Centre

Figure 4 summarises patterns of alcohol consumption amongst 11 to 15 year olds in Telford & Wrekin
by gender. A fifth of these young people drink once or twice a week, 3% drink every day or almost
every day - from this it has been estimated that at least 330 young people could be drinking alcohol
daily in Telford & Wrekin.

Figure 4 Alcohol Consumption: Frequency, 11 to 15 Year Olds, Telford & Wrekin
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Source: Health of Young People Survey 2005, Drug use, smoking and drinking among young people in England in 2005
© 2006, NHS Health and Social Care Information Centre
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The HYPS also found that regular drinking rates increase with age in Telford & Wrekin, where 16% of
11 to 13 year olds drink alcohol weekly, compared to 44% of 15 year olds. This is similar to the national
pattern. The Exeter survey found that 73% of boys and 69% of girls aged 16 years in Telford & Wrekin
schools were regular drinkers.

The HYPS also investigated the supply of alcohol to young people. 45% of 11 to 15 year olds indicated
that they had never purchased alcohol. Of the young people who had purchased alcohol, 18% reported
purchasing it from a friend or relative, 12% from a shop, 10% from an off-license and 6% while in a bar.
These findings are highly significant for the local Trading Standards team, as they provide clear evidence
that underage sales are still happening in Telford & Wrekin.

Figure 5 summarises information about the quantity of alcohol consumed in drinking sessions amongst
11 to 15 year olds in Telford & Wrekin. The main conclusion from this analysis is that young people who
drink regularly (weekly) also tend to drink more in each drinking session than the occasional (fortnightly
or monthly) drinkers. Amongst 11 to 15 year old boys, 42% of the regular drinkers consumed, on
average, four or more drinks in each session compared to 30% of the occasional drinkers. Amongst 11
to 15 year old girls, 52% of the regular drinkers consumed, on average, four or more drinks in each
session compared to 31% of the occasional drinkers.

Figure 5 Alcohol Consumption: Frequency of Drinking and Drinks Consumed,
11 to 15 Year Olds, Telford & Wrekin
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The findings of the HYPS are complemented by the Exeter University survey, in which 8% of 16 year olds
reported high levels of alcohol consumption in the previous week, defined as 15 units or more (Figure
6). Within this, it can be concluded that 5% of the female respondents are exceeding safe drinking
levels for women. Over a third (37%) of 16 year olds reported being drunk within the previous month
- only 7% reported never having been drunk. Moreover, 31% of 16 year olds who reported having been
drunk at least once indicated that they were under 13 years of age the first time they got drunk.



Figure 6 Levels of Alcohol Consumption in the Previous Week, 16 Year Olds, Telford & Wrekin
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Source: Exeter University APAUSE Year 11 Survey (2004/05)
Figure 7 summarises information about the places where 16 year olds get drunk in Telford & Wrekin.
Nearly half of all 16 year olds who have been drunk have been drunk in a pub and nearly a third have
been drunk in a club. 16 year olds are also getting drunk in their own home, at the homes of friends

or relatives or while out of doors.

Figure 7 Places in Telford & Wrekin Where 16 Year Olds Get Drunk
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The Exeter survey also explored drinking intentions amongst 16 year olds in Telford & Wrekin. 60% of
16 year olds who drink regularly reported that they are unlikely to stop getting drunk - only 12% felt
they were likely to try to stop getting drunk. 57% of the respondents felt they would probably get
drunk within the next 12 months, with 20% stating that they would probably get drunk within the next

month.
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Alcohol Consumption amongst Adults

Patterns of Alcohol Consumption amongst Adults in Telford & Wrekin

Alcohol consumption amongst adults in Telford & Wrekin is also monitored through a population-based

lifestyle survey - the West Midlands Regional Lifestyle Survey (WMRLS). The most recent WMRLS was

undertaken in 2005 and included a representative sample of 1,700 respondents from Telford & Wrekin.

The 2005 WMRLS found that 23% of men and 12% of women in Telford & Wrekin are exceeding the

safe limits for weekly alcohol consumption (defined in the survey as 22 units for men and 15 units for

women). 34% of men and 17% of women in Telford & Wrekin were defined as binge drinkers, on the

basis that they reported drinking more than twice the recommended daily limit on one or more days in

the previous week. Overall, these findings were not significantly different to the West Midlands

average positions (Figure 8).

Figure 8 Summary of Alcohol Consumption amongst

Adults in Telford & Wrekin: Excessive and Binge Drinking, 2005
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There was no significant change in the proportion of adults drinking above safe limits between 2001

and 2005. Trend information is not available for binge drinking as the issue was not explored in the

2001 WMRLS survey.
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Figure 9 summarises patterns of unsafe drinking in Telford & Wrekin adults by age and gender in 2005.
No regional comparator data for these age bands was available. Nearly a third of young men and a
quarter of young women aged 18 to 24 years are exceeding safe limits for weekly alcohol consumption.
Nearly a quarter of men aged 55 to 64 years are exceeding safe weekly limits.

Figure 9 Patterns of Unsafe Drinking in Telford & Wrekin Adults by Age and Gender
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Figure 10 shows a clear pattern of binge drinking in Telford & Wrekin. Amongst both men and women,
binge drinking is more likely amongst younger age groups - amongst 18 to 24 year olds, over half of all
men (52%) and nearly a quarter of all women (23%) can be classified as binge drinkers. Again, binge
drinking is not just an issue for young people and younger adults - even amongst 55 to 64 year old men,
over a quarter of respondents (28%) are binge drinkers. Rates of binge drinking amongst men are
significantly higher than rates amongst women, for all age groups up to 65 years. For men and women,
the prevalence of binge drinking in Telford & Wrekin mirrors the patterns seen across the West Midlands
region.

Figure 10 Binge Drinking amongst Adults in Telford & Wrekin

|_ Men —— Women — Telford & Wrekin (male average 34%) —— Telford & Wrekin (female average 17%) |

70%
60% 1
50% 1

40% A ]. T

30% 1

% of respondents

20% 1

10% 1 I

23% 15% RV 14% 30% Bl% 28% NGO 4%
0% T T T T T
18-24 25-34 35-44 45-54 55-64 65+

Age group

Source: Regional Lifestyle Survey 2005

27



The findings of the 2005 WMRLS have been used to explore inequalities in patterns of drinking
behaviour in Telford & Wrekin. Figure 11 summarises this investigation and shows that, in 2005 at least,
there were no significant differences in the proportions of drinkers exceeding sensible limits or in binge
drinking between different socioeconomic groups in Telford & Wrekin.

Figure 11 Equity Profile of Adult Drinking Behaviour in Telford & Wrekin
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The Index of Deprivation 2004 (www.odpm.gov.uk) © Crown Copyright,

Based on the findings of the 2005 WMRLS, it has been estimated that approximately 13,400 men and
7,600 women in Telford & Wrekin are exceeding the sensible limits for weekly alcohol consumption.
Approximately 20,300 men and 10,500 women in Telford & Wrekin are binge drinkers.

The 2004 Alcohol Needs Assessment Research Project (ANARP) was a comprehensive review of adult
alcohol misuse (and alcohol services) across England. (Department of Health. Alcohol Needs Assessment
Research Project: The 2004 National Alcohol Needs Assessment for England. 2005) The study derived
prevalence estimates for a range of adult drinking patterns. Table 2 provides local estimates for the
numbers of adult drinkers falling into each ANARP alcohol misuse category.

Table 2 Estimates for Harmful Drinkers in Telford & Wrekin (based on ANARP - see text)

Estimated Numbers in

Category Previous Prevalence Telford & Wrekin
Non-drinkers 10% of Adult Population 10,576
Alcohol-use disorder 38%of Men Aged 16-64 Years 19,631

16% of Women Aged 16-64 Years 8,529

Hazardous or harmful 32%of Men Aged 16-64 Years 16,784
drinkers 15% of Women Aged 16-64 Years 7,996
Alcohol dependence 6%of Men Aged 16-64 Years 3,147
P 2% of Women Aged 16-64 Years 1,066

Source: ANARP and ONS Mid Year Population Estimates 2002 © Crown Copyright






“There is no doubt that alcohol misuse is associated with a eoide
rayge of” /vroé/ems f /nc/ad/zg pAssIcal health /vroé/ems such as
cancer and heart disease; oftending behaviours, not least domestic
Violence; suicide and deliberate self-harm; child abuse and child
reglect; merdal health problems which co-exist with alcoho!
rususe; and social problems such as Aomelessness.

We know that rmuch of ¢his harrt 1S pre\/eti‘aé/e....“
Sir Liam Donaldson, Chief Medical for England, 2006

This chapter describes some of the impacts of alcohol misuse, including its local impact on crime, antisocial
behaviour and health.

