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1.

INTRODUCTION

This alcohol needs assessment provides an up-to-date picture about alcohol related harm in
Lewisham and suggests how it can be addressed. It builds upon the previous alcohol needs
assessment undertaken in 2009.
Alcohol plays an important role in society, being consumed by the majority of adults and making an
important contribution to the economy. However, the consumption of alcohol has both health and
social consequences, including related health problems and loss of economic activity. There is a
direct dose-response relationship between alcohol consumption and risk of death1. Alcohol misuse
also affects wider society through crime and adverse effects on inter-personal relationships. It is
also well established that alcohol consumption contributes to traumatic outcomes through violence
and injury. Alcohol harm costs London £2.5bn per annum.
This needs assessment was conducted between January and November 2011. Both quantitative
and qualitative data was collected, analysed and interpreted from various sources and a review of
current literature and guidance was conducted.
An expert group was set up to draw upon local expertise from a range of different local agencies
working with alcohol clients or concerned about alcohol related harm. Its role was to advise on the
development of the needs assessment; help with access to data and inform the recommendations
arising from the needs assessment.
The expert group included representatives from: Lewisham Drug and Alcohol Action Team; Public
Health Lewisham, South East London NHS; The Metropolitan Police; Job Centre Plus; The London
Fire Brigade; The Lewisham Service User Council; Lewisham Safer Neighbourhood Team;
Lewisham Probation Service; GP alcohol lead; Supporting People, Strategic Housing, Trading
Standards and Licensing London Borough of Lewisham.

WHAT DO WE KNOW?
2.

FACTS AND FIGURES
Alcohol related harm is significant and increasing in Lewisham, exacerbated
by recession
Alcohol contributes to the London economy, but its economic costs are
estimated at £2.5bn per year.2 Estimated costs to Lewisham of £800m far
outweigh the small budget of £1.4m.
Levels of alcohol use are amongst the highest in Western Europe3
Alcohol use has a major impact on health, anti-social behavior, crime and
other important social issues, including the well-being and development of
children4.
In Lewisham an estimated: 11365 higher risk drinkers (5%), 31,873
increasing risk drinkers (15%), 118,194 lower risk drinkers (57%) & 46,029
abstainers (22%)5.

1

White IR, Altmann DR, Nanchahal K. (2002). Alcohol consumption and mortality: modelling
risks for men and women at different ages. BMJ, 325, 191-198, 2002
2
London Health Improvement Board November 2011
3
London Health Improvement Board November 2011
4
ibid

3

Alcohol-related hospital admissions are high in England and Lewisham and
are rising6
England has one of the highest liver disease death rates in Western Europe
and it is the only disease where the death rate among those under 65 has
been rising7
In 2003, the World Health Organisation (WHO) found that alcohol accounted for 4% of all disease
burden worldwide (excluding many indirect health consequences) 8.
The WHO estimates that the total amount of alcohol consumed in litres of pure alcohol in the UK
adult (15+) population per capita is 13.4, this is compared with the European region average of 12.2
litres9. Alcohol consumption has increased over the last decade and recent estimates show that
over 70% of adults in Britain drink alcohol, with 31% of men and 20% of women consuming in
excess of 21 and 14 units on a weekly basis, respectively10. Around 25% of males and 15% of
females may be classified as hazardous or harmful alcohol users11.
Over 24% of the English population, (33% of men and 16% of women), consume alcohol in a way
that is potentially or actually harmful to their health or well-being at a level associated with a range
of health, crime and economic outcomes. Men who regularly drink over 50 units per week (or eight
units per day) and women who regularly drink over 35 units per week (or six units per day) are most
at risk of developing alcohol-related illness or injuries or being admitted to hospital.
Alcohol dependence affects over 1 million people, 4% of the population aged between 16 and 65 in
England (6% of men and 2% of women) however, only about 6% per year receive treatment.
Reasons for this include the often long period between developing alcohol dependence and seeking
help, and the limited availability of specialist alcohol treatment services. Additionally, alcohol misuse
is under-identified by health and social care professionals, leading to missed opportunities to
provide effective interventions12.
Alcohol misuse is also an increasing problem in children and young people, with over 24,000
treated in the NHS for alcohol-related problems in 2008 and 2009.
2.4 million Londoners drink at levels that are ‘harmful and hazardous’13.
Alcohol misuse in England in 2004 was estimated to cost between £18-25 billion a year on alcohol
related disorders and diseases, crime, loss of productivity in the workplace and health and social
problems experienced by those who misuse alcohol and their families14. The cost of crime/public
disorder was estimated to be up to £7.3bn in 2004 and includes the cost to services in anticipation
5

NW England Public Health Observatory, Topography of Drinking Behaviours in England, August
2011
6
Lewisham Public Health 2011
7
London Health Improvement Board November 2011
8
Rehm et al., 2003
9
http://www.who.int/substance_abuse/publications/global_alcohol_report/msbgsreur.pdf
10
Goddard, 2006
11
Deacon et al., 2007
12
Alcohol-use disorders: diagnosis, assessment and management of harmful drinking and
alcohol dependence Feb 2011 NICE clinical guidelines
13
London Health Improvement Board November 2011
14
Prime Minister’s Strategy Unit, 2004, cited in Alcohol Harm Reduction Strategy for England,
Cabinet Office (2004) London Crown Copyright
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and as a consequence of alcohol-related crime, the cost to criminal justice system, the cost of drinkdriving, and the human costs of alcohol-related crime. The cost of alcohol-related harm to the
workplace was estimated to be up to £6.4bn pounds. The estimated cost to the NHS alone of the
harmful use of alcohol (regularly drinking at increasing or higher risk levels) is around £2.7 billion in
2006/7 prices15.
2.1

ALCOHOL CONSUMPTION

Alcohol drinking definitions: The way in which alcohol consumption has been defined has
recently changed. Both frameworks are included here to help the reader understand the references
to alcohol consumption used throughout this document.
Levels of alcohol consumption (and associated harms) have changed over the last decade and so
updated estimates are necessary to understand the current situation. A recent report16 presents
new synthetic estimates of increasing risk drinkers (previously referred to as hazardous drinkers)
and higher risk drinkers (previously referred to as harmful drinkers) at local authority level in
England for 2008 and, for the first time, also includes estimates of the number of abstainers and
Table 1: Alcohol drinking definitions
Previous

Sensible
Drinking

Current
Abstainers

Women - Max. of 2-3 units per day with no
more than 14 units per week with 2 alcohol
free days

Lower
Risk
Drinking

Men - Max. of 3-4 units per day with no more
than 21 units per week with 2 alcohol free
days
Hazardous
Drinking

Drinking above recognised ‘sensible drinking’
levels but not yet experiencing harm. Defined
as consumption of between 22 and 50 units of
alcohol for men and more than 15 and 35
units of alcohol for women.

Increasing
Risk
Drinking

Harmful
Drinking

Drinking above recognised ‘sensible drinking’
levels and experiencing harm. This is defined

Higher
Risk

A person whose weekly
alcohol consumption was
reported in the General
Lifestyle Survey as 0 units
over the previous 12 months
(operational definition).
Men who regularly drink no
more than 3 to 4 units per day
and women who regularly
drink no more than 2 to 3
units per day. Weekly limits
are no more than 21 units per
week for a man and 14 units
per week for a woman
Men who regularly drink over
3 to 4 units per day and
women who regularly drink
over 2 to 3 units per day.
Weekly limits are more than
21 to 50 units for men and
more than 14 to 35 units for
women.
Men who regularly drink over
8 units per day or over 50

15

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.
http://networks.csip.org.uk/_library/Resources/ALC/OtherOrganisation/The_Cost_of_Alcohol_Tre
atment_to_the_NHS_in_England.pdf
16
NW England Public Health Observatory, Topography of Drinking Behaviours in England,
August 2011
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Dependent
Drinker

Binge
Drinking

as more than 50 units of alcohol per week for
men and more than 35 units of alcohol for
women and experiencing health problems
directly related to alcohol. This could include
psychological problems such as depression,
alcohol-related accidents or physical illness
such as acute pancreatitis. In the longer term,
harmful drinkers may go on to develop high
blood pressure, cirrhosis, heart disease and
some types of cancer, such as mouth, liver,
bowel or breast cancer.
Characterised by a craving for, tolerance of,
and preoccupation with alcohol and continued
drinking, despite the physical and mental
harm that it can cause. This could include
psychological problems such as depression
and anxiety, or physical illness such as high
blood pressure, acute pancreatitis, liver
17
cirrhosis, heart disease and several cancers.
Classified as drinking more than 8 units for
men and six units for women (double the
recommended amount) in one day

Drinking

units per week and women
who regularly drink over 6
units per day and over 35
units per week.

Women

Max. of 2-3 units per day with no more than 14 units per week with 2 alcohol free days

Men

Max. of 3-4 units per day with no more than 21 units per week with 2 alcohol free days

lower risk drinkers in each local authority. These estimates should be used in conjunction with local
intelligence about alcohol use.
Table 2: Estimates of abstainers, lower risk, increasing risk and higher risk drinkers in
London, by local authority

London

Lewisham

Population estimate for all groups
Abstain
Lower
Increasing
24.5%
52.1%
15.8%
1,496,900
3,178,006
960,707

Higher
7.6%
462,339

22.2%
46,029

5.5%
11,365

57.0%
118,194

15.4%
31,873

It is estimated that fifteen percent (31,873) of the Lewisham population are ‘increasing risk’ drinkers,
which is similar to London. Higher risk drinkers in Lewisham number 11,365, which is 6% of the
population and is lower than the London average. Although more than one fifth (46,029) of the
Lewisham population abstain from drinking, which is lower than London, just over 57% (118,194)
are lower risk drinkers, which is higher than the percentage for London.

17

Alcohol-use disorders: diagnosis, assessment and management of harmful drinking and
alcohol dependence Feb 2011 NICE clinical guidelines
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Binge Drinking
Binge drinking in the general population can be difficult to quantify; partly because the definition of
binge drinking is not consistent, and also because different patterns of drinking do not tend to be
evaluated as separate entities18. Binge drinking is more prevalent among men than women, and
more prevalent among young people19. The 2004 Health Survey for England showed that younger
people were more likely than older people to exceed the daily benchmark limits of alcohol, but less
likely to drink every day20. The evidence supports the suggestion that binge drinking is a problem
affecting mostly young people21.
The estimated percentage of the population aged 16 years and over who reported engaging in
binge drinking during the three year average period 2003/05 for Lewisham was 13%. This was
lower than England, but not significantly different from London during the three year average period,
2003/0522.
Alcohol consumption among Children and Young People
The results below are from a sample of primary and secondary pupils in Years 2, 4, 6, 8 and 10 in
Lewisham who were surveyed in 201023. The survey is undertaken every 2 years.
Forty percent of pupils aged 6 to 7 (Year 2) reported that they had tasted alcohol.
Primary school pupils in Years 4 and 6 (ages 8 to 11 years):
7% of pupils said that they drank an alcoholic drink (more than just a sip) on at least one day
in the week before the survey
65% of pupils say that they don’t drink alcohol. 4% of pupils reported that their parents
‘never’ or only ‘sometimes’ know if they drink alcohol
28% of pupils reported that their parents always knew if they drank alcohol
1% of pupils drank beer or lager, 2% said wine, 1% said spirits in the week before the
survey
Secondary school pupils in Years 8 and 10 (ages 12-13 & 14-15 years):
16% of pupils drank alcohol on at least one day in the week before the survey
Wine and spirits were the most popular drinks
8% of pupils drank alcohol at home and 6% drank at a friend’s or relation’s home. 3% of
pupils drank alcohol outside in a public place
1% of pupils bought alcohol from a supermarket and 2% from an off licence who should only
sell to over-eighteens
2% of pupils drank alcoholic drinks in a pub or bar who should not be serving alcohol to
under eighteens
18

Effective Interventions to Reduce Binge Drinking in Young Women and Girls, Lewisham Public
Health 2008
19
The Prime Minister’s Strategy Unit. The Alcohol Harm Reduction Strategy for England. 2004
20
The Office of National statistics. Drinking: Adults’ behaviour and knowledge in 2004.
21
Effective Interventions to Reduce Binge Drinking in Young Women and Girls, Lewisham Public
Health 2008
22
General Household Survey, 2005; National Statistics Omnibus Survey 2006
23
School Health Education Unit, Supporting the Health of Young People in Lewisham, A
Summary Report of the Health Related Behaviour Survey, 2010A

Summary

Report of the Health Related
7

Lewisham secondary pupils were less likely to have drunk alcohol in the previous week compared
with the wider sample of the survey. Twenty three percent of Year 10 boys stated that they drank
alcohol in the week before the survey compared with 30% of the wider sample, 16% of Year 10 girls
drank alcohol compared with 29% of the wider sample.
2.2 IMPACT OF ALCOHOL ON DEATH, DISEASE AND DISABILITY
2.2.1

Deaths from alcohol

Deaths from alcohol provide a measure of the impact of alcohol. There is a direct dose-response
relationship between alcohol consumption and risk of death24. The main sources of information
considered here are: alcohol-attributable deaths; deaths due to chronic liver disease; and suicides.
The alcohol-attributable mortality rate for both males and females in Lewisham was not
significantly different from England in 2009. The alcohol-attributable mortality rate for males has
decreased in Lewisham since 2005. The death rate for males was more than twice that for women
in 2009, however the rate for women has been steadily increasing since 200625.
Deaths from liver disease are a useful marker for alcohol related harm. It is of concern that
England has one of the highest death rates from liver disease in Western Europe and it is the only
disease where the death rate among those under 65 has been rising26 (Figure 1).
Figure 1

24

White et al., 2002
Deaths from alcohol-attributable conditions (all ages, male/female), directly standardised rate
per 100,000 population (standardised to the European Standard Population). (NWPHO from
Office for National Statistics Public Health Mortality File for 2009 and mid-year population
estimates for 2009).
25

26

London Health Improvement Board November 2011
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Source: London Health Improvement Board Nov 2011

The mortality rate from chronic liver disease for men and women under 75 in Lewisham was not
significantly higher than London and England in the three year period from 2007 to 2009. There
were a total of 66 deaths under 75 in Lewisham during this period, twice as many early deaths for
men (44) as for women (22)27 (Appendix 1).
Suicides and Alcohol In Lewisham there were only three records with alcohol or alcohol
intoxication as a cause of death for all deaths from April 2004 to Dec 201028 with a verdict of
suicide/took own life or an open verdict. In contrast, information available about alcohol and
suicides from 76 GP case notes during the 5 year period 2002/7, (which were analysed as part of
the Lewisham Suicide Audit)29 showed that almost a third (24 of the 76) had a record of alcohol use.
There was variation in the GP recording, so alcohol was probably under-reported.
2.2.2

Alcohol-related Hospital Admissions

Alcohol related hospital admissions are a proxy indicator for alcohol morbidity, providing an
indication of the public health effects of alcohol. There are a number of ways of looking at alcoholrelated hospital admissions. These differ in the kind of admissions data they incorporate, as well as
the amount of weight they give to each individual admission. This section includes an analysis of
the National Indicator 39 (NI 39) alcohol attributable admissions30 and alcohol-specific admissions.
Definitions of these measures are given in Table 3.
Table 3: Definitions of alcohol related admissions
Indicators
Alcohol specific
admissions

Indicator definition
Admissions for conditions wholly related to alcohol (e.g. alcoholic
liver disease or alcohol overdose).
(For a full list of alcohol-specific conditions, see Appendix 2).

