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Stockport Alcohol Strategy: 2011-14
Foreword
Drinking is very much a part of everyday life in modern Britain, and is enjoyed as a social and pleasurable activity by most adults.  When taken in a social context, and particularly pubs and restaurants, it can play a positive part in social interaction and providing employment, which is good for the well-being of individuals, families and communities.

  
However, misuse of alcohol has increased in recent years, and this may be seen as both a symptom and a cause of many health and social problems.  Homer Simpson captured our ambivalence when he famously declared, ‘Alcohol - the cause of, and solution to, all of life's problems.’  

Alcohol is seen as a way to celebrate and a comfort or cure for all kinds of ills, from colds to loneliness.  Sadly, the evidence is that mixing problems and alcohol leads to depression, anxiety and regret. It is a psychologically and physically addictive drug, and regular drinkers soon develop tolerance, needing more alcohol to achieve the same enjoyable feelings.  While people may drink in pursuit of pleasure and happiness, the effects are too often seen in violent and antisocial behaviour, accidents and ill-health, sometimes leading to long term disability and early death.  
In Stockport, the burden of alcohol misuse is high, especially in relation to the health and well-being of the population, and we cannot afford to continue simply responding to and treating the increasing level of alcohol-related harms.  These harms are not confined to people who are dependent on alcohol: many who consider themselves moderate drinkers are at risk of health and other harms, while children, families and communities are often affected by other people’s alcohol use. 

Indeed alcohol-related diseases are causing increases in mortality in the 20-40 age groups which, if they persist as this birth cohort ages, will lead to deteriorating life expectancy. Children will die younger than their parents, by 2030 we may experience a situation of two generations entering dependency at the same time, and we will see the human tragedy of premature deaths affect an increasing number of families. 

It is time to accept that, as a community, we have a shared problem with alcohol.  We need to take action to uncover alcohol misuse and empower people to choose other ways to find enjoyment and happiness in life.  This means taking responsibility for our actions, and making sure that, as public servants, we no longer ‘turn a blind eye’ or make excuses for alcohol misuse.  It is our responsibility to make the most of every opportunity to identify alcohol misuse, challenge attitudes, and ensure people can access appropriate and effective support if they need it.  
Tackling alcohol misuse cannot be left to a small group of specialists; it is a part of everyone’s business.  This strategy sets out how public services will work with communities, families and individuals to prevent and reduce the harm that alcohol misuse has been causing, and support people moving towards better health and mental well-being.  

In publishing this strategy, we are making a commitment to a new direction and drive in addressing alcohol misuse.  Our aim is to achieve a significant shift towards healthier patterns of drinking among Stockport’s population.  We recognise that cultural change will take time and our work in Stockport takes place within a broader context of changing attitudes towards alcohol.  In the meantime, many more individuals and families will benefit from direct interactions around alcohol.
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Part One: Overview and context

1) Aims and purpose of the strategy

a) The purpose of this strategy is to direct and coordinate a broad range of work throughout the public, voluntary and private sectors to reduce the harms caused to individuals, families and communities by alcohol misuse.

b) Our aim is that less people in Stockport should experience harm due to alcohol, and this will only be achieved if we can achieve a significant shift towards healthier patterns of drinking among Stockport’s population.  This means we will need to shift the focus of our efforts from treating the symptoms to tackling the causes of alcohol misuse.

c) We recognise that achieving substantial changes in social and cultural norms and attitudes to alcohol is a task for a number of years and reaches beyond even the ambitious goals of a three-year strategy.  It will also require work at national and regional levels, and we will continue to call for government action on the price, availability and marketing of alcohol.  However, this strategy is more ambitious than those that have gone before, signifying a step-change in our local responses, with a new shared commitment to identify and challenge alcohol misuse, while continuing to improve the support to those who are affected by it.  
2) A new direction
a) The world in which public and voluntary sector services are delivered has changed, and our approach needs to change in response to this.  This strategy will change the way we address alcohol in Stockport.  In signing up to this strategy we are committing deliver on six strategic objectives:

· Prioritise prevention:  We will shift resources from picking up the pieces of shattered lives, to invest in prevention and earlier intervention, especially in our priority neighbourhoods

· Target help to where its needed: We will make sure priority neighbourhoods, where the communities suffer most harm, get more resources, by reshaping service provision for alcohol misuse prevention and treatment

· Work with families: We recognise that working with families as a whole to address problems, can be more effective than dealing with them as individuals, and we will embed this approach in the redesign of services
· Tackle alcohol-related offending and anti-social behaviour: We will identify the role that alcohol plays and ensure appropriate interventions and treatment are provided 
· Support communities in addressing alcohol misuse: We will work to empower local communities in addressing alcohol misuse, starting with our most vulnerable.  We will develop and share understanding of the roles alcohol plays in the community, the range of local needs and existing community resources.  Our objective is to co-produce, with our communities, ways of addressing alcohol misuse and its effects.  
· Adopt a ‘Whole System’ approach to alcohol in public services: We will embed work to identify and address alcohol misuse as part of our own core business and seek the involvement of other groups such as the commercial, voluntary and community sectors.

b) We will implement this new approach through delivery of a set of nine strategic projects, which will be addressed by the activity described in this document.  These are set out in relation to our strategic objectives and life-stages in the table on page 7.
3) Governance, structure and terminology of this Strategy
a) The Safer Stockport Partnership has a statutory responsibility to produce a three-year alcohol misuse strategy, and is therefore the lead partnership for delivery and performance management of this strategy.  Delivery of this strategy will also require the commitment of other partnerships, including the Children’s Trust Board, Safeguarding Board and the Place Board, and these have been consulted in the development of the Strategy.  
b) The Substance Misuse Joint Commissioning Group, which reports to the SSP, will be responsible for performance management of delivery of the strategic objectives.  
c) The activity set out in the strategy, which is required to achieve those objectives, will be delivered by a set of multi-agency groups, including the Treatment Effectiveness (Alcohol) Group, Children and Young Peoples’ Substance Misuse Strategic Managers’ Group, the Joint Licensing Enforcement Group and a new group to drive the prevention work.
d) A detailed action plan, setting out responsibilities and timescales for delivery of the actions set out in this strategy, and any others subsequently agreed, will be monitored by the JCG, on a six-monthly basis.  Any issues that cannot be resolved at this group will be brought to the attention of appropriate members of the SSP, using informal channels, where possible, to resolve problems.   An annual report on progress and issues will be brought to the SSP, Children’s Trust Board and Place Board.
e) Framework of this strategy

In line with national policy direction, Stockport’s Joint Strategic Needs Assessment (JSNA) has adopted a structure based on the life-course.  Therefore, it is appropriate that this strategy follows a similar model.  In Part One, we outline some key aspects of the policy and social context in which our strategy is being developed and delivered.  In Part Two, we discuss the key issues which apply to all ages, and outline our planned response to these.  Parts 3 to 6 identify the activities and priorities for prevention and early intervention, treatment and care for each of the life-stages identified in Stockport’s JSNA:
· Childhood (0-15 years)

· Young Adulthood (16-24 years)

· Healthy Adulthood (25-64 years)

· Older People (65+)

	Projects
	Strategic objective
	Age Group

	
	Prioritise Prevention
	Target help where it is needed
	Work with families
	Offending & anti-social behaviour
	Support Communities 
	Adopt a Whole System approach
	0-15
	16-24
	25-64
	65+

	1. 
	Communication: Develop a coordinated communication plan to support delivery of all activities of the alcohol strategy, making use of social marketing insights and tools.
	•
	 
	 
	 
	 
	•
	•
	•
	•
	•

	2. 
	Prevention in front line services: Deliver organisational capacity development to ensure key services embed the policies and procedures, knowledge and skills to identify and engage with people affected by alcohol misuse to prevent further harm
	•
	 
	 
	 
	 
	•
	•
	•
	•
	•

	3. 
	Neighbourhood Management: Develop and implement local action plans to prevent and address alcohol misuse in each Priority Neighbourhood (including Offerton).  This will include a community engagement process, to support communities in identifying and addressing alcohol issues affecting them.
	•
	•
	•
	•
	•
	•
	•
	•
	•
	•

	4. 
	Volunteer Support: Support development of peer support, volunteering and recovering communities
	 
	•
	 
	 
	•
	 
	 
	•
	•
	•

	5. 
	Treatment System: Redesign the substance misuse treatment system, addressing objectives to improve engagement of priority area residents and offenders.
	•
	•
	•
	•
	 
	 
	•
	•
	•
	•

	6. 
	Family Approach:

Implement a whole family approach in relation to alcohol and drug misuse.
	•
	•
	•
	 
	 
	 
	•
	•
	•
	•

	7. 
	Criminal Justice: Review provision of alcohol interventions in the criminal justice system, including Problem Solving Court pilot and sentencing options.
	 
	•
	 
	•
	 
	 
	 
	•
	•
	•

	8. 
	REACH: Implement recommendations of Review of Emergency Alcohol Care in Hospital.
	 
	•
	 
	 
	 
	•
	 
	•
	•
	•

	9. 
	Licensing: Deliver joint licensing enforcement work to target licensed premises which are associated with crime and disorder issues.
	•
	 
	 
	•
	 
	 
	•
	•
	•
	•


f) Performance Indicators

i) Each project area will need to identify its own specific measures of activity and outcomes, while performance of alcohol services will continue to be monitored and managed as core business.  Progress and performance will be reported quarterly to the Substance Misuse Joint Commissioning Group and, as appropriate, to the other groups with responsibility for delivery.  

ii) However, it is important that quantifiable measures of activity and impact of the overall strategy should be identified and monitored, to enable evaluation and improvement.  The following set of key indicators will be reported quarterly to the Substance Misuse Joint Commissioning Group (SMJCG) and annually to the SSP, Children’s Trust and Place Board. 
iii) While the outcomes achieved will also be influenced by factors beyond local control, the overall effectiveness of the strategy and its implementation will be measured in the direction and extent of travel for these indicators:

(1) Hospital admissions for alcohol-related harm (NI39), including the following subsets:

(a) Life stage age bands (plus CYP NI39 age band) 

(b) Admissions from Priority Neighbourhoods

(c) Alcohol-specific admissions 

(2) Recorded assault with injury crimes 

(3) Numbers of people referred to treatment services, broken down by referral source and age band 

(4) Numbers engaged in advice and treatment, broken down by tier and provider

(5) Numbers successfully completing treatment programmes

iv) The first two indicators may be seen as overall outcomes measures, with focus on different elements of the strategy, while no. 3 is an indicator of alcohol misuse identification in front-line services.  The final two indicators are to measure the activity and effectiveness of the treatment system.  During the first year of the strategy, work will be undertaken to develop a reliable indicator of alcohol-related domestic violence, which will provide an additional key indicator. 

v) In the longer term, the three-yearly lifestyles survey for adults and young people will provide population measures and analysis of levels of risky drinking.  The numbers and rates of death directly due to alcohol are provided on an annual basis, and also remain an important measure of outcomes. 

vi) Descriptions of the indicators

(1) Alcohol-related Hospital Admissions

(a) NI39 is an estimate of the number of alcohol-related hospital admissions, usually expressed as a rate per 100,000 population.  The methodology counts hospital admissions directly due to alcohol and others that are ‘partly attributable’ to alcohol.  The latter is calculated by applying an ‘attributable fraction’ factor to the actual number of admissions for certain diagnoses (which can be caused by alcohol), based on research and adjusted for age and gender.  It includes admissions where the potentially alcohol-related diagnosis is not the primary cause of admission, for example patients who are admitted for routine operations and also suffer from high blood pressure, would be have the alcohol-attributable factor for hypertension applied. 
(b) The numbers of NI39 defined admissions are broken down by age and area of residence of the patient.

(c) Alcohol specific admissions are those with a primary or secondary diagnosis that is specifically due to alcohol.  It includes mental and behavioural disorders due to alcohol (primarily made up of acute intoxication; harmful use; dependence syndrome and withdrawal state), alcoholic liver disease and alcohol poisoning.  This measure is arguably more robust that the NI39 definition as a measure of alcohol-harm, but excludes significant numbers of admissions that are due to alcohol misuse.

(2) Recorded assault with injury crimes is based on the former national indicator 20, defined as: ‘the number of 'assaults with less serious injury' (including racially and religiously aggravated) offences per 1,000 population as a proxy for alcohol related violent offences’.  
(3) Measuring the referrals to treatment services by referral source provides a proxy indicator for the level of alcohol misuse identification and brief advice delivered in front-line services.  It therefore provides an indication of how successful the strategy is in embedding alcohol as part of ‘everyone’s business’.
(4) Our aim is to increase the numbers engaging in advice, support and treatment provided by treatment services, particularly among victims of domestic violence, offenders and people living in priority neighbourhoods.  This indicator measures overall numbers engaged by these services, while more detailed monitoring of access of key groups will be monitored by the Treatment Effectiveness (Alcohol) group and SMJCG.
(5) The Payment by Result outcomes for structured treatment will be adopted once the pilot is operational towards the end of 11/12.  These will include successful completions and wider outcomes around health and wellbeing, offending behaviour, housing and employment.
g) Equality & Diversity

i)       The Safer Stockport Partnership is committed to promoting equality in all of the work we do. We recognise the wealth of diversity within our community and the different needs this creates among groups within the borough. For this strategy to be a success, it must embrace all cultures within our community and involve local people to ensure that their needs are met in any resulting services.

ii) Our initial equality impact assessment of this strategy (appendix 1) highlights the potential of this work to affect different groups in different ways. To ensure that we deliver an inclusive service, accessible to all communities, further assessments will be undertaken on specific actions and projects within this plan where differential impacts have been identified.

h) Terminology and labels
i) The terminology around alcohol misuse can be confusing, and sometimes stigmatising.  A number of different terms are frequently  used, such as ‘hazardous’, ‘binge’, ‘harmful’, ‘problem’ and ‘dependent’.  It is important that we avoid the dangers of labelling people on the basis of one aspect of their behaviour, and so it may be better to use terms to describe the behaviour rather than the ‘drinker’.  
ii) The Department of Health has adopted the terms ‘increasing risk’ and ‘high risk’, on the basis that the public find these easier to understand, and these are the terms adopted in this document (unless quoting others).  ‘Increasing risk’ drinking is defined as more than the weekly guidelines of 14 units for women and 21 units for men, while ‘higher risk’ drinking is more than 35 units in a week for women or 50 units for men. 

iii) ‘Binge’ drinking is usually used to describe drinking twice the maximum daily guideline amounts, of three units for women and four units for men, i.e. drinking more than 6 or 8 units, in a day.  However, most people’s understanding of ‘binge drinking’ would be much more than this, and involve severe drunkenness.  Therefore, it may be better to classify people who exceed these thresholds as increasing or high risk, depending on the total units consumed in a week.  If someone drinks double the daily amount on one day but less than the weekly guideline, they should still be seen as being at increasing risk.  However, analysis of both local and national data to date has counted this group separately, as people who are ‘binge drinking’, so this term is still used in places within this document. 
4) National Policy Context

a) Over the last three years, the role of alcohol as a driver of many other health and social challenges has increasingly been recognised.  While there is more to be done, we are now better able to identify the role that alcohol plays in a range of issues, as discussed in the Cost of Alcohol in Stockport paper attached at appendix 2.

b) The reduction in resources and associated fundamental changes to the way in which public services are delivered will present both major challenges and new opportunities for how we address alcohol issues.  
c) The proposed NHS reforms are set out in the white papers, ‘Equity and excellence: Liberating the NHS’ and ‘Healthy lives, healthy people’ and the Health and Social Care Bill 2011.  The abolition of Primary Care Trusts, to be replaced by GP commissioning consortia and the transfer of Public Health responsibilities and funding to local authorities and a new body, Public Health England, will radically change the framework within which alcohol misuse is addressed.  The transitional period over the first two years will provide an uncertain context within which the aims of this strategy are to be pursued.  
d) Local partnership Health and Well-being Boards are proposed, and these will develop high level joint health and well-being frameworks based on the Joint Strategic Needs Assessment, to guide commissioning plans, including those for the NHS, Public Health, Children’s Trust and adult social care.  The Structural Reforms set out in the NHS White Paper will have major implications for the commissioning of alcohol and drug treatment services, which are proposed to fall under the responsibility of the Director of Public Health in their new place within the Local Authority, under the direction of new Health and Wellbeing Boards. The proposed new body, Public Health England, will take over the responsibilities of the National Treatment Agency for supporting the implementation of best practice, while operating in a less prescriptive manner.  It is clear that the current challenging financial climate will bring additional pressures on the treatment system.  

e) ‘Healthy lives, healthy people’ sets out the Government’s commitment to protecting the population from serious health threats; helping people live longer, healthier and more fulfilling lives; and improving the health of the poorest, fastest.  It places a strong emphasis on ‘the latest insights from behavioural science’, with individuals taking responsibility for their own health and mental well-being seen as key to achieving this, through enhancing self-esteem, confidence and resilience.
  It uses a broad definition of health, including physical, social and emotional dimensions, recognising the wider determinants of health as well as individual lifestyles, and emphasizes community ‘ownership’ of public health issues.  It also states that ‘public health is everyone’s business’.
f) A ring-fenced public health grant will be allocated to Local Authorities from April 2013, and in Healthy Lives Healthy People: a consultation on the funding and commissioning routes for public health
 it is proposed that this will include drug and alcohol misuse prevention and treatment commissioning, as well as children’s’ health (5-19); public mental health; sexual health promotion; offender health; and some community safety and violence prevention and response work.  The Government has stated that £1 billion of the projected £4 billion annual budget for Public Health England will be dedicated to drug and alcohol treatment.
 This should open up opportunities for more integration of work to address this range of inter-related issues.
g) The Government’s new Drug Strategy calls for integration of drug and alcohol misuse treatment and aims to deliver similar levels of access to alcohol treatment as has been achieved in relation to drugs, while shifting the focus of the system to abstinence and recovery, including re-integration in society.  Recovery is described as an individual, person centred journey, which requires tailored packages of care and support.
h) The government has signalled its commitment to the family-focussed approach which has been shown to be a more effective way of working, particularly for the small number of families with multiple problems, who often place huge demands on public resources including health, education, social care and criminal justice. 

i) The National Mental Health Development Unit guidance, ‘Commissioning Mental Wellbeing for All’ highlights alcohol misuse identification and brief advice as one of the ten most effective interventions to improve mental health and well-being
.  It sets out ten commissioning areas where evidence-based interventions have been shown to make a significant contribution to improving mental wellbeing at population level: 

· support healthy early child development and wellbeing and maternal health and wellbeing

· parenting skills programmes – universal as well as targeted at higher risk families

· whole school approaches to building the social and emotional skills and resilience of children and young people 

· improving working lives through support for unemployed, healthy workplaces, supported work for people recovering from mental illness and early identification and treatment for working age adults with mental health problems

· psychosocial interventions and enhanced physical activity programmes for older people

· opportunities for participation and personal development to support self-efficacy and prevent social isolation

· initiatives to prevent, identify and respond to emotional, physical and sexual abuse

· universal lifestyle programmes to reduce smoking, alcohol use, substance use and obesity

· tackling alcohol and substance abuse

· community empowerment and development initiatives to encourage community action, cohesion and participation.