The Impact of Alcohol on Crime and Antisocial Behaviour

At national level, key points include that:
[ ] Half of all violent crime is alcohol-related

( Offenders have been found to be intoxicated in 30% of sexual offences, in 33% of burglaries and
in 50% of incidents of street crime

{ Although the numbers of drink-driving deaths have been falling since the 1970s, the rate of decline
has slowed in the past 10 years. There are currently around 97,000 cases of drink driving each year

[ Nearly two thirds of male prisoners and one third of female prisoners have an established alcohol
problem

(] Around one third of reported incidents of domestic violence are linked to alcohol misuse.
Heavy drinking by the victim is also a risk factor

] 20% of school exclusions involve alcohol
[ Crime and antisocial behaviour linked to alcohol misuse cost the country around £7.3 billion annually
[ A broken beer glass has become the most common weapon of assault in Britain

It is well recognised that national police data tends to underestimate the significance of alcohol in recorded
offences.

The Impact of Alcohol on Crime and Antisocial Behaviour in Telford & Wrekin

The influence and misuse of alcohol is prominent in three particular areas: anti-social behaviour, criminal
damage and violent crime (although alcohol may be a factor in many other crimes). Alcohol also impacts
significantly on local custody activity in two further forms: drink-driving and simple drunkenness.

The Impact of Alcohol on Custody Committals and Arrest

An analysis of Telford & Wrekin police custody records for the three year period April 2004 to March 2007
has shown that, of the total of 21,609 custody records, 5,514 records (26%) had an "alcohol involved”
marker placed against the custody record. In other words, alcohol is currently implicated in over a quarter
of all police committals to custody in Telford & Wrekin.

Of the people committed to custody during this period where alcohol was a factor, 86% were male and
14% were female. 18% were 11 to 20 years old, 37% were 21 to 30 years old and 22% were 31 to 40 years
old. Considering ethnic origin, 92% were White British, 2% were Black African, 2% were Asian Pakistani or
Indian and 1% were Black Caribbean. Alcohol-related custody episodes have consistently shown a rise
during December in recent years, due to the increased consumption of alcohol during the festive season.

29



For the same period, considering arrests where alcohol had been implicated, there were:
]
(
{
]
(]
]
]

It is of note that 810 of these people were arrested more than once during the period under

1,435 arrests for drink-driving offences (over one arrest a day on average)

1,121 arrests for offences against the person (again, over one arrest a day on average)
835 arrests for breach of the peace or other public order offences

591 arrests for drunkenness

500 arrests for criminal damage or arson

270 arrests for theft or burglary

158 arrests for riot, affray or violent disorder

consideration.
Alcohol-related Crime
There are currently no local performance targets in relation to alcohol-related crime.

There were at least 4,378 alcohol-related crimes in Telford & Wrekin during the period April 2004 to
March 2007. Despite overall reductions in crime, the number and proportion of crimes where alcohol is
implicated has increased year on year, from 8% (1,425/17,339) in 2004/5 to 11% (1,494/13,570) in 2006/7.
However, when analysed on an age-specific basis, the overall increase in alcohol-related crime was
almost entirely accounted for by the trend observed in the 15 to 24 year old age group. (Figure 12)
There is a clear relationship between alcohol-related crime and age, with the highest rates observed in
young people.

A senior police officer, in acknowledging that routine recording systems underplay the influence of
alcohol on crime, has estimated that alcohol is actually involved in around 30% of all crime and in 45%
of violent crime in Telford & Wrekin.

Figure 12 Age-specific Trends in Alcohol-related Crime in Telford & Wrekin
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Considering the types of alcohol-related crime over this period, alcohol-related violent crime was the
most significant type of offence. There were:

[ 2,572 incidents of violence against a person. Of all the incidents of violence against a person in
Telford & Wrekin over this period, 28% were alcohol-related

713 incidents of criminal damage, including arson

480 public order offences

353 incidents of shoplifting, robbery or theft from a person, other thefts or burglary

79 drug offences

67 sexual offences

35 incidents of vehicle crime

2,274 offenders were charged with alcohol-related offences during the time period reviewed. Of these
people, 83% were male and 17% were female. 27% were 11 to 20 years old, 37% were 21 to 30 years
old and 21% were 31 to 40 years old. Considering ethnic origin, 92% were White British, 2% were Asian
Pakistani or Indian, 1% were Black African and 1% were Black Caribbean.

Further analysis within the police service has highlighted the significance of the local night-time
economy in relation to alcohol-related crime in Telford & Wrekin. Local data confirms that Oakengates
and Telford Town Centre are the hotspot areas for alcohol-related crime, with Saturday and Sunday as
peak days and 2200 to 0059 as the peak time period. To provide some local context, recent promotions
have included the purchase of £10 wristbands, which allow the club-goer open access to drink all night.

The West Mercia Crime and Safety Survey

The West Mercia Crime and Safety Survey for 2006 provides the following information for Telford &

Wrekin:

(] During the previous 12 months, 26% of people surveyed in Telford & Wrekin had felt worried
about drunk people causing them a problem

o At neighbourhood level, 73% of people identified underage drinking as a problem (compared
with 62% in 2005), 64% of people identified drunken disorder in public places as a problem
(compared with 49% in 2005) and 64% of people identified alcohol-related violence as a problem
(compared with 46% in 2005)

[ When asked to select a top priority to be addressed from a list of local problems, 17% of people
felt that the top priority should be underage drinking, 10% felt the priority should be alcohol-
related crime and 9% felt it should be drunken disorder in public places

The Cost of Alcohol-related Crime in Telford & Wrekin

On average, it costs the police force around £24,000 to investigate each serious violent crime. During
the 12 month period up to February 2007, the Telford police division dealt with 70 serious assaults
where alcohol was involved, equating to a total cost of £1,680,000 for this period. The local division
also dealt with 1,217 lesser violent crimes related to alcohol during this period. On average, each of
these costs around £888, amounting to £1,080,696 in total. Taking these figures together, the cost to
the local police force of investigating alcohol-related violent crime in Telford & Wrekin over the course
of this 12 month period was £2,760,696. This figure does not, of course, take into account other police
activity around alcohol (including the harm reduction activities described later in this report) or the
wider costs of alcohol-related crime, to individuals, employers and other local public services.
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The new licensing laws and extended opening hours have had no overall effect on local police services
— probably because there has been very little local take up of 24 hour trading amongst local retailers
and venues which sell alcohol.

The Impact of Alcohol on Fire Safety

‘I hae Served in the Fire Service Ffor over 25 years and in sy
experience the mgjordy of fire dedhs in The home have excess
alcohol consumption as their cause. I have Seen Coo many dead
young men who, whilst Zrying Zo cook a med/ affer a W9/’ in The
pub, Fall asleen whilst the kidchen and Lhen the house burrt arourd
Chem, Crapping Lhe rest of the family upstars. Ouwr advice is Dont
Get _D/:an/ as ou cannct take care of yourself, vour farily or youtr

onte.
ort Mr Paul Raymond, Deputy Chief Fire Officer, Shropshire Fire and Rescue Service

Alcohol is one of the biggest determinants (along with mobility and mental illness) of whether a fire
starts and whether it has fatal consequences.

A recent representative study from the Department for Communities and Local Government found that
alcohol impairment was a factor at the time of the fire in 33% of fatal fires between 2002 and 2005. In
these fires, alcohol was a factor in both the individual causing the fire and in their ability to respond to
the fire. Alcohol impairment is a particular factor in fires at night and at weekends. Specific examples
include chip pans being unattended and cigarettes not being extinguished due to alcohol-induced
sleep.

The Health Impact of Alcohol
Summary of the Health Problems Caused by Alcohol

Alcohol is responsible for almost 10% of the national disease burden, topped only by smoking and
hypertension. Its acute and chronic health effects are extremely wide-ranging - this section of the
report summarises just some of the key findings from a range of research studies and reports in the UK.

In terms of chronic disease:

o Deaths directly attributable to alcohol have been rising since at least 1994, both nationally and
across the West Midlands, particularly amongst men. An increasing proportion of these deaths
involve relatively young adults. Up to 22,000 deaths in England & Wales each year are now
alcohol-related, mainly from stroke, cancer, liver disease, accidental injury or suicide

[ Heavy drinking is a significant risk factor for cardiovascular disease, with (for example) 1,200
associated deaths each year due to haemorrhagic stroke. Alcohol is implicated in 11% of deaths
due to hypertension

[ Deaths from chronic liver disease have been increasing in the UK since the 1970s - there was a
450% increase in chronic liver disease between 1970 and 2000 (Figure 13). Alcohol is now
responsible for over 70% of deaths from liver cirrhosis and the average age at death from chronic
liver disease has fallen in the last decade, from 55 to 64 years to 45 to 54 years

] Alcohol misuse is thought to be a major cause in around 3% of all cancers in England and is
highlighted in the NHS Cancer Plan. Alcohol is known to be causally related to cancers of the
mouth, throat, oesophagus and liver and possibly in rectal and breast cancer. Drinkers are at
increased risk of these cancers compared to non-drinkers, the risk rising with increasing levels of
alcohol intake
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Around 5,000 cancer deaths per annum are attributable to alcohol (3.5% of cancer deaths.)
Alcohol is implicated in 75% of deaths from cancer of the oesophagus and in 29% of deaths from
cancer of the liver

Figure 13 Trends in Mortality from Cirrhosis in the UK and EU
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In terms of mental ill-health:

The relationship between alcohol and mental ill-health is complex, but the National Treatment
Agency for Substance Misuse has stated that alcohol misuse and mental ill-health in combination
is so common that it is “the norm”