Alcohol attributable
Admissions (NI 39)

Alcohol attributable fractions are applied to indicator alcohol related
admissions. The attributable fraction represents the proportion of
admissions that can be attributed to alcohol. For example, hypertensive
disease in females aged 35-44 have an alcohol-attributable fraction of
0.20. Five admissions for this condition in females aged 35-44 would
therefore constitute just one NI 39 admission.

Each of these admissions can be presented as a rate (directly standardised per 100,000) or as
persons admitted.
NI 39: Alcohol-attributable Hospital Admissions: The advantage of alcohol-attributable
admissions (NI 39) is that the use of directly standardised rates allow for comparison across
27

The NHS Information Centre, Compendium of Clinical and Health Indicators / Clinical and Health Outcomes Knowledge
Base (www.nchod.nhs.uk or nww.nchod.nhs.uk)
28

29

during a five year period from anonymised data
Lewisham Suicide Audit 2002/3 – 2008/9, Lewisham Public Health Department, 2010

30

This was the key national performance indicator for alcohol. It is expressed as the rate of
alcohol attributable hospital admissions per 100,000 of the population - likely to be retained
within the new Public Health Outcomes Framework
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England, London and with other geographical areas and provide a general picture of alcohol-related
admission trends31.
The rate of NI 39 admissions is high in both England and Lewisham. Since 2002 alcohol-related
admissions (NI 39) in Lewisham have been increasing in line with patterns for England. However,
since 2006/07 the rate of increase in alcohol-attributable admissions in Lewisham has been
declining. In other words, although alcohol-attributable admissions continue to rise, the rate at
which they do so has now slowed down. More information about alcohol-attributable admissions
can be found in the ‘Performance and Targets’ section of this document.
Alcohol-specific hospital admissions: The analysis of alcohol-specific hospital admissions is
also helpful in assessing the impact of alcohol. Alcohol specific admissions for men in Lewisham
are not significantly different from those for England, however, alcohol specific admissions for
women and those under 18 are significantly less than for England32.
Figure 2
Alcohol-specific admissions in Lewisham 2005/06 to 2009/10
500
450

Rate per 100,000

400
350
300
250
200
150
100
50
0
2005/06

2006/07

2007/08

2008/09

2009/10

Financial year

Source: HES data for Lewisham residents *Calculated as rate based on adult population in Lewisham (persons 18 and over)

The alcohol specific admissions rate has been rising in Lewisham since 2005/6 (Figure 2).
Alcohol-specific diagnoses can be categorised into three main groups based on the dominant
diagnosis: chronic conditions, mental and behavioural conditions, and acute conditions33. The
majority of alcohol-specific admissions in Lewisham fall into the mental/behavioural admissions
category34. On average, admissions for mental/behavioural conditions constitute nearly three
quarters of alcohol-specific admissions; chronic conditions constitute nearly a quarter and acute
conditions just five per cent of total alcohol-specific admissions. This pattern is relatively consistent,
with a slight variation from year to year (Appendix 2).

31

In England, alcohol-attributable fractions (AAFs) are annually applied to Hospital Episode
Statistics (HES) by the North West Public Health Observatory (NWPHO)
32
North West Public Health Observatory, LAPE 2011
33
See appendix 2 for details on the classification of alcohol-specific admission categories.
34
See appendix 1 for data
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2.2.3

Accident and Emergency Data

The use of Accident and Emergency Departments, including the number of Accident and
Emergency attendances and the number of alcohol-related call-outs to the London Ambulance
Service is another indicator of alcohol morbidity. Seventy percent of A&E attendances at peak
times are the result of alcohol use35. For the past three years there have been more than 1,000
alcohol-related call outs per annum (3% of the total), with little variation in the number of call outs
per year (Table 4).
Table 4
Year
2010/2011
2009/2010
2008/2009

Total Number of Call-outs
Alcohol-related Call-outs% of Call-outs which were alcoholrelated
51,543
1,316
2.55
49,193
1,368
2.78
46,691
1,377
2.95

Source: London Ambulance Service.

2.3

IMPACT OF ALCOHOL ON WIDER DETERMINANTS

Alcohol use has a major impact on health, anti-social behavior, crime and other important social
issues, including the well-being and development of children36.
2.3.1

Alcohol-related Fire

Alcohol is a suspected factor in 1 in 18 of all-dwelling fires in Lewisham, and in 1 in 12 of all
dwelling fires in Lewisham where people are involved (either as a fatality, casualty, or rescue). This
is lower than the London average of 1 in 7 accidental fires where people are involved.
The London Fire Brigade reports37 that there is a correlation between the days of the week when
people who drink are most likely to consume the most, and the days of the week when more
dwelling fires happen (Sunday, Saturday and Monday).
2.3.2

Alcohol-related Crime

Many of those injured as a result of alcohol-related crime and disorder are likely to present, in
the first instance to A&E departments. There are also health impacts on victims of alcoholrelated crime and disorder such as domestic abuse, assault or drink-driving and many who
repeatedly commit alcohol-related crime and disorder may be involved in a pattern of drinking
which could be increasing risks to their long-term health38. According to the London Probation
Trust, alcohol is associated with offending in one third of the caseload39. There were 93,000 crimes
attributable to alcohol (2009/2010) in London40.
35

London Health Improvement Board, November 2011
ibid
37
Topic Report – Alcohol as an influencing factor in fires, London Fire Brigade Information
Management, September 2010
38
Signs for improvement – commissioning interventions to reduce alcohol-related harm, Dept of
Health 2009,
39
London Probation Trust, Alcohol Concern Conference 2011
40
(NWPHO from Home Office recorded crime statistics 2009/10) in Local Alcohol Profiles for
England http://www.nwph.net/alcohol/lape/LAProfile.aspx?reg=h
36
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Figures 3 & 4

Over the past 5 years the rate of alcohol-related recorded crimes in Lewisham has remained the
same, with a slight reduction over the period. However, Lewisham is significantly worse than the
England average and the average for all the London local authorities (Figure 3).
Again, Lewisham has a significantly higher rate of alcohol-related violent crimes than England and
the rate has remained more or less the same over the past five years, with a slight reduction41
(Figure 4).
Figure 5

The rate of alcohol-related sexual offences in Lewisham per 1,000 of the population, whereby the
arrestee tested positive for alcohol has remained the same with a slight reduction over the past five
years (Figure 5). It is also significantly higher than England42.
A UK study showed that 51% of respondents from domestic violence agencies claimed that either
themselves or their partners had used drugs, alcohol and/or prescribed medication in problematic
ways in the last five years43.

41

ibid
ibid
43
Humphreys, C, Thiara, R.K. & Regan (2005) Domestic violence and Substance Misuse,
Overlapping Issues in Separate Services, Greater London Authority and the Home Office
42
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Figure 6

Sexual assaults in Lewisham
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Figure 6 shows the numbers of victims of sexual assault who received support from the Havens,
Camberwell. It shows clients from Lewisham who had used alcohol at time of assault.44 The
number of Lewisham residents recorded by the Havens, who have been sexually assaulted has
decreased by almost a third from 2007 to 2010, however the proportion of cases where alcohol was
flagged as involved has increased year by year over the same time period. This may be due to
increasing awareness of the need to record alcohol consumption.
Drink Driving: Information about drink driving arrests provides another indicator of alcohol related
crime.
Figure 7
Number of drink-driving arrests in Lewisham
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Data from an unpublished report, the Havens Sexual Assault Centre in Camberwell, 2011.
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Figure 7 shows that Lewisham has had consistently lower numbers of drink-driving arrests than the
neighbouring boroughs of Lambeth and Southwark. There has been a reduction in the number of
arrests from 2005 to 2010 across all 3 boroughs45.
2.3.3

Street Drinkers

Street drinking has been an issue in Lewisham for sometime, but over the last three years,
complaints to the Mayor, Council Members and Officers and the Police from both residents and
traders have increased in frequency and frustration. A number of areas in Lewisham were
identified as facing significant challenges in reducing the nuisance caused by street drinkers. These
were: Deptford; Rushey Green; New Cross; and Sydenham. Police data was analysed, alongside
data from Safer Neighbourhood Teams and officers on confiscations, arrests, warnings and Met
Police Computer Aided Despatch (CAD) calls. Wards with street drinking problems include
Sydenham, Lewisham Central, Rushey Green and New Cross, where the powers have been used
regularly, while the 10 wards have not used the powers at all46.
2.3.4 Housing and Homelessness
Forty seven percent of accommodation service users of St Mungo’s (an agency working with rough
sleepers, homeless people and vulnerable adults at risk of homelessness in London) had alcohol
problems in 200947.
Social housing - The number of tenants in social housing in Lewisham with severe alcohol problems
is unknown. However the impact of tenancy breakdown on housing staff resources and input is
considerable. In addition, problem drinking may cause stress and discomfort for neighbours and the
community in general. Vulnerably housed tenants with alcohol problems may suffer from stigma,
lack of services and sometimes violence against them.
Single Homeless Intervention and Prevention (SHIP) -This service is a housing options centre for
single people in Lewisham who are homeless or are worried they might become homeless. It acts
as a single access point for single people requiring homelessness prevention and supported
housing services and attempts to resolve peoples’ housing problems and thus prevent
homelessness, whilst ensuring that support services and supported housing services are available
to those people who need them. The total number of people presenting to SHIP with ‘alcohol
issues defined as primary and secondary needs’ has increased from 137 in 2009/2010 to 160 in
2010/2011. Over both reporting periods, the most common outcome for presenting clients with
primary and secondary alcohol needs was Closed –Supported Housing.
More men than women accessing SHIP presented with alcohol related needs. In 2009/2010, most
people accessing SHIP were 35-44 year olds and in 2010/2011 were 45-54 year olds. In 2010/11,
70 of the 2,222 (3%) people living in ‘Lewisham Supporting People Accommodation’ had ‘alcohol
problems’ as their primary support need.
Most young people accessing treatment with the Crime Reduction Initiative (CRI)/New Direction,
(the specialist substance misuse agency) live in rented accommodation, however, thirteen
individuals reported having an accommodation need 28 days prior to treatment start, including 8
with ‘No Fixed Abode’.
45
46
47

Metropolitan Police
Evaluation of the Designated Public Place Order
St Mungo’s Annual Needs Survey 2009
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2.3.5

Safeguarding Children and Young people

Alcohol is a major concern regarding the safety and well being of children and young people. It is
difficult to estimate how many children are affected by parental substance misuse. Anecdotal
evidence from professionals in Lewisham suggests that parental alcohol use is a growing problem
across the borough48. There is much variation in the effects of substances on individual users and
their families. Also, many children hide parental substance use as well as hiding from it49, and the
fear of what will happen to them and to their parents prevents many from sharing their experiences.
Parental substance misuse can cause considerable harm. Children are more likely to develop
emotional, behavioural and social problems, use substances themselves, and become
educationally and socially excluded50.
In Lewisham in 2010/11 53% of individuals in alcohol treatment with CRI (New Direction) reported
being a parent, with 27% of parents having children51 living with them. In the same year, 35 of the
89 cases of domestic violence, where drinking was flagged as a concern, involved children52.
The designated safeguarding doctor for Lewisham Healthcare Trust reported that there were 27
presentations of children under 16, 35 aged 16-17 and 20 aged 18 years with a diagnosis of alcohol
related problems in 2010.
In 42.3% of all referrals to the Hidden Harm Co-ordinator, alcohol is the primary substance, it plays
a part in 57.6% of the total referrals. Twenty eight to thirty three percent of all Children's Social
Care cases involve parental substance abuse, each case has an average of 2 children affected and
57% of the cases are Child protection53.
2.3.6 Cost of Alcohol

The estimated £18 billion to £25 billion54 a year cost of alcohol misuse spans alcohol-related
disorders and disease, crime and anti-social behaviour, loss of productivity in the workplace
and problems experienced by those who misuse alcohol and their families. For the NHS alone,
the estimated financial burden of alcohol misuse is around £2.7 billion 55 in hospital admissions,
attendance at A&E and in primary care. Alcohol-related illness or injury accounts for 863,000
hospital admissions per year. Recent studies suggest that alcohol treatment has both short and
long-term savings and analysis from the UKATT Study suggests that for every £1 spent on
treatment, the public sector saves £556.