All these areas could contribute significantly to addressing alcohol misuse, and the challenge is to ensure that alcohol is explicitly addressed in the commissioning of such activity. 
j) The National Institute for Health and Clinical Excellence (NICE) published guidance on the prevention of alcohol misuse in June 2010
.  Based on in-depth appraisal of the evidence base, this recommends that the most effective and cost effective responses would be controls of the price, availability and marketing of alcohol.  It recommends a minimum unit price and that tax increases on alcohol should be linked to inflation or income.  It also recommends that alcohol screening and brief advice should be delivered by a range of health and social care professionals, backed up with extended brief advice and motivational counselling for those needing more support.
k) NICE has also recently produced guidance on the physical complications of alcohol use disorders, including managing withdrawal in hospital, and guidance on the treatment of alcohol dependency.
l) The Marmot Review, Fair Society Healthy Lives, called for action to address the social determinants of ill-health, stating that, ‘Taking action to reduce inequalities in health does not require a separate health agenda, but action across the whole of society.’
 The report proposed a range of action across the life course, and called for a ‘proportionate universalism’: ‘Greater intensity of action is likely to be needed for those with greater social and economic disadvantage, but focusing solely on the most disadvantaged will not reduce the health gradient, and will only tackle a small part of the problem.’ The Government’s Public Health White paper, Healthy Lives, Healthy People, also identifies health inequalities as a key challenge, endorsing the findings of the Marmot Review and also adopting a life-course model.
5) Social and Health Context
a) The volume of alcohol sold in the UK increased from around 4 litres of pure alcohol equivalent in 1950 to 11.4 litres per person aged 16+ in 2005, but has since fallen slightly.
  That’s equivalent to over 500 pints of beer (4%), 41 bottles of whisky, or 136 bottles of 12% wine for every adult in the UK (including non-drinkers).  The increasing popularity of wine accounts for much of the increase and women’s consumption of alcohol has increased in recent years, while men’s has stabilised. There has also been a significant reduction in drinking outside the home, especially of beer, while drinking at home has increased.
b) The increase in alcohol consumption is clearly linked to the price of alcohol and the Office for National Statistics reports that, ‘Using the most recently available data, alcohol in 2009 was 70% more affordable than it was in 1980’.

c) Research quoted in the DH document, Safe, Sensible, Social – Consultation on further action estimated that 76% of all the alcohol consumed is drunk by people regularly drinking more than the recommended guidelines, and if all those people reduced their drinking to the maximum guideline levels, alcohol sales would fall by 40%, representing a reduction in spending on alcohol of over £13billion at 2006-7 prices
.

d) The national lifestyles data collected by the Office for National Statistics indicates that, ‘Overall the proportion of adults exceeding 4/3 units on at least one day in the last week was greater in managerial and professional households (38%) than in routine and manual households (29%) and the proportion exceeding 8/6 units was also greater in managerial and professional households (20%) than in routine and manual households (16%).

e) However, the health impacts of alcohol are disproportionately experienced by the most deprived.  Analysis undertaken by the Office for National Statistics found that alcohol-related death rates were more than five times higher in males and more than three times higher in females for those living in the most deprived areas, compared to those in the least deprived areas
.
f) The effects of alcohol misuse in relation to liver cirrhosis are well-known, but its impacts are far wider than this, as it increases risk of a multitude of health and social problems.  The current trend towards unhealthy levels and patterns of drinking is therefore likely to impact on many Health Service and Stockport Partnership targets, as well as increasing demand for services.  The 2007 National Alcohol Strategy highlighted research showing that drinking at high risk levels is associated with significantly increased risks of:

· Hypertension (high blood pressure)

· Stroke

· Coronary heart disease

· Pancreatitis

· Liver disease

· Diabetes

· Kidney disease 

· Depression.

The document also highlighted that, in 1991, alcohol-related deaths peaked at around age 70, but by 2005 the peak age was around 55–59 for both men and women.

g) The Department of Health has also identified the following impacts of alcohol misuse:

i) Cancers, including of the oropharynx, larynx, and oesophagus, liver, stomach, colon, rectum, lung, pancreas, and breast 

ii) Risk to the foetus: including reduction in birth weight, intellectual impairment in children and foetal alcohol syndrome

iii) Psychiatric morbidity: including depression; suicide and attempted suicide; personality deterioration; sexual problems; hallucinations amnesia; intellectual impairment; and delirium tremens

iv) Social consequences including divorces, domestic violence, and child abuse cases. Heavy drinking is also associated with workplace absenteeism, financial problems and homelessness. 

v) Other serious medical complications include gastrointestinal haemorrhage, pancreatitis, and neurological problems such as seizures, neuropathy, acute confusional states, subdural haematoma, Wernicke's encephalopathy, and Korsakoff's psychosis.

h) Alcohol misuse is also associated with increased risk of violence either as a victim or offender, including sexual assault and rape, which often have long-term effects on mental health as well as the immediate physical health impacts. Sexual health problems, including STIs and teenage pregnancy, are also associated with alcohol misuse.  
i) Stressful life events are associated with increased alcohol use and research suggests that this link may be amplified or reduced by social and psychological factors, such as levels of irritability and worry, or social support.  Individual expectations of the effects of alcohol in forgetting worries and relaxing are an important amplifying factor in this relationship
.  Therefore, action to prevent and address alcohol misuse needs to be integrated with other preventative work, tackling the underlying beliefs and other factors through a holistic approach to well-being at individual, family and community levels. 
6) Stockport Context

a) Stockport’s Joint Strategic Needs Assessment (JSNA) is the process by which NHS Stockport and Stockport Council identify current and future health and well-being needs of the population in order to plan future service provision, taking account of evidence of effectiveness.  Alcohol misuse and health inequalities have been identified key challenges for Stockport, and an Alcohol Needs Assessment has been developed
, with a particular focus on priority areas, to inform the strategic commissioning process (recommendations attached at appendix 3). 

b) Over the last five years, Stockport has seen very positive trends in relation to crime and disorder, with the substantial reductions continuing to be achieved in the crimes and incidents that are frequently alcohol-related.  Notably, recorded criminal damage has been reduced by over a third and assaults with injury have been halved since 2006-7.  
c) In contrast with the crime figures, the number of alcohol-related admissions (as defined in NI39
) has increased by over 40% since 2004-5, increasing by 14% in 2009-10, to a total of 6,552.  Initial data for 2010-11 indicates that this trend is continuing, with the NI39 measure reaching a new high in the first quarter.  The increase has been considerably higher in the more deprived areas.
d) Alcohol-related diseases are causing increases in mortality in the 20-40 age groups which, if they persist as this birth cohort ages, will lead to deteriorating life expectancy.  Children will die younger than their parents, and by 2030 we may experience a situation of two generations entering dependency at the same time, and we will see the human tragedy of premature deaths affect an increasing number of families. 
e) Analysis of 2008-9 data showed that at that time, 12% of all emergency admissions were attributable to alcohol, and the proportion peaks at age 50-54, at which point it reached 25% of such admissions.  Most of these patients are not alcohol-dependent, but have suffered health effects from drinking at increasing risk or high risk levels over many years.  90% of the admissions are due to medical factors, rather than intoxication, injuries and accidents.  However, alcohol remains a significant factor in admissions due to violence, accidents and fires.
f) The NI39 indicator attempts to estimate the full scale of alcohol as a factor in hospital admissions.  However, the largest single contributor to this figure is hypertensive disorders, which are usually recorded as a secondary diagnosis and are very rarely the primary reason for admission.  A more conservative estimate of the scale of alcohol-related admissions is provided if we focus on those diagnostic codes that are specifically due to alcohol.  There were 2,106 such admissions in 2009-10, an increase of 16% on the previous year.  (Note: this figure excludes significant numbers of alcohol-related admissions for diagnoses, including cirrhosis of the liver, cardiac arrhythmias and epilepsy, which are commonly, but not exclusively, caused or worsened by alcohol misuse.)
g) Alcohol specific admissions in 2009-10 were made up as follows:

	Diagnosis
	Number 
	Total cost

	Mental and behavioural disorders due to alcohol
	1,436
	£2,403,682 

	Alcoholic liver disease
	331
	£798,608 

	Alcohol poisoning 
	287
	£166,667 

	Other alcohol specific
	52
	£102,885

	Total
	2,106
	£3,471,842


The mental and behavioural disorders category is primarily made up of acute intoxication; harmful use; dependence syndrome and withdrawal state.  

h) Alcohol misuse is conservatively estimated to cost the public services between £7.5M and £20M per year, in Stockport (appendix 2).  The health costs are clearly escalating at an unaffordable rate and the balance of this spending is heavily weighted towards dealing with the consequences of alcohol misuse, with just 1% of the higher estimate of the costs of alcohol-harm being spent on prevention (including Trading Standards work) and 4% spent on specialist treatment.  It is not only wise, but given the reducing resources for public services, it is imperative that we shift the balance of resources in the direct of prevention of harm. 

i) Although there is little difference in the average amount of alcohol consumed between wealthy and deprived areas, the negative impacts of alcohol are borne disproportionately in our more deprived areas, with hospital admissions of residents living in areas among the most deprived quintile within Stockport currently 3.4 times the rate for the least deprived areas. 
j) A survey of NHS employees, commissioned by DrinkWise North West in 2010,
 found that one in ten said they had arrived at work with a hangover in the last six months (an average or 2.3 times).  19% of respondents were drinking at increasing risk levels and 3% at high risk levels.  Those most likely to be drinking at increasing risk levels were likely to be male, managerial or mental health practitioners, while those drinking at high risk levels were likely to be male, managerial and non-practitioners.  While 73% of respondents knew the government recommended guideline units, only 20% could identify the correct number of units in five different types of alcoholic drink.
k) The Stockport Drug Action Team Needs assessment has identified that the numbers of young adults using drugs has fallen, and very few young adults use heroin.  However, there are significant levels of recreational drug use, particularly cannabis, and stimulants, such as ecstasy and cocaine, especially but not exclusively among younger adults.  The use of cocaine in particular is frequently combined with heavy drinking, and this combination is associated with greatly increased risk of heart and liver damage and sudden death, as well as violence. 

l) Stockport’s current substance misuse services for children and young adults are integrated, in the Mosaic Service, but due to funding programme requirements, drug and alcohol misuse are dealt with separately for those aged 26 and over.  The adults’ treatment system includes a number of different providers, enabling choice but also leading to some complexity.  Resources for drug dependency treatment greatly outweigh those for alcohol dependency, despite a much higher prevalence of alcohol dependency in the population.  Historically, drugs services have centred on prescribing approaches to address opiate addiction, but recently the focus has broadened to include stimulants and moved towards recovery goals. 

m) The Mosaic service has recently started to deliver a ‘Think Family’ programme in partnership with the adult drug and alcohol services.  This recognises the value of working with the whole family in a coordinated way and is already showing promising results in Stockport, in delivering better outcomes for both adults and children.
n) The ‘recovering communities’ approach has been highlighted as a key part of the new approach to tackling substance misuse, and in Stockport, Acorn Treatment and Housing is already implementing this approach with some clients, funded through the Tier 4 pooled budget.

o) Some £900,000 of efficiencies in public health funding have been achieved to raise the money to tackle this problem, and this money has been taken by the PCT into its savings programme.  However, as this was after the 2009/10 baseline year for the setting of the Public Health England budget, the local authority should get this money back in April 2013. Bids are being prepared to the PCT budget setting strategy to see if it is possible to secure its earlier release.

p) A new approach to delivery of public services in priority areas is being developed in Stockport.  The strategic level Place Board is driving change towards more integrated service provision in our most deprived areas.  Greater Manchester is a pilot area for Community Budgeting, in which the resources of a range of different agencies are pooled, to enable development of services based on the needs of individuals and families, rather than on the boundaries of different organisations and professions.  

q) Stockport’s Community Strategy 2020 provides the Stockport Partnership’s overarching strategic framework within which this strategy sits.  It identifies health inequalities and fear and perceptions of crime and anti-social behaviour as key challenges and sets out shared goals, including an empowerment approach to encouraging people to make healthy lifestyle choices and promoting positive emotional and mental health.  It identifies the community-based approach to health and community safety issues as key, which particular focus on priority areas.  Alcohol issues are also particularly relevant to the ‘All Our Tomorrows’ strategy for older people, Carer’s Strategy and the education training and employment objectives to deliver ‘A Thriving Stockport’.
Part Two: All ages

7) Commissioning alcohol misuse prevention and services
a) Alcohol misuse prevention cannot be dealt with in isolation.  In particular it is fundamentally intertwined with mental health and well-being.  The underlying factors that influence this are similar those of other unhealthy and/or anti-social behaviours, such as smoking, unhealthy diet, risky sexual behaviours and crime.  Therefore the commissioning of activity to prevent and address alcohol misuse will be interlinked with other work to improve health and well-being in the borough.
b) Collaborative work is taking place at Greater Manchester and regional levels to improve the way specialist drug and alcohol treatment services are commissioned and to work together on prevention and Stockport will continue to actively participate in this work.  In particular, we will continue to support the campaign for a minimum unit price, and exploration of the potential for implementation of this at a Greater Manchester or wider sub-regional level.

c) As part of the Government’s new Drug Strategy, the National Treatment Agency is currently consulting on replacement of the existing four-tiered Models of Care for both drugs and alcohol treatment.  The Building Recovery in Communities model proposes a move to a less prescriptive approach, and moving an integrated drug and alcohol dependency treatment system.  These services will be focussed on achieving recovery outcomes, and the strategy calls for a Whole Systems approach, recognising the importance of education, training and employment, housing, criminal justice and wider health services in addressing the needs of the whole person.   

d) ‘Payment by Results’ is a key feature in the new national Drug Strategy and ties in with Stockport’s own plans around recovery and developing the most effective commissioning model.   Stockport has been selected as one of eight areas nationally to pilot the Payment by Results approach to commissioning of substance misuse services.  The primary focus will be on meeting the recovery needs of drug and alcohol dependent adults in the community, including those in contact with the criminal justice system, resulting in clear outcomes for the individual, their families and communities.  Work towards implementation will start immediately and the pilots will go live from October 2011 and run for a minimum of two years.
e) In April 2013, the commissioning of drug and alcohol misuse prevention and treatment services will become the responsibility of the Director of Public Health (DPH), in partnership with other agencies, including Police and Crime Commissioners, housing, Probation and employment services.  By this time, the DPH will be employed within the local authority.  

f) Stockport’s Place Board is working to develop more integrated service provision in our most deprived areas, where alcohol-harm is a key issue, supported by Neighbourhood Boards for each of the Borough’s Priority One areas and Offerton.  It is proposed that as well as improving access to specialist alcohol services from within those communities, the Place Boards should ensure that the re-design of service provision sets out how those front-line services will identify and address alcohol misuse.  This is particularly, but not only, important in the re-shaping of services to support families`, known as the ‘Act Family’ approach.
g) In order to create an environment in which drinking less is seen as desirable and achievable, by both consumers and for stakeholders, we will also need to engage in some broader communication with the public, including supporting and complementing national and regional campaigns.  
h) The Stockport social marketing research suggested that broad brush campaigns about “sensible drinking” had little impact with the groups we might have greatest desire to engage, but it also highlighted a low level of awareness of the effects and harms of alcohol misuse.  The approach to mass communication should therefore be cautious, but given the scale of alcohol misuse, there is still a need to provide information to all Stockport residents about the risks of drinking, what constitutes low risk drinking and the support available to enable people to assess and alter drinking behaviour.