People with alcohol and mental health problems in combination can be at higher risk of being
excluded from either set of services and of experiencing poorer outcomes, unless their care is
properly coordinated

44% of people in contact with mental health services have experienced illicit drug use or harmful
alcohol use in the past year

85% of people in contact with alcohol services have experienced psychiatric disorder in the past
year

15 to 25% of deaths from suicide and 65% of suicide attempts are related to alcohol dependence
By the age of 15, young people in families with a problem-drinking parent have higher rates of
psychiatric disorder - between 2.2 and 3.9 times higher than other young people

In terms of physical injury:

Alcohol is a factor in some 20 to 30% of all accidents, with up to 1,700 associated deaths each
year. Alcohol is responsible for 35% of deaths from falls and for 30% of deaths from drowning
Around 3,000 people suffer death or serious injury in drink-drive related road traffic accidents
every year. In 2004, drink-driving was associated with 5% of all road accidents and with 18% of
all road deaths

Alcohol misuse is associated with around one third of all domestic violence incidents

In terms of sexual health:

Up to 40% of sexually active 13 to 14 year olds have reported being “drunk or stoned” when they
first experienced sexual intercourse
Up to 35% of students have had unprotected sex after drinking
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One in seven 16 to 24 year olds have had unsafe sex after drinking. One in five have had sex they
later regretted and one in ten have, on occasion, been unable to remember whether they had sex
the night before

In terms of maternal and child health:

Alcohol is teratogenic - it interferes with normal foetal development

Around 60% of mothers drink alcohol while they are pregnant. There is evidence that only
around 30% of mothers who drink alcohol before their pregnancy, give it up during their
pregnancy. Of the women who continue to drink, nearly three quarters average only a single unit
a week, but 3% exceed seven units a week

High levels of maternal alcohol consumption are associated with miscarriage, preterm birth and
stillbirth

The foetal alcohol spectrum disorders, which affect around 10% of children of alcohol-dependent
mothers, are a series of physical and developmental birth defects caused by maternal alcohol
consumption during pregnancy. Foetal alcohol syndrome is characterised by developmental and
learning difficulties, particular facial abnormalities and growth disorder. These are lifelong
disorders, which are entirely preventable through the elimination of alcohol consumption during
pregnancy

There is some evidence that foetal alcohol exposure is also associated with sudden infant death
syndrome

In the UK, around 1.3 million children are affected by family drinking

An analysis of NSPCC Helpline calls showed parental alcohol misuse to be a factor in 23% of child
neglect calls, in 13% of calls about emotional abuse, in 19% of calls about physical abuse and in
5% of sexual abuse calls

The children of parents who misuse alcohol are more likely to under-achieve at school, suffer
mental health problems and develop anti-social behaviour

Young people are ten times more likely to come to harm from alcohol than from illegal drugs

In terms of health inequalities:

Problem drinking is twice as common in the poorest than in the most affluent socioeconomic
groups

Men aged 25 to 39 years and classed as “unskilled manual” are between 10 and 20 times more
likely to die from alcohol-related causes than those in the “professional” class

Alcohol dependency is more common amongst single homeless people — the severity of the
dependency is related to the particular housing circumstance, with the highest levels amongst
rough sleepers

In terms of workplace health:

Workers who misuse alcohol have higher rates of sickness absence and work-related accidents
Around 17 million working days are lost each year due to alcohol-related sickness absence

In terms of NHS activity:
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Alcohol is responsible for around 150,000 hospital admissions and 2 million NHS bed days each
year, which is around 1 in 8 NHS bed days

Alcohol is involved in around 35% of all A&E attendances, with that figure increasing greatly (up
to 70%) after midnight and at weekends. One study found that, at peak times, 43% of A&E
attenders could be identified as problematic drinkers through screening. A&E staff experience
violence from patients because of alcohol. Reasons for A&E attendance amongst alcohol misusers
include acute alcohol poisoning (coma), minor and major trauma (including from road traffic
accidents and assaults), deliberate self-harm, gastrointestinal bleeding and psychiatric
emergencies

The middle estimate for the total annual cost of healthcare related to alcohol misuse is £1.6
billion, although this may be an underestimate



While it is recognised that a moderate intake of alcohol can be associated with a reduced risk of
circulatory disease, including heart attack and stroke, this is a complex issue which applies differentially
across the population. Given that population consumption as a whole is now well above the optimum
levels for health and that the benefits to heart health are secured at relatively low alcohol doses, it has
been estimated that reducing alcohol consumption overall will not reduce the overall benefits of
alcohol on heart health.

The Health Impact of Alcohol in Telford & Wrekin

“The new licensing laws do not appear to have reduced alcohol/-
related attendances at the AE Depardmernt and heary c/rin.@';g
remains a concern, particdlarly in young adulds..Mary young
aduwlts stard c/rin,é//g as Zeenagers, often because of boredom and
because paé/ic Aouses are one of Zhe few p/ades where i/?ey can
Socialise in comfort. Providing afternative venues for young pecple
in Telford may reduce teenage alcohol consumption, drug abuse
and vandalisr.

Mr Alan Leaman, Consultant in Accident and Emergency Medicine, Princess Royal Hospital

The Impact of Alcohol in the PRH Accident and Emergency Department

Alcohol misuse is responsible for a significant burden of activity in the A&E Department at Princess Royal
Hospital. Attendances for drunkenness at the Department have been increasing since 2002/3 and there
is evidence (for example, through examining trends in facial injury) that attendances for alcohol-related
injury have also been increasing over the same period (Figure 14). Staff have been verbally and
physically abused by drunken people, necessitating a security presence in the Department through the
night. Problems related to the recording of alcohol-related activity at PRH A&E mean that, if anything,
problems associated with alcohol-misuse are under-reported.

While it is possibly too early to judge the impact of the change in opening hours on the levels and
patterns of alcohol-related activity in the A&E Department with any certainty, there has not been any
dramatic improvement.

Figure 14 Trends in A&E Attendances for Drunkenness and Facial Injury at Princess Royal Hospital
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Alcohol-specific hospital admissions

Alcohol-specific hospital admissions (as defined by the North West Public Heath Observatory and
including admissions to a mental health unit) have been examined for the three year period 2003/4 to
2005/6 for the population of Telford & Wrekin Primary Care Trust. Based on this analysis, it has been
estimated that in-patient admissions for alcohol-related disease cost Telford & Wrekin Primary Care
Trust around £840,000 annually.

Figure 15 shows age- and sex-specific admission rates for alcohol-specific conditions and demonstrates:

{ Significantly higher admission rates amongst men compared to women for all the age groups
examined

] Amongst men, significantly higher admission rates amongst 25 to 64 year olds

[ Although there were no significant differences in the admission rates between the female age

bands, rates were highest amongst 35 to 54 year old women

Figure 15 Alcohol-specific Hospital Admissions, Telford & Wrekin Population
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During the three year period 2003/04 to 2005/6, on average, 240 men and 110 women from Telford &
Wrekin were admitted to hospital each year with an alcohol-specific condition (including mental and
behavioural disorders due to alcohol, alcoholic liver disease and acute alcohol poisoning) This
generated around 360 and 169 in-patient episodes each year respectively. In 39% of these episodes, the
alcohol-specific condition, most often a mental or behavioural disorder, was the primary reason for

admission.
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Considering recent trends, overall hospital admission rates for alcohol-specific conditions have been

increasing amongst both men and women in Telford & Wrekin since at least 2002/3, although male

admission rates are always significantly higher. More specifically, Figures 16 to 18 show recent trends in

male and female hospital admission rates for alcohol-related accidents, mental and behavioural

disorders and alcoholic liver disease.

Male admission rates are consistently higher than female, particularly for mental and behavioural
problems due to alcohol

Admission rates for accidents due to alcohol amongst males and females in Telford & Wrekin have
been significantly higher than the national average since 2001/2 (although the position improved
for females in 2004/5). Between 2002 and 2004, Telford & Wrekin experienced the highest male
and female hospital admission rates for alcohol-related accidental injury in the West Midlands. In
both cases, the rates observed were significantly higher than both the West Midlands and England
averages

Admission rates for mental and behavioural problems due to alcohol have been increasing since
2000/1 in Telford & Wrekin, but show some recent improvement. Further analysis has shown that,
during the period 2003/4/5, one fifth of acute admissions to mental healthcare services amongst
the Telford & Wrekin population were due to mental/behavioural disturbances caused by alcohol
Admission rates for alcoholic liver disease in Telford & Wrekin have tended to be lower than or
not significantly different to national rates. However, both male and female admission rates have
been increasing in Telford & Wrekin since around 2000/1 - for males, the annual admission rate in
2004/5 was more than three times the rate in 1999/2000. Local hospital consultants have also
reported that more young and middle-aged adults are being admitted for alcohol-related liver

disease

Figure 16 Hospital Admissions for Alcohol-related Accidents
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Figure 17 Hospital Admissions for Mental and Behavioural Disorders Related to Alcohol
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Figure 18 Hospital Admissions for Alcoholic Liver Disease
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During the period 2002 to 2004, of all the 34 Local Authority areas within the West Midlands, the
population of Telford & Wrekin experienced the highest female and the third highest male hospital
admission rates for alcohol-specific problems. In addition, the Telford & Wrekin Health Profile 2007
(produced by the Association of Public Health Observatories) has highlighted that alcohol specific

hospital admission rates in Telford & Wrekin are significantly higher than the national average.
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Further analysis has demonstrated that there are local inequalities in hospital admission rates for
alcohol-specific disease. As expected, male admission rates are consistently significantly higher than
rates amongst females. However, admission rates are significantly higher amongst both men and
women living in the 40% most deprived areas in the Borough, when compared to admission rates
amongst men and women from the 60% most affluent areas (Figure 19). In addition, referral rates to
IMPACT Alcohol Treatment Services tend to be higher amongst people living in the more deprived
communities in Telford & Wrekin.