48

A guide to working with substance using parents and their children, London Borough of
Lewisham Hidden Harm Co-ordinator – Drug & Alcohol Action Team
49
Bancroft et al 2004
50
A guide to working with substance using parents and their children, London Borough of
Lewisham Hidden Harm Co-ordinator – Drug & Alcohol Action Team
51

52

A child is a person under 18 years of age

Lewisham Multi-Agency Risk Assessment Conference 2011
Lewisham Hidden Harm Co-ordinator, Lewisham DAAT 2012
54
Safe. Sensible. Social. – consultation on further action impact assessment, Department of Health, 2008,
Gateway 10209
55
The cost of alcohol-related harm to the NHS in England, Department of Health, 2008), Gateway
10277
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UKATT Research Team (2005). Cost-effectiveness of treatment for alcohol problems: Findings
of the UK Alcohol Treatment Trial. British Medical Journal, 331:544–547
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Alcohol contributes to the London economy, but its economic costs are estimated at £2.5bn per
year.57
The estimated total economic costs to Lewisham far outweigh the small intervention and treatment
budget of £2.6m. The estimated annual cost of Lewisham hospital alcohol-attributable admissions
was £10 million. The average annual cost of alcohol related ambulance call outs is £300,000 for
Lewisham58.
3.0

WHAT ARE THE KEY INEQUALITIES?
Lewisham men are more than twice as likely to die from alcohol compared with
women, however the death rate is decreasing for men and increasing for
women59.
Lewisham men have twice the rate of alcohol-attributable hospital admissions
compared with women, however the rate for women has almost doubled in the
past five years, and the rate for men is beginning to level off60.
Lewisham young women have twice the alcohol specific admission rate
compared with young men, whereas in over 18s it is three times as high for men
compared with women61.
White population is overrepresented in alcohol admissions and treatment
services and BME population is under represented62
Areas in Lewisham with greater multiple deprivation having a higher number of
alcohol-specific admissions - a significant correlation exists between postcode
IMD and alcohol-specific hospital admissions63
Higher prevalence of dependent drinkers among those with mental health
problems

3.1

Deprivation

Areas in Lewisham with greater multiple deprivation have a higher number of alcohol-specific
hospital admissions. There is a significant correlation between postcode IMD and alcohol-specific
hospital admissions (Figure 8)64. Postal areas in Lewisham with greater multiple deprivation have
seen greater alcohol-specific admissions for the years 2004/05 to 2009/10.

57

ibid
The cost of an ambulance call out is £225. This means that the estimated cost of alcohol-related
ambulance call-outs for 2010/2011 was £296,100, for 2009/2010 was £307,800, and for 2008/2009 was
£309,825.
58
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Local Alcohol Profile 2011, NWPHO
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Lewisham Public Health 2011
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Figure 8
Alcohol specific admissions 2004/5 to 2009/10
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Source: DCLG and HES data for Lewisham residents

Table 5: Alcohol-specific Admissions by Postcode
Ward
IMD*
Bellingham Ward
37.63624
Blackheath Ward
27.0551
Brockley Ward
31.42182
Catford South Ward
21.44814
Crofton Park Ward
24.39049
Downham Ward
37.28856
Evelyn Ward
41.03109
Forest Hill Ward
27.82488
Grove Park Ward
27.35598
Ladywell Ward
23.61643
Lee Green Ward
23.20007
Lewisham Central Ward
34.83142
New Cross Ward
36.73121
Perry Vale Ward
30.70708
Rushey Green Ward
35.55615
Sydenham Ward
32.14551
Telegraph Hill Ward
32.06625
Whitefoot Ward
33.23881

Alcohol specific admissions: 2004/05 to 2009/10**
91
49
112
56
86
111
104
87
81
67
66
131
91
73
118
67
107
87

*Index of Multiple Deprivation: Source: DCLG, **Source: HES data for Lewisham residents

Table 5 shows that differences in alcohol-specific admissions exist across the borough. Lewisham
Central Ward had the highest number of alcohol-specific admissions between 2005 and 2010.
Admissions in this ward were almost three times as high as those in the ward with the lowest
number of alcohol-specific admissions (Blackheath Ward). In addition to Lewisham Central six other
wards (Telegraph Hill, Rushey Green, Evelyn, Brockley and Downham) had admission figures of
greater than 100 for this period, and five wards had fewer than 7065.

65

These figures refer to actual numbers rather than a rate per 100,000, however, population
sizes across Lewisham wards are more or less the same and are therefore comparable.
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3.2

Age

As shown in Figure 9, the alcohol-specific hospital admissions rate is highest in the 40-74 age
group66. In common with overall trend for the alcohol-specific admission rate in the general
population, rates have risen for the 18-39 and 40-74 age groups67. In contrast, the admission rate
in under-18s peaked in 2007/08 and has actually fallen overall during the five year period.
Figure 9
Alcohol-specific admissions: Breakdown by age
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Financial Year

Source: HES data for Lewisham residents, Public Health Lewisham, Rate per 100,000 based on GLA population data 2007

In the past two years, the majority of clients accessing treatment services have been aged 35 to 54.
This is similar to the London and England picture. During the four year period 2007-2011 most
young people accessing treatment were aged 16-17 years, with some aged 13, 14 and 15. Very
few 12 year olds accessed services. Steps have been taken to make the entry to alcohol treatment
more suitable for the over 60s68.
3.3

Gender

Lewisham men are more than twice as likely to die from alcohol compared to women however the
death rate is decreasing for men and increasing for women69. Men also have twice the rate of
alcohol-attributable hospital admissions compared with women, however the rate for women has
almost doubled in the past five years, and the rate for men is beginning to level off70.
Since 2005/06 alcohol-specific hospital admissions have increased in both the male and female
populations in Lewisham. However, male alcohol-specific admissions are three times as high as
those for females (Figure 10).

66

For both males and females
The admission rate in the 40-74 age group rose from 466 to 723 per 100,000; the admission
rate in 18-39 year olds rose from 160 to 258 per 100,000, HES data for Lewisham residents,
Public Health Lewisham
68
DAAT Equalities Impact Assessment (EIA) 2009 (revised 2011),
69
Local Alcohol Profile 2011, NWPHO
70
ibid
67
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Figure 10
Alcohol-specific admissions in Lewisham between 2005/06 and
2009//10: Males vs Females
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Source: HES data for Lewisham residents, *Calculated separately for males and females: Based on separate male and female
populations in Lewisham (persons 18 and over).

Particularly striking is the difference in the admission rate for males and females in the under-18
age band. There is a concerning picture of alcohol harm among young women. Lewisham young
women have twice the alcohol specific admission rate compared with young men71, whereas in over
18s it is three times as high for men compared with women72 (see Appendix 2).
The gender breakdown for access to treatment services is generally similar to regional and national
averages. More men than women accessed alcohol treatment in Lewisham 2010/11.
In contrast with males, the proportion of females in alcohol treatment 2010/11 has increased by 3%
compared with 2009/10. The percentage of female alcohol clients in Lewisham (36%) is slightly
more than London (35%) and slightly less than England (37%) 2010/11.
From 2007-2011, 93 males and 78 females accessed the Young People’s drug and alcohol
services with their main or secondary drug listed as alcohol. In 2010/11, 43 males and 40 females
were using YP drug and alcohol services with their main or secondary drug listed as alcohol. The
male-female divide in treatment has almost been closed for this age group. This is in line with an
emerging national trend of increasing numbers of young women using alcohol. It also shows the
success that the project workers have had engaging with young women at CRI, through outreach
and the work developed with supported housing providers. With alcohol as a main drug, there were
more females than males accessing treatment
Steps have been taken to make the entry to alcohol treatment more suitable for women73:
3.4

Sexual Orientation

Only 3% of clients of CRI in 2010/11 reported being a member of the Lesbian, Gay, Bisexual,
Trans-gender, Trans-sexual and Questioning (LGBTQ) community. The EIA identified the following
71

For females under 18, the alcohol specific admission rate was twice as high as that for males
with 210 per 100,000 for females compared with 124 per 100,000 for males
72
Lewisham Public Health 2011
73
As a result of the Lewisham DAAT Equalities Impact Assessment 2009 (EIA)
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barriers to treatment: a lack of understanding and awareness of the needs of LGBTQ users; few
LGBTQ staff; inadequate LGBTQ training; lack of LGBTQ‐ targeted promotion; lack of
cross‐ agency working with LGBTQ services and inadequate monitoring of LGBTQ users. There
have been a number of actions identified to address the issues outlined above74:
3.5

Disability

Seventeen percent of clients accessing treatment services were recorded as having a disability in
2010/11. The EIA75 identified the following barriers to accessing treatment: Inadequate Disability
Discrimination Act (DDA) compliance overall, including wheelchair access, provision for hearing
impaired users and accessible information for users with disabilities; limited capacity to work with
learning disabled users and inadequate monitoring of disability. There have been a number of
actions identified to address the issues outlined above.
3.6

Ethnicity

In 2004 the Health Survey for England showed that people from ethnic minority groups in England
(for example; Indian, Pakistani, Bangladeshi, Black Caribbean and Black African) were on average
more likely to be non-drinkers and less likely to drink above sensible levels or to binge drink than
the general population. Ethnic minority groups have a considerably lower prevalence of harmful
alcohol use but a similar prevalence of alcohol dependence compared with the white population76.
However services do not appear to be responsive enough to the needs of minority ethnic groups as
they are under-represented in seeking treatment and advice for drinking problems77.
A study which looked at the effect of interethnic friendships on drinking behaviour used focus
groups, questionnaires, and interviews with a total of 696 young people aged 14 and 15 in London
and Berkshire and found that young people from white backgrounds were most likely to drink and to
drink more than other groups78.
The white population of Lewisham is overrepresented in alcohol hospital admissions and treatment
services and the black and minority ethnic population is under represented79.
In Lewisham the vast majority (74%) of all alcohol-specific admissions between 2005/06 and
2009/10 were in the white population80. The white population is over-represented as 59% of the
Lewisham population is classified as ‘white’, but constitutes 74% of all alcohol-specific admissions.
In contrast, black Africans constitute 11% of the Lewisham population but account for only 1% of
total alcohol-specific admissions.
A similar picture emerges for young people in alcohol treatment services. The largest ethnic group
of young people accessing treatment for alcohol as a main or secondary drug was White British

74

Lewisham DAAT Equalities Impact Assessment 2009 (EIA)
ibid
76
The Office of National statistics. Drinking: Adults’ behaviour and knowledge in 2004
77
Mariana Bayley, Rachel Hurcombe, Drinking patterns and alcohol service provision for different
ethnic groups in the UK: a review of the literature, 2010,
78
Teenage drinking and interethnic friendships, Joseph Rowntree Foundations, May 2011,
http://www.jrf.org.uk/sites/files/jrf/drinking-friendship-teenagers-summary.pdf
79
ibid
80
HES data for Lewisham residents, Lewisham Public Health
75
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(65%)81. There was a lower representation of Black and Minority Ethnic groups accessing treatment
with Mixed White & Black Caribbean (7%) and Black/Black British Caribbean (6%), and Black/Black
British African (6%) in 2010/11.
The ethnic differences in hospital admissions may be because the BME population in Lewisham is
younger; and the majority of alcohol-specific admissions are for individuals aged 40 and above.
Further work could explore whether the over representation of the white population in alcohol
specific admissions compared with the black and minority ethnic population is a result of greater
problems with alcohol in the white population or simply a reflection of the differences in age
composition of the two populations. Moreover it is unclear whether the differences in treatment
reflect need, or whether there are additional barriers to these ethnic groups entering treatment.
More work is needed in this area.
3.7

Mental Health

A snapshot of 250 admissions to the Lewisham mental health ward (triage ward at the Ladywell
Unit) between January and May 2009 found that 35% (83/250) had alcohol problems. In 22 cases
alcohol was identified as being a contributory factor to a deteriorating mental state that precipitated
admission, 21 had alcohol problems secondary to their mental health problems, 9 were admitted for
alcohol detoxification, and 31 had both alcohol and drug related issues concurrent with their mental
illness. Between March and May 2011 24% (22/90) of people admitted had problematic alcohol use
and 9% (8/90) required detoxification. The numbers of patients who required detoxification was
higher than the estimates for alcohol dependence prevalence which is approximately 4% of the 1665 year old population, which might be expected given the higher prevalence of dependent drinkers
among those with mental health problems82.
It has been estimated that approximately 60-70% of patients within the top 10 frequent attenders at
Lewisham Hospital Accident and Emergency Department (from a sample of practices) had either
underlying mental health issues (including schizophrenia, depression, and anxiety) or were
alcohol/drug dependent as active conditions on their medical notes83.
Lifetime alcohol use was reported in 42% (269/1200) of community mental health team cases, and
22% (269/1200) had used alcohol in the past month84.
4.0

TARGETS AND PERFORMANCE
Key performance indicator - the rate of alcohol attributable admissions per 100,000 of the
population (NI 39) - likely to be retained within the new Public Health Outcomes Framework
– set by Alcohol Delivery group
Target is to reduce the rate of increase - a 20% per annum reduction in the increase in the
rate of alcohol attributable admissions (set by the Alcohol Delivery Group and agreed by the
Drugs and Alcohol Treatment Board)
Target was exceeded in 2009/10 (1731 admissions per 100,000, compared with the target
of 1835) and in 2010/11 (1930 compared with a target of 1951)

81
82

CRI, National Data Treatment Monitoring System

Reference?
83
NHS Lewisham 2011, Audit of GP medical case notes
84
South London and Maudsley, Survey of Lewisham community mental health team case loads,
2010
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4.1
The key performance indicator has been the rate of alcohol- attributable admissions
per 100,000 of the population (NI 39).
It is likely that this indicator will be retained within the Public Health Outcomes Framework.
The target for Lewisham, (set by the Alcohol Delivery Group and agreed by the Drugs and Alcohol
Treatment Board) was set at a 20% per annum reduction in the increase in the rate of alcohol
attributable admissions (Figure 11).
Figure 11: Rate of alcohol-attributable hospital admissions per 100,000
Rate of Hospital Admissions per 100,000 for Alcohol
Related Harm (age-standardised). Lewisham
compared with England, 2009/10
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Rate of Hospital Admissions per 100,000 for Alcohol Attributable Harm (age-standardised)
Lewisham 2009/10
2010/11
2011/12
2012/13
2013/14
2014/15
Target
1835
1951
2045
2120
2179
2227
Performance 1731
1930

Table 6
In 2009/10 and 2010/11 the target was exceeded.
4.2
Numbers in Treatment; Number of New Presentations; Waiting times: The National
Treatment Agency (NTA)
There are no targets for treatment services but performance is measured and bench marked
against other areas and previous years.
Numbers in Treatment 2009/10: The reporting of alcohol treatment commenced in April 200885.
The April 2008 baseline for alcohol treatment for Lewisham was 26586.