i) Population segmentation analysis and profiling has been undertaken by the Policy & Intelligence Team (Stockport Council) and Public Health Intelligence Team (NHS Stockport) as part of the Alcohol Needs Assessment, available on the Profiling Stockport Live Website.  This provides a ‘segmentation’ of the different population groups and typical lifestyle patterns by geographical area, using modelled data from multiple sources, such as surveys, loyalty cards, credit companies etc..  As part of the needs assessment, the Greater Manchester analysis recently undertaken by Dr Foster Intelligence has been used to produce a set of typical ‘personas’ of people who are likely to drinking at increasing or higher risk patterns.  
j) The Department of Health are currently piloting an alternative segmentation tool, ‘Healthy Foundations’, that focuses more on attitudes within the population, which may affect lifestyle choices and behaviour.  Such information enables tailored use of social marketing and communication techniques to influence health-related behaviour and may facilitate more sophisticated targeting of lifestyle advice to different subsections of the communities.  It adds an important dimension to the assessment of needs, as well as assets.
k) While some communication work could fall in the remit of the treatment groups, there are benefits in joining up our communication work across age groups and themes in a more strategic approach.  While the channels and styles of presentation need to be different to reach different population segments, it is also important that there is also some congruence between our different channels and messages, so that the underlying understanding about alcohol use that we communicate is clear and unambiguous.   

l) Organisational and workforce development is a potential key channel of communication, but in order to realise this potential, we must first convince those key organisations and individuals that addressing alcohol misuse is a legitimate and productive part of their business.  Therefore, these are among our initial target audiences, and communication work is inextricably linked with the organisational capacity development work. 

m) To ensure this element of the strategy is effective, an action plan for communication will be developed to address the communication needs of individuals, communities and organisations in Stockport. Community Engagement in addressing alcohol related issues in the priority areas will also be a major component of the strategy and will direct the communication plan. This is discussed in further detail in section 8.

n) The recent Stockport alcohol social marketing research
 also suggested that there are potential opportunities to prompt behaviour change in relation to alcohol use at specific points in the life course, such as becoming a parent or entering employment. Therefore, mainstream services have a key role to play in the process of facilitating positive behaviour change, by providing accurate information about alcohol, its effects, and help available, as well as encouraging reflection and nurturing motivation.  In order to capitalise on such opportunities, key service providers will need to take on responsibility for addressing alcohol misuse as part of their routine service delivery, and this will be pioneered in the priority neighbourhoods.
o) Experience has shown that simply delivering training to staff, without management support and a policy commitment to implement skills and tools provided, is likely to be very limited in its impact.  The objective of reducing alcohol misuse must be ‘owned’ and driven at a strategic level, to ensure all professionals deliver clear and consistent messages and have the basic knowledge and skills to identify and engage with people affected by alcohol. It is suggested that this may best be achieved by a concerted approach, to include:

i) Policy development support – securing opportunities to influence new and existing policies and procedures, so that alcohol misuse prevention is recognised as a core function and services are delivered and people managed in ways that promote health, well-being and empowerment.  

ii) Skills development – supporting the implementation of change in policies and systems by providing training and other learning resources that help front line staff and managers to recognise the relationship between their work and alcohol misuse, and to learn ways of working that are health promoting.  
p) Although the impact of alcohol is greatest in our deprived communities, on average, managers and professionals are more likely to drink at increasing or higher risk levels, and the survey of health service employees last year (see section 6j) showed significant levels of alcohol misuse.  Therefore, it is important that, if we are to advocate for drinking less, we are able to recognise and address our own behaviour and attitudes to alcohol.  We need to support a culture in our own organisations which encourages healthier relationships with alcohol, and encourages people to cut down and to seek help, without fear of stigma or derision, when needed.
q) Alcohol commissioning should therefore be interpreted in a broad sense, to include engagement with and influencing of a broad range of services whose primary focus is not alcohol or substance misuse.  It includes the work to build the capacity of front-line services to address alcohol, by means of policy and procedural development as well as staff capability development. 

r) Commissioning actions
The existing alcohol prevention and treatment system will be reviewed, early in the timeframe of the strategy, and a number of actions will be taken, including to:
i) Identify resources across all areas (including criminal justice, health and social care) committed to alcohol, plus those which can be aligned and those which are in view.  

ii) Agree on the financial and commissioning arrangements for substance misuse, including the impact of Payment by Results pilot, and how it sits within the integrated commissioning framework and the desirability of undertaking a ‘section 75’ agreement, whereby funding is pooled and services commissioned jointly.  
iii) Develop service specifications for alcohol services to be commissioned, and re-tendering / market testing exercises, to enable a revised early intervention and treatment system to be established.  This will include an Equality Impact Assessment and requirements for appropriate targeting to increase the rate engagement of residents of priority areas in treatment. 

iv) Review commissioning arrangements for patients in acute services and identification of a process for implementation of the recommendations of the recent Review of Emergency Alcohol Care in Hospital project.
v) Support the development of service user-led social enterprises, providing activities and skills development opportunities.

vi) Review and re-fresh of the integrated alcohol treatment care pathways

vii) Develop a set of competencies for adult substance misuse practitioners and support workers. 
viii) Identify strategic priorities for alcohol-related capacity development in other mainstream public services 

ix) Commission work to deliver policy and workforce capacity development, to ensure alcohol misuse is identified and addressed appropriately by key front-line services, both within organisations and in interactions with the public.
x) Develop and implement local action plans to prevent and address alcohol misuse in each Priority Neighbourhood (including Offerton)
xi) Agree simple messages about what constitutes low risk drinking and disseminate to individuals, communities and organisations

xii) Develop a  co-ordinated communication plan to support the delivery of all areas of the alcohol strategy

xiii) Make use of segmentation tools such as ‘Healthy Foundations’ to analyse and improve the engagement of existing services with the public in relation to alcohol misuse and the underlying issues.
8) Community Engagement and Capacity
a) Changing the cultural attitudes towards alcohol misuse requires a mix of engagement methods to address different segments of the population, but we must also recognise the inter-connected nature of social attitudes.  While people may be anchored within a particular section of society, they are also interacting with and influenced by many people beyond that group.  Within communities, there will not only be direct influences and role models but also broader norms and shared understandings about the use of alcohol and its part in people’s lives, which cuts across divides like age, class and gender.  

b) Behaviour change does not tend to happen uniformly across society.  Descriptions of the take up of new innovations identify how change spreads gradually over time, beginning with small numbers of innovators and then ‘early adopters’, who are the key people in influencing the broader population.  This work will therefore seek to engage with individuals or groups of local people who have ‘bucked the trend’; to identify what enabled them to do this and how that learning can be applied more widely.  

c) It is important that we should work with our communities, especially in our priority areas, and build on the community and voluntary ‘assets’ in the form of personal experience, beliefs and commitment, as well as both informal and organised activity.

d) The overall, long-term vision is to move to a model of community engagement on the topic of alcohol where local people ‘own’ the issue, and with support, develop their analysis of the health and social effects that arise from increasing or high risk drinking and find grass-roots solutions that are acceptable and workable within their community.  Strategically, this is a move away from top-down models, towards a ‘co-produced’ model of health improvement and this approach will focus on working with communities in priority neighbourhoods.
e) The ‘asset approach’ recognises the need for more local solutions, and so builds upon the strengths and assets of a community, aiming to engage the local population into taking action. 
 It is considered to be a potentially cost-effective approach, at a time when public sector funding is reducing, as it “provides a conduit for the resources of citizens, charities or social enterprises to complement the work of local service providers” in the “co-production of good health and well-being”. ii, p.3 Assessing assets alongside need should help build individual and community resilience and increase local social capital. 
f) In Stockport, the Cirtec Alcohol Service User’s Group has demonstrated the potential of voluntary work in changing lives for the better. They have added to the capacity of the treatment service, by providing both structured and informal support to others going through similar experiences, such as peer mentoring, support groups and social enterprise activity, as well as contributing to education and prevention work.  Discussion around the ‘recovery’ models in relation to drug and alcohol dependence has identified the value of recovering communities, referring to ‘a notion of ‘the healing forest’; in other words, a group of people who actively support each other through difficult times, helping each other to ‘stand up’.’
 
g) Stockport is participating in a Department of Health (DH) pilot on asset based community development (ABCD) in priority areas, exploring community asset mapping and building using ‘Appreciative Inquiry’ methods and linking outputs to community needs assessment. This approach should facilitate more detailed understanding of the assets currently deployed at an individual, community and system level that contribute towards individual resilience. It is hoped this will give some insight in to how it may be possible to build individual and community resilience, and this work will clearly link with and inform efforts to address alcohol misuse at a community level.

h) Community Engagement Actions 

We will work to establish a community engagement process in Priority Areas, to support communities in identifying and addressing alcohol issues affecting them including: 

i) Establishment of some early consultation / engagement with a cross-spectrum of community members, starting with the Brinnington community, during 2011, to explore the issue of alcohol and what it means to local people.  (Alcohol has been identified as a priority issue by the Brinnington Neighbourhood Management Board and a sub-group of the Brinnington Community Engagement Group will look specifically at activities to engage with the community around alcohol.)  Within available resources, we will extend this to other priority communities. 
ii) In the medium to longer-term, we will identify and work directly with community members to develop a local approach to the issue – which may include an ongoing discourse within the community with a view to supporting large-scale cultural change, but it will also explicitly help to inform the development of formal services (provided by public funding) and informal services (provided by the community for the community) designed to bring about the solutions the community has identified. 

iii) Support the further development of service user-led peer support and mutual aid groups, and facilitate the engagement of service-users in informing strategy and service development.
iv) Make available community asset mapping for the Priority neighbourhoods to support community based interventions to address alcohol misuse.
9) Domestic Violence

a) Research with domestic violence offenders has indicated that 73% had been drinking at the time of the offence
.  Alcohol is not in itself a cause of domestic violence but is associated with increased severity of violence. Alcohol misuse is also common in victims of domestic violence or abuse, often as a way of coping with the abuse, while heavy drinking may also make them more vulnerable.

b) Domestic abuse has a devastating effect on victims, their families and the wider community, and is present in all sections of society. One in four women and one in six men will be affected in their lifetimes, with women suffering higher rates of repeat victimisation and serious injury. 

c) Domestic abuse is rarely a one off event, its frequency and severity often escalates over time. Two women per week are killed by a current or former partner and domestic abuse contributes to 16% of all violent crime.  Domestic abuse often begins or increases during pregnancy and is a factor in around 80% of child protection cases nationally. It impacts on children’s physical, emotional and cognitive development and well-being and is a significant Safeguarding issue. The total cost to society is an estimated £23billion a year in England and Wales.

d) In 2009-10, 6,117 domestic abuse incidents in Stockport were reported to Greater Manchester Police. It is recognised that only a small percentage of domestic abuse incidents are actually reported to Police or any other agency or organisation. 

e) In 2009-10, 32% of recorded Domestic Violence incidents in Stockport were recorded as being alcohol-related and 5% drug-related, but it is likely that extent of both alcohol and drugs as factors are under-recorded.  During January to December 2009, the Specialist Midwifery Service received 218 referrals, of which 128 had incidents of domestic abuse involved.  
f) The Safer Stockport Partnership’s ‘Problem profile of Domestic Violence’ in 2010 found that: 
· Key hotspot locations are our Priority 1 Areas
· 15% of Youth Offending Services statutory cases are domestic violence perpetrators
· 16% of Probation cases have links to domestic violence
· 20% of MOSAIC (Young people’s substance misuse service) cases have links to domestic violence
· 57% of child protection cases are linked to domestic abuse. 
g) Domestic Violence Actions
The Domestic Violence Strategic Group Work will continue, on a range of work including:

i) MARAC (Multi-Agency Risk Assessment Conferencing) – dealing with high risk cases.  Alcohol services are now represented at these meetings
ii) Supporting Specialist Domestic Violence Courts – improving support to victims and bringing perpetrators to justice

iii) Providing training for professionals

iv) Campaigns and Communication – e.g. World Cup Campaign and White Ribbon, and Domestic Violence events in Priority Areas.

v) Policy Development including Safeguarding Protocols

vi) Work with alcohol treatment and support services to improve information and analysis in relation to this client group 

vii) Work with Greater Manchester Police to improve the consistency of use of the alcohol marker on domestic violence incidents
viii) Working with schools and colleges to raise awareness and challenge attitudes.
10) Licensing Enforcement – Night-Time Economy
a) The majority of people consume alcohol responsibly and, equally, the majority of retailers take their responsibilities toward selling alcohol very seriously. However, drunken and unacceptable behaviour in public places and illegal or irresponsible sales of alcohol will not be tolerated. 
b) Our key indicator in this work is the level of recorded serious Violent Crime, and figures for April 2010 to Jan 2011 indicate that this has reduced by 26% in Stockport, meaning 41 less victims. 

c) The coalition government has reviewed the licensing act and intend to introduce new primary legislation.  The Police Reform and Social Responsibility Bill 2010-11is currently progressing through parliament and includes: 
· Overhauling the Licensing Act to give local authorities and the police much stronger powers to remove licences from, or refuse to grant licences to premises that are causing problems 

· Allowing councils and the police to permanently shut down any shop or bar that is repeatedly selling alcohol to children 

· Doubling the maximum fine for those caught selling alcohol to minors to £20,000 

· Allowing local councils to charge more for late-night licences, which will help pay for additional policing 

· Banning the sale of alcohol below cost price

d) Overhaul of the licensing act is welcomed. The current presumption to approve new applications for licenses will be removed and decisions will be rebalanced in favour of local communities allowing local authorities to respond to community need.

e) The Safer Stockport Partnership, despite the pressure on resources, is in a strong position to consolidate and further enhance our licensing enforcement activities; the Licensing Joint Enforcement Group drives enforcement activity across all the partnership enforcement teams including Police, Local Authority Licensing Department, Environmental Health and Trading Standards.  
f) Licensing Enforcement Actions

Work will continue, through the Joint Enforcement Group, to: 
i) Produce quarterly analytical product outlining trends of alcohol related disorder associated with licensed premises 

ii) Plan enforcement activity through joint enforcement group based not only on analytical products but also all on information from all partner agencies and communities

iii) Put in place an action to address each of the problematic premises identified at the JEG
iv) Ensure enforcement activity is both robust and proportionate: high-risk premises will attract swift and decisive partnership enforcement action.  The needs and safety of communities will always be the primary consideration for the JEG.

v) Continue to support responsible licensed premises: Pub watch schemes and the introduction of an accreditation scheme, such as Best Bar None will be encouraged

vi) Increase the number of applications for Licensed Premises Exclusion Orders, where an offender has been convicted of a violent crime connected to licensed premise.

vii) Encourage pub watch schemes to a take a more proactive stance in banning troublesome customers from their premises. 
viii) Continue work in partnership making use of techniques such as bottle marking, use of licensing conditions and use of new legislative powers, such as the ability to deal with irresponsible drinks promotions. 
ix) One under age sales test purchasing exercise per month concentrating on alcohol sales. 

x) Trading Standards will undertake six joint visits per year with HMRC to identify and seize illicit alcohol and tobacco and investigate sources of supply and extent of the problem. 