Figure 19 Equity Profile of Alcohol-specific Hospital Admissions in Telford & Wrekin
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Over the last five years, on average, eight children from Telford & Wrekin have been admitted to
hospital each year due to alcohol-specific conditions. Most of these children are aged from 13 to 15
years and have mental/behavioural disturbances caused by alcohol. All admissions were to the Princess
Royal Hospital.

Mortality due to Alcohol in Telford & Wrekin

L4

I Aave becore more and more concerned at the leve! of alcoho!
consumed by wus all and the adverse effect it has wupon our
Aealth.

Mr Michael Gwynne, HM Coroner for Telford & Wrekin
There are currently around 18 alcohol-specific deaths (10 in males and 8 in females) every year in Telford

& Wrekin - these are deaths from conditions in which alcohol is directly and causally attributed, such as
liver cirrhosis.
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Figure 20 shows that amongst males, alcohol-specific deaths have been rising year on year since at least
1990, in a pattern which is broadly reflective of national and West Midlands trends. The pattern is more
static amongst women (Figure 21), where local rates are again not significantly different from national
and West Midlands average positions. Although alcohol-specific mortality rates are higher amongst
men, differences between the sexes are not statistically significant. In Telford & Wrekin, the highest
rates of alcohol-specific death are currently observed in males aged 55 to 74 years (as is observed
nationally) and the greatest increase in death rates from alcohol-specific causes has also been seen in
this age-group over the past decade. During the period 2001 to 2005, 79% of all alcohol-specific deaths
in Telford & Wrekin were due to alcoholic liver disease.

Figure 20 Alcohol-specific Mortality Trends in Telford & Wrekin: Male
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Figure 21 Alcohol-specific Mortality Trends in Telford & Wrekin: Female
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Of the 89 inquests held by HM Coroner for Telford & Wrekin during 2006, alcohol was a factor in most

of the fatal road traffic collisions and in many of the suicides.

Applying the definitions and methodology described in the Technical Background, it is estimated that
there are currently around 70 alcohol-attributable deaths (40 in men and 30 in women) every year in
Telford & Wrekin - these are deaths in which alcohol is causally implicated in some, but not all, cases of
the condition in question. For example, studies suggest that 29% of deaths from cancer of the
oesophagus may be attributable to alcohol. In Telford & Wrekin, 26% of alcohol-attributable deaths
are due to cancer, 25% are due to circulatory disease and 24% are due to alcoholic liver disease. Trends

and national comparator information is not available.

When analysed by socioeconomic deprivation indices, Figure 22 shows that mortality rates from alcohol-
attributable conditions are higher amongst men then women, but that these differences tend not to be
statistically significant. Rates are highest amongst men living in the most deprived areas of Telford &
Wrekin, although again, the differences are not significant compared to men from the more affluent
areas of the Borough.

Figure 22 Alcohol-attributable Mortality in Telford & Wrekin: Gender and Deprivation
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“The UK 301/&/-/7/)1&17(‘ Aas f’oregone the wuse of the rost effective
po//cy 2o reduce hazardows drinking: L(S/rg Zlaxation Zo increase
Zhe price of Ae\/erages cortaning the highest concertrations of
A/Ccohol..... The government has also rejected any po//‘c:‘es thad
would reduce Zhe ca/a//aé//ity o G/CO/TO/ "

Professor Wayne Hall, 2005

This chapter summarises the national policy context for alcohol, including the current national strategy
and other policy documents.

In simple terms, the policy debate on alcohol centres on whether:

[ ] To adopt a robust whole-population approach to reduce total alcohol consumption and/or

[ To adopt a “harm minimisation” strategy, the present Government'’s preferred approach and also
the one favoured by the alcohol industry

Measures to control the use of alcohol would need to centre on its price and availability, encompassing

large volume supermarket sales, the increased rates of home consumption, smuggling and the influence

of mass marketing campaigns.

The Alcohol Harm Reduction Strategy for England, 2004

The Alcohol Harm Reduction Strategy for England was published by the Cabinet Office Strategy Unit in

2004. There were four main strands to the approach:

[ ] Better education and communication about alcohol and sensible drinking, to underpin a long-
term change in attitudes to drinking across society

[ ] Improving health and treatment services for people with alcohol-related problems, including to
improve early identification and treatment

[ ] Combating alcohol-related crime and disorder, to address in particular the problems of towns and
city centres affected by alcohol misuse at weekends

[ ] Working with the alcohol industry to involve it in new voluntary initiatives, at both national and
local level

The Strategy was reinforced by a raft of legislation which gave tougher powers to the police to deal

with problem premises and increased the penalties for selling alcohol to under 18 year olds. The

Licensing Act 2003 had already established a single system for licensing premises based on four

objectives which applicants are required to demonstrate through their operating policy. These are the

prevention of crime and disorder, public safety, the prevention of public nuisance and the protection of

children from harm.

The Home Office and Department of Health share lead responsibility for implementation of the Alcohol
Harm Reduction Strategy. Although no specific Public Sector Agreement (PSA) target directly related to
alcohol has emerged, reduction in the harm associated with alcohol can be expected to contribute to
existing PSA targets on improving life expectancy, reducing inequalities and reducing crime and
disorder.
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However, the Alcohol Harm Reduction Strategy continues to receive criticism on many fronts, including

that it failed to encompass any serious attempts to reduce levels of alcohol consumption within the
population. Participation in its “code of good conduct” schemes, in which Local Authorities lead local
partnerships including the police, alcohol industry and licensing panels, is voluntary. A further
contradiction is seen in relation to drink driving. The current legal limit for drink driving is 80mg
alcohol/100ml of blood - yet the recent national “Know Your Limits” campaign was explicit in stating
that drinking drivers within the legal blood alcohol limit are more than twice as likely to have an
accident than drivers who have not drunk at-all (with the risk being up to five times greater for less
experienced drivers.)

“ The proé/em 15 that the //AC',ehS/Ig 6/762/5&5 were not aboetd the
harrmful effects of alcohol. 77Iey welre aéoaz‘ encou /rg Zhe
econonty/. 77}&}/ were abowt Towurism. Public hea/th” was
specifically excluded from Zhe quidance for local awthorties
when making decisions on licences.

Professor lan Gilmore, President of the Royal College of Physicians, 2007

In addition, there are currently no national NHS objectives or targets which centre specifically on alcohol
misuse or harm, although action on alcohol is needed to underpin delivery of many other national
targets. The quality and outcomes framework of the national GP contract does not include the
management of alcohol misuse. Alcohol misuse has never attracted the levels of central funding which
have been dedicated to drug abuse, despite the fact that alcohol dependence is around 4.5 times more

common than drug abuse in the UK.

The Government undertook to review the impact of the voluntary elements of its national strategy
during 2007.

The Alcohol Needs Assessment Research Project, 2005

‘ Man/ GPs may rnot have had ac/e?udz‘e Z‘ra/‘m'tg in the Mahagemehz‘
of alcohol rnsuse...
Royal College of Psychiatrists and Royal College of General Practitioners, 2005

The Alcohol Needs Assessment Research Project (ANARP) was a comprehensive review of alcohol misuse

and alcohol services across England. Some of its key findings were that:

( There are very low levels of formal identification, treatment and referral of patients with alcohol
misuse by GPs. It was estimated that GPs formally identify only 1 in 67 male and 1 in 82 female
hazardous or harmful drinkers and only 1 in 28 male and 1 in 20 female alcohol dependents

([ ] Most referrals to alcohol treatment services are self-referrals (36%) or referrals from GPs and
other primary care services (24%) (despite the low levels of recognition of alcohol misuse by GPs

overall)
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There are 696 alcohol treatment agencies in England

(] Half of all alcohol services are delivered by the voluntary sector

[ ] Most alcohol treatment services are concentrated in London, the South East and the North West
of England, with the West Midlands having a relatively low number of alcohol treatment services

o Only 5.6% (or 1 in 18) of the alcohol dependent population are accessing alcohol treatment per

annum, with women 1.7 times more likely to access alcohol treatment than men

Other National Action Plans

The Alcohol Harm Reduction Strategy for England paved the way for many other documents which have

appeared from The Department of Health and other agencies over the past few years. These include:

{ Alcohol Misuse Interventions: Guidance on Developing a Local Programme of Improvement (DH,
2005)

] Roles and Responsibilities of Doctors in the Provision of Treatment for Drug and Alcohol Misusers
(Royal College of General Practitioners and Royal College of Psychiatrists, 2005)

[ Review of the Effectiveness of Treatment for Alcohol Problems (National Treatment Agency for

Substance Misuse, 2006)

Models of Care for Alcohol Misusers (DH, 2006)

{ Alcohol Treatment Pathways: Guidance for Developing Local Integrated Care Pathways for

Alcohol (National Treatment Agency for Substance Misuse, 2006)

The harm associated with alcohol misuse is a challenge which cuts right across the five key outcomes of
“Every Child Matters”, the national strategy for children and young people. This means that there must
be clear, coordinated action and accountability across the local delivery structure for “Every Child
Matters” to tackle alcohol misuse and the harm it causes for children and young people.