85
86

Reported to the National Treatment Agency (NTA)
ibid
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From 2008 there was an increase in the number of individuals in contact with the treatment system.
There were 487 in 2008/09 and 519 in 2009/10. However, by the end of 2010/11 this had
decreased to 399. At quarter 2, 2011/12 performance shows that the downward trend continues,
with 149 individuals in contact with the treatment system. This compares with 353 in the same
period last year.
The increase in 2009/10 is thought to be due to an increased focus by treatment services to refresh
data relating to primary alcohol clients on the National Drugs Treatment Monitoring System. It is
suggested that the downturn in performance (which mirrors drug treatment), may be due in part, to
the comprehensive redesign of the treatment system, subsequent issues relating to the quality of
data transferred from decommissioned agencies and more revolving door than clients who have not
been treated before entering the treatment system.
Table 7 shows how Lewisham compares to other neighbouring boroughs in terms of growth in
treatment over three years (inc Q2 2011/12 update),:
Table 7: Numbers in Treatment
2008/09
Lewisham
Lambeth
Southwark
Greenwich

2009/10
487
680
723
377

2010/11
519
667
711
419

399
723
707
445

Quarter 2 2011/12
149
541
499
332

Source: Quarterly reports NTA

It can be seen from the table that Lewisham has continued to see fewer individuals accessing
alcohol treatment compared with other neighbouring boroughs, over three consecutive years.
Table 8: Number of New Presentations below shows how Lewisham compares to other
neighbouring boroughs in terms of new presentations in treatment over three years (inc Q1 & 2
2011/12 update).
2008/09
Lewisham
Lambeth
Southwark
Greenwich

2009/10
213
408
432
248

2010/11
282
370
324
293

Quarter 1 & 2 2011/12
184
396
405
270

54
256
174
157

Source: Quarterly reports

The number of clients in Lewisham starting new treatment journeys87 has also seen a decline. At
quarter 2 2011/12 the downward trend continues, with 54 new presentations in treatment. This
compares with 79 in the same period last year.
Waiting Times: Individuals are getting into alcohol treatment in Lewisham, at a faster rate than other
areas. The proportion of individuals referred for their first alcohol treatment intervention, receiving
their first appointment within three weeks and under has increased over three consecutive years,
with 94% in 2010/11, 93% in 2009/10 and 91% 2008/09.

87

A client that has not accessed the treatment system 21 days prior to new treatment start.
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The average waiting time across interventions for 2010/11 was just over a week. With the
exception of clients waiting for access to residential rehabilitation and structured day programmes,
waiting times have improved compared with previous years.
Treatment system exits: The number of exits from the treatment system has increased by just under
40% 2010/11 (267) compared with 2008/09 (179). However, the rate of successful completions88
YTD 2010/11 has decreased to 30% in 2010/11, from 50% in 2009/10 and 63% in 2008/09. This is
in comparison with an increase in successful discharge rates at Regional and National level,
compared with 2009/10.
Most treatment exits for alcohol for children and young people clients are planned.
5.0

NATIONAL AND LOCAL STRATEGIES
The first national alcohol harm reduction strategy was published in 2004
2010 - Responsibility Deal – ‘partnership’ with alcohol suppliers
London Health Improvement Board/GLA priority
Lewisham Alcohol Strategy 2009/12

At a policy and political level the alcohol harm agenda has gained momentum.
The first national alcohol harm reduction strategy was published in 200489. It aimed to prevent a
further increase in alcohol-related harm in England and to tackle the costs of alcohol misuse. The
patterns of alcohol which were identified as likely to raise the risk of harm were binge drinking and
chronic drinking. The strategy included measures to achieve a long-term change in attitudes to
irresponsible drinking, measures to improve early identification and treatment of alcohol problems
and measures to combat alcohol-related crime and disorder.
The Safe Sensible social: next steps in alcohol strategy90 built upon the recommendations from the
2004 strategy, with an increased focus on under-age drinking,18-24 year-old binge drinkers and
harmful drinkers. It recommended changes to the criminal justice system to offer interventions for
whose offences are linking to their alcohol use; a review of NHS alcohol spending; more help for
people who want to drink less; toughened enforcement of underage sales; trusted guidance for
parents and young people; public information campaigns to promote a new ‘sensible drinking’
culture; public consultation on alcohol pricing and promotion; and local alcohol strategies.
There is also a focus on alcohol harm reduction in the new public health framework for England91.
One of the key actions identified in the London Health Inequalities Strategy92 to 2012 is to ‘Enable
Londoners to take action to reduce alcohol related harm’.

88

89

A client is assessed as treatment complete or treatment complete alcohol free at the end of a treatment journey

Cabinet Office (2004) Alcohol Harm Reduction Strategy for England, London Crown Copyright
Department of Health and Home Office (2007), Safe Sensible social :next steps in alcohol
strategy London Crown Copyright
90

91

Alcohol Concern (May 2011), Reducing the impact of alcohol-related harm to Londoners – how well are
we doing?,
92

Greater London Authority, April 2010, the London Health Inequalities Strategy
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The Lewisham Strategic Partnership’s Sustainable Community Strategy93 identifies six priorities
which the partnership and citizens will aim to work towards. The key priorities which relate to
alcohol include:
Safer – where people feel safe and live free from crime, antisocial behaviour and abuse;
Healthy, active and enjoyable – where people can actively participate in maintaining and
improving their health and well-being.
Alcohol-related crime is identified explicitly for reduction within the safer priority.
The Lewisham Shadow Health and Well Being Board have identified alcohol as a priority for
2012/13 and as one of the key priorities of the forthcoming ten year Health and Well Being Strategy.
The Lewisham Alcohol Strategy 2009/12, based on the national strategy, aims to reduce alcohol
related harm in Lewisham so that residents do not suffer the consequences of their own or others’
alcohol misuse. It has the following objectives:
To improve targeted education and communication.
To increase rapid identification and treatment of alcohol problems wherever people
present
To improve co-ordination and enforcement of existing powers against alcohol related
crime and disorder.
To encourage licensed premises to promote responsible drinking and to take a role in
reducing alcohol related harm.
To improve the recording, collating, analysing and monitoring alcohol related data,
including an annual alcohol needs assessment
Progress against the strategy delivery plan is reviewed at the quarterly Alcohol Delivery Group
Meetings.
6.0

WHAT WORKS?
A combination of interventions is needed to reduce alcohol-related harm (e.g.
minimum pricing, availability.94
Population based public health approaches are favoured as a means of
prevention95.
Family is a key influence on children and young people’s knowledge, attitude and
behaviour in relation to alcohol96.

93

http://www.lewishamstrategicpartnership.org.uk/docs/SCS.pdf
Alcohol-use disorders: preventing harmful drinking, NICE, Quick reference Public Health
guidance 24, June 2010.
94

94
95

Prof Room, R., Babor, T., Rehm, J. Alcohol and Public Health, June 2011,
http://www.thelancet.com/journals/lancet/article/PIISO140-6736(05)17870-2/fulltext
96
The influence of family and friends on young people’s drinking, January 2011, Joseph
Rowntree Foundation, http://www.jrf.org.uk/publications/influence-family-and-friends-youngpeople-drinking
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Making it less easy to buy alcohol, by reducing the number of outlets selling it in a given
area & the day and hours when it can be sold, is an effective way of reducing alcoholrelated harm97.
Social marketing can be effective in tackling the misuse of substance such as alcohol,
working with a range of target groups, in different settings98.
School-based smoking and alcohol use prevention programmes successfully increased
knowledge regarding the risks of alcohol behaviour99.
Screening, brief interventions for both young people and adults, and effective referral
systems should be employed100.
Alcohol consumption can be reduced at one year follow-up for heavy alcohol users who
receive brief interventions as in-patients, and that this reduction resulted in the individual
consuming significantly less alcohol per week101.
The evidence base highlighting the potential health gain and cost benefits associated with direct
investment in alcohol harm reduction services continues to grow. There is evidence that investing
relatively small amounts in alcohol interventions can reduce alcohol related costs within a year.
The employment of an Alcohol Health Worker with in-patients is particularly cost effective. For
example, modelling102suggests a potential net saving of £85,200 (averting 295 A & E attendances
& 172 hospital admissions at a cost of £145,200) within year with an investment of £60,000 in an
Alcohol Health worker to work with dependent drinkers.
The evidence clearly shows that a combination of interventions is needed to reduce alcohol-related
harm.103
6.1

Prevention:

Population based public health approaches are favoured as a means of prevention104. NICE
states105 that population-level approaches are important as they can help reduce the aggregate
level of alcohol consumed and have an impact on lowering the whole population risk of alcoholrelated harm. Population-level approaches can help those who are not in regular contact with the
relevant services and those who have been specifically advised to reduce their alcohol intake, by
creating an environment that will support a lower-risk of drinking.

97

Alcohol-use disorders: preventing harmful drinking, NICE, Quick reference Public Health
guidance June 2010
98
Gordon, R., McDermott, L., Stead, M., Angus, K The Effectiveness of Social Marketing
interventions for health improvement: What’s the evidence?June 201, Volume 120, Issue 12,
Pages 1133-1139, December 2006.
99
Runhall, T. G., William, H., A Meta-analysis of School-based Smoking and Alcohol Use
Prevention Programs: June 2011, http://sagepub.com/content/15/3/317.short
100
www.nice.org.uk/guidance/PH24 June 2010 (accessed September 2010)
101
Brief interventions for heavy alcohol users admitted to general hospital wards., McQueen et
al., 2009. www2.cochrane.org/reviews/en/ab005191.html
102
Ready Reckoner, Alcohol Concern 2010
103
Alcohol-use disorders: preventing harmful drinking, NICE, Quick reference Public Health
guidance 24, June 2010.
104
Prof Room, R., Babor, T., Rehm, J. Alcohol and Public Health, June 2011,
http://www.thelancet.com/journals/lancet/article/PIISO140-6736(05)17870-2/fulltext
105
Alcohol-use disorders: preventing harmful drinking, NICE, Quick reference Public Health
guidance 24, June 2010.
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Thousands of lives can be saved each year by introducing a minimum price for alcohol alongside
other measures that make it harder to buy alcohol. Introducing a minimum price per unit and
making alcohol less affordable is the most effective way of reducing alcohol-related harm. NICE
recommends a minimum price for a unit of alcohol should be introduced to help tackle the rise in
problem drinking in Britain106. Economic modelling work for the guidance was carried out at the
University of Sheffield, where researchers found that introducing a minimum price of 50p per unit
reduced levels of alcohol consumption by 10.3 per cent among harmful drinkers and 3.8 per cent
among moderate drinkers.
NICE also reports that making it less easy to buy alcohol, by reducing the number of outlets selling
it in a given area and the day and hours when it can be sold, is another effective way of reducing
alcohol-related harm. NICE provides recommendations for licensing practice107. Suggested actions
include: local crime and related trauma data to be used to map the extent of alcohol-related
problems before developing or reviewing a licensing policy; efficient resources to prevent underage sales, non compliance with alcohol laws and any other alcohol license condition and illegal
imports of alcohol; working in partnership with the appropriate authorities to identify and take action
against premises who consistently sell alcohol to people who are under-age, intoxicated or making
illegal sales for others, who may be under age; test purchases known as ‘mystery shopping’ to
ensure premises are complying with the law; sanctions fully applied to businesses that break the
law, this may include fixed penalty and closure notices.
There is evidence that social marketing can be effective in tackling the misuse of alcohol, working
with a range of target groups, in different settings108. The principles and variables of social
marketing approach could result in producing more cost-effective programmes that reach larger
numbers of the target audience109. Social marketing techniques can also be used to support the
effective dissemination of research findings about alcohol to speed up the process by which new
information can reach, inform practice and support uptake of services in target groups.110
NICE111 recommends that the focus for young people should be on, encouraging children not to
drink, look at delaying the age at which children start to drink and reducing the harm it can cause
among those who do drink.
A meta-analysis of school-based smoking and alcohol use prevention programmes showed that
alcohol interventions successfully increased knowledge regarding the risks of alcohol behaviour,
however, attitude and behaviour change regarding alcohol seemed more difficult to achieve112.
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www.nice.org.uk/guidance/PH24
108
Gordon, R., McDermott, L., Stead, M., Angus, K The Effectiveness of Social Marketing
interventions for health improvement: What’s the evidence?June 201, Volume 120, Issue 12,
Pages 1133-1139, December 2006.
109
Lefebvre, R., C., Flora, J., A., Social Marketing and Public Health Intervention,
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.
NICE 113 suggests school interventions on alcohol should be: an integral part of the national science
and PSHE education curricula; tailored to the needs of different age groups; increase knowledge of
the potential damage alcohol use can cause; provide the opportunity to explore attitudes to alcohol
use; help develop decision-making and increase awareness of the role of the media.
Research indicates that social reinforcement models are more effective than awareness raising
programmes in changing behaviour. One report looked at the influence of family and friends on
young people’s drinking and drew upon five research projects to examine the implications of how
family and friendship groups influence young people’s drinking cultures for policy and practice
interventions in reducing alcohol-related harm114. It was found that family is a key influence on
children and young people’s behaviour and that parental supervision and parental drinking in front
of children are key factors that influence a child or young person’s knowledge, attitude and
behaviour in relation to alcohol. Parents tended to rely on their own childhood experiences with
alcohol and personal beliefs rather than government public health messages.
It was found that prevention and harm reduction approaches need to take into account variations in
parent-child dynamics, social contexts and socio-economic factors, that public health messages
need to connect more with the realities of parents’ attitudes and practices in order to be applied
flexibly as their children grow up. It was also found that interventions which aim to enable young
people to manage their drinking need to consider group drinking situations and decision-making not
just individuals’ behaviour, other suggestions were for further consideration of pricing as a harmreduction measure and the need for alternative appealing spaces for young people to socialise with
friends115.
Another study, which looked at the effect of interethnic friendships on drinking behaviour, reached
similar conclusions highlighting that drinking was more likely to be dependent on family influences,
local area and community, and willingness to mix with others from different beliefs116.
6.2