11) Reducing re-offending 
a) Reducing re-offending is a key strategic aim in Stockport. It is essential in terms of helping to reduce crime and disorder in Stockport and to improve public perceptions of the borough as a safe place to live. National spending on the criminal justice system amounts to over £32.5bn a year and over 50% of offences are committed by offenders who have already been through the criminal justice system. 

b) Probation Service data for the calendar year of 2009, indicates that alcohol use is assessed as linked to offending in 54% of cases in Stockport
. This was the joint highest rate in Greater Manchester 
c) There are clear cost benefits to reducing re-offending. The cost savings (tax payer only) of diverting offenders from custody to community sentences are estimated at £3,437 - £88,469. When we combine this with fewer victims, the potential benefits amount to £16,260 – £202,775. 

d) Reducing re-offending cannot be looked at in isolation - national and local evidence shows offending is closely linked with other key issues, one of which is substance misuse.  Other factors include living in priority neighbourhoods, living in unsuitable accommodation, and poor educational attainment.  Many of these issues are those also faced by substance misusers.   
e) Substance misuse is highlighted as a key factor in offending behaviour and it is therefore essential that we address alcohol related offending in a multi agency co-ordinated way.  This will include making full use of prevention opportunities, delivering interventions at all available trigger points within the criminal justice cycle and supporting and recommending appropriate sentencing options. The benefits for the community are clear in terms of living in a safer place with reduced crime and disorder.  

f) For those at risk of becoming alcohol using offenders, early identification and support is essential to stop young people entering the criminal justice system, restricting their wider life chances. 
g) For those who are already offending, one of the key benefits is the opportunity, support and encouragement to engage with alcohol services. In many cases demonstrating commitment and progress in terms of addressing their alcohol misuse issues will be seen by the courts as a real alternative to a short term custodial sentence, thus reducing custodial costs to the tax payer and enabling better outcomes for the offender.  Longer term, alcohol interventions for those at risk of offending or currently offending will improve their health and wellbeing and also enable them to access support in other areas (such as housing, and education, training and employment).  

h) We have robust local criminal justice and substance misuse processes in place, which have been largely driven as part of the Drug Interventions Programme.  Here alcohol interventions have been introduced without additional funding, and, whilst making best use of available resources, have not been fully and consistently implemented across the whole alcohol treatment system.  

i) Reducing Re-offending Actions

Actions to reduce alcohol-related offending will include:
i) Reviewing the provision for alcohol arrest referral, Alcohol Bail Conditions alcohol-related Activity Requirements, Alcohol Treatment Requirements (ATR’s), to ensure appropriate pathways are in place for all age groups and services have capacity to deliver on these.  This will include working with voluntary providers to consider what can be provided via alternative funding sources, such as social impact bonds.

ii) Support the introduction, development and review of the Problem Solving Court pilot from a substance misuse perspective.  This involves appropriate substance misusing offenders aged 18+ from Priority One areas being considered for specialist courts and being given community orders, including activity requirements to engage in alcohol treatment, rather than custodial sentences.     

iii) Work with the Spotlight Unit (integrated offender management) to provide intensive support to alcohol using offenders causing the most harm to the community in terms of serious acquisitive and/or serious violent crime. 

iv) Develop multi agency work between the Youth Offending Service, Anti-Social Behaviour Action Team, and the Young People’s substance misuse service (Mosaic) to provide specific alcohol interventions for young offenders and those at risk of offending.  

v) Review specialist treatment provision and improve capacity, to ensure timely access to interventions for alcohol misusing offenders.

vi) Extend and establish peer mentors and volunteer support across all alcohol treatment services to ensure the benefits of this are available for all alcohol misusing offenders.
vii) Develop Healthy Lifestyles information and advice group for adult Probation clients, to be delivered by trained volunteers with support from Public Health and ADS. 
Part Three: Children

12) Children (ages 0-15): Context
a) The Government’s new Drug Strategy
 highlights that some children and young people face increased risks of developing alcohol dependency and they need targeted support to prevent alcohol misuse or early interventions when problems arise.  The ‘vulnerable’ groups include those truanting or excluded from school, looked after children, young offenders and those at risk of involvement in crime and anti-social behaviour, those with mental ill health and those whose parents misuse drugs or alcohol.  
b) The Chief Medical Officer’s Guidance on the Consumption of Alcohol by Children and Young People
 was founded on evidence captured in a ‘Review of Reviews’
, which identified risk and protective factors which overlap with those for other risky and anti-social behaviours.  These include:
· Parental and sibling drinking patterns

· Physical or sexual abuse

· Early exposure to alcohol

· Family history

· Early behaviour or interpersonal problems

· Sensation seeking and impulsive personality

· Stress and anxiety

Protective factors identified include:

· First experience of drinking in a home environment

· Delaying the time of the first drink

· Good relationships with adults, including informed and supportive parental guidance about alcohol
· Religious affiliation
c) The Drug Strategy highlights the need to take a strategic approach to tackling alcohol misuse, as part of wider support to vulnerable children, young people and families, as well as the importance of family focused interventions.  It states that. ‘Directors of Public Health and Directors of Children’s Services will be empowered to take an integrated and co-ordinated approach to determine how best to use their resources to prevent and tackle drug and alcohol misuse…. They will also have access to simplified, flexible budgets both through the Early Intervention Grant and Public Health Grant.’
d) The work delivered by the School Based Service continues to deliver positive outcomes. In 2009-2010 the MOSAIC School Based Service saw 566 young people on structured programmes of work. 50% of the new contacts or programmes were for primary alcohol and 25% for cannabis, while the other 25% included other substances and children affected by parental substance use. The figure for alcohol use has a notable gender bias, with 64% of the female new contacts being primary alcohol, while males were 36% primary alcohol and 37% cannabis.  There are no ‘low risk’ levels of consumption for children but some are reporting consuming more than the adult guidelines, on a weekly basis. 
e) Through a range of effective prevention, targeted and specialist interventions, we will reduce the number of children and young people drinking alcohol.  In order to achieve this, we will work to improve children’s resilience skills, self esteem and life chances.  There will be an emphasis on prevention, early intervention, reducing inter-generational substance misuse, working within the Act Family framework, and addressing need in the Priority One areas.

13) Prevention: Children
a) The Marmot Review identifies that the highest priority should be to ‘Give every child the best start in life’:  

The foundations for virtually every aspect of human development – physical, intellectual and emotional – are laid in early childhood. What happens during these early years (starting in the womb) has lifelong effects on many aspects of health and well-being – from obesity, heart disease and mental health, to educational achievement and economic status.
b) In relation to alcohol, it is now recognised that an unquantifiable number of children are affected by Foetal Alcohol Spectrum Disorders, of varying severity, ranging from behavioural and learning impairments to full Foetal Alcohol Syndrome.  Recent years have seen a significant increase in the number of women of childbearing age who drink heavily
 and therefore it is essential that services working with pregnant women are alert to the potential risks and acting appropriately to minimise them.  

c) Local data shows that some children in Stockport are drinking more than the low risk guidelines for adults, which is especially concerning given that the Chief Medical Officer advice is that under 16s should not drink at all, due to the potential harms to their development and wellbeing.    
d) Infants and young children are particularly vulnerable to the effects of neglect or mistreatment associated with parental alcohol use and they begin to learn from the behaviour of the adults caring for them.  Neglect and abuse at this age will increase the vulnerability of the child to substance misuse and other problems as they grow up.  
e) However, at least equally important in predicting their future relationship with alcohol will be the quality of parental care and attention, which can engender in children deep resources of self esteem and resilience, laying the foundations for positive mental health and well-being.  
f) The Government has signalled its intention to continue to support the Healthy Child Programme, increase the numbers of health visitors, and deliver early years education and care to disadvantaged children aged from two to four.  Sure Start and models of intensive family support for families with multiple problems are identified as particularly valuable for supporting vulnerable families from pregnancy onwards.  Community budgets, for which Greater Manchester is a pilot area, will offer potential for pooling of budgets and re-shaping services to young people and families in deprived communities, in order to deliver improved outcomes.  It is essential that alcohol and other substance misuse are addressed as a core element of this work.
g) The importance of ‘place’ is also recognised as an overarching local priority.  We know that children and young people living in Priority One areas are more likely to have parents/carers who present to services with alcohol or other substance misuse issues, and these children are at increased risk of developing problems with alcohol or other substances themselves.  Therefore, the activities identified below will involve targeted work with those residing in Priority One areas.  The aim is to ensure the ‘at risk’ children living there are able to benefit from prevention activities and support, to help address the underlying inequalities issues.
h) Prevention: Children: Actions 
The Partnership will prioritise and support the following areas of work:

i) Targeted work in priority areas to address the wider social issues around changing attitudes and behaviours.  This will include the use of role models, mentoring support, improving self esteem through positive activities, and offering an alternative to a primarily drinking culture.  

ii) Improve identification and support for young people who live in families with alcohol misuse issues, to address inter-generational substance misuse and safeguarding issues, building on the work with children affected by parental substance use and the evidence based ‘Think Family’ programme for substance misusers delivered by MOSAIC.  This will include training for professionals to address low level needs and more intensive support from the specialist service if required.

iii) Embrace the ‘Act Family’ approach in treatment services, building on the current provision and ensuring alcohol interventions are embedded.
iv) Building on the current universal school curriculum-based support (using the resources: Sex Alcohol, Drugs (key stage 4) and Drugs, Alcohol and Tobacco Education resource), to ensure a more effective and ‘joined-up’ approach across agencies and refining of targeted support. 
v) Continuing work by Greater Manchester Fire and Rescue Service to address alcohol as part of its preventative work in schools in relation to anti-social behaviour and road traffic collisions.

vi) Building on the work of the Mosaic Schools-based service to continue to provide an essential early intervention service.  This will include linking with other interventions within the educational environment e.g. Integrated Teams Around the Schools & Child (ITASC).
vii) Targeted joint work engaging children involved in anti-social behaviour, at risk of offending and/or currently offending, where alcohol is a factor.  This will include defining criteria around consistent and appropriate targeting of children.

viii) Development of a workforce development programme including both policy and knowledge and skills development in relation to alcohol and behaviour change interventions.  
ix) Implement the guidance on ‘Development of Joint Local Protocols Between: Drug/Drug and Alcohol Partnerships, Children and Family Services’ 2011.  

x) Implementation of the pregnancy pathway, recently developed by Mosaic and the Stockport NHS Foundation Trust, to ensure effective identification advice and prioritised referral to appropriate services is provided to prevent harm to the unborn baby.  

14) Treatment Services for Children, Young People and Families
a) The numbers of those aged 0-15 requiring specialist treatment services for alcohol are small, but the life-long potential consequences of alcohol misuse at such an early age are immense, and therefore it is essential that appropriate interventions are provided for those who need them.  Children in need of such support are likely to be experiencing other problems in their families and their development, and therefore support will be provided in ways which engage with the whole family.  

b) The National Drug Strategy, Restricting Demand, Restricting Supply, Building Recovery, states the need to have intensive support available for young people whose alcohol use has started to cause harm, or who are at risk of becoming dependent.  This specialist support needs to be accessible, provide a holistic service to address the wider needs and work with the young person towards recovery. 
c) The number of presentations/repeat attendances at Accident and Emergency and hospital admissions for alcohol related harm is a key issue and reducing this will be an important part of our work to shift demand from acute specialist services into prevention.  
d) Treatment Services for Children, Young People and Families: Actions
The Partnership will work to:

i) Maintain and tailor specialist treatment provision according to needs assessment findings to ensure those children and young people requiring structured support have access to appropriate and timely interventions.  This includes all levels of structured support and embedding of recently introduced processes for information sharing and referral between the Hospital and the Mosaic service.   
Part Four: Young Adulthood

15) Young Adulthood (16-24): Context
a) The 2007-8 Stockport Young People’s Lifestyle Survey and the 2009 Adult lifestyle survey indicate that the young adulthood is the stage when drinking and other substance misuse, as well as experience of negative consequences of drinking, tends to escalate to a peak. Half of 16-17 year olds reported having been drunk in the last week, while in the 18-25 age group, half of women and two-thirds of men reported this.
b) Young adults are often not effectively engaged with mainstream services such as primary care, while many of the support and intervention resources provided in school are no longer available to this age group.  While for those accessing further education in the borough there is universal college support, those young adults not in education employment or training are among the most vulnerable to alcohol misuse problems.
c) The recent social marketing research, with young adult binge drinkers from deprived areas in Stockport, identified the ingrained social norms in relation to alcohol misuse among those at greatest risk of alcohol-related harm and dependency, and highlighted the importance of engaging with communities especially in our priority areas
.  It also identified that changes in the lives of young people, especially those providing more structure in their lives, provide the most promising opportunities for behaviour change in relation to reducing risky drinking.  These include entering employment or training, becoming a parent, and ‘settling down’ in a stable relationship.

d) Therefore, we need to think more broadly about how to engage with young adults in relation to alcohol use, as well as other health and well-being issues.  Some services, such as Central Youth and the Hospital Emergency Department are particularly well-placed to provide information and advice on alcohol.  In doing so we must consider the specific needs of those facing communication barriers such as learning or sensory disabilities, or language and cultural differences. 
e) Data from the Alcohol Treatment Requirements project indicates that 30% of those arrested where alcohol has been identified as a factor, are aged 18-25.  This reflects the fact that a large proportion of those involved in the criminal justice system are in need of support to address alcohol misuse, and there is potential to build on the pilot Alcohol Treatment Requirements project, which delivers alcohol brief interventions in the custody suite and offers referral to Mosaic.  We will also find opportunities to work with employment services and employers to identify and address alcohol and other substance misuse.
f) The cultural practice of viewing getting drunk as the purpose of a night out, rather than as an unintended side effect of overindulgence, is a major issue. The practice of preloading has grown, whereby cheap alcohol purchased in supermarkets is consumed before an evening out to diminish the amount of more expensive alcohol that needs to be bought during the evening in order to get drunk. This explains the coexistence of obvious binge drinking and a declining pub trade.

16) Prevention in Young Adulthood
a) The Partnership will build on the insights gained through the recent social marketing research referred to above.  The partnership will work to ensure that the professionals, with whom young people interact, especially at key life-change stages, are ready and able to provide information and advice about lower-risk drinking.
b) Prevention: Actions

Specific actions will include:

i) Further work to improve the implementation of alcohol misuse Identification and Brief Advice (IBA) in the hospital Emergency Department.

ii) Workforce and policy development to integrate alcohol misuse prevention and early intervention (including IBA) into key front-line services which engage with young adults, targeting deprived areas in particular. 

iii) Building on the current universal college-based support to ensure a more effective and ‘joined-up’ approach across agencies and refining of targeted support. 
iv) Maintaining provision of, improving access and simplifying referral to, alcohol advice and extended brief interventions.
17) Treatment & Care: Young Adulthood
i) Alcohol and other substance misuse are often combined in this age group, and need to be tackled holistically along with associated health and social issues. In 2009/10, 102 young people in Stockport, aged 16 to 24, entered specialist treatment for primary alcohol misuse.  For those in specialist treatment for primary drugs misuse, 82 also had alcohol issues. 
ii) Provision of substance misuse treatment (including alcohol) is already delivered in an integrated service (Mosaic) for this age group in Stockport and we will continue to support this model of provision, while working to increase capacity and accessibility of support for those who need it.
b) Treatment and Care: Young Adulthood: Actions
Specific actions will include:

i) Work to maintain and improve existing substance misuse treatment capacity and to increase appropriate referrals, including self referrals as well as through the workforce and staff development programme identified in the prevention and early intervention section above.
ii) Improve integration of substance misuse treatment with other services, in particular support for mental health, housing and education, training and employment.

iii) Work with providers of The Work Programme to ensure appropriate identification of alcohol and drug misuse issues, and provision of high quality interventions and treatment in Stockport. 
Part Five: Healthy Adulthood
18) Healthy Adulthood (26-64): Context
a) Data from the 2009 Stockport Lifestyles survey found that 46% of 25-29 year olds who drank last week reported ‘binge drinking’
 in the last week, and this prevalence remains more than a third upto about age 50, after which it declines with age.

b) Drinking at increasing risk weekly levels was reported by over a quarter (27%) of 25-64 year-old respondents who drank last week, peaking at 31% of 45-49 year olds.  Over 6% of those who drank last week reported high risk drinking, with the peak at age 40-44 with 9% of drinkers.

c) Overall alcohol-related hospital admissions (as defined in NI39
) increased by 14% in 2009-10, to a total of 6,552, and this increase has been considerably higher in the more deprived areas.  Around 83% such admissions are of people aged over 40, with the peak in numbers at age 60-64, and 42% of the total being aged between 40 and 64, making this a key age for prevention, early intervention and treatment.  90% of such admissions are due to medical factors, rather than intoxication, injuries and accidents.
d) There were 2,106 alcohol-specific admissions in 2009-10, an increase of 16% on the previous year. Analysis of admissions over the three-year period to 2009-10 shows that 

· Just 6.8% of these patients accounted for 30.8% of the admissions (i.e. 199 people generated 1,705 admissions).  