"Choosing Health"”, the national strategy for public health, also launched further initiatives, including
a national binge drinking information campaign, an improvement programme for alcohol treatment
services (based on the “Models of Care” framework) and a series of pilot schemes for alcohol screening
and brief interventions (described later in the report) in primary and secondary healthcare and criminal
justice settings.

The Violent Crime Reduction Bill 2005 set out a package of measures and specific police powers

designed to tackle violent crime, including crime involving alcohol.
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“Treddmernt For alcohol problems is cost effective. Alcoho!
misuse has a Aigh impactl on Aealth and social care systems,
where mgjor saings can be made. .Dr/n.é//g also places costs on
the crinvna/ J'L(Sf;Ce SySZ(eM, e6pecja//y with I*ejdrd Zo paé//c
order. Overdll, Ffor every L1 spent on Zrealmert, Ls is saved

e/sewhere National Treatment Agency for Substance Misuse, 2006

This section summarises just some of the evidence and reports on the prevention and treatment of
alcohol misuse. It is not intended to be a systematic review of the relevant literature - if anything, it is

a summary of the summaries.

Many of the issues identified in this section will need to inform development of the alcohol strategy for
Telford & Wrekin, both in terms of an overall population preventive approach and in the commissioning
of alcohol prevention and treatment services. Figure 23 is a diagrammatic representation of the type
and level of care needed for the various levels of alcohol misuse. Primary Care Trusts remain responsible
for the commissioning of treatment for alcohol misusers as part of NHS provision (Models of Care for
Alcohol Misusers, Department of Health, 2006).

Figure 23 The Spectrum of Response to Alcohol Problems

(from “Review of the Effectiveness of Treatment for Alcohol Problems”)
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The Prevention of Alcohol Misuse and Harm

Alcohol is not like cigarette smoking, for which the only safe level is zero consumption - for some
people, the healthiest amount of alcohol to consume may not be zero.

No documents sourced in the production of this Annual Public Health Report offer evidence or advice
for a programme of abstinence from alcohol at population level. The abstinence concept may have
most relevance for the treatment of harmful and dependent drinkers at individual level, where it can
and should be a realistic goal for some drinkers.

So, the concept of “prevention” applies in a number of ways, including:

[ ] Measures to reduce the per capita consumption of alcohol at population level

[ Measures to reduce excessive alcohol intake at individual level to safe drinking limits

[ The minimisation of harm associated with the various categories of alcohol misuse

Although there will be some overlap, actions across these fronts need to address the needs of both
children and young people and adults.

Calling Time: The Nation’s Drinking as a Major Health Issue, 2004

" Diternational evidence shoeos c/ear/y that health c/amage 15 best
reduced by tackling our nationdl per capita consumption (of
alcohol) and that The best levers in that regard are price and
vl a.é///fy "

Professor lan Gilmore, President of the Royal College of Physicians, 2007

“Making servers and their establishment liable for the damages
caused Ay those sServed who are am/eraje or a/reaa/y intoxicated
has proved to be an effective extension of Brtish common laww
in the US, Australia and Canada ard could be applied in Briain”

The Academy of Medical Sciences, 2004

In responding to the Alcohol Harm Reduction Strategy for England, the Academy of Medical Sciences

(in “Calling Time") highlighted the need for meaningful action to reduce the consumption of alcohol

across the whole population. Key points from this report include the need to:

[ Shift the societal norm to a culture of lower alcohol consumption, in order to:

[ Reduce the per capita consumption of alcohol in the population. This is because the more a
population drinks overall, the higher the prevalence of harmful and heavy drinkers and the
higher the risk of alcohol-related harm

Research evidence shows that increasing the price of alcohol (for example, through tax modulation) and
limiting access to it are likely to be the most effective measures to reduce alcohol consumption. The
report recognises the need for national action to achieve these aims. In this context, it has been
estimated that a 10% rise in the price of alcoholic beverages would reduce mortality from alcohol-
attributable conditions by between 7 and 37%. The report also summarises evidence that alcohol
advertising influences drinking attitudes and behaviour, especially amongst young people - yet alcohol
advertising is a business expense which is reclaimable against tax.
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Some harm reduction measures likewise require action at national level. For example, the UK is out of
step with the rest of Europe and with clear research findings on driver blood alcohol levels. Britain has
a maximum blood alcohol level (BAL) of 0.08%, compared to a maximum in most other EU countries of
0.05%. Sweden now has a BAL of 0.02%, which had a significant impact on drink-driving fatalities when
it was introduced.

The report highlights preventive action which can be delivered locally. This includes:

o Widespread public education about safe drinking levels and alcohol-related harm

(] Control of the numbers and types of retail outlets for alcohol

[ Control of opening hours. There is strong evidence that increasing late evening opening hours is
associated with increased overall rates of consumption and alcohol-related problems

[ Control of the drinking environment through harm reduction measures, particularly at night time.
The international literature shows clearly that server training and clear, enforced house rules on
refusing service to intoxicated people can be effective in reducing harm from alcohol misuse,
including casualties from drink-driving

[ Making servers and their establishment liable for the damage caused by people they serve who
are underage and/or already intoxicated

[ Coordination of public transport and closing times

[ Implementation of driver random breath testing by the police. Random breath testing can have
a lasting effect if implemented with a substantial and sustained level of effort (for instance, so
that every driver should expect to be stopped at least once every two years)

The report emphasises that, at current levels of per capita consumption, it is unlikely that overall

reductions in alcohol consumption would have adverse effects on morbidity or mortality from

circulatory disease at population level.

Evidence Briefing: The Prevention and Reduction of Alcohol Misuse

This report from the Health Development Agency reinforces many of the conclusions and

recommendations of “Calling Time"”. Other recommended approaches include:

[ Brief interventions (see below) in primary care settings: on an opportunistic basis in some
situations and for hazardous and heavy drinkers

o The use of self-help materials, particularly amongst people seeking help for their drinking and (to
a lesser extent) for drinkers identified as at risk through screening

However, the report also highlights the relative lack of evidence in some areas, including around

targeted interventions for disadvantaged and vulnerable groups (including black and minority ethnic

groups) and for reducing alcohol misuse in young people. The National Institute for Health and Clinical

Excellence will be issuing guidance on the promotion of safe drinking messages in the primary and

secondary school setting in November 2007.

Treatment for Alcohol Misuse
Review of the Effectiveness of Treatment for Alcohol Problems

This review from the National Treatment Agency (National Treatment Agency for Substance Misuse,
2006) is arguably the main reference document on the subject. Appendix 1 summarises those
conclusions of the review which are based on level IA or level 1B evidence for causal research (evidence
from meta-analysis and evidence from at least one randomised controlled trial respectively), or which
are based on level | evidence for observational research. This is provided on the basis that service
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commissioners will not wish to commission services at lower levels of evidence than this, outside the
context of a research setting.

However, Appendix 1 does not encompass alcohol-focused and non-alcohol focused specialist
treatment, as these sections of the review contain 26 recommendations at level IA or IB for a variety of
specialist treatments (including community reinforcement, behavioural self-control training, coping and
social skills training, cognitive behavioural marital therapy, relapse prevention and aftercare). The
commissioners of specialist alcohol services will need to base their decisions on a detailed understanding
of the different types and potential outcomes of the range of specialist treatments available.

Models of Care for Alcohol Misusers

“"Models of Care for Alcohol Misusers” (Department of Health, 2006) defines a tiered framework, based
on best practice, for the commissioning of adult alcohol misuse services, including screening and
assessment, care planning and specialist treatment pathways. It was informed by “Review of the
Effectiveness of Treatment for Alcohol Problems”.