Tier 1 Treatment:

A review of international literature on alcohol use in college students found that web-based
screening and brief intervention was feasible in Sweden and New Zealand, acceptable to students,
and effective in reducing hazardous drinking for 6–12 months117. One randomised controlled trial
went further and found that by simply screening students for hazardous drinking, via the internet,
they detected a reduction in alcohol consumption118.
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NICE119 recommends that screening, brief interventions for both young people and adults, and
effective referral systems should be employed.
Research shows that early intervention in primary care is feasible and effective 120. The Cochrane
review of the effectiveness of brief interventions in primary care populations121 found that a way to
reduce consumption levels in the community is to provide one to four brief intervention sessions in
primary care. It was found that after a year people who had received a brief intervention or a
control intervention drank less alcohol than people in the control group.
A new report122 has exposed missed opportunities to tackle alcohol abuse through existing sexual
health services. The report highlights clear evidence linking alcohol consumption to poor sexual
health, particularly in the young: 82% of 16-30 year olds report drinking alcohol before sexual
activity; People who drink heavily are more likely to have unprotected sex with multiple partners;
20% of white 14-15-year-old girls report going ‘further than intended' sexually when drunk. Key
recommendations include: sexual health services should provide information that highlights the
link between alcohol consumption and poor sexual health outcomes and signpost sources of
useful advice on drinking sensibly; all clinicians providing sexual health services should be trained
in asking about drinking habits through use of a recognised screening tool; all sexual health
services should develop a robust care pathway to refer patients for further support, including local
alcohol services; new commissioning arrangements should ensure that the service specifications
for sexual health in primary care and specialist services include opportunistic alcohol screening
and brief interventions for young people.
The Cochrane review of brief interventions for heavy alcohol users123 admitted to hospital found that
alcohol consumption could be reduced at one year follow-up for people who received brief
interventions as in-patients, and that this reduction resulted in the individual consuming significantly
less alcohol per week.
It has been established that hazardous or harmful drinkers may benefit from brief interventions
given by generic workers in almost any setting124.
NICE recommends that commissioners ensure that their plans include screening and brief
interventions for all people at risk of an alcohol-related problem, which includes people from
disadvantaged groups125 .
NICE advises commissioners to ensure that there is sufficient strategic direction, governance
structures and supervision for those providing screening and brief interventions. They advise that
staff should have access to resource packs which include: a short guide on how to deliver brief
intervention, a validated screening questionnaire, a visual presentation (to compare a person’s
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drinking to the average), practical advice on how to reduce alcohol consumption, a self-help leaflet
and a poster for display in waiting rooms. Training should be delivered on how to provide alcohol
screening and structured brief intervention, and extended brief interventions126.
In terms of intervention strategies for young people, NICE guidance127 recommends IBA be used
with under 18s, although omits recommendation of the use of identification tools for young people
aged 10 to 15. Alcohol Concern suggests IBA at ‘alarm bell moments’ (e.g. an emergency
department attendance or contact with the crime reduction agencies due to unsupervised drinking)
could be particularly effective with young people.
It was also found that interventions which aim to enable young people to manage their drinking
need to consider group drinking situations and decision-making not just individuals’ behaviour, and
the need for alternative appealing spaces for young people to socialise with friends128.
NICE acknowledges that there are no national guidelines on what constitutes safe and sensible
alcohol consumption for children and young people129.
NICE recommends children and young people aged 10 to 15 years who are thought to be at risk
from their alcohol use are a key target population. People who should take action include
professionals with a safeguarding role for children and young people. Actions identified include:
ensure consent from the children and young people involved (or parent/carer) to alcohol-related
interventions and treatment; obtain detailed history of alcohol use which may also include other
factors such as family and education history. Professional judgement is essential to decide on the
appropriate course of action, and knowledge of other referral services such as, child and adolescent
mental health services and young people’s alcohol services130.
6.3

Tiers 2 & 3 Treatment

The recent NICE clinical guidelines131 on alcohol have identified best practice in the diagnosis and
treatment of hazardous, harmful and dependent drinkers informed by a review of the latest
evidence. The guidelines encompass the following elements: identification and assessment in all
settings; assessment in specialist alcohol services; general principles for all interventions;
interventions for harmful drinking and mild alcohol dependence; assessment for assisted alcohol
withdrawal; interventions for moderate and severe alcohol dependence; assessment and
interventions for children and young people who misuse alcohol; interventions for conditions comorbid with alcohol misuse.
Diagnosis and assessment of the severity of alcohol misuse is important because it points to the
treatment interventions required. Acute withdrawal from alcohol in the absence of medical
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management can be hazardous in people with severe alcohol dependence, as it may lead to
seizures, delirium tremens and, in some instances, death132.
Seeking help is typically a consequence of experiencing prolonged alcohol-related problems. The
majority of people (including dependent drinkers), move in and out of different patterns of drinking
without recourse to professional treatment. Unassisted or natural recovery is often mediated
through self-help, family and friends, and mutual aid groups. Effectiveness is determined as much
by how treatment is delivered as by what type of treatment is delivered, with cognitive behavioural
approaches the most successful.
Dependent drinkers may benefit from more intensive treatment given by specialist workers.
Interventions were found only to be effective if delivered in accordance with their current
descriptions of best practice and carried out by a competent practitioner. Stepped care is seen to
be a rational approach to developing an integrated service model.133
NICE134 recommends that prevention as an ‘invest to save’ measure should be used to prioritise
alcohol-use disorders. It is recommended that commissioners make provision for the likely
increase in the number of referrals to services providing tier two, three and four structured alcohol
treatments as a result of screening. It is recommended that commissioners should ensure that at
least one in seven dependent drinkers can get treatment, and that formal evaluation should be
included within the commissioning framework so that alcohol interventions and treatment are
routinely evaluated.
NICE advises commissioners to ensure that there is sufficient strategic direction, governance
structures and supervision for specialist workers135.
NICE has produced clinical guidelines covering acute alcohol withdrawal including delirium
tremens, alcohol-related liver damage, alcohol-related pancreatitis and management of Wernicke’s
encephalopathy136. It is helpful from a clinical perspective to subdivide dependence into categories
of mild, moderate and severe to guide the selection of appropriate interventions. People with mild
dependence (those scoring 15 or less on the Severity of Alcohol Dependence Questionnaire;
SADQ) usually do not need assisted alcohol withdrawal. People with moderate dependence (with a
SADQ score of between 15 and 30) usually need assisted alcohol withdrawal, which can typically
be managed in a community setting unless there are other risks. People who are severely alcohol
dependent (with a SADQ score of more than 30) will need assisted alcohol withdrawal, typically in
an inpatient or residential setting.
7.0 CURRENT ACTIVITIES AND SERVICES
Social Marketing Campaign – Save Dave
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Workforce Development – comprehensive training programme for providers
Universal drug & alcohol education to schools via PHSCE & citizenship lessons
and health events (DAAT).
Regulation of supply through test purchasing & licensing
Opportunistic screening and brief intervention in primary care and other providers
(Tier 1)
Integrated treatment system model commissioned from CRI New Direction (since
October 2010), with a flexible and comprehensive approach to substance misuse
treatment with a strong focus on recovery and re-integration, delivering advice
and information (recent increase in alcohol posts , now 4 based in primary care,
A & E & hospital wards) (Tiers 2) and structured counselling and prescribing
interventions (Tier 3) to adults and young people
In-patient and residential rehabilitation provision (Tier 4) is delivered by a variety
of different providers
Ante-natal Drug and Alcohol Service
Alcohol advice and information provided through Young Offender Team and
Probation service
The Service User Council and The Lighthouse Social Club which supports people
with histories of Mental ill health, homelessness and/ or substance addiction have
been established as social enterprises
Estimated Lewisham alcohol treatment spend for 2010/11 was £1,437,613
Combined funding from the Home Office and the Department of Health, known as the Pooled
Treatment Budget (PTB), for drug treatment services is allocated annually to Drug and Alcohol
Action Team Partnerships. Allocations to Drug and Alcohol Action Teams are made on a formula
basis that recognises key deprivation factors. Lewisham received £1,253,633 last year. The DAAT
commissions treatment services to meet the assessed needs of individuals in their area. In addition
NHS Lewisham contributes £184,000 to alcohol services, excluding prescribing and training costs.
Table 9: Summary of expenditure on alcohol prevention and treatment in Lewisham
Prevention
Social Marketing Alcohol Awareness Campaign -Save Dave and training
£ 41, 550.
programme
Licensing Act enforcement on alcohol
£202,500
Trading Standards
Treatment
Community treatment services
£497,186
Supporting People
£186,447
A&E Hospital Liaison Post
£47,000
Hospital Liaison Recovery Post
£30,000
Lewisham Alcohol Local Enhanced (ALES) Post
£47,000
Primary Care Alcohol Recovery Post for Dependent
£60,000
Drinkers
In Patient Alcohol Detoxification
£250,000
Tier 4 Rehabilitation
£300,000
Total
£1,661,683
Many of the costs of services are met from generic budgets such as the Neighbourhood Community
Safety Service and the GP contract and are not separately identified.
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7.1 Prevention and Education
7.1.1

Social Marketing Campaign – Save Dave

The Lewisham Drug and Alcohol Action Team (DAAT) have run awareness campaigns to highlight
the health risks associated with excessive alcohol consumption, including seasonal alcohol
awareness events and the development of a campaign website.
The Save Dave campaign focused on men aged 35 and over, drinking at a hazardous and harmful
level and their friends, family, colleagues and professionals who know harmful drinkers to support
them to get help. Since the campaign was launched in August 2010, the website has attracted 896
visits in total; 2,487 page views; 741 Unique visitors – Search Engines providing the smallest % of
traffic sources (only 2.34% compared with 57.14% from direct traffic and 40.51% from referring
sites). This cost of this campaign was £20,000.
7.1.2

Workforce Development

Lewisham DAAT continues to facilitate the Lewisham Drug & Alcohol Training Programme. The
programme is developed and delivered in partnership with local drug and alcohol treatment service
providers and the service user council. The training programme offers specific courses including
basic and intermediate alcohol awareness and is also included in the Health Promotion training
programme, co-ordinated by the Lewisham Public Health Team.
In addition bespoke training is provided, tailored to individual need, targeting a range of service
providers including schools, community groups, and professionals working with drug and alcohol
users in the area.
7.1.3

Alcohol education in schools

Lewisham DAAT provides universal drug & alcohol education to schools. This work is delivered via
Personal Health Social and Citizenship Education (PHSCE) lessons and health events. All drug and
alcohol education is delivered to students in line with national curriculum guidance. This is tailored
within in each key stage and has a focus on developing knowledge, skills and exploring attitudes.
A targeted ‘carousel’ approach to drug education is provided by the DAAT aimed at alternative
education services via the local Pupil Referral Units. The DAAT also contribute to the Junior
Citizens event is organised by the Metropolitan Police in partnership with London Fire Brigade for
10 to 11 year olds.
7.1.4

London Fire Brigade

As part of the Alcohol Delivery Group Action Plan, the Fire service has introduced an electronic
Home Fire Safety Visit referral system with the intention of reducing alcohol-related fire deaths.
The LFB have also worked closely with housing teams to ensure that wherever possible vulnerable
tenants receive safety information and a home fire safety visit.
7.1.5

Licensing

The Licensing Act (2003) was implemented in November 2005. It provides the framework for the
licensing of all premises which sell or supply alcohol. The Act covers pubs, clubs, bars and offlicenses, as well as cinemas and late-night refreshment venues. When an application is made for a
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license to sell alcohol, the applicant must display a notice in the window of the premise involved
stating that a license has been applied for. The applicant must also place an advertisement in the
local newspaper, stating the same. Objections may be made against the License by either the
public or a Responsible Authority, as defined by the Licensing Act, but these objections have to be
valid under the terms of the Act. In order for objections to be valid, evidence should be provided that
the proposed premises would cause or aggravate an existing problem with regard to public
nuisance, crime and disorder, public safety and / or protection of children from harm.
There are approximately 800 premises licensed under the Licensing Act 2003 in Lewisham for
alcohol. Lewisham Council’s Licensing Enforcement team are responsible for responding to and
addressing complaints. They operate a 24 hour callout assistance for the police and a full night shift
across weekends along with the normal hours through to evening all week. Officers visit and
monitor all local authority licensed premises across Lewisham approximately 3-4 times a year for
routine checks of all the conditions of license. These checks ensure promotion of the licensing
objectives which are: The Prevention of Crime & Disorder; The Protection of Public Safety; The
Prevention of public Nuisance; The Protection of Children from Harm
Where there are concerns about premises or previous breaches more frequent checks are
undertaken, and if a warrant is to be served on licensed premises, a licensing officer will attend with
the police.
The cost of the Lewisham Council’s Licensing Enforcement team is £445,000 per annum, however,
this is off set by income, therefore the actual cost is £202,500 per annum.
Pubwatch is a community based crime prevention scheme, supported by National Pubwatch. It is
organised by the licensees themselves to afford each other confidence and support, as well as
some form of protection. The scheme, at its simplest, is a message-passing link between
licensees, the object of which it to combat violence and other criminal conduct. It also provides
better communication between licensees and police and provides a forum for the discussion and
solution of problems relating to violence on licensed premises.137 In Lewisham there is no
dedicated Pubwatch officer as there are in some other areas. There is a semi-active Pubwatch
scheme in New Cross and Blackheath.
7.1.6