· Analysis of the 83 individuals who had eight or more admissions within the last three years indicates that they attended the Emergency Department (ED) an average 20 times each over that period, accounting for 1,647 attendances and 1,035 admissions.
e) The recent Review of Alcohol Care in Hospital, which identified the opportunity to reduce costs to the NHS while improving patient care and outcomes by the introduction of a hospital-based alcohol nurse service and an alcohol outreach service to work with people who are repeatedly admitted to hospital as a result of alcohol-related problems
.

f) Probation Service data for the calendar year of 2009, indicates that alcohol use is assessed as linked to offending in 54% of cases in Stockport
.  Data from the Alcohol Treatment Requirements pilot in Stockport indicates that about 70% of those arrested, where alcohol has been identified as a factor, are aged 25 or over.  Consultation with stakeholders has highlighted the potential for improvement in the way alcohol use is addressed in the criminal justice system, from custody suite through to resettlement.
g) Alcohol misuse may make individuals vulnerable to abuse and exploitation, or may develop in response to such, and it is important that our prevention and treatment services should recognise vulnerability and ensure appropriate action is taken under the Safeguarding Adults policy where necessary.  
h) In addressing alcohol misuse among adults we must consider the specific needs of those facing communication barriers such as learning or sensory disabilities, or language and cultural differences.
19) Prevention:  Healthy Adulthood
i) NICE published new guidance in 2010 on prevention of alcohol misuse disorders, based on a comprehensive expert review of evidence, and this makes a set of recommendations for practice
. It calls for national policy interventions, including a minimum unit price, and availability and marketing controls, as well as local implementation of licensing enforcement and comprehensive implementation of IBA in health and social care settings, backed up with structured brief advice and extended brief interventions when appropriate.  
ii) The recommendations of the Alcohol Needs Assessment, which included a review of best practice knowledge in relation to prevention, are included in at appendix 3. 

b) Prevention: Healthy Adulthood: Actions

The Priority Neighbourhoods, where levels of alcohol-harm are greatest, will be targeted with more intensive support, within a universal provision (described by Marmot as ‘proportionate universalism’).  Working with communities to engage them in addressing alcohol misuse (see section 8) will be key to the preventative approach.  Other specific actions will include:
i) Redesign of the Stockport Lifestyles Service to extend its reach and offer support to increased numbers, offering enhanced levels of service for priority areas and those misusing alcohol.  This work spans the prevention and early intervention objectives.
ii) Further development and embedding of alcohol misuse IBA and referral as core business in front line health, housing, criminal justice and social care services.
iii) Development of the capacity of other front-line services to identify alcohol misuse and offer brief advice and referral, in relation to alcohol and other substances. 

iv) Review of potential range of alternative sentencing outcomes which might impact on alcohol-related behaviour and offending patterns, for example Problem Solving Courts, alcohol-related Activity Requirements and Alcohol Treatment Requirements.
v) Research with high risk groups to develop further insight into attitudes to alcohol misuse, in order to develop further preventative interventions.
20) Treatment and Care: Healthy Adulthood
a) New NICE guidance on the treatment of alcohol dependency was published in early 2011, while the existing Models of Care for Alcohol Misusers is to be reviewed as part of the new Government’s National Drug Strategy.  The Drug strategy recognises that severe alcohol dependence raises similar issues and that treatment providers are often one and the same.
b) Under the proposals in the Public Health White Paper, the commissioning of alcohol and drug treatment services will become the responsibility of the Director of Public Health in their new place within the Local Authority, under the direction of new Health and Wellbeing Boards.  This will facilitate integration of substance misuse and other prevention services, while the challenging financial envelop will drive the need to innovate and improve efficiency.  Stockport’s piloting of the Payment by Results approach will provide an opportunity to radically re-shape the treatment system to improve access to support and outcomes for people who are dependent on alcohol or drugs.
c) It is estimated by the Alcohol Learning Centre that there are 9,850 dependent drinkers in the borough
, and Government commissioning guidance
 indicates that treatment capacity should be available to treat 15% of this population in a year, indicating need for capacity of 1,477 in tier 3 or above treatment.  The total number who accessed commissioned tier 3 treatment service in 2009-10, was about 470 (including Mosaic for under 25s) leaving a shortfall of over 1,000 treatment places.  
d) The Alcohol Health Advice service, established in 2008 is, as a ‘tier 2’ service, is intended to focus on adult high risk rather than dependent drinkers.  It provided support to 163 individuals in 2009-10, and is on track to increase its delivery of extended brief interventions to at least 40 per month in the 2010-11.  The redesign of the Lifestyles Service, of which AHA is a part, will increase capacity for extended brief interventions for alcohol misuse.
e) Our objective in relation to treatment services will be to use our Payment by Results pilot status to redesign the treatment system and commission more effective and efficient services, to meet local needs and deliver on outcomes and the Stockport vision around alcohol.  
f) Healthy Adulthood Treatment and Care: Actions

In order to achieve this objective, we aim to fully integrate the resources which are used to commission substance misuse services across Stockport, to ensure that they are used effectively to address current needs and demand and support the overarching vision of the strategy. We will:

i) Implement the payment by results approach to develop an integrated substance misuse treatment system for adults, with the objective of increasing timely access to services, creating additional capacity and providing evidence based interventions according to presenting need.  This will specifically address the need to improve access to services from the priority neighbourhoods. 
ii) Improve the treatment pathway and access for people with dual diagnosis ensuring that there is effective leadership and engagement from appropriate services, (i.e. mental or physical health services) and service users are consulted and engaged in decision making.

iii) Engage with providers of the Work Programme, to identify opportunities to address unemployment amongst those with substance misuse problems, and bring additional resources for substance misuse treatment.

iv) Maintain GM Fire and Rescue Service work to raise awareness of the risk of fire in relation to alcohol and to deliver free home fire risk assessments to service users.

Part Six: Older People

21) Older People (65+): Context
a) The Institute of Alcohol Studies
 estimates that 5-12% of men in their 60s have ‘alcohol problems’, and identifies three groups of older problem drinkers:

· Early onset drinkers or ‘survivors’, who have continued drinking since an early age.  These individuals are at high risk of premature death.

· Late onset drinkers who begin problematic drinking in response to bereavement, retirement, isolation etc

· ‘Binge’ drinkers who occasionally drink to excess.
b) The 2009 Stockport lifestyles survey found that while risky drinking prevalence declines with age, at age 65-69, 10% of those who drank in the last week did so at ‘binge’ levels, nearly 20% drank at increasing risk levels and 3.7% at high risk levels.

c) The effect of alcohol on older people is increased, due to lower water levels in the body, decreased liver blood flow and slower breakdown of alcohol by the liver and altered responsiveness of the brain. Alcohol can lead to 

· increased risk of CHD, hypertension and stroke

· incontinence and gastro-intestinal problems

· increased risk of car accidents

· increased risk of falls
· increased risk of accidents within and outside the home & garden

· memory problems and confusion

· depression and anxiety
· isolation

· vulnerability (e.g. doorstep crime / financial abuse) 

· interactions with prescribed drugs

· sleep problems
· self-neglect
d) Alcohol misuse may make individuals vulnerable to abuse and exploitation, or may develop in response to such, and it is important that our prevention and treatment services should recognise vulnerability and ensure appropriate action is taken under the Safeguarding Adults policy where necessary.  
e) Alcohol misuse in older people often goes unrecognised, for a number of reasons:

· It is generally not widely known that alcohol tolerance decreases in later life, either by older people themselves, or by those that live with or care for them (in formal and informal capacities), so they may continue to drink at the same rate as they have always done, without really realising that it is having a much greater effect. 
· Alcohol misuse symptoms in older people are often missed or mistaken for signs of ageing 
· Older people often under-report drinking, especially when seen as ‘medicinal’ 
· Carers may collude in hiding or ignoring problems 
· It is hidden and unseen as it often happens within the home environment in private
· Older people are less likely to be aware of alcohol unit measures 

· Some aspects of screening tools, relating to social/ occupational dysfunction, are not applicable to older people.

f) In addressing alcohol misuse among older adults, we must consider the specific needs of those facing communication barriers such as learning or sensory disabilities, or language and cultural differences.
22) Older People: Prevention
a) The community engagement work will be important in involving older members of our communities around the issue of alcohol.  Addressing the vulnerability to alcohol misuse will be essential to reducing harm, and therefore the community asset-based approach will be crucial in order to ensure that older people are positively engaged in their local communities and have access to support in relation to bereavement, long-term conditions and disability, as well as general alcohol, lifestyles and mental well-being support.  

b) Many older people also provide a valuable asset in holding together communities and families and sharing their life experience and knowledge, and therefore it is important that we seek to positively engage older members of families and communities in discussing alcohol issues at local and personal level.
c) Social housing providers have a key role to play in addressing alcohol misuse in older people, due to the volume of sheltered housing (both Cat 1 and 2), Extra Care and age restricted older people's properties in Stockport. Scheme managers, onsite carers/medical staff (in Extra Care) and Housing Officers reach many older people through their work and could be a good way of getting information on alcohol and support available through to older people.
d) The non-drug/alcohol related voluntary sector agencies, such as Age Concern reach and support many older people for whom alcohol is a problem, as will other agencies, including FLAG and Disability Stockport.

e) Older People: Prevention: Actions
Specific actions will include:

i) Policy development to ensure alcohol is addressed by front-line services working with older people across the range of service provision
ii) Build on existing alcohol training programme for those working with older people, to embed IBA implementation in routine service delivery
iii) Ensure alcohol-related community engagement activity is inclusive of older people

iv) Ensuring the review of Lifestyles Services will address accessibility and appropriateness of service to older people.

23) Older People Treatment and Care 
a) Significant numbers of older people drink alcohol in increasing or high risk patterns, or experience alcohol dependency, requiring structured treatment, and it is important to ensure services are accessible and appropriate to their needs.  As well as the meeting the requirements of disability and age discrimination legislation, services need to consider age-related issues which can make identification, interventions and treatment more complex and challenging, such as dementia and other health problems and associated prescribed drug use. 
b) Stockport’s All-agency Safeguarding Adults policy is particularly important in working with older people who may be especially vulnerable due to the combination of alcohol misuse and other health and well-being issues.

c) Older People Treatment and Care: Actions
i) The proposed review of treatment services will ensure the new treatment system provision is accessible and appropriate to needs of older people and identify areas where further service improvements are required to meet such needs.
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Contact:

For further information please contact the NHS Stockport Public Health Directorate on 0161 426 5095 or email: simon.armour@nhs.net 
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Recommendations for Commissioning — Alcohol Misuse

Key Recommendation:-

Commissioning should reflect the five key themes of Stockport’s alcohol misuse strategy:

e take a ‘whole system approach’; ensuring mainstream services are effectively identifying and addressing alcohol

misuse so it is seen as ‘everybody’s business’

e have an increase focus on the Priority areas, in a context of proportionate universalism
e use segmentation analysis to improve the engagement of key communities in prevention and treatment

e provide clear messages on alcohol harm
e adopt a family focused approach

The following recommendations reflect current best practice and guidance as well as the five key themes.

Recommendation

1. The cultural norms of binge drinking and drinking dangerously
should be replaced by positive parental role models of moderate
drinking in the following ways:

e educate parents about what age it is appropriate for them to
introduce alcohol to their children

e encourage parents to supervise children’s drinking when they
do begin drinking

e encourage parents to create a strong family life; values,
concern, rules and supervision

e advise parents about monitoring the expenditure of their
children so that they understand how much money children
have and how they are spending it

Link to Best Practice
& Source

Needs Assessment,
Section 6.14, Page 34

‘Children, young people

Examples

and alcohol: how they
learn and how to
prevent excessive use’

Examples and
evaluation of projects
using family-based
interventions can be
found in the following
report:

‘Alcohol Prevention
Programmes’




http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/sites/files/jrf/alcohol-prevention-progs-parttwo.pdf

http://www.jrf.org.uk/sites/files/jrf/alcohol-prevention-progs-parttwo.pdf



Recommendation

2. Young people where a family member is known to have problems
with alcohol should be specifically targeted

Link to Best Practice
& Source

Needs Assessment,
Section 6.14, Page 34

‘Children, young
people and alcohol:
how they learn and
how to prevent
excessive use’

Examples

3. Peer support projects should be introduced for children and young
people

Needs Assessment,
Section 6.14, Page 34

‘Children, young
people and alcohol:
how they learn and
how to prevent
excessive use’

Examples and
evaluation of projects
using peer
interventions can be
found in the following
report:

‘Alcohol Prevention
Programmes’

4. Alternative extra curricular activities need to be on offer for those
likely to get involved in risky drinking

Needs Assessment,
Section 6.14, Page 34

‘Children, young
people and alcohol:
how they learn and
how to prevent
excessive use’

Examples and
evaluation of projects
providing extra-
curricular activities can
be found in the
following report:

‘Alcohol Prevention
Programmes’




http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/sites/files/jrf/alcohol-prevention-progs-parttwo.pdf

http://www.jrf.org.uk/sites/files/jrf/alcohol-prevention-progs-parttwo.pdf

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/sites/files/jrf/alcohol-prevention-progs-parttwo.pdf

http://www.jrf.org.uk/sites/files/jrf/alcohol-prevention-progs-parttwo.pdf



Recommendation

5. Underage alcohol sales should be discouraged in the following
ways:

e police underage sales more closely, for example by the use of
mystery shoppers

e enforce the law with those establishments who do sell to
underage people, with immediate and severe penalties for
doing so

e enforce universal adoption of age checks for people
purchasing alcohol who look under 21

Link to Best Practice
& Source

Needs Assessment,
Section 6.14, Page 34

‘Children, young
people and alcohol:
how they learn and
how to prevent
excessive use’

Examples

6. Reduce children and young people’s exposure to alcohol marketing

Needs Assessment,
Section 6.23, Page 38

‘Alcohol use disorders:
preventing the
development of
hazardous and harmful

Examples of projects
which have challenged
alcohol marketing can
be found in the
following report:

‘Alcohol Prevention

Programmes’




http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://www.jrf.org.uk/publications/young-people-alcohol-excessive-prevention

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://www.jrf.org.uk/sites/files/jrf/alcohol-prevention-progs-parttwo.pdf

http://www.jrf.org.uk/sites/files/jrf/alcohol-prevention-progs-parttwo.pdf



Recommendation

7. An approach aimed at alcohol misuse prevention should
incorporate the following elements:

Long-term commitment

Ownership of the problem by most of society
Framing the problem in a new way

Understanding of the target audience

Positive messages which engage people’s emotions
Multiple approaches

Awareness of the competition

Research and strategic planning

Link to Best Practice
& Source

Needs Assessment,
Section 6.21, Page 35

‘Tackling alcohol harm:

Examples

lessons from other
fields’

Links to case study
campaigns from the
research:

Stop Aids, Switzerland
Smokefree, Scotland
InMotion, Seattle
Truth smoking
prevention, USA
ClubSafe responsible
gambling, Australia
Foolsspeed Scotland
The Trevor Project,
USA

8. Any prevention measures or interventions need to be targeted to
the appropriate segment of the population (see section 4.0 — Dr
Foster drinking types), ideally a range of interventions would be
used, whether the approaches are reaching the target audience
should be monitored

Needs Assessment,
Section 4.0, Page 25
Section 6.22, Page 36

‘Commissioning and
Behaviour Change —
Kicking Bad Habits
Final Report’

Waltham Forest PCT -
Household Health
Improvement Service

Further examples can
be found within the
report:

‘Commissioning and
Behaviour Change —
Kicking Bad Habits
Final Report’




http://www.jrf.org.uk/publications/tackling-alcohol-harm

http://www.jrf.org.uk/publications/tackling-alcohol-harm

http://www.jrf.org.uk/publications/tackling-alcohol-harm

http://www.stopaids.ch/stopaids.php

http://www.stopaids.ch/stopaids.php

http://www.toolsofchange.com/en/case-studies/detail/186/

http://www.legacyforhealth.org/28.aspx

http://www.legacyforhealth.org/28.aspx

http://www.legacyforhealth.org/28.aspx

http://www.legacyforhealth.org/28.aspx

http://www.clubsnsw.com.au/Content/NavigationMenu/AboutUs/ClubsNSWServices/ClubSAFEProgram/default.htm

http://www.thetrevorproject.org/

http://www.thetrevorproject.org/

http://www.kingsfund.org.uk/publications/kbh_final_report.html

http://www.kingsfund.org.uk/publications/kbh_final_report.html

http://www.kingsfund.org.uk/publications/kbh_final_report.html

http://www.kingsfund.org.uk/publications/kbh_final_report.html

http://www.walthamforest.gov.uk/index/environment/bni/bni-health.htm

http://www.walthamforest.gov.uk/index/environment/bni/bni-health.htm

http://www.walthamforest.gov.uk/index/environment/bni/bni-health.htm

http://www.kingsfund.org.uk/publications/kbh_final_report.html

http://www.kingsfund.org.uk/publications/kbh_final_report.html

http://www.kingsfund.org.uk/publications/kbh_final_report.html

http://www.kingsfund.org.uk/publications/kbh_final_report.html



Recommendation

9. The effectiveness of any new or existing prevention approaches
and interventions needs to be evaluated on the basis of positive
behavioural outcomes, robust information on cost effectiveness
needs to be collected

Link to Best Practice
& Source

Needs Assessment,
Section 6.22, Page 36

‘Commissioning and
Behaviour Change —
Kicking Bad Habits
Final Report’

Examples

10.A gap analysis should be carried out to identify any areas of
provision which are missing within existing services

11.Alcohol should be made less available by restricting the number of
outlets which sell it in a given area

Needs Assessment,
Section 6.23, Page 38

‘Alcohol use disorders:
preventing the
development of
hazardous and harmful

12.Licensing should be reviewed in areas affected by crime,
restricting licensed premises if necessary

Needs Assessment,
Section 6.23, Page 38

‘Alcohol use disorders:
preventing the
development of
hazardous and harmful

drinking’




http://www.kingsfund.org.uk/publications/kbh_final_report.html

http://www.kingsfund.org.uk/publications/kbh_final_report.html

http://www.kingsfund.org.uk/publications/kbh_final_report.html

http://www.kingsfund.org.uk/publications/kbh_final_report.html

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24



Recommendation

13.Commissioners should ensure their plans include screening and
brief interventions for people at risk of alcohol related health
problems (hazardous drinkers) and those whose health is being
harmed by their drinking (harmful drinkers) as well as treatment
for dependent drinkers, this should allow for the likely increase in
referrals to such services

Link to Best Practice
& Source

Needs Assessment,
Section 6.32, Page 40

‘Alcohol use disorders:
preventing the
development of
hazardous and harmful

‘A summary of the
review of effectiveness
of treatment for alcohol

Examples

problems’

14.Children and young people aged 10-15 thought to be at risk due
to their alcohol use should be supported. Young people aged 16-
17 should be screened for alcohol misuse in situations when they
come into contact with professionals in both NHS and non-NHS
situations. Those young people who are identified as drinking
hazardously or harmfully should be given an extended brief
intervention

Needs Assessment,
Section 6.32, Page 40

‘Alcohol use disorders:
preventing the
development of
hazardous and harmful

drinking’

‘A summary of the
review of effectiveness
of treatment for alcohol

problems’




http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://www.nta.nhs.uk/uploads/nta_review_of_the_effectiveness_of_treatment_for_alcohol_problems_summary_2006_alcohol3.pdf

http://www.nta.nhs.uk/uploads/nta_review_of_the_effectiveness_of_treatment_for_alcohol_problems_summary_2006_alcohol3.pdf

http://www.nta.nhs.uk/uploads/nta_review_of_the_effectiveness_of_treatment_for_alcohol_problems_summary_2006_alcohol3.pdf

http://www.nta.nhs.uk/uploads/nta_review_of_the_effectiveness_of_treatment_for_alcohol_problems_summary_2006_alcohol3.pdf