Key points are:

[ The needs of individual patients - for example, people from black and minority ethnic
communities, alcohol-misusing parents and offenders - need to be recognised in local service
models

[ The four-tiered model and stepped care approach - these tiers are described in detail in the
document, but are summarised in Table 3

[ The targeted use of standardised screening procedures and brief interventions in primary care and

other settings

The need for clear referral and entry criteria for each part of the alcohol treatment system

The competencies which are required at each of the intervention tiers

That the alcohol intervention tiers cannot work effectively in isolation
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Table 3 Summary of the Tiered Approach for Alcohol Intervention
(from Models of Care for Alcohol Misusers, Department of Health, 2006)

Intervention Tier Summary of Activities Comments
Tier 1 @® Alcohol advice and information Should be delivered in a
® Targeted screening and assessment (see text) wide variety of settings,
@® Provision of simple brief interventions (see text) by a variety of agencies
for hazardous/harmful drinkers
® Onward referral
Tier 2 @® Open access and targeting services May be delivered by a
® Alcohol-specific information, advice and support variety of agencies
® Extended brief interventions
@® Alcohol-specific assessment and referral of those
requiring structured treatment
® Mutual aid groups (eg AA)
Tier 3 ® Community-based specialised alcohol assessment Normally delivered in
and treatment community-based
® Case management/care package approach specialised alcohol
® Medically assisted alcohol withdrawal treatment services
@ Evidence-based psychosocial therapies May be delivered
@® Day care alongside Tier 2 services
@ Liaison (eg mental health care services, child
care services, housing support etc)
Tier 4 @ Specialist in-patient treatment and residential Specialised statutory,
rehabilitation independent or voluntary
@ Assessment of complex cases sector inpatient facilities
® Medically assisted alcohol withdrawal and
stabilisation
@® Range of evidence-based interventions
@® Outreach to Tiers 1, 2 and 3

The tiered approach can apply to the different categories of alcohol misuse as follows:

The simple, brief intervention (namely, simple structured advice) in a generalist setting is indicated
for hazardous and harmful drinkers (without complex needs) to encourage reduced consumption

The extended, brief intervention in a generalist setting is indicated for hazardous or harmful
drinkers who have failed to respond to the simple, brief intervention, providing they are willing

Moderately dependent drinkers who want treatment and who have failed to respond to simple
brief or extended brief interventions should receive “less intensive” treatment in generalist or
specialist settings. This is treatment extending over a number of treatment sessions

Severely dependent drinkers who want treatment and who have failed to respond to simple brief,
extended brief and “less intensive” treatment in generalist or specialist settings, should be
offered more intensive treatment in a specialist setting

)
of alcohol to sensible levels
()
to accept it
)
()
)

Special treatment arrangements are needed for people with a complex picture of needs, for
example, coexisting mental health problems or co-dependency
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The roles and responsibilities of GPs and psychiatrists working within this tiered service model, including

training requirements and clinical governance arrangements, have been defined (The Roles and
Responsibilities of Doctors in the Provision of Treatment for Drug and Alcohol Misusers, Royal College
of Psychiatrists and Royal College of General Practitioners, 2005). Although alcohol misuse is not
included in the national GP contract, a nationally enhanced service for patients with alcohol misuse has
been developed. In summary, the nationally enhanced service encompasses:

[ The development of local registers of patients with alcohol misuse

Implementation of screening tools, brief interventions and follow-up

Liaison with local specialist alcohol treatment services

Detoxification

Staff training and ongoing audit of services provided

Screening for Alcohol Misuse and Brief Intervention Therapy

‘ Screemrg and brief intervertions For harmful and hazardows
drinkers, as well as treadment For dependent drinkers, when
delivered as part of a planned and inteqrated /local Zreatment
SySZ(e/‘):I, can offer econoric bernefits in other N s prion‘z‘y

areas.
Sir Liam Donaldson, Chief Medical for England, 2006

We estimate that, for a GP cluster of around 50,000 patients,
an imvestmert of arowund 150,000 in evidence-based alcoho/
indervertions For hazardous, harmful and dependert drinkers

would save ..over L2 "
a 50,000 Caroline Flint, Minister for Public Health, 2007

Screening for alcohol misuse and brief intervention therapy have emerged as vital components of
alcohol treatment services and the tiered approach.

The targeted screening approach recommended in “Models of Care for Alcohol Misusers” encompasses
people who present with symptoms and conditions that may be linked to problematic drinking and new
patient joiners to a practice. Other reviews (Alcohol Misuse Interventions: Guidance on Developing a
Local Programme of Improvement, Department of Health and National Treatment Agency for Substance
Misuse, 2005) recommend “opportunistic” screening (although details are lacking on this) and/or a
wider targeted screening approach. This may encompass, for example, people within the criminal
justice system, patients perceived by their GP to be misusing alcohol and patients attending other health
care settings with evidence of alcohol-related harm (eg A&E and sexual health clinics). Women receiving
maternity care may be another possibility, although this group does not feature in any of the recent
policy documents.
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Various screening tools are available for alcohol misuse. The Alcohol Use Disorder Identification Test
(AUDIT) has been described (by the Chief Medical Officer) as the gold standard for identifying alcohol
misuse, although it is probably too long to use in busy general practice. Briefer versions are available,
such as AUDIT-PC for GPs and FAST for A&E Departments. All staff using alcohol screening tools must
receive appropriate training.

Simple brief interventions are specific, brief advisory interviews, often delivered after screening has

identified alcohol misuse. Brief interventions may include simply explaining what a unit of alcohol is

and what the daily recommended limits are, along with information on the health risks of alcohol and

the benefits of reducing intake. The approach has been shown to be effective in a variety of settings,

including non-healthcare settings. In about five minutes, a competent practitioner can provide a

consultation which encompasses:

[ Alcohol information, including its effects and potential for harm

[ Personalised feedback on risk and harm (following screening)

o Emphasis on the individual's personal responsibility for change and support to increase the
patient’s self-belief that they can reduce their alcohol consumption

[ Goal setting

] Self-help material and signposting

[ Arrangements for follow-up

Extended brief interventions comprise a series of structured interviews (three to twelve), which may be
offered in a variety of settings. Motivational enhancement therapy is currently the best evidenced and
most effective extended brief intervention.

It has been estimated that brief interventions can reduce weekly drinking by between 13% and 34%,
resulting on average in 2.9 to 8.7 fewer drinks consumed per week.

Coexisting Alcohol Misuse and Mental Health Problems

Alcohol misuse and mental health problems so frequently coexist in individual patients that specific
treatment models are needed. The National Treatment Agency for Substance Misuse has described a
number of such models, including “serial”, "parallel”, “integrated and dedicated” and “shared” care.
There is theoretical and anecdotal evidence to support the integrated or shared care approach. In
addition, there should be a clear, local agreement on which services are responsible for which service
users. Table 4 summarises one model for doing this.
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Table 4 A Model of Care for People with Combined Alcohol Misuse and Mental lliness

(Adapted from Review of the Effectiveness of Treatment for Alcohol Problems, National Treatment Agency, 2006)

Low degree of mental illness High degree of mental illness
Low level of alcohol EITHER mainstream psychiatric service with ~ Mainstream psychiatric service
misuse competence in alcohol misuse with competence in alcohol

OR specialist addiction service with misuse ONLY

competence in mental illness

Examples: moderate severity personality Examples: Korsakoffs psychosis;

disorders; depressive disorders severe personality disorder
High level of alcohol Specialist addiction service with BOTH mainstream psychiatric
misuse competence in mental illness ONLY and specialist addiction services

Examples: Wernicke's encephalopathy; Examples: schizophrenia; bipolar

residual psychoses effective disorder

Outcomes from Alcohol Treatment Services

“ The provision of alcohol tCreddment Zo 10% of the dependent
c/r/n.éilg population within the United Kingdom would reduce public
Sector resource costs by between Li09 rillion and tis¢ rullion
each year”

Department of Health and National Treatment Agency for Substance Misuse, 2005

"Models of Care for Alcohol Misusers” specifies that the overall outcomes to be expected from alcohol
treatment services are a reduction in alcohol-related harm (to the individual, to others directly affected
by their behaviour and to the wider community) and an improvement in the health and social
functioning of the alcohol misuser. At an individual level, progress may be measured through:

[ ] A reduction in alcohol consumption

A reduction in alcohol dependence

Improvement in alcohol-related health problems (eg liver disease)

Improvement in alcohol-related social problems

General improvement in health and social functioning
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" Alcohol can affect a parent's commitment 2o care..coe have many
fariilies with whom we work where alcoto! /s a Ffactor... 2his
impacz‘s on Z‘/]e c/z//c/reh, p/zysica//y and emoi/'ohd//y... '

Andy Doggett, Team Manager, Looked After Children Service, Telford & Wrekin

“When the income levels (of care leavers) rise, this is ofen
accompayred Ay an increased tendency toward alcohol risuse,
which 1F sustaned can lead Co a genera/ and rapid deterioration in

progress. There is a small nem of’ cases where the leve/ of
risuSe 1S Severe and ChS has led Zo Serious problems in all
aspects of achieving the Five Key objectives for children, under
&very Child Matters *

Paul Grainger, 16+ Team Manager, Telford & Wrekin

This chapter summarises the local policy context and some alcohol prevention and treatment activities
in Telford & Wrekin.

The Local Policy Context

The Telford & Wrekin Community Strategy for the period 2006 to 2011 is framed around a number of
development priorities - including developing safer and stronger communities, reducing crime, enhancing
the local economy and improving health (including through helping local people to adopt healthier
lifestyles). Alcohol misuse and its associated harm needs to be understood as a challenge which cuts right
across many objectives of the Community Strategy - and specific actions in relation to alcohol are
encompassed within the strategy.