Trading Standards

Lewisham’s Trading Standards are responsible for developing a rolling programme of teams of
young people (under 18) to attempt to purchase alcohol from off-licensed premises as part of the
Licensing Act 2003. The alcohol checks are interspersed with underage checks on tobacco and
other age-related products. These are known as “Test-purchases” and rely upon selected and
trained young people attempting to buy alcohol from the premises selected. The number of
volunteers available fluctuates and campaigns are either little and often or one focussed exercise
across the borough, which makes trends hard to interpret.
The outcomes of initiatives during the past year included:
‘Test purchases’ by young people under supervision at 28 premises, resulting in: warning
letters to 3 owners regarding illegal sales; and 3 fixed penalty notices to sellers and
warnings to the owners;
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20 premises with persistent sales of alcohol visited 3 times, resulting in a 48 hour Closure
Notice followed by licence review and a 3 month ban on alcohol sales for one premises and
licence reviews for 4 premise with conditions attached.
Joint visit with Police and other agencies to Ladywell Fields to tackle antisocial drinking in
park shelter followed by visits to local licensed premises to educate traders re: sales to the
inebriated
Trading Standards adopted a policy of informing premises who have refused a sale, that they have
been checked. This is not to 'congratulate' them on complying with the law but to make them aware
that checks really do take place and encourage continued compliance.
To-date, there has been no action taken to test 'Challenge 21', the voluntary policy which is adopted
by many off-licenses and bars to ask for proof of age from anyone who looks under 21.
7.1.7

Workplace Alcohol Policies

Alcohol misuse can cause: absenteeism; illness; increased staff turnover; poor performance;
reduced productivity in the workplace; health and safety impacts-accidents in the workplace.
A number of organisations in Lewisham have alcohol policies including Lewisham Council,
Lewisham Healthcare Trust, the Metropolitan Police, the London Fire Brigade and Job Centre Plus.
The policies raise awareness and safeguard and support employees with alcohol related issues i.e.
dependency and addiction. The policies for Lewisham Council and Lewisham Healthcare Trust are
described below in more detail in Appendix ?:
7.1.8 Street Drinking and Antisocial Behaviour
The Safer Lewisham Partnership is committed to alleviating this problem. Within the
Neighbourhood Community Safety Service (NCSS) there is an ‘Alcohol Working Group’ which looks
at a variety of areas which impact on alcohol related disorder, such as enforcement, licensing, and
responsible retailing of alcohol. The NCSS is currently undertaking a variety of approaches to
address alcohol related anti social behaviour and crime, which are described below:
Multi agency enforcement days in January 2012 involving NCSS, Police, Licensing, Trading
Standards, CRI – New Direction, Department of Work and Pensions, Health & Safety and
Animal Welfare. These enforcement days will target identified drinking hotspots such as
Deptford High Street, Rushey Green and Sydenham Road. The group is also working to identify
problem Off Licenses across the borough and to target these with ‘Responsible Retailer
Agreements’ to encourage more responsible sales of alcohol.
Problems Solving Panels (PSPs) which aim to bring together all relevant partners to develop
an action plan to address crime and anti social behaviour in specific areas in the borough. It is
via the problem-solving panels that the 85 street-drinkers who have been identified will be
approached and asked if they want to have an Acceptable Behaviour Contract to address their
anti-social behaviour. The NCSS has worked with Licensing and the Police to coordinate and
gather evidence to support a license review of a problem Off License in the area which has
contributed to a large amount of alcohol related disorder and anti social behaviour. The
Licensing Committee took the decision in July 2011 to revoke the alcohol license of this Off
License, and with the joint efforts of Licensing, NCSS, Legal Services and the Police, further
evidence was provided to ensure this decision was upheld in court at an Appeal Hearing in
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November 2011. Following this, further work is to be conducted in conjunction with Licensing
to seek reviews of other identified problem Off Licenses along Deptford High Street, using a
similar process of evidence gathering from the community, CCTV, and from partners.
Borough-wide Designated Public Place Order - The Safer Lewisham Partnership decided to
extend the DPPO on a permanent basis across the borough, following an evaluation of a pilot in
2010. The NCSS currently monitors its enforcement and effectiveness in addressing the
problem of street drinking and alcohol related disorder in identified hotspots. The NCSS and
Lewisham Police are currently working together to ensure that enforcement of the DPPO is
consistent across the borough and that all Police Officers are clear on what powers the DPPO
provides to assist them in dealing with alcohol related disorder. Training for all Safer
Neighbourhood Teams is due to commence in January 2012 and will be delivered in partnership
by the NCSS and Lewisham Police. Information cards will be provided to all Officers outlining
the powers available which they can use when required. The NCSS will coordinate regular
reviews of the Order on behalf of the SLP.
The use of Section 27 of the Violent Crime Reduction Act 2006 would also assist with
enforcing against street drinking and prevent the escalation of alcohol related disorder. Section
27 enables Officers to give any individual likely to cause alcohol related disorder ‘direction to
leave’ a specific locality for up to 48 hours. It is an offence for the individual to return to that area
within the specified time and can result in their arrest. The NCSS is also working with CRI and
Penrose to produce an agreement which would enable Officers to contact treatment services in
the locality where the individual has been dispersed to establish if that individual is required to
attend an appointment within the 24 or 48 hour period.
7.2

Treatment

A summary of services provided at each tier is in Appendix 5.
7.2.1

Tier 1: Screening and Treatment

Tier 1 services are provided by non-substance misuse specialists and involve signposting into the
treatment system.
Primary Care
The aim of offering alcohol screens (using a standardised screening tool - AUDIT C), within the
primary care setting is to provide to an opportunistic screening and brief intervention (BI) service
which is initiated by primary care practitioners (i.e. GP/ Practice Nurse) to reduce alcohol
consumption in hazardous drinkers before they become problematic drinkers. All 48 GP Surgeries
in the borough are signed up to the scheme for the following patients: New patients; Patients at
antenatal checks; GI complaints; Patients with chronic diseases, such as Diabetes, CHD,
Depression, Hypertension and Epilepsy. Screens are also offered opportunistically.
This service has recently been integrated with the NHS Health Checks provided by GPs, which was
launched in Lewisham in February 2011. The purpose of the check is to reduce the risk of people
developing heart disease, stroke, kidney disease and diabetes. Everyone between the ages of 4074 years is invited for a check every 5 years. An individual's lifestyle factors (physical activity,
healthy eating, smoking, alcohol) are recorded and healthy lifestyle advice is given. The health
check is also provided some pharmacists and an outreach team. This service is provided under the
Direct Enhanced Service, which is part of the overall GP contract. There is no additional cost.
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Table 10: Alcohol screens in general practice
Feb 09 – Jan 10
72

Feb 10 – Jan 11
94

The number of existing patients with chronic disease and
relevant symptoms within the financial year who have had the
short standard case finding test (FAST or AUDIT-C)

3933

5674

Total

4005

5768

The number of newly registered patients aged 16 and over
within the financial year who have had the short standard case
finding test (FAST or AUDIT-C)

The number of newly registered patients who have been screened for alcohol is low, however the
numbers have increased. There were a large number of practices where no alcohol assessments
were undertaken with newly registered patients, however these have reduced from 2009/10 to
2010/11 (21 practices to 15 practices from a total of 47 practices). There were only 3 practices in
2009/10 and 2 practices in 2010/11 where no alcohol assessments were made with people with
long term conditions138.
Lewisham Youth Offending Scheme (YOS) workers undertake an ASSET screen on each new
client and one of the questions asked is about any possible link between their drug and alcohol
usage and their offence. They are then referred to the CRI/New Direction Young People’s
Substance Misuse Worker if required.
Domestic Violence
There is an ongoing pilot being undertaken at Lewisham Police Station which aims to engage
clients arrested for a domestic-violence related offence where any substance misuse is highlighted.
The arresting officer alerts the drugs worker when the arrestee is brought into Lewisham Police
Station. The numbers for the pilot are still very low and the lead drugs worker is meeting regularly
with the detective inspector of the community safety unit to increase the number of referrals being
made. At present, most assessments are done via cell sweeps. There is also ongoing work to
encourage uptake and engagement for those clients who are referred.
In addition, the Multi-Agency Risk Assessment Conference (MARAC)139 runs meetings where
information on high risk domestic abuse victims is shared between local public agencies From
April 2010 to March 2011, of the 281 cases discussed at the MARAC, there were 29 cases of
alcohol-use by the victim where alcohol was flagged as a concern and 60 cases where the
perpetrator’s drinking was flagged as a concern. Of the cases where alcohol misuse was flagged,
35 of these were cases which involved children.
Services to support victims of Sexual Assault and Violence
The Havens Camberwell is a specialist centre for people who have been sexually assaulted or
raped. The Havens staff are experts in advising, supporting and treating those who have
experienced sexual violence in the last 12 months. The DAAT has delivered specialist drug and
138
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alcohol training to the staff team to help improve the knowledge and awareness of substance
misuse issues. The Home Office has commissioned advice on safer drinking through Suzy
Lamplugh Trust and Alcohol Concern. Advice includes planning ahead, not accepting drinks from
others, and not travelling home alone. It is also suggested not to ‘save up’ the weekly alcohol
allowance to binge drink on one night140.
Services to support offenders, their families and carersPenrose Fusion provides support to
offenders, their families and carers in the London Borough of Lewisham who have committed
offences in order to reduce their level of re-offending and refer to treatment services where
appropriate.
7.2.2

Tier 2 Treatment

Since October 2010, Lewisham has adopted an integrated treatment system model. The new
service provided by CRI New Direction, combines the tiered model as it offers a flexible and
comprehensive approach to substance misuse treatment with a strong focus on recovery and reintegration. This system is capable of responding quickly to new demands with a focus on additional
indicators to drive quality and performance.
The service offers a tailored individual treatment care pathway from Rapid Access to Engagement
and Care Coordination with those service users presenting with complex needs receiving care from
the Complex Needs Team.
The Alcohol Local Enhanced Scheme (ALES) Practitioner
A specialist full-time worker has supported the Alcohol Local Enhanced Scheme since 2008, when
it was founded in Lewisham. The service aims to reach harmful and hazardous drinkers who have
attended appointments with their GP and other healthcare professionals and been screened. The
ALES Practitioner (employed by CRI) offers brief interventions consisting of information on the
effects of alcohol, safer drinking practices and raising self-awareness through motivational
interviewing and carries out onward referrals where necessary.
During October 2010/2011 the ALES worker has had 197 referrals, completed 192 Assessments
and delivered Brief Interventions to 192 patients over 418 sessions. The ALES worker has also
completed 75 care plans, referred 18 patients to other services and has only had 6 patients dropout.
Hospital Liaison Service (University Hospital Lewisham)
The Hospital Liaison nurse-post aims to provide specialist advice and liaison to all wards and
departments which includes providing specialist assessment of patients presenting with drug and/or
alcohol issues with in a bio-psycho-social framework and offering opportunistic brief interventions to
clients assessed whilst in hospital.
A&E Alcohol Liaison Service
The Alcohol Liaison Service is staffed by one full-time nurse, who attends three clinics at A&E and
one at the psychiatric outpatient ward per week, provides specialist advice and information to the
A&E department, completes assessments and provides key working for patients seen in the A&E
department, offers opportunistic brief interventions to clients assessed at A&E, has the capacity to
provide 1 home detox per week for patients who have been through the A&E department.
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Since the 1st April 2011, the A&E nurse has had 62 assessment slots available to A&E, A&E
referred and booked in 36. Of these 36 booked appointments, only 16 attended the appointment.
Of these 16, 3 where referred to other services and 16 where referred into CRI -New Direction. All
16 engaged in a structured treatment programme. One successfully completed an ambulatory
detoxification from alcohol. Altogether 21 clients have been referred from Lewisham hospital since
April 2011 for structured alcohol treatment. To date 4 have been transferred out of treatment and 4
have completed treatment.
Alcohol Hospital Liaison Recovery worker
A new hospital post has recently been recruited by CRI in order to support both the ward based
hospital liaison post and the A&E alcohol liaison post. This is a part time post to further the
potential savings associated with offering brief interventions within a hospital setting.
Young Peoples Substance Misuse and Support Services
Tier 2 and Tier 3 alcohol services for Young People in the borough are delivered as part of an
integrated treatment system by the provider CRI Young Persons Substance Misuse Service (CRI
YPSMS). Tier 3 services involve comprehensive assessment and care-planned interventions. Tier
3 interventions are comprised of at least 6 sessions.
The in-treatment data includes both those young people with alcohol as a main and secondary
drug, as the numbers of young people referred to services for alcohol-only substance misuse is low.
Data from 2007 to 2011 is used because the numbers of young people in treatment is low.
The largest percentage of referrals came from universal education (22%), followed by Looked after
Children (14%) and Health and Mental Health Services (14%). There was a varied spread of
referral sources which shows that agencies in the area are aware of and make use of the referral
pathways.
CRI also works closely with the Drugs and Alcohol Specialist worker within the Youth Offending
Service (YOS) who delivers treatment for young people involved in the Criminal Justice System.
Services continue to develop to reflect the needs of the young people of the borough, including
continued partnership work with CAMHS (Children and Adolescent Mental Health Services) who
had previously delivered a Tier 3 service for young people with complex substance misuse needs.
Now Young People with mental health needs and substance misuse needs are seen by CRI
workers and if there is a requirement to undertake a statutory mental health diagnostic assessment
this is completed by CAMHS.
The Common Assessment Framework (CAF) is well established in Lewisham. It is embedded in the
borough’s process when working with children, young people and families. The CAF is the preferred
tool for early identification, early intervention and multi-agency working. The CAF is key to
identifying children and young people who are affected by substance misuse and facilitating their
access to treatment ensuring the child or young person has the necessary support through the
team around the child to make positive changes in their life.
The role of the Hidden Harm Co-ordinator was created in autumn 2009 in response to the rising
issue of parental substance misuse. The role places an emphasis on services working together in
order to protect children and safeguard their health and well-being. This work has been highlighted
by the National Treatment Agency as a model of best practice. This ‘Think Family’ holistic
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approach is embedded through the universal guidance available from the safeguarding children’s
board141.
The Hidden Harm Co-coordinator continues to work with some of the most vulnerable families in
Lewisham ensuring early entry into adult treatment for parents. Referrals are accepted from
universal children’s services where there are issues around parental substance misuse. The
parent is visited at home and a holistic support plan is formulated with the parent and shared with
the professionals from children’s services, direction is offered to other agencies in how to best
support the needs of the family. Plans will include a range of services from drug and alcohol
treatment, support for young people, parenting, counselling services, floating support, debt
advice, training and employment and onward referral to more specialised services like Mental
Health. The post also acts as single point of contact for professionals in the borough. It also
provides the following: safeguarding supervision to treatment service staff; information advice and
support to the social care staff; training to professionals; oversees complaints relating to parents
in treatment; leads on supporting substance misuse services to work effectively with children's
social care; leads on improving outcomes for parents; improves access to services for parents;
embeds an integrated framework.
Alcohol Treatment Requirements (ATRs)
An Alcohol Treatment Order is issued by the court where alcohol has been identified as associated
with an offence. There were 62 ATRs issued during the period 01 October 2010 and 30 September
2011 in Lewisham, which was 10% of the 606 Community Orders and Suspended Sentence Orders
supervised by Lewisham Probation142. Those with alcohol misuse issues were over represented in
the drug misuse population compared with the total Lewisham offender population.
Lewisham Probation Trust currently runs an ATR group which is open to offenders subject to
community orders and license.
7.2.3