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://www.nta.nhs.uk/uploads/nta_review_of_the_effectiveness_of_treatment_for_alcohol_problems_summary_2006_alcohol3.pdf

http://www.nta.nhs.uk/uploads/nta_review_of_the_effectiveness_of_treatment_for_alcohol_problems_summary_2006_alcohol3.pdf

http://www.nta.nhs.uk/uploads/nta_review_of_the_effectiveness_of_treatment_for_alcohol_problems_summary_2006_alcohol3.pdf

http://www.nta.nhs.uk/uploads/nta_review_of_the_effectiveness_of_treatment_for_alcohol_problems_summary_2006_alcohol3.pdf



Recommendation

15.Adults should be screened for alcohol use in both NHS and non-
NHS situations particularly focusing on those at increased risk of
harm for example those with existing medical conditions or mental
health conditions

Link to Best Practice
& Source

Needs Assessment,
Section 6.32, Page 40

‘Alcohol use disorders:
preventing the
development of
hazardous and harmful

‘A summary of the
review of effectiveness
of treatment for alcohol

Examples

problems’

16.Adults who have been identified as drinking harmfully or
hazardously and are attending NHS or Non-NHS public services
should be offered brief advice. Those who have not responded to
brief advice should be offered an extended brief intervention in the
form of motivational interviewing or motivational enhancement
therapy. People given this intervention should be followed up and
reassessed

Needs Assessment,
Section 6.32, Page 40

‘Alcohol use disorders:
preventing the
development of
hazardous and harmful

drinking’

‘A summary of the
review of effectiveness
of treatment for alcohol

problems’




http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://www.nta.nhs.uk/uploads/nta_review_of_the_effectiveness_of_treatment_for_alcohol_problems_summary_2006_alcohol3.pdf

http://www.nta.nhs.uk/uploads/nta_review_of_the_effectiveness_of_treatment_for_alcohol_problems_summary_2006_alcohol3.pdf

http://www.nta.nhs.uk/uploads/nta_review_of_the_effectiveness_of_treatment_for_alcohol_problems_summary_2006_alcohol3.pdf

http://www.nta.nhs.uk/uploads/nta_review_of_the_effectiveness_of_treatment_for_alcohol_problems_summary_2006_alcohol3.pdf

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://www.nta.nhs.uk/uploads/nta_review_of_the_effectiveness_of_treatment_for_alcohol_problems_summary_2006_alcohol3.pdf

http://www.nta.nhs.uk/uploads/nta_review_of_the_effectiveness_of_treatment_for_alcohol_problems_summary_2006_alcohol3.pdf

http://www.nta.nhs.uk/uploads/nta_review_of_the_effectiveness_of_treatment_for_alcohol_problems_summary_2006_alcohol3.pdf

http://www.nta.nhs.uk/uploads/nta_review_of_the_effectiveness_of_treatment_for_alcohol_problems_summary_2006_alcohol3.pdf



Recommendation

17.Those adults who attend public services and are assessed as

dependent drinkers should be considered for referral for specialist

treatment

Link to Best Practice
& Source

Needs Assessment,
Section 6.32, Page 40

‘Alcohol use disorders:
preventing the
development of
hazardous and harmful

Examples

18.Services should be commissioned with the links between alcohol
misuse and mental health in mind, services should either
specialised for those with a dual diagnosis or work jointly and
signpost effectively

Needs Assessment,
Section 6.41, Page 41

‘Alcohol, mental health
and wellbeing’

‘Commissioning mental
wellbeing for all - A
toolkit for
commissioners’

19.Unemployment in relation to alcohol misuse should be tackled in
the following ways:

e A step-wise approach to reintegration into the workplace

e Alcohol misusers should be allowed to see the same Job
Centre Plus adviser every time they visit

e Through interagency working, for example the introduction
of Job Centre Plus outreach sessions in treatment provider
premises.

Needs Assessment,
Section 6.42, Page 42

‘Alcohol misusers’
experiences of
employment and the
benefit system’

Examples of
interventions in the UK
can be found on page
53 of the report:

‘Alcohol misusers’
experiences of
employment and the
benefit system’




http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://guidance.nice.org.uk/PH24

http://www.drinkaware.co.uk/__data/assets/pdf_file/0017/2267/Mentalhealth.pdf

http://www.drinkaware.co.uk/__data/assets/pdf_file/0017/2267/Mentalhealth.pdf

http://www.nmhdu.org.uk/news/commissioning-for-wellbeing-and-population-mental-health/

http://www.nmhdu.org.uk/news/commissioning-for-wellbeing-and-population-mental-health/

http://www.nmhdu.org.uk/news/commissioning-for-wellbeing-and-population-mental-health/

http://www.nmhdu.org.uk/news/commissioning-for-wellbeing-and-population-mental-health/

http://research.dwp.gov.uk/asd/asd5/rports2009-2010/rrep718.pdf

http://research.dwp.gov.uk/asd/asd5/rports2009-2010/rrep718.pdf

http://research.dwp.gov.uk/asd/asd5/rports2009-2010/rrep718.pdf

http://research.dwp.gov.uk/asd/asd5/rports2009-2010/rrep718.pdf

http://research.dwp.gov.uk/asd/asd5/rports2009-2010/rrep718.pdf

http://research.dwp.gov.uk/asd/asd5/rports2009-2010/rrep718.pdf

http://research.dwp.gov.uk/asd/asd5/rports2009-2010/rrep718.pdf

http://research.dwp.gov.uk/asd/asd5/rports2009-2010/rrep718.pdf



Recommendation

20.Alcohol services should be made aware of the potential risk of
domestic abuse amongst service users and adapt in the following

ways:

engage and train staff in understanding domestic abuse
staff should be allowed time to develop a relationship with a
client so that trust is present and they are more likely to talk
about their experiences

staff should be alert to child protection risks as well as the
risks to adults from domestic abuse

alcohol services need to tailor their venues to be welcoming
to families in terms of décor, opening hours and materials
available

Link to Best Practice
& Source

Needs Assessment,
Section 6.43, Page 42

‘Alcohol, children,
families and domestic
abuse — the work of
Alcohol Concern’s
Embrace project’

Examples

Alcohol Concern’s
Embrace project

21.The issues of homelessness and alcohol should be jointly tackled

in the

following ways:

initiatives to tackle homelessness must simultaneously
tackle substance and alcohol misuse

GP services need to be linked to local homelessness
organisations

it is important to strike a balance between enforcement and
support with a staged enforcement approach

for many dependent drinkers circumstances may mean that
only ‘controlled’ drinking is achievable for example in wet
hostels

strong local partnerships are essential for effective multi-
agency working for example between the police, treatment
services and mental health services

easier access to primary care for the homeless

Needs Assessment,
Section 6.44, Page 43

‘Alcohol and
Homelessness’




http://www.alcoholconcern.org.uk/alcohol-concern-in-action/projects/embrace

http://www.alcoholconcern.org.uk/alcohol-concern-in-action/projects/embrace

http://www.alcoholconcern.org.uk/alcohol-concern-in-action/projects/embrace

http://www.alcoholconcern.org.uk/alcohol-concern-in-action/projects/embrace

http://www.alcoholconcern.org.uk/alcohol-concern-in-action/projects/embrace

http://www.alcoholconcern.org.uk/alcohol-concern-in-action/projects/embrace

http://www.alcoholconcern.org.uk/alcohol-concern-in-action/projects/embrace

http://www.alcohollearningcentre.org.uk/_library/Academy_Alcohol_and_homelessness_ppt_JSNA_event.ppt

http://www.alcohollearningcentre.org.uk/_library/Academy_Alcohol_and_homelessness_ppt_JSNA_event.ppt
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Initial Equality Impact Assessment


		Directorate

		Public Health

		Section

		Alcohol Team

		Date Assessment Started

		10 March 2011



		 Who is responsible for the Assessment?

		Lead Officer

		Others involved



		The Safer Stockport Partnership

		Simon Armour, Senior Public Health Adviser (Alcohol)

		Head of Equality





		Name of the policy / procedure / project / strategy / service to be assessed:

		Stockport Alcohol Misuse Strategy 

2011-14

		Is this a new or existing policy / procedure / project / strategy / service?

		Renewal of Stockport Alcohol Strategy 2008-11



		Describe the aims, objectives and purpose of the policy:

		This strategy will change the way we address alcohol abuse in Stockport to improve health outcomes. It will prioritise prevention and target need to tackle alcohol abuse and alcohol-related offending.



		IMPACT ASSESSMENT:



		 Question

		Specifications

		 TICK

		Further Comments:



		1.a What data do you have that you can draw upon to support this assessment?


Please tick all that apply and give details of what these were. 




		Demographic data and other statistics, including census findings

		(

		Census data on Stockport



		

		Recent research findings including studies of deprivation 

		(

		Manchester University research on forecasting Limiting Long Term Illness and disability rates in the region

Review of research into alcohol and BME communities (2008)



		

		Results of recent consultations and surveys

		(

		Work done on consultation for St Thomas’ Community Hospital


Public consultations on the PCT’s Single Equality Scheme

Learning Disability Patient Group Meetings

Regular Patient Satisfaction Surveys by service


Annual Staff Surveys


Focus group consultation with Cirtec Alcohol Service Users representatives (July 2010)  



		

		Results of equality monitoring data and any equalities data from the local authority / joint services 

		(

		NHS Stockport’s ‘Darzi Review’ of clinical services

Joint Strategic Needs Assessment (JSNA) data 



		

		Information from groups and agencies within Stockport?  

		(

		‘Customer Care’ work by Acton Shapiro



		

		Comparisons between similar functions / policies 

		

		Have you looked at similar work in other areas?



		

		Analysis of PALS, complaints and public enquires information 

		

		Have you looked at patient feedback or complaints about the service?



		

		Analysis of audit reports and reviews

		

		Analysis of existing services in Stockport will be undertaken and reported to the appropriate strategy group



		

		Other (Please specify)

		

		



		
1.b What does this data say about each group in relation to the policy / procedure / project / strategy / service?




		Age

		(

		Stockport is a relatively old borough. The average age is 39.4 and there are more people in their 50s than in their 20s.  

Compared to the UK as a whole, we have particularly low figures of 20-29 year olds (10.5% -12.6 nationally) and particularly high rates of people aged 50-59 (13.1% -12.5% nationally)


Stockport’s registered population aged 65+ is around 47,600 (16% of the total population), with the over 75 age group growing at a particularly high rate. 


There are 67,879 people aged 0 - 19 in Stockport, counting for almost a quarter of the local population.


· 23.2% are aged 0 - 4 years


· 23.3% are aged 5 - 9 years


· 25.7% are aged 10 - 14 years 


· and 27.7% are aged 15 - 19 years


in other words there are currently more young people in the secondary school and older age groups than in the primary school and younger age groups.


From 2003 to 2007 the population of children and young people aged 0 - 19 years in Stockport has fallen by 2.8%


The concentration of younger people in the borough tends to be in the areas of highest deprivation. Similarly, vulnerable families in the Stockport borough tend to cluster in the deprived areas, and children are more likely experience a range of problems including poor health, low educational attainment and social exclusion. 


The patterns of alcohol consumption among older people tend to be healthier than among younger age groups, but many older people may be more vulnerable to the effects of alcohol due to a range of factors including interactions with medication, slower metabolism and the exacerbation of other conditions such as memory problems, sleeping problems, depression and the risk of falls. Older people are also more likely to suffer from the long-term health impacts of alcohol misuse earlier in life.


The trends in alcohol-related death rates differ according to age. For both males and females, the lowest rates across the period were in those aged 15-34. In 2008, the rates were 2.9 per 100,000 and 1.3 per 100,000 respectively. The highest rates have occurred in persons aged 55-74. In men, the rate has increased from 23.0 per 100,000 in 1992 and 1993 to 45.8 per 100,000 in 2008, the highest rate recorded across all age groups. Alcohol-related deaths in all age groups increased in 2008 compared with figures in 2007.


In NHS Stockport’s Lifestyle Survey, a quarter of 15 year olds surveyed said they had drunk alcohol the week before, and one fifth “got drunk”. Most 18-24 year olds in Stockport (over four fifths) drink.






		

		Dependants / caring responsibilities

		(

		Carers in Stockport are a key resource - 10% of residents in Stockport provide some unpaid care, keeping many vulnerable people safe and well within the community. 





		

		Disability

		(

		A significant proportion of residents of working age within the Stockport area are affected by disability (17.7%), and figures are predicted to rise as the population ages. 

There are 4,309 wheelchair users in Stockport and the number is rising. In 2008-09 we supplied 939 new patients with wheelchairs.


42% of disabled people say they’ve had difficulty accessing health care services because of their disability: 


- 28.5% said it was related to a physical access issue


- 24.3% said it was in relation to the timing 


- 24.3% said it was in relation to transport or parking





		

		Gender

		(

		The gender divide in Stockport is roughly equal to national levels at 51% female, 49% male.


Nationally, there has been an increase in the proportion of men and women exceeding the recommended daily alcohol limit. As a result, the rate of deaths from alcohol-related illnesses and accidental alcohol-poisoning has risen for both sexes. Among men, the death rate has doubled from 9.1 per 100,000 in 1991 to 18.3 per 100,000 in 2006. For women, rates have gone up from 5.0 per 100,000 in 1991 to 8.8 in 2006.






		

		Gender Identity

		(

		Approximately 1 in 11,500 people in the world are Trans.

According to the Department of Health, more than 30% of trans people living in the UK report having experiences discrimination from professionals when accessing a range of health care services. 

Many people experiencing discomfort in their gender attempt to repress their feelings and live according to society’s rules, putting them at a higher than average risk of alcohol abuse.






		

		Pregnancy & Maternity

		(

		Stockport’s Total Fertility Rate (TFR), calculated as the average number of children per woman, has remained between 1.5 and 2 over the past three decades, rising slightly in recent years. This has been mainly in line with the national average.


Around 3,400 babies were born to mothers resident in Stockport in 2008/9. This follows a national upturn in birth rates, in part due to mothers who delayed first pregnancy in the 1990s starting their families


16% (534) of births in Stockport in 2006 were to mothers resident in the most deprived areas of Stockport, despite the fact that only 12% of the total population live in these areas. Patterns of birth rates show a clear deprivation profile, as deprivation increases so do the numbers of births. General fertility rates in the most deprived areas are 30% higher than the Stockport average and 65% higher than in the least deprived areas.






		

		Race

		(

		Stockport has a small, but growing population of black and minority ethnic residents (4.3% at the 2001 census, but now estimated at 6.4%), compared with the region and the national average. 

· 9.8% of primary school and 6.9% of secondary school children are BME 


· 8.8% of births in 2006/07 were BME - more than double 2001 (4.3%)


In recent years, the numbers of residents, particularly children, with English as a second language has risen significantly. 

After English, the most common languages spoken are Arabic, Farsi, Chinese, Bengali, Urdu & Polish.


Nationally, White Irish men and women were more likely than any other ethnic group to drink in excess of government recommended guidelines. Current guidelines are no more than 3 to 4 units per day for men and 2 to 3 units per day for women. 58% of men and 37% of women from a White Irish background drank in excess of the recommended daily levels on their heaviest drinking day in the week before interview in 1999. All other minority ethnic groups were much less likely than the general population to have consumed alcohol in excess of the daily guidelines.

After the White Irish, Black Caribbean people were most likely to drink above the guidelines. 27% of Black Caribbean men and 17% of Black Caribbean women did so. 

The information Centre’s Statistics on Alcohol: England, 2007 reported that people of White and Asian mixed ethnicity (21%), those of White and Black Caribbean mixed ethnicity (18%), and those from the White British (16%) and the Other White (14%) ethnic groups were more likely to binge drink.

Less than 10% of men and women from the Pakistani, Bangladeshi and Chinese groups drank more than these recommended amounts on their heaviest drinking day. Very few Indian women exceeded the guidelines (5%) but 22% of Indian men drank above this level.






		

		Gypsies and Travellers

		(

		There are 300,000 gypsies and travellers in UK – but given their nomadic nature it is impossible to estimate local figures.


There are often very hostile attitude to travellers and this leads to poor access to and uptake of services.


National consultation has pointed to serious issues getting GPs to see travellers, as they request permanent address. This means reduced access to primary care and GPs are often reluctant to go out to campsites. As a result, travellers suffer a significantly poorer health status and a significantly reduced life expectancy.


Barriers to accessing care services also mean poor uptake of preventative health care programmes. 





		

		Religion & Belief

		(

		Stockport has a higher than average percentage of residents from religious groups, whose beliefs and practices should be understood and respected. 


· The majority of Stockport residents are Christian (75%), which is 4% greater than the national average. 


· 14.2% of Stockport residents have no stated religion


· 1.7% of Stockport residents are Muslim


· 0.6% are Jewish 


· 0.5% are Hindu

Analysis of the Health Survey for England 2004 notes a very low prevalence of alcohol consumption among Muslim communities. Hindus and Sikhs are also more likely to report that they do not drink at all or that they drink within the recommended Government guidelines.