The Telford & Wrekin Safer and Stronger Communities Partnership supports the Local Strategic Partnership
- its main aim is to reduce crime in the Borough by 20% by the end of 2007/8. The Safer and Stronger
Communities Partnership has agreed a three year strategy for the period 2005 to 2008, which recognises
that the reduction of alcohol misuse is a major component of the approach to tackling crime (including
violent crime). The strategy includes a range of actions designed to promote sensible drinking and to
reduce the harm caused by alcohol. There is also an overarching commitment to the development and
implementation of a strategy to reduce alcohol misuse among children and young people and adults in
Telford & Wrekin.

The Safer and Stronger Communities Partnership is also responsible for the development of strategic
planning for alcohol misuse across Telford & Wrekin. The need for a comprehensive alcohol strategy for
Telford & Wrekin has been recognised amongst its partner agencies. Members include Telford & Wrekin
Council, West Mercia Police, the West Mercia Probation Service, the Shropshire Fire and Rescue Service,
Telford & Wrekin Primary Care Trust, local Town and Parish Councils and various other agencies. Both of
the joint commissioning managers for substance misuse in Telford & Wrekin (for children and young people
and adults) are similarly aware of the need to agree alcohol strategies for their client groups. The active
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involvement of children and young people and adults in the development of these strategies is widely

acknowledged and will be crucial to their success.
Preventive Activity by the Telford & Wrekin Police Division

As one of the members of the Telford & Wrekin Community Safety Partnership, the Telford & Wrekin police
division has been undertaking a range of preventive activities to prevent and reduce the impact of violent
crime and alcohol-related violent crime. Planning takes account of the impact of previous activity and
encompasses approaches to match police resources with demand, as well as conducting high profile activity
to prevent crime. One of the local policing challenges is that this activity has to be spread over a number
of small town centres with a nighttime economy, rather than a single location. The alteration in licensing
laws now means that the preventive activity also has to extend over more hours.

The need to police the nighttime economies of Telford & Wrekin has given impetus to the work of the local
Crime Reduction Task Force, which works with licensees' groups in the Borough to develop partnership
solutions to alcohol-related disorder and violence. It is hoped that this work will expand into a "Best Bar
None" scheme, to further improve the local management of licensed venues. The Anti-Social Behaviour Task
Force is also chaired by the local police division. Within local communities, police officers and community
safety officers attend PACT meetings which aim to address community concerns, many of which centre
around the misuse of alcohol.

Other police-led preventive activity has involved working with local Trading Standards officers to conduct
test purchase operations in local off-licences suspected of selling alcohol to minors.

Licensing and Trading Standards Activity

Telford & Wrekin Council, in its role as the local Licensing Authority, is responsible for a range of licensing
functions and trading standards activities. These are delivered, for example, through statutory
responsibilities under the Licensing Act 2003. In relation to alcohol, the activities taking place at
restaurants, pubs, clubs are controlled by the conditions attached to the premise license (if this has been
granted). These conditions encompass statutory provisions (for example, underage sales) and locally
determined provisions (such as hours of opening, the hours during which alcohol may be sold, outdoor
activities, entertainments and alcohol promotion activity).

Operators applying for a license must satisfy the Licensing Authority that they can comply with its four
licensing objectives, which are:

[ The prevention of crime and disorder

( Public safety

o The prevention of pubic nuisance

[ The protection of children from harm

However, unless the Licensing Authority has reason to doubt that the objectives will be complied with, it is
bound to issue a license, although it can assert reasonable conditions to support the objectives. If
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representations are made (for example, from the Police, Trading Standards or neighbours) that the

objectives will not or have not been complied with, the license may be refused, revoked or issued with
conditions. For example, if the police are required to deal with alcohol-related problems in licensed
premises or trading standards officers uncover underage sales, the seller and licensee will be criminally liable
and the license may be revoked.

In addition, trading standards officers carry out targeted programmes of enforcement activity to ensure
retailer compliance in the sale of age-restricted products such as alcohol. However, within currently
available resources, these activities are limited.

These types of measure can play an important role in helping to manage both the levels of alcohol
consumption and the harm associated with alcohol misuse.

However, normal surveillance methods cannot easily detect alcohol which is sold or given to underage
drinkers by over 18s. Under 18s can threaten and intimidate shopkeepers who refuse to sell them alcohol.
People on low incomes who are over 18 may perceive more benefits than potential risks in selling alcohol
to underage drinkers.

Addressing these issues requires a level of resource commitment and a closely coordinated approach
between the police and the Council licensing and trading standards units.

More information will be provided in the report of the review of the Telford & Wrekin Health Overview and
Scrutiny Committee.

Alcohol Misuse in Children and Young People
Alcohol Education

The Personal Social and Health Education (PSHE) theme within the national Healthy Schools programme
contains a number of criteria which relate to alcohol. However, the Telford & Wrekin Healthy Schools
Programme is currently unable to provide information about the extent to which the scheme supports
school-based alcohol education. It is anticipated that the new accreditation arrangements for Healthy
Schools will improve this situation in the near future and joint work with NACRO is exploring the needs of
secondary schools pupils in relation to substance misuse, including alcohol-related harm. School nurses also
provide education about alcohol and alcohol misuse to a number of age groups, including one to one
advice and onward referral if necessary for secondary school pupils. Some schools provide drop-in and other
sessions which are provided by outside agencies.

The Telford & Wrekin Joint Commissioning Manager for Substance Misuse in Children and Young People
has recently produced a report on this issue, which has already been considered by the local Crime and
Drugs Strategy group. This work will be taken forward within the local alcohol strategy, encompassing the
views of children and young people as they emerge through the local consultation exercise.
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Alcohol Treatment Services for Young People

The substance misuse commissioner for children and young people oversees the planning and delivery of
preventive and treatment services for all types of substance misuse in young people. In 2007/8, while the
total budget (provided centrally from the Home Office) to secure such services is £180,000, there is no
provision within these resources to commission alcohol treatment services.

The NACRO Young Persons Substance Misuse Service is the main agency for young people under 18 with
alcohol misuse in Telford & Wrekin and operates at tiers 2 and 3. If a young person needs medical
treatment, they are referred to the Community Substance Misuse Service in Wellington. 76 young people
received a tier 2 intervention between April and December 2006 and 36 had alcohol misuse as their primary
problem. NACRO also play an active role in providing drop-in sessions at local secondary schools and
colleges.

Young people admitted to the Princess Royal Hospital because of acute intoxication and/or young people
experiencing problems due to alcohol misuse elsewhere in their family may be assessed by the Child and
Adolescent Mental Health Service.

The Youth Offending Team has two substance misuse workers who support young offenders with substance
misuse problems - 122 young people from Telford & Wrekin received this support during 2006. These
substance misuse workers work closely with NACRO and the Community Substance Misuse Team.
Historically, IMPACT also provided an alcohol education programme for young offenders in contact with the
Youth Offending Team, the aims of which were to reduce the incidence of alcohol-related offending
behaviour and the harmful effects of alcohol misuse.

Alcohol Misuse in Adults
Primary Care Services

Although primary healthcare services diagnose, treat and refer patients with alcohol misuse problems, it is
not possible to quantify or evaluate this activity locally through routine information systems. No routine
alcohol screening services have been identified in primary care. The Primary Care Trust does not currently
commission any enhanced primary care services for alcohol misuse.

Maternity Services

Local midwives routinely enquire about levels of alcohol consumption for all women at their booking visit.
Clinical management follows the Shrewsbury and Telford Hospital guidelines for women who consume
alcohol during pregnancy. This may include full alcohol screening and referral to the community substance
misuse team.
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Treatment Services for Alcohol Misuse

The Primary Care Trust commissions alcohol treatment from IMPACT, which operates a range of services.
The annual budget for this service is currently only around £65,000, which is the only dedicated funding
available for community-based alcohol work. Waiting lists are starting to grow. For comparison, the annual
commissioning budget for drug treatment services in Telford & Wrekin is around £2.5 million.

IMPACT was established in 2000 and is a not-for-profit registered charity, with its headquarters in
Shrewsbury and an operational base in Wellington. The Wellington service has two paid members of staff,
supported by a team of ten trained counsellor volunteers, each offering three to eight sessions per week.
The organisation is currently commissioned to provide tier 2 and 3 services. Demand for the service in
Telford & Wrekin has been increasing since it was established - it is now receiving around 20 new referrals
each month. Around 60% of IMPACT's clients self-refer, with other referrals coming from other agencies
such as GPs and community mental health services. The dedicated service for people with alcohol misuse
from black and minority ethnic communities in Telford & Wrekin has now been integrated within
mainstream IMPACT provision.

IMPACT currently receives referrals across the spectrum of alcohol misuse, from risky drinking to established
dependence. The services offered include brief motivational interventions, brief or structured counselling
therapy and referral for detoxification. IMPACT also delivers training on alcohol-related issues to other
professionals and organisations and is currently developing a package for workplace-based alcohol training.
IMPACT also provides services to clients referred directly from probation services in Telford & Wrekin.

Although not funded to provide such care, the community substance misuse team also supports clients with
alcohol misuse problems in a number of ways, including through counselling support.

In-patient detoxification services are available at New House in Shropshire. However, due to the
requirement to meet national drug-related targets (where no equivalents exist for alcohol misuse), drug
misusers are prioritised, often leading to long delays for alcohol detoxification.