Tier 3 Treatment

Tier 3 services involving structured counselling and prescribing interventions are delivered by CRI –
New Direction.
Primary Care Alcohol Recovery Worker for Dependent Drinkers
During August 2011, additional funding was allocated to provide a worker to be placed within the
GP setting to focus specifically on those dependent drinkers who are identified within the
community who would benefit from one to one interventions, shared care or referral into services.
This post will initially focus on the development of working within a practice the both north and south
of the borough, to reflect the identified need to bring services to service users within the community.
Lewisham Ante-natal Drug and Alcohol Service
The LANDS team consists of members of the CRI-New Direction team, a LANDS midwife, a
consultant Obstetrician and the scan clinic. Social workers and health visitors also work with
patients to address some of their wider support needs, i.e. child protection issues, parenting issues
and financial support and advice.

141

A guide to working with substance using parents and their children, London Borough of
Lewisham Hidden Harm Co-ordinator – Drug & Alcohol Action Team, 2010
142
This data has been extracted from the Delius database and the eOASys system by Lewisham
Probation
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Full ante-natal care is offered for patients who use alcohol or other illicit substances. A full medical,
social and obstetric history is taken and relevant onward referrals are made for specialist health
services. Urine testing is also provided to ensure that all substance misuse is addressed, even
when a patient is not willing to disclose.
All pregnant women who use alcohol are offered a scan before 21 weeks for foetal alcohol
syndrome. Referrals to LANDS come from CRI–New Direction or from GPs. Midwives can also
refer into LANDS from the mainstream midwifery services. All newly-booked clients will receive
screening on their alcohol consumption. If an alcohol or drug detoxification is required for a
pregnant woman then there is referral to Acute Assessment Unit Camberwell where specialist
provision is available. This is funded by Lewisham Council. Post-natal support is offered to
patients through CRI-New Direction and social work teams as appropriate. The LANDS nurse
reports anecdotally that there are very few alcohol-only clients who are seen by the team. At the
time of writing the needs assessment there were 21 clients in 2008, 8 clients in 2009 and 30 clients
in 2010 registered with the LANDS team for drug and/or alcohol misuse.
7.2.4

Tier 4 Treatment

Specialist Tier 4 in patient and residential rehabilitation provision are delivered by a variety of
different providers, dependent on the needs of the client.
7.2.5

Other Services

User and carer involvement
Historically, user and carer involvement has been delivered as separate entities within the treatment
system. Through moving towards a holistic treatment approach, it was recognised that although
independent services were required to meet service user requirements a model that incorporates
users and carers at the heart of the treatment system will lead to improved recovery and community
integration.
The Service User Council and The Lighthouse Social Club which supports people with histories of
mental ill health, homelessness and/ or substance addiction have been established as social
enterprise models thus benefiting from both statutory funding and private sector charitable grants.
This model allows them to be supported fully by third sector partnership agencies in the borough
and leads to autonomy and independent monitoring of the treatment provision. Service user and
carer involvement will play a key role in this partnership in personalisation of services within primary
care and the DAAT.
Aftercare Provision
The treatment provider, CRI/New Direction offers additional services to support clients in recovery.
The After Care Group is for people who have completed drugs/alcohol treatment and require
ongoing support in their recovery process. The group is facilitated on a weekly basis by trained peer
mentors – people who have been through the recovery process themselves.
There is also a relapse prevention group which is run weekly at CRI - New Direction. The group is
delivered on a twelve week rolling programme with the aim of identifying and preventing high-risk
situations.
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Recovery Champions
The DAAT have encouraged the incorporation of the role of Recovery Champions at a strategic
level. This is to ensure that dedicated leadership is provided to enable and enhance the continued
focus on recovery and integration across the treatment system and to create sustainable
community integration.
The recovery agenda is also expected to operate at service level, to ensure recovery and
integration activities are a central focus of service delivery and provide ongoing support that
ensures services improve to meet service user needs, in respect of ongoing developments both
nationally and locally.
8.

LOCAL VIEWS
72% of Londoners are worried about the impact alcohol is having on their communities
and 51% think that given more power over local licensing would improve things for their
community143.
Street drinkers continue to be identifed as a problem by some Lewisham residents with
limited resources to address their needs. 144
‘Crying out for services which offer a way into normality and regaining a place in the
community’. This means services which are easily accessible and working in the recovery
model.
Increase the number of group relapse prevention sessions per week available to service
users attending the dependant drinkers group to provide added support
Appropriate pathways to scarce resources such as detoxification and rehabilitation
services
Recovering drinkers should be placed in accommodation which aids their recovery.
Information on services and referral pathways be made more readily available to GPs and
other agencies

8.1

A London survey of 7,500 showed that 72% of Londoners are worried about the impact
alcohol is having on their communities and 51% think that given more power over local
licensing things would improve for their community145.

8.2

Service user views
The location of treatment and recovery services impacts on service users ability to attend –
there is currently one central hub operating in the borough and some service users may not
be able to walk from other parts of the borough
Have the option of using of different sites for treatment and recovery services, to reduce
anxieties of service users community, family members and other service users
Street drinkers continue to be identifed as a problem by some Lewisham residents with
limited resources to address their needs. 146
‘Crying out for services which offer a way into normality and regaining a place in the
community’. This means services which are easily accessible and working in the recovery
model.

143

London Health Improvement Board November 2011
Lewisham DAAT
145
London Health Improvement Board November 2011
146
Lewisham DAAT
144
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Increase the number of group relapse prevention sessions per week available to service
users attending the dependant drinkers group to provide added support
Increase the number of group meetings per week available to service users attending the
dependent drinkers group to provide added support
Lack of informal outreach/social support services for dependent drinkers to provide setting
for opportunistic brief interventions and onward referral
8.3

Provider Views

A short-survey was devised by the LBL Supporting People team in order to understand more about
the providers knowledge and opinions on alcohol treatment services147. A summary of the results
are as follows:
Providers suggested that information on services and referral pathways be made more
readily available to GPs and other agencies working with their clients and that referral routes
be simplified.
Offering wider variety of more specialist services would seen as being an area of
improvement for alcohol services
Providers suggested that some clients do not feel comfortable attending the main CRI–New
Direction premises due to the stigma attached to the service.
Increase the speed of access to detoxification services and better joining up with
rehabilitation services could improve treatment outcomes.
The recovering drinkers should not be placed back in wet hostel accommodation.
Other provider views:
There is little to cater for the more complex and vulnerable clients and not
enough 1:1 work to support those that are more chaotic and dependant.
The ALES Service is great, as it is flexible, local and accessible for parents, but
its intervention is limited to the less dependant drinkers.
8.4

CRI/New Direction views about children and young people 148

The CRI Young People’s service is seeing an increasing number of clients using alcohol. ‘Young
people prefer to use cannabis over alcohol. Alcohol is generally used socially at house parties over
the weekends as it is cheap.
Referrals from A&E tend to be related to alcohol misuse, as young people are less likely to present
with cannabis-related injuries, intoxication and overdose. Sometimes the young people have been
in drunken fights and are flagged at safeguarding meetings. There appear to be more alcohol
clients coming from mainstream education and more cannabis clients coming from alternative
education.
Most young clients who are concerned about their alcohol misuse have very high unit consumption.
There tend to be more females than males who are concerned about their alcohol misuse. Many of
the young people have alcohol as a secondary drug. There are less referrals with alcohol alone,
which may be because alcohol use is normalised. Some agencies working with the young people

148

Anecdotal evidence from CRI workers 2011
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consider that getting drunk is an acceptable part of being young, and referrals tend to only come
when other substance misuse is identified.
Often the young people will have drunk alcohol before smoking cannabis. However where smoking
is heavy there is usually less alcohol use reported. The motivation for young people’s drinking
tends to be primarily as a response to an anxiety or as a social activity.

WHAT IS THIS TELLING US?
9.0

WHAT ARE THE KEY GAPS IN KNOWLEDGE AND/OR SERVICES?
Good progress over the past 18 months by the broad based Alcohol Delivery
Group in achieving the actions in the 2009/12 plan
Scored high on NTA self evaluation tool, but gap in clinical engagement from
acute sector
Limited capacity and budget at each tier
Alcohol harm among hidden/mobile population unknown
Precise picture of alcohol spend and cost

There has been good progress over the past 18 months by the broad based, multi-agency, Alcohol
Delivery Group in achieving the actions in the 2009/12 Alcohol Delivery Plan. Lewisham scored
high on National Treatment Agency alcohol self evaluation tool this year, but a gap in clinical
engagement from the acute health sector was identified.
To date, in Lewisham there has been no action taken to test 'Challenge 21', the voluntary policy
which is adopted by many off-licenses and bars to ask for proof of age from anyone who looks
under 21. Moreover, whilst the License Act 2003 is enforced through the Lewisham Council team in
partnership with the police, more intelligence could be gathered regarding the illegal sale of alcohol
and accordingly more enforcement notices issued.
There has been substantial progress on implementing evidenced based interventions and models
of care, but issues regarding capacity and quality remain at each tier and there is little capacity and
investment on prevention.

Lewisham does not currently meet the NICE recommendation of providing specialist treatment
for at least 15% of the dependent population. Currently it is estimated that services are only
provided for about 8% of the Lewisham dependent drinkers (400 compared with an expected
810 dependent drinkers).
Although screening and brief interventions for alcohol are undertaken by many health professionals
working in Lewisham, this is not provided routinely and systemmatically. Alcohol misuse is underidentified by health and social care professionals, leading to missed opportunities to provide
effective interventions149. For example, only a small number of newly registered primary care
patients are screened, and many GPs are unaware of the referral pathway. In addition the lack of
brief interventions on alcohol for young people accessing sexual health services has been identified
as a gap.

149

Alcohol-use disorders: diagnosis, assessment and management of harmful drinking and
alcohol dependence Feb 2011 NICE clinical guidelines
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Service users have highlighted the lack of informal outreach/social support services for dependent
drinkers therefore opportunities to provide brief interventions and onward referral in an informal
setting are missed.
Black and minority ethnic populations in Lewisham are under represented in both treatment
services and hospital admissions. It is not known whether these differences reflect a real need, or
whether there are additional barriers to these ethnic groups entering treatment. Further work is
required to understand the reasons for this.
Help-seeking preferences vary for drinking problems between and within different ethnic groups
suggesting that drinking problems need to be addressed within both mainstream and specialist
services. A greater understanding of cultural issues is needed in the development of alcohol
services in mainstream and specialist settings.
Little knowedge exists about alcohol harm among the hidden and mobile populations of Lewisham.
Many of the costs of alcohol interventions and treatment and the social and economic impact of
alcohol are estimates and do not necessarily provide an exact picture of the actual cost. The
alcohol expenditure for 2010/11 in Lewisham is an estimate only as numbers in treatment will vary
and does not account for poly substance users. There currently is a gap in knowledge of the true
cost to Lewisham of total alcohol expenditure across all agencies, as many provide support in this
area without funding to do so. There are also additional areas which are difficult to quantify.
Whilst it is clear that alcohol harm costs Lewisham an enormous amount of resource, (for example
the estimated cost of alcohol hospital admissions alone is £10m per annum), most of the harm
associated costs are estimates only and extrapolated from national or London information.