		

		Sexual Orientation

		(

		There is no local data on the size of our LGBT community, but the Government estimates around 6% of the UK identifies as lesbian, bisexual or gay. This equates to around 17,000 people in Stockport.


According to Stonewall, nine in ten lesbian and bisexual women drink and 40% drink three times a week compared to 25% of women in general.


Research at the Manchester Pride events in 2007 found high levels of binge drinking and recreational drug use among the LGB people attending, (though it is recognised that this sample is not representative of the whole LCB population) (Part of the picture?  The need for a national database on drug and alcohol use amongst the lesbian, gay and bisexual population: Jane Fountain, Christina Marriott, Allison Lowry)


Evidence indicates that the increased risk of mental disorder or dependence on alcohol in LGB people is linked to experiences of discrimination (Mays, VM and Cochran, SD (2001) Mental health correlates of perceived discrimination among lesbian, gay, and bisexual adults in the United States, American Journal of Public Health). 






		2.a What recent consultation has been undertaken that you could draw upon to support this assessment and who was it with?

		Engagement is undertaken on a regular basis with a wide range of community groups and voluntary sector organisations, including:

· Age Concern


· ‘All Our Tomorrows’


· Signpost for Carers


· Cirtec Alcohol Service Users


· Central Youth


· Stockport College


· Disability Stockport


· Deaf Health Community


· Walthew House (sensory disabilities group)


· Ethnic Diversity Service


· ACCA (Stockport’s African & Caribbean Community Association) 

· Nia Kuumba (local BME network)


· Inter-faith Network


· People Like Us Stockport (LGBT group)


· Out in Stockport (LGBT group)


· The BASE (LGBT youth group)


· The Lesbian & Gay Foundation


· Press for Change (Trans group)


· Stockport Women’s Association 

· NHS Stockport Disability Staff Network


· NHS Stockport BME Staff Network


· NHS Stockport LGBT Staff Network



		2.b What did they say?

		Age (older people)

		Medication

		Patients want regular reviews of medication


GPs should provide clearer explanations about what medication is for


Need for more support to manage medication e.g. use of pill boxes



		

		

		Information

		Information should be in Plain English


People would take home fact sheets on long term conditions 



		

		

		Appointments

		Older people want a choice of appointments 


Waiting times to be picked up or taken home by the ambulance service need to be reduced



		

		

		Ageism

		Awareness training for staff would be useful, including respect regarding the use of names


Health issues should not be dismissed as ‘just your age’



		

		Age (younger people)

		Treatment

		Younger people want to be more involved in their treatment options



		

		

		Information

		Information should be more relevant to younger generations


New media should be used to communicate messages


More advertisements should be used on specific health problems for younger people, promoting help lines 


More information about health issues should be delivered in schools and colleges including more active involvement e.g. more talks



		

		Dependants/caring responsibilities

		Information

		Carers want to be used as the experts on the individual patient


Importance of explaining options clearly and using carers to ensure information is really understood



		

		Disability

		Information

		Importance of explaining options clearly and ensuring that information is really understood, particularly for patients with learning disabilities


Care must be taken to ensure information is given in the correct format and additional options like Braille, larger print, audio are provided where necessary to ensure patients get the information and can understand it



		

		

		Access

		Access issues are key - how wide are doors? Are there disabled toilets and lifts?

Public area signs should be made available in Braille


Buttons, reception desks and door handles should not be placed too high for people in wheelchairs


Hearing induction loops should be used in public areas


People with sight problems often can’t distinguish between some colours – so you need to think about the colour of handles being a different tone from the wall

Parking is always a big issue, there need to be enough disabled parking bays to fit the number of disabled patients using the service


Work to be undertaken to investigate how the waiting time to be picked up or taken home by the ambulance service can be reduced



		

		

		Staffing

		Staff should receive disability awareness training


Staff should be informed about how to book sign language interpretation


Front desk staff should consider abilities of people in the waiting area – can they see to get to the toilets? Can they hear when they are called through?



		

		Gender (Women)

		Appropriate services

		Choice of appointment times is key for women with caring responsibilities


Single sex clinics are less daunting


Availability of gender-specific appointments is important



		

		

		Mental health / well being

		Improve access to mental health services 


Review how to increase time for patients to spend with a professional over and above the time currently allocated by GPs


Deliver services that will promote wellbeing, recovery and social inclusion for the population of Stockport within an accessible location in a community setting. 



		

		Gender (Men)

		Low numbers attend  consultations

		Only a small number of participants so feedback must be used with a great deal of caution. Further examination of the health needs of men will be undertaken.



		

		

		Opening times

		Service opening times can restrict male access


Choice of appointment times is key


Single sex clinics are less daunting


Availability of gender-specific appointments is important



		

		

		Access

		Review the way services are currently delivered to make them more accessible to men 


Increase information about services and how to access them and target men specifically with this information



		

		

		Mental health

		Organisations to work better together



		

		

		Flexible working for male staff

		Raise awareness of the available options and how to access them. 



		

		

		Personal development planning process 

		Increase the percentage of completed PDPs for male staff (currently 50% and lower than female staff)



		

		Race

		Language

		Information should be given on translation services to overcome language barriers 


Interpretation and translation services need to be accessed more to help explain choices and ensure patients understand appointment referral information


developed for PCT staff



		

		

		Culture

		Choices should be given, taking into account cultural and religious difference


Cultural differences and sensitivities should be taken into consideration when deciding on appropriate care or explaining options, making choice key


Cultural awareness training should be developed for staff


Provide advice given that is culturally appropriate for BME communities. 



		

		

		Diet

		Dietary requirements are also key for BME communities consulted

When food is provided, it should also reflect the Black and Asian community’s culture and diet.  


Provide culturally appropriate advice that relates both to food and ingredients and cooking methods.  



		

		

		Mental Health and Well Being

		Develop a community engagement plan to work directly with men and women in the Black and Asian community who are depressed to encourage them to access services. 


Produce health education materials designed specifically for the Black community


Provision of culturally appropriate psychological therapies 


Deliver services that will promote wellbeing, recovery and social inclusion for the population of Stockport within an accessible location in a community setting. 

Alcohol dependency can be used as a label which may lead to discrimination in attitudes and treatment, as well as mis-diagnosis of other conditions. 



		

		

		Health promotion in relation to particular high risk conditions for some people 

		Develop specific service plans to positively promote  the management of high risk disease prevalence in particular racial groups for example:


Diabetes in Black Caribbean and South Asian communities


Heart Disease in South Asian communities


Cancer – reluctance of people from Black and Minority Ethnic communities to take part in screening programmes


Obesity rates – higher in Black and South Asian communities


Smoking – Bangladeshi men 40% more likely to smoke, Irish men 30% and Pakistani men 29% - national average = 24%



		

		

		Displaced Communities




		Staff awareness training re the needs of Refugees and Asylum Seekers is key

Provide more support to reduce the reliance on one worker to meet the needs of this group 


Provide information specifically to these communities in a meaningful and accessible way about current services and how are they accessible



		

		

		Information



		Provide culturally sensitive health promotion materials and advice that meet the needs of BME cultures 


Promotion of health messages and information about services to be expanded to include through channels that Black and Minority Ethnic community groups should be used to share information


Literature and marketing materials should offer translation options to avoid exclusion.



		

		Religious Belief

		Choice

		Importance of choice in care provisions, sensitive to different religious practices


Appointment times can be an issue if there’s only an appointment at a time you’re supposed to be praying or during religious festivals 



		

		

		Language

		Importance of ensuring patients understand the information given to them



		

		

		Religious Practices

		Muslims are supposed to pray 5 times a day, which can be difficult if you have to wait a long time for an appointment.


Muslims have to wash before praying and eating (ablutions) and often we don’t have the right facilities for this.


Provision of prayer rooms would make services more accessible.

During the 40 days of Ramadan, Muslims starve themselves during daylight hours, so asking someone not to eat after 5pm for a blood test can be an issue.

We wouldn’t ask people to come in on Christmas day unless it was an emergency.


Certain religions have dignity issues – women not showing their arms or being treated by men



		

		

		Staffing

		What we’ve been told is that there is a general lack of cultural awareness – while this is no intentional, it still has a real effect on how many minority groups access our services and, consequently, their health inequalities.



		

		Gypsies and Travellers

		Access

		Many GPs won’t visit camp sites


Most clinical pathways include referral from a GP, but it’s often impossible to register without a permanent address



		

		Transgender or transsexual

		Appropriate services

		Trans men feel uncomfortable attending all-female screening, e.g. for breast cancer


Trans women feel uncomfortable attending all-male screening, e.g. for prostate cancer



		

		

		Staff awareness

		Staff should be more aware of needs and cultural sensitivities



		

		Sexual Orientation

		Choice

		Importance of choice for care options that respects individual situations 



		

		

		Information

		Increase information on fertility options for lesbians, lesbian sexual health and smear tests for Lesbians.

Importance of clear information on healthcare options covering LGBT communities in the borough 



		

		

		Services appropriate to need 

		Importance of training staff to be sensitive to other points of view and ways of life


Need to address perceived stigma about HIV (a particular issue with getting dental appointments)



		3.a Are there any experts/relevant groups who you can approach to explore 


their views?

		See local groups consulted (above)



		3.b Please give details of who you have approached and what they said:




		Age Concern Stockport and community members advised the PCT on issues surrounding access to PCT services. 


Disability Stockport and community members advised the PCT on its policies and actions for disabled residents.


ACCA & Nia Kuumba were consulted on the needs and views of the B&ME community in relations to PCT services.


Gender issues were discussed with men at Brinnington’s men-only PARIS gym session and with women at the Stockport Women’s Association


Members of Stockport’s Inter-Faith Network were consulted on religion and belief and access to healthcare


Out in Stockport and People Like Us Stockport were consulted on the needs of the LGBT community.


NHS Stockport staff took part in a questionnaire on their views of the PCT’s services in relation to equalities


Information from these groups can be seen in the comments above.


Cirtec Alcohol Service Users focus group: highlighted range of good and bad treatment experiences in hospital and primary care settings, including effects of stigma of being labelled as ‘alcoholic’, in some cases leading to inadequate care and mis-diagnosis.



		4.a Taking into account the information gathered above:


Are there any barriers which could impact on how different groups might benefit from this policy / project/strategy? 

· Does the policy/strategy promote the same choices for different groups as everybody else?

· Could any of the following group’s experience of this policy/project be different? 

· Does the policy/project/strategy address the needs and potential barriers of these groups?


Please explain, drawing on evidence to support your view:

		4.b Where any issues or negative impact has been identified please explain what action you will take to remove these. 


If no action is to be taken please explain your reasoning. 



		Age




		Signs of alcohol misuse may be mistaken for signs of ageing

		Strategy includes specific training of front-line workers working with older people in identification and brief advice and referral 



		

		Need to ensure  cultural relevance of services and prevention work

		The Strategy deliberately focuses on distinct age groups, and the review of treatment services will address service provision in relation to different needs.



		Dependants/caring responsibilities




		Difficulties attending services due to caring responsibilities

		Current services operate at a range of times and appointments can be moved within reason to fit individual needs.  Some childcare provision is offered to service users

Further impact assessments will be undertaken on any service specifications to ensure that appointment times are accessible and flexible to local needs.



		Disability

		Access issues – are venues accessible? 

		All NHS Stockport estates have been assessed for compliance under the Disability Discrimination Act.



		

		People with mobility problems may find it difficult to attend services

		Further impact assessments will be undertaken on any service specifications to ensure that venues are accessible and services flexible to local needs.  Offer of home visits and/or telephone support may be required.



		

		Accessibility of information for patients with learning disabilities

		The strategy highlights the importance of making services and resources accessible to people with learning disabilities.

NHS Stockport has an LD nurse specialist who can offer support in translating information into accessible formats. The PCT also works closely with carers, as the experts in an individual’s needs, to ensure that information is delivered in the most appropriate format to enable patients to take control of their own health and make informed decisions.



		Gender

		Patterns of alcohol use vary by gender and age and, as such, the appropriate service response will vary by gender.

		Further impact assessments will be undertaken on projects and service specifications to ensure that all needs are met.

NHS Stockport also has an Accessible Communications Toolkit with advice on tailoring projects and campaigns to different groups.



		Race

		Potential cultural differences

		Further impact assessments will be undertaken on projects and service specifications to ensure that all needs are met.

NHS Stockport also has an Accessible Communications Toolkit with advice on tailoring projects and campaigns to different groups.



		

		Difficulties in understanding information for people with English as a foreign language

		NHS Stockport holds interpretation and translation contracts to ensure that advice, information and appointments can be accessed in a wide range of languages.



		Religious Belief

		Potential cultural differences

		Further impact assessments will be undertaken on projects and service specifications to ensure that all needs are met.

NHS Stockport also has an Accessible Communications Toolkit with advice on tailoring projects and campaigns to different groups.



		Gypsies and Travellers

		Potential cultural differences

		Further impact assessments will be undertaken on projects and service specifications to ensure that all needs are met.


NHS Stockport also has an Accessible Communications Toolkit with advice on tailoring projects and campaigns to different groups.



		Transgender or transsexual

		Potential cultural differences

		Further impact assessments will be undertaken on projects and service specifications to ensure that all needs are met.

NHS Stockport also has an Accessible Communications Toolkit with advice on tailoring projects and campaigns to different groups.



		Sexual Orientation

		Potential cultural differences

		Further impact assessments will be undertaken on projects and service specifications to ensure that all needs are met.

NHS Stockport also has an Accessible Communications Toolkit with advice on tailoring projects and campaigns to different groups.



		 5. How is the effect of the policy/ procedure/ project/ strategy/ service on different equality target groups going to be monitored? Please specify for each equality group


Again, if you are undertaking an Equality Impact Assessment on a Service you may nee to think about this in relation to the 3 stages outlined in question 4a. 

		Age

		The strategy advocates feedback from patients on all aspects of care, including complaints.

Diversity monitoring will be included in the specifications for all new services commissioned as part of this strategy, and analysis of the data undertaken by the appropriate strategy groups.

All formal complaints to NHS Stockport include standard equality monitoring questions to analyse any disproportionate or negative impacts on equality groups.



		

		Dependants/caring responsibilities

		



		

		Disability

		



		

		Gender

		



		

		Race

		



		

		Religious Belief

		



		

		Gypsies and Travellers

		



		

		Transgender or transsexual

		



		

		Sexual Orientation

		



		6. In relation to each group, are there any areas where you are unsure about the impact and more information is needed? 

		It is clear that different actions and projects under this strategy will have different impacts on different groups.



		7. How are you going to gather this information?

		Further impact assessments will be undertaken on projects and service specifications where any differential impact is identified to ensure that all needs are met.





		 8.a As a result of this assessment is a Full Impact assessment necessary?

		YES

		NO

		Please explain your answer:


This strategy represents an over-arching framework for alcohol services in the borough. Individual projects, actions and services arising from this project will be individually assessed to ensure that they meet the needs of all groups within the community. 

		8.b Date on which the Full assessment to be started?

		N/A
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The Costs of Alcohol in Stockport

1. Purpose of report


1.1. This report set outs to provide a summary of the information available on the current use of resources in relation to alcohol misuse and its effects, in terms of prevention, treatment and impacts.


2. Current context and trends


2.1. Over the last five years, Stockport has seen very positive trends in relation to crime and disorder, with the substantial reductions continuing to be achieved in the crimes and incidents that are frequently alcohol-related.  Notably, recorded criminal damage has been reduced by over a third and assaults with injury have been halved since 2006-7.  Unfortunately, due to the limitations of the recording system, no reliable data is available to indicate how many of these crimes are alcohol-related.

2.2. In contrast with the crime figures, the number of alcohol-related admissions (as defined in NI39
) has increased by over 40% since 2004-5, increasing by 14% last year alone, to a total of 6,552.  Initial data for 2010-11 indicates that this trend is continuing, with the NI39 measure reaching a new high in the first quarter of the current year, at 1,795 admissions.  The increase has been considerably higher in the more deprived areas with the rate increasing by 23.7% in relation to priority one areas last year.

2.3. The LAA and Vital Signs indicator adopted for alcohol related hospital admissions aimed to slow the increase and then turn the curve of increasing alcohol-related hospital admissions from the areas in the 40% most deprived nationally.  The aim was that after peaking at 2,917 admissions per 100,000 population in 2009-10, the rate should be beginning to reduce.  The outcome in 2009-10 was a rate of 3,153, or 8.1% above target, and the trend is continuing upwards.

2.4. Provisional national data for NI39 indicates that the rate in 2009/10 in England was 1,743 per 100,000 population, up 10% on 2008/09. The number of admissions for the same period was 1.1 million, up 12% on the four quarters in 2008/09.


3. Impact of alcohol misuse

3.1. The Chief Medical Officer in his 2008 Annual Report coined the term ‘Passive Drinking’, stating, ‘The many people who drink regularly to excess cause damage far beyond their own bodies. Directly and indirectly they affect the well-being and way of life of millions of others.’  The report identified that:


· each year, the average intake per adult is equivalent to 120 bottles of wine. 


· Since 1970, alcohol consumption has fallen in many European countries but has increased by 40% in England. 


· The consequences of drinking go far beyond the individual drinker’s health and well-being. They include harm to the unborn foetus, acts of drunken violence, vandalism, sexual assault and child abuse, and a huge health burden carried by both the NHS and friends and family who care for those damaged by alcohol. 