Hospital In-patient Services for Alcoholic Liver Disease

Acute hospital in-patient care for adults with alcoholic liver disease is provided by the consultant
gastroenterologists. Many of these patients are frequent hospital attenders and have a range of health and
social care needs. Often, they are still actively misusing alcohol and need to be supported by alcohol misuse
services during their in-patient phase and then following discharge. However, there are currently no
hospital in-reach services of this nature. Many of the patients also fail to attend their follow-up hospital
outpatient appointments.

Liver transplant services are provided in Birmingham and have very strict clinical selection criteria,
encompassing alcohol status, the presence of other chronic disease and the patient’s mental state.
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Summary of Evidence in “Review of the Effectiveness of Treatment for Alcohol
Problems”(National Treatment Agency 2005, see text)

1 Delivering Better Treatment
® Therapist characteristics account for 10-50% of variance on outcomes (I1A)
[ Building a therapeutic alliance between service user and therapist is important (IB)

2 Screening for Alcohol Problems
[ Laboratory markers are less sensitive in the detection of alcohol misuse in community

settings than screening questionnaires (l)

3 Assessment and Measurement of Outcomes
® There are many instruments with good psychometric properties that can be combined to

construct an assessment package, which should also be suitable for outcomes rating (I)

4 Brief Interventions

[ Brief interventions are effective in reducing drinking and alcohol-related mortality
amongst hazardous and harmful drinkers (I1A)

[ Effects persist for up to two years, perhaps longer (IB)

[ ] Booster sessions may be necessary to maintain effects for longer periods (IB)

®  Opportunistic brief interventions are not effective amongst drinkers with more severe
alcohol problems and levels of dependence (IA)

o Simple brief interventions consisting of simple, structured advice are effective in
reducing alcohol consumption and in improving health status among hazardous and
harmful drinkers encountered in healthcare settings (IB)

[ ] It is unclear whether extended brief interventions in healthcare settings add anything to
the effects of simple brief intervention, but the offer of an extended brief intervention
to some hazardous and harmful drinkers can be justified on pragmatic grounds (I1A)

[ Extended brief intervention among male hazardous or harmful drinkers is effective in
the contemplation stage of change (IB)

Brief interventions in primary healthcare

®  Opportunistic brief interventions delivered to hazardous and harmful drinkers in
primary healthcare are effective in reducing alcohol consumption to low risk levels (1A)

@® The public health impact of widespread implementation of brief interventions in
primary healthcare is potentially very large (IB)

[ Brief interventions in primary healthcare are equally effective among men and women

(IA) and are effective among older adults (IB)
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Brief interventions in the general hospital (outside A&E)

@® There is inconclusive evidence for the effectiveness of brief interventions in the hospital
setting (I1A)
Brief interventions in A&E
(] Brief interventions in A&E and linked services are effective and may reduce the workload
of A&E departments (IB)
(] Brief interventions can be particularly useful in reducing alcohol-related harm among
male patients, particularly young men (IB)
Brief interventions in other medical settings
[ Brief interventions can produce short-term reductions in alcohol consumption amongst
some psychiatric patients (IB)
[ Brief interventions can produce a reduction of the alcohol consumption of heavy
drinking service users in needle exchange programmes (IB)
o There is no evidence that brief interventions are effective in pregnant women (IB)
Brief interventions in educational establishments
[ Brief motivational interventions are effective in reducing alcohol consumption and
binge drinking among heavy drinking students (IB)
Implementing brief interventions
®  GPs in particular tend to miss most hazardous and harmful drinkers presenting to their
practices (1)
® There are specific barriers to the implementation of alcohol screening and brief
interventions in primary healthcare, including lack of time and lack of reimbursement (I)
® Telemarketing may be the most cost-effective strategy for disseminating screening and
brief intervention packages in primary healthcare (IB)
® Training and support can increase the implementation of screening and brief
intervention in primary care (IB). This should be adapted to meet the needs and

attitudes of healthcare professionals (I)

5 Less Intensive Treatment
Basic treatment scheme
® A basic treatment scheme consisting of three hours assessment and advice with male
service users and their wives is effective in reducing alcohol problems in moderately
dependent male alcohol misusers with intact marriages (IB)
Condensed cognitive behavioural therapy
® A condensed form of cognitive behavioural therapy (three sessions) is especially effective
amongst female service users with a mild or moderate level of dependence (IB)
Brief conjoint therapy
® Asingle session of conjoint marital therapy is effective amongst socially stable alcohol

misusers with moderate dependence and relatively intact marriages (IB)
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Motivational interviewing

®  Specialist treatments for alcohol misuse should be informed by the non-confrontational
style and principles of motivational interviewing (IB)
(] Motivational interviewing can be used as a preparation for a variety of more intensive
treatments and improves the effectiveness of more extensive psychosocial treatment (1A)
® Standalone motivational interviewing is potentially more cost effective than other forms
of psychosocial intervention (1A)
Motivational enhancement therapy
() Motivational enhancement therapy can be effective as a standalone specialist treatment
(IB) and may be considered as the first step of a stepped programme of specialist care
for some severely dependent drinkers (1A)
® Motivational enhancement therapy may be particularly effective for drinkers with high
levels of anger at entry to treatment (IB)
Training in motivational interviewing
® Clinicians should not offer motivational interviewing or motivational enhancement
therapy unless they have been trained and are competent in such techniques (IB)

Detoxification and Pharmacological Enhancements for Treatment
Detoxification
o Chlordiazepoxide is the drug of choice for uncomplicated detoxification, diazepam is an
acceptable alternative (IB)
Medications for relapse prevention
®  Supervised disulfiram is an effective component of relapse prevention strategies (I1A)
Anti-craving medications
(] Naltrexone and acamprosate show minor enhancements in relapse prevention when
used in conjunction with psychosocial interventions (although there is considerable
variation in outcomes) (I1A)
Nutritional supplements

®  High dose parenteral thiamine is an effective treatment for Wernicke's encephalopathy (1)

Self-help and Mutual Aid
Individual self-help
() Self-help manuals based on cognitive behavioural principles are effective and cost-
effective as an alternative or adjunct to formal treatment among drinkers with mild to
moderate dependence (IB)
®  Self-help manuals or correspondence courses can be effective when delivered through
the post to media-recruited alcohol misusers (IB)
Computer and internet based approaches can be effective (IB) (although further

research is needed)
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Collective mutual aid
([ ] Coercive referral to Alcoholics Anonymous is ineffective (1A)

12-step facilitation therapy
 J 12-step facilitation therapy is an effective form of therapy for alcohol misuse (I1A)

@® TSF and referral to Alcoholics Anonymous is best suited to service users in out-patient
treatments who have low levels of psychiatric morbidity and high social network support
for drinking, who have undergone detoxification if necessary (1A)

o 12-step residential treatment confers no additional benefit compared with other forms

of treatment and is less cost-effective than out-patient treatment (1A)

Cost-effectiveness of Treatment
Economic benefits of alcohol treatment
(] Evidence-based alcohol treatment in the UK could result in net savings of £5 for every
£1 spent in the public sector. The provision of alcohol treatment to 10% of the
dependent drinking population within the UK would reduce public sector resource costs
by between £109 and £156 million each year (IB)
(] Providing effective treatment is likely to result in a significant reduction in the social
costs relating to alcohol as well as increase individual social welfare (IB)
Intensive treatments in different settings
o Out-patient care is more cost effective than residential or in-patient care, although such
facilities are still required for some service users (IB)
Psychosocial treatments
(] Psychosocial interventions can be delivered at a reasonable cost, will have wider social
cost savings and achieve reductions in drinking and alcohol-related problems (IB)
(] Problem drinkers have low health-related quality of life compared to others of the same
age ()
Comparisons of psychosocial and pharmacotherapies
®  Alcohol treatments are highly cost-effective in comparison with other healthcare

interventions (IB)




Trends in Male Life Expectancy
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Male Life Expectancy: Trend and Deprivation
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Trends in Female Life Expectancy
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Female Life Expectancy: Trend and Deprivation
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Trends in All Age All Cause Mortality by Deprivation: Males

Age standardised
death rate per 100,000 pop (all ages all causes)
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Trends in All Age All Cause Mortality by Deprivation: Females
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Trends in All Age All Cause Mortality:

Local Area Agreement Targets

Age standardised death rate per 100,000 population (all ages)
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Premature Mortality from Circulatory Disease: Trend and Deprivation
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Trends in Premature Mortality from Cancers
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Premature Mortality from All Cancers: Trend and Deprivation

Age standardised death rate per 100.000 pop (under 75 years)
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Trends in Under 18 Conceptions

No. of conceptions under 18 per 1,000 girls
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Trends in Under 16 Conceptions
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Infant Mortality Trend
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Infant Mortality: Trend and Deprivation

Deaths under 1 year per 1,000 live births
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Trends in Breastfeeding at Birth

% of babies breastfed at birth
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Smoking in Pregnancy by Age Group
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Mortality from Suicide and Undetermined Deaths
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Trends in Coverage of Influenza Immunisation
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Trends in Cervical Screening Coverage
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Trends in Breast Screening Coverage
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