3.2. The House of Commons Health Committee report published in January 2010, noted research by Sheffield University, commissioned by the DH, had found that 75% of all the alcohol consumed is drunk by people drinking more than the recommended guidelines, and if all those people reduced their drinking to the maximum guideline levels, alcohol sales would fall by 40%, representing a reduction in spending on alcohol of over £13billion at 2006-7 prices
.


3.3. Alcohol misuse affects the whole population directly or indirectly, and has implications for many public services as well as the broader local economy.  In 2008, the Department of Health estimated the total cost at between £17.7 and £25.1 billion per year. 


3.4. This estimate was based on the 2003 Cabinet Office calculations, which included £1.7 billion in healthcare, £7.3 billion in crime and disorder, £4.7 billion in the emotional impact of alcohol-related crime, and £6.4 billion from loss of productivity and profitability in the workplace
, as shown in the chart below:
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A breakdown of these costs is attached at appendix 1

3.5. The estimate of Health Service costs was updated in 2008 to £2.7 billion
.  


3.6. Notably, these estimates do not include social care costs of working with families affected by alcohol misuse, or the care needs of people suffering the physical and mental health effects of alcohol misuse.  


4. Alcohol misuse prevention and treatment spend in Stockport

4.1. The Department of Health has estimated that 78% of the cost of alcohol-harm to the NHS is incurred in acute hospitals, with a further 14% spent on ambulances, 4% in primary care and just 2% on specialist services
. 

4.2. The House of Commons Health Committee report identified that, in 2006-7, PCTs spend an average of £600,000 on commissioning alcohol services, representing just over 0.1% of a typical PCT’s total annual expenditure.  

4.3. Stockport’s spend at that time was £355,000, but this has since increased to about £508,000 in 2009-10, with the investment in increased capacity at the Community Alcohol Team for Dependent drinkers, and the Alcohol Health Advice Service for hazardous and harmful drinkers.  This figure also includes the PCT contribution to the pooled budget for tier 4 in-patient detox and rehabilitation for drugs and alcohol.

4.4. Stockport Council funds two social worker posts in the Community Alcohol Team at a cost of around £80,000 per year, and also contributes to the pooled budget for tier 4 in-patient detox and rehabilitation for drugs and alcohol, making a total investment in alcohol treatment and rehabilitation of about £165,000.

4.5. The Supporting People programme funds two substance misuse programmes which include alcohol misusers.  The Acorn Recovering Communities project is a residential service for people recovering from drug and/or alcohol misuse, at an annual cost of £95,500.  The Pennine NHS Trust Outreach Service provides floating support for people recovering from drug and/or alcohol misuse, at an annual cost of £36,000.

4.6. The combined substance misuse service for young people (upto 25) is provided by Mosaic, and in 2009-10 a total of £294,000 of funding came from a combination of Young People’s Substance Misuse Grant, Area-based Grant (Children and Young People) and Home Office (Youth Offending Service).  It is not possible to identify accurately the proportion of this resource is spent on alcohol, but the alcohol misuse is identified as the primary substance of misuse in over 30% of Tier 2 & 3 cases, and primary or secondary substance in 56% of schools service referrals, 57% of 18-24 year olds, and 75% of children of substance misusing parents cases
.  Therefore in estimating the total resource spend on alcohol, it seems reasonable to include 50% of the Mosaic service costs.

4.7. The Council’s Licensing and Trading Standards services play an important role in alcohol misuse prevention, working with Police and other agencies to enforce legislation.  Much of the expenditure in the Licensing Department is related to administration of licensing legislation, and not specifically due to alcohol misuse or unlawful sales.  It is estimated by the Head of Environmental Health and Trading Standards that £55,000 of the costs is related to enforcement work and prevention of alcohol misuse.  

5. The costs of alcohol-harm in Stockport


5.1. In Stockport, overall alcohol-related admissions (as defined in NI39
) increased by 14% last year, to a total of 6,552, and the cost of these admissions was £12.5M.


5.2. The chart below provides a breakdown of the major contributors to the NI39 admissions:
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5.3. The NI39 indicator provides an estimate of the full impact of alcohol as a factor in hospital admissions. However, it is important to note that in many of these cases alcohol-related illness is not the primary cause of admission.  The largest single contributor to this figure is hypertensive disorders, which are usually recorded as a secondary diagnosis and are very rarely the primary reason for admission.  Therefore, a more robust measure would be those diagnostic codes that are specifically due to alcohol.  The vast majority of the patients admitted with these codings are alcohol-dependent, and there were 2,106 such admissions in 2009-10, an increase of 16% on the previous year, at a cost of nearly £3.5M. 


5.4. However, this focus underestimates the total number of directly alcohol-related admissions, as it excludes the significant numbers of ‘alcohol-attributable’ admissions for diagnoses, including oesophageal varices, fibrosis and cirrhosis of the liver, cardiac arrythmias and epilepsy which will also involve alcohol-dependent patients.   Alcohol specific admissions in 2009-10 were made up as follows:


		Diagnosis

		Number 

		Total cost



		Mental and behavioural disorders due to alcohol

		1,436

		£2,403,682 



		Alcoholic liver disease

		331

		£798,608 



		Alcohol poisoning 

		287

		£166,667 



		Other alcohol specific

		52

		£102,885



		Total

		2,106

		£3,471,842





The ‘mental and behavioural disorders’ category is primarily made up of acute intoxication; harmful use; dependence syndrome and withdrawal state.  


5.5. This figure does not include associated costs, such as ambulance journeys, or Emergency Department attendances due to alcohol.  Recent local analysis indicates that the individuals who were repeatedly admitted to hospital for diagnoses directly due to alcohol (8 or more times in three years) accounted for an average of 20 ED attendances each over the same time period, and a similar cohort of frequent attenders accounted for an average of 9 ambulance call-outs each in a year, costing around £300 per journey.  

5.6. Analysis of 2008-9 data showed that at that time, 12% of all unscheduled hospital admissions in Stockport were attributable to alcohol (using NI39 definition), and the proportion peaks at age 50-54, at which point it reached 25% of such admissions.  Most of these patients are not alcohol-dependent, but have suffered health effects from drinking at hazardous or harmful levels over many years.  90% of the admissions are due to medical factors, rather than intoxication, injuries and accidents.

5.7. Stepping Hill Hospital does not accurately record whether alcohol is a factor in Emergency Department attendances.  However, recent research for the NHS Confederation at St James University Hospital in Leeds found that 22% of A&E admissions there were alcohol-related
, while other research has estimated that upto 40% of ED attendances are linked to alcohol
.  If, as a conservative estimate, we take a mid point between the St James figure and the 12% figure for alcohol-related unscheduled admissions in Stockport, then 17% of ED attendances would be due to alcohol, at a cost in 2008-9 of £1.05M.

5.8. The DH analysis of the costs to the NHS of alcohol estimates that 35% of ambulance journeys are alcohol-related
, and the cost of emergency ambulance service in Stockport in 2008-9 was £5.6M.  Therefore if this 35% factor is crudely applied, it gives an indicative cost of £1.96M

5.9. In local analysis, based on DH methodology and estimates, it has been estimated that GPs deal with 12,500 alcohol related consultations in Stockport each year, the cost of which (based on 2007 unit costings of £34 per consultation) would amount to £426K.   

5.10. Criminal Justice System


The Institute of Alcohol Studies has estimated alcohol-attributable fractions for a number of specific crime categories
, and if this is combined with the Home Office estimated costs of crime
 and Stockport’s actual recorded crime data for 2009-10, it indicates a total direct cost to the criminal justice system of at least £1.6M, as shown in the table below:


		Crime 

		CJ system unit costs

		% Alcohol Attributable 

		Stockport 2009-10 Nos

		Total



		Serious wounding

		 £    10,769 

		37%

		184

		 £   733,154 



		Other wounding

		 £        843 

		37%

		1189

		 £   370,861 



		Robbery

		 £      1,575 

		12%

		424

		 £     80,136 



		Burglary dwelling

		 £        700 

		17%

		1655

		 £   196,945 



		Theft of vehicle

		 £        144 

		13%

		661

		 £     12,374 



		Theft from vehicle

		 £          58 

		13%

		1912

		 £     14,416 



		Criminal damage (excluding arson)

		 £          88 

		47%

		4081

		 £   168,790 



		 

		 

		 

		Total

		 £1,576,676 





5.11. This estimate excludes the physical and emotional impact on victims, property loss & damage, lost output and health-related impacts of crime. It does not include any estimate for the costs of alcohol-related homicide, domestic abuse, sexual offences, arson, or anti-social behaviour.  It is based on unit cost estimates made by the Home Office in 2003, so these costs can be taken as significantly under-estimating the real cost to public services.

6. Un-measureable costs of alcohol misuse


6.1. Deaths to alcohol


6.1.1. In 2009, 54 deaths in Stockport were recorded as being due to alcohol.


6.1.2. Alcohol-related deaths in the UK have more than doubled since 1979, and deaths among men are five times higher in deprived areas than the least deprived areas. The peak age for such deaths has fallen from 70 in 1991, to 55-59 in 2005.
  The 2004 Alcohol Harm Reduction Strategy for England estimated the annual costs of lost economic output due to premature deaths at £2.5Bn.

6.2. Mental Health and Alcohol

6.2.1. Alcohol and mental health issues are intertwined, and the Mental Health Foundation report, ‘Cheers’
, estimates that up to 12 million adults in the UK drink to help them relax or overcome feelings of depression. Unfortunately, alcohol actually increases feelings of depression and anxiety, when the immediate effects wear off.  

6.2.2. Alcohol is also linked with increased risk of being involved in incidents of violence or sexual assault, either as perpetrator or as victim.  These incidents of course can have major emotional, physical and social impacts on our lives. 


6.2.3. As many as 65% of suicides have been linked to excessive drinking, and 70% of men who kill themselves have drunk alcohol before doing so.


6.2.4. Alcohol misuse is also often associated with severe mental illness, such as schizophrenia.  Many people with such illnesses use alcohol in an attempt to alleviate the symptoms, but alcohol dependency is common as a result, and such a ‘dual diagnosis’ can make both health problems harder to treat. 

6.3. Social Care

6.3.1. Alcohol or other substance misuse was identified as a factor in 60 out of 108 child protection case conferences (Level 4) in Stockport in the year 2009-10, involving 112 children or unborn babies.  44 of these children were recorded as being affected by alcohol misuse and a further 45 by both alcohol and other substance misuse.   Similar numbers of alcohol-related cases have been considered in each of the previous two years.  One study has estimated the annual cost to the taxpayer of the most dysfunctional families at between £250k and £350k, and the cost of keeping one child in residential care is around £100k per year.
  

6.3.2. In relation to Adult Social Care also, much of the real cost is hidden.  Alcohol dependency can lead to Korsakoff’s psychosis, causing severe memory loss and requiring long-term residential care provision, and alcohol misuse is also associated with a number of other types of brain damage including cerebellar degeneration, alcoholic dementia, stroke, and Alzheimer’s disease
.  Data is not available to indicate how in many cases requiring care for such conditions can be attributed to alcohol.  

6.4. Employment and economy


6.4.1. Based on North-west Public Health Observatory data
 it is estimated that in August 2009, there were 261 people claiming incapacity benefit who were recorded as alcohol-dependent.  However, this will not include many others who are not identified as being alcohol dependent but for whom alcohol misuse is a major factor in their unemployment.

6.4.2. The 2004 Alcohol Harm Reduction Strategy for England estimated that the costs of reduced employment amounted to £2.2Bn per year in England at that time, while absenteeism was estimated to cost the economy a further £1.8Bn

6.5. Crime and antisocial behaviour


6.5.1. Probation Service data for the calendar year of 2009, indicates that alcohol use is assessed as linked to offending in 54% of cases in Stockport.  This was the joint highest rate in Greater Manchester
.  

6.5.2. The 2007 National Alcohol Strategy reported that:


· 63% of 18-24 year-old binge drinkers admit to criminal or disorderly behaviour when drinking 


· Offenders were perceived by the victim to be under the influence of alcohol in 46% of domestic violence and 44% of acquaintance violence.


7. Conclusion

7.1. It is clear that the recording of alcohol as a factor in service usage across the public sector is lacking and, as a result, it is not possible to accurately measure the real cost impact of alcohol in relation to service demands.  

7.2. It is important to note that the impact of alcohol misuse is experienced disproportionately by the more deprived communities, where resources are most needed.

7.3. However, based on the limited information which is available, it is estimated that the measurable direct costs to public services of alcohol misuse in Stockport are in the range of £7.5M to £20M per year, as set out in the table below:

		Summary 

		Low Estimate

		High Estimate



		PCT Prevention / early intervention

		£129,451

		£129,451



		Licensing & Trading Standards

		£55,000

		£55,000



		PCT  treatment

		£378,516

		£378,516



		SMBC Adult Social Care

		£164,642

		£164,642



		Supporting People 

		£65,750

		£65,750



		Mosaic 

		£146,826

		£146,826



		Alcohol-related hospital admissions (NI39)

		 

		£12,521,719



		Alcohol Specific Hospital Admissions

		£3,471,841

		 



		Ambulance journeys estimate

		£600,000

		£1,960,000



		ED attendances

		£740,930

		£1,358,372



		Additional GP consultations

		£426,360

		£426,360



		Crime 

		£1,576,676

		£2,365,014



		Total

		£7,755,993

		£19,571,650





7.4. If we use the higher estimate, the expenditure may be broken down by category as follows:
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		Category

		Spend

		% of Total



		Prevention

		£184,451

		0.9%



		Treatment & support

		£755,734

		3.9%



		Impact

		£18,631,464

		95.2%



		Total

		£19,571,650

		 





Even if we were to use the low estimate of impact costs, then the prevention element only amounts to 2% of the cost.


7.5. The costs which have been measured or estimated in this document are only the ‘tip of the iceberg’ in terms of the real financial costs of alcohol in Stockport, and of course do not include the human costs associated with these harms.  

7.6. The prevention expenditure identified in this report does not include the considerable time and effort time dedicated by mainstream staff in schools, the NHS and other public services to providing information and advice on alcohol.  However, it is likely that in reality, the total investment in prevention and treatment, represents an even smaller proportion of the true expenditure on alcohol in Stockport than the figures in this report would suggest.

Appendix 1

Alcohol Misuse: How much does it cost? Cabinet Office Strategy Unit: September 2003

		Impact

		Cost (£M)



		Health care costs



		Hospital care

		£1,482



		Primary care

		£68



		Other health costs

		£37



		Treatment services

		£96



		Workplace and Wider Economy Costs



		Lost output due to absenteeism 

		£1,786



		Lost output due to reduced employment 

		£2,154



		Lost output due to premature death 

		£2,482



		Criminal Justice System costs



		Alcohol related and specific offences

		£1,750



		Property/health and victim services 

		£2,521



		Costs in anticipation of crime (alarms etc) 

		£1,495



		Lost productive output of victims 

		£970



		Emotional impact costs for victims of crime 

		£4,679



		Drink driving



		Criminal Justice System costs 

		£77



		Medical & ambulance

		£32



		Human and lost output costs

		£416



		Total

		£20,044













� NI39 methodology was developed by the NWPHO and counts hospital admissions directly due to alcohol and others that are ‘partly attributable’ to alcohol.  The latter is calculated by applying an ‘attributable fraction’ factor to the actual number of admissions for certain diagnoses (which can be caused by alcohol), based on research and adjusted for age and gender.  
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� Local Alcohol Profiles for England: NWPHO published on line at www.nwph.net



� House of Commons Health Committee: Alcohol: First Report of Session 2009-10. Volume 1: The Stationery Office Limited: 2010 



� Alcohol Misuse: How much does it cost? Cabinet Office Strategy Unit: September 2003



� The cost of alcohol harm to the NHS in England: An update to the Cabinet Office (2003) study 



Health Improvement Analytical Team, Department of Health July 2008 



� Too much of the hard stuff: what alcohol costs the NHS: The NHS Confederation: January 2010



� Stockport DAT Young Peoples Needs Assessment 2009



� Too much of the hard stuff: what alcohol costs the NHS: The NHS Confederation: January 2010



� Alcohol Strategy Interim Analytical Report: Cabinet Office 2003



� The cost of alcohol harm to the NHS in England An update to the Cabinet Office (2003) study 



July 2008: Health Improvement Analytical Team: Department of Health 2008



� Institute of Alcohol Studies Factsheet: Alcohol & Crime Updated July 2010



� The economic and social costs of crime against individuals and households 2003/04: Richard Dubourg, Joe Hamed, Jamie Thorns: Home Office On-Line Report 30/05: June 2005



� Safe, Sensible , Social: The next steps in the National Alcohol Strategy: HM Government 2007



� Cheers: Understanding the relationship between alcohol and mental health.  Mental Health Foundation 2006



� Intensive support for Families with Multiple Problems: The Business Case: Families Delivery Team, Dept for Education 2010.



� Wernicke-Korsakoff’s syndrome: Factsheet 6; Alcohol Concern 2001



� Local Alcohol Profiles for England: NWPHO published on line at www.nwph.net



� The Impact of alcohol in Greater Manchester, September 2010: M Burrows, K Sanderson-Shortt and M Morleo: Liverpool John Moores University Centre for Public Health
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