10.

WHAT IS COMING ON THE HORIZON?
New national alcohol strategy December 2011
Potential reductions in current funding
Public Health and NTA structural changes 2013
Increasing alcohol harm due to increased deprivation and scoial exclusion from recession

A new national alcohol strategy is forthcoming.
Public health in England is undergoing a major re-organisation with transition to new arrangements
to be completed by April 2013. Many of the public health functions will be transferred to the local
authority. This will also involve structural changes in the National Treatment Agency and
responsibility for drugs and alcohol will sit with public health. There is also a lack of clarity about
future funding for alcohol and there are potential reductions in funding.
There is increasing alcohol harm both within Lewisham and across the country and this is likely to
increase further due to increased deprivation and social exclusion resulting from the recession.
The changes within the Police Reform and Social Responsibility Act150 will lead to a number of
amendments to the 2003 Licensing Act. This will have some impact on the borough’s Licensing
Enforcement Team and the local area.
150

Police Reform and Social Responsibility Act, 2011,
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11.0 WHAT SHOULD WE BE DOING NEXT?
Focus on prevention of uptake by young women through: use of social marketing;
involving families; school programmes
Ensure alcohol is supplied responsibly through: promoting the use existing
licensing powers and good practice; working with alcohol sellers to ensure all
staff properly trained and complying with licensing regulations; A&E data sharing
to ensure a targeted approach to tackling alcohol related violence.
Improve referral pathways and expand interventions to support those most at risk through:
identification; early intervention and brief advice by key professionals; interventions through
the criminal justice system; primary care helping people onto treatment pathways;
accessible levels of treatment
It is clear that whilst progress has been made recently in a number of areas there is much scope for
improvement in terms of systematically implementing evidence based interventions across the
whole pathway, strengthening population based interventions and actively investing to save. It is
suggested that the following proposed areas to reduce alcohol harm in Lewisham are addressed in
the next alcohol delivery plan and by the Shadow Health and Well Being Board:
11.1 Invest to save
Prioritise alcohol-use disorder prevention as an ‘invest to save’ measure. To take a
PBMA151approach to alcohol with a view to shifting the ineffective use of resources downstream
towards prevention and early intervention to reduce the acute burden of alcohol harm.
11.2 Increased focus on tackling the increasing alcohol harm among young women
To use a range of interventions including: social marketing; expansion of providers of brief
interventions, including sexual health services; and peer mentoring in schools and the youth
service. Explore the feasibility of using web based screening and brief interventions with young
women.
11.3 Prevention and Education
Supply alcohol responsibly by promoting the use of existing legislation and policies
Use a targeted approach to tackling alcohol related violence. Use local crime, related trauma and
A & E data to map the extent of alcohol-related problems before reviewing the statement of
licensing policy.
All key partners to undertake a review of their alcohol workplace policies.
Continue the Save Dave campaign and deliver social marketing campaigns to promote safe
drinking among young women.
11.4 Treatment
Ensure locally defined integrated care pathways for alcohol treatment are reviewed
Ensure at least one in seven dependent drinkers can get treatment locally, in line with ‘Signs for
improvement’152.
151

Programme Budgeting, Marginal Analysis
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Routinely evaluate alcohol interventions and treatment to ensure cost effective and evidence-based
NHS professionals should routinely carry out alcohol screening as an integral part of practice.
Review the support given to those offenders with Alcohol Treatment Referrals (ATRs)
Support children and young people aged 10 to 15 years who are thought to be at risk, following
NICE guidance
Lewisham strategic housing department to undertake further work with partner housing providers
who operate in the borough to encourage them to collate and report data regarding vulnerable
tenants and their onward referral where appropriate to alcohol support agencies services153'.
11.3 Intelligence
Further work could explore whether the over representation of the white population in alcohol
specific admissions compared with the black and minority ethnic population is a result of greater
problems with alcohol in the white population or simply a reflection of the differences in age
composition of the two populations. Moreover it is unclear whether the differences in treatment
reflect need, or whether there are additional barriers to these ethnic groups entering treatment.
More work is needed in this area.

152

Department of Health (2009) Signs for improvement – commissioning interventions to reduce
alcohol-related harm. London: Department of Health.
153
LBL Strategic Housing
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APPENDIX 1: CHRONIC LIVER DISEASE PREMATURE MORTALITY

Figure 1A
Premature (<75) Mortality from chronic liver disease, 2007-9
Lewisham, London and England,
3-year average DASR / 100,000 with 95% confidence intervals
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Source: The NHS Information Centre, Compendium of Clinical and Health Indicators / Clinical and Health Outcomes
Knowledge Base (www.nchod.nhs.uk or nww.nchod.nhs.uk)

Table 1A
Observed
deaths
England
London
Lewisham

10200
1217
44

MALES
DSR
95% CONFIDENCE
LIMITS
LOWER
UPPER
13.52
13.26
13.78
12.93
12.2
13.67
15.25
10.61
19.88

Table 2A
Observed
deaths
England
London
Lewisham

5387
558
22

FEMALES
DSR
95% CONFIDENCE
LIMITS
LOWER
UPPER
6.83
6.65
7.02
5.59
5.12
6.05
6.86
3.92
9.80
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APPENDIX 2: ALCOHOL HOSPITAL ADMISSIONS
Table 3A: Alcohol-specific admission categories
Disease/related health problem
ICD-10
Mental and behavioral disorders due to use of alcohol
F10
Alcohol-induced pseudo-Cushing's syndrome
E244
Degeneration of nervous system due to alcohol G312
Alcoholic polyneuropathy
G621
Alcoholic myopathy
G721
Alcoholic cardiomyopathy
I426
Alcoholic gastritis
K292
Alcoholic liver disease
K70
Chronic pancreatitis (alcohol induced)
K860
Ethanol poisoning
T510
Methanol poisoning
T511
Toxic effect of alcohol, unspecified
T519
Accidental poisoning by and exposure to alcohol X45

Category
mental/behavioural
chronic
chronic
chronic
chronic
chronic
chronic
chronic
chronic
acute
acute
acute
acute

Note:
Many patients with alcohol-specific admissions had alcohol-specific conditions attributed to more
than one of the diagnostic positions within the HES data. For example, a patient might have a
primary diagnosis of an alcohol-specific mental/behavioural condition and a secondary diagnosis of
an alcohol-specific acute condition. In these cases, the alcohol-specific diagnosis in the most
primary position was considered for analysis. In the case of the example mentioned, this patient
would be classified as a mental/behavioural alcohol-specific admission.
Table 4A: Alcohol-specific Admissions from 2005/6 to 2009/10: Breakdown by category

Category
acute
chronic
mental/behaviour

2005/6
Rate*
10
65
220

2006/7
Rate*
14
79
287

2007/8
Rate*
23
97
269

2008/9
Rate*
24
91
309

2009/10
Rate*
26
112
316

Source: HES data for Lewisham residents, *rate per 100,000 people

Table 5A: NI 39, Alcohol-attributable hospital admission rates for Lewisham and England for
2002/03 to 2009/10
Rate/100,000
agestandardised
Lewisham
England

2002/03
850.0
926.0

2003/04
998.0
1023.0

2004/05
1127.0
1145.0

2005/06
1097.0
1291.0

2006/07
1370.0
1389.0

2007/08
1579.0
1473.0

2008/09
1705.0
1582.0

2009/10
1731
1743

17.4%
10.5%

12.9%
11.9%

-2.7%
12.8%

24.9%
7.6%

15.3%
6.0%

8.0%
7.4%

1.5%
10.2%

Annual %
change
Lewisham
England
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Source: LAPE*

The rate of NI 39 admissions is high in both England and Lewisham. Since 2002 alcohol-related
admissions (NI 39) in Lewisham have been increasing in line with patterns for England (with the
exception of the data from 2005/06). However, since 2006/07 the rate of increase in alcohol-related
admissions in Lewisham has been declining. In other words, although alcohol-related admissions
continue to rise, the rate at which they do so has now slowed down.
The advantage of the NI 39 is that it is comparable and allows us to compare across England,
London and with other geographical areas. However, although the NI 39 indicator provides us with
a general picture of alcohol-related admission trends and an ability to compare, there are
limitations.
Table 6A: Alcohol-specific admission rate in males and females
Age group

under 18
18-39
40-74
75 and over

Rate per 100,000 2005/06
to 2009/10
Males
124
1559
4923
2416

Rate per 100,000 2005/06
to 2009/10
Females
210
674
1234
313

Source: HES data for Lewisham residents, Public Health Lewisham
Rate per 100,000 based on GLA population data 2007

APPENDIX 3: ADDITIONAL INFORMATION FROM CRI – NEW DIRECTION
Young people’s drinking pattern seen by CRI – New Direction
The largest number of young people over the last 4 years reported that they had drunk between 1
and 7 days in the month prior to their assessment at the young people’s treatment services. The
vast majority of young people drinking between 1 and 7 days a week report that they drink between
6 and 10 units on an average drinking day.
Young people’s Housing Status seen by CRI- New Direction
Young People accessing treatment for their alcohol (or drug and alcohol) use live in a wide range of
accommodation settings. Most young people live with relatives. In 2010/11 the percentage living
with relatives was 66%(n=53). In recent years there has been an increase in the numbers of young
people who access treatment and are in Supported Housing and Independent Settled
Accommodation. The increase in numbers living in Supported Housing suggests that the new
treatment provider is working well with local housing providers.
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APPENDIX 4: ALCOHOL POLICIES
London Borough of Lewisham’s Drug & Alcohol Policy:
This was developed in 1993 is due for review, by Human Resources, with the support of the DAAT.
The current policy states:
The consumption of alcohol off Council premises during the working day: The Council
recognises that employees have the right to consume alcohol but positively discourages its
employees from consuming alcohol during the working day as the adverse effects of alcohol
last beyond the immediate period the alcohol is consumed.
Where an employee consumes alcohol off Council premises during the working day such as
during their lunch break, and returns in a state that affects work performance, then the
employee will be advised by management that this behaviour is unacceptable. Should this
be repeated, disciplinary action will be taken against the employee, which may ultimately
lead to dismissal.
Intoxicated employees: If an employee is known to be, or strongly suspected of being,
intoxicated by alcohol or drugs during working hours. Arrangements will be made for the
employee to be immediately escorted from Council premises and be taken to a place where
they are considered to be safe. Such occurrences will be investigated upon the employee's
return to work and may result in disciplinary action which may ultimately lead to dismissal.
Consumption of alcohol on Council premises: Employees are expressly forbidden to
consume alcohol when at work or to bring it onto Council premises for the purpose of
drinking it whilst at work. Any breach of this requirement is investigated and may result in
disciplinary action being taken which could result in dismissal. There are, however, certain
circumstances when management will make an exception, for example at Christmas and
other special occasions.
There is currently no regular drug and alcohol testing for any council staff.
Lewisham Healthcare NHS Trust Policy The Trust recognises its responsibilities to minimise any
risk to patients, but also the need for it to protect the health and welfare of employees. Alcohol,
drug or substance misuse by employees of the Trust, though rare, is an important health issue.
The Trust should also aim to act as a role model to the population it serves.
Alcohol, drug or substance misuse is defined as drinking alcohol or using drugs or other substances
either intermittently or persistently, to such an extent that it interferes, or is likely to interfere, with
health or performance at work.
This policy is designed to encourage employees with alcohol, drug or substance misuse problems
to seek help voluntarily and also to provide a clear framework for the management of these
employees in a caring and supportive way, with the help of the Occupational Health Service.’
There is no information currently available about the numbers of NHS employees who are affected
by problematic alcohol use and who access occupational therapy and counselling services because
of this.
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APPENDIX 5: LEWISHAM TREATMENT SERVICES TIERS 1 - 4
Tier
1

Model
Services in Non Specialist Settings,
can include:
Identification & Assessment
Education in alcohol related harm
Opportunistic brief interventions
Motivational Interviewing
Harm Reduction approaches
Can be delivered by a wide range of
agencies whose main focus is not alcohol
treatment such as:

2

3

Primary Healthcare Services
Specialist Psychiatric Services
Social Services Department
Antenatal clinics
Police Custody
Prison Service
Acute Hospitals
Liver Disease Units
Homelessness Services
Probation Services
Education & Vocational Services
Low Threshold Specialist Services for
problem drinkers and their families or
carers
Drop in Services
Opportunistic Brief Interventions
Motivational Interviewing
Open Access, non-care-planned, alcohol
specific interventions delivering Alcohol-specific
information, advice and support in the form of:
Extended Brief Interventions & brief treatment
to reduce alcohol related harm
Alcohol specific assessment & referral to
structured alcohol treatment
Partnership or ‘shared care’ with staff from
Tier 3 &4 or joint care with Tier 1
Mutual aid groups
Triage assessment, as part of local
arrangements
Provision of information, advice and training
and shared care to others
Triage/more in depth assessment

Specialist-led services for the
provision of care for severe or

Lewisham current provision

GP
A&E
Urgent Care Centre
NHS Health Checks (pharmacists
& Community Development for Health
team)
Housing – SHIP and Thames Reach
Metropolitan Police
Criminal Justice System
Voluntary and Community Organisations
ALES CRI post
Drugs and Alcohol Team
Health Trainers (CD4H team)
YOS workers undertake an ASSET
screen on each new client
NEET Reduction Service

ALES post CRI
Outreach CRI
Alcoholics Anonymous
Alcohol Brief Intervention Group CRI
Dependent drinker group CRI
Alcohol Hospital Liaison Recovery
worker
Primary Care Alcohol Recovery Worker
for Dependent Drinkers
The CRI Young People’s Substance
Misuse Service Tier 2 and Tier 3 alcohol
services for Young People in the borough are
delivered as part of an integrated
treatment system by the provider CRI.
Tier 2 services include targeted
intervention, harm-reduction and
education.
YOS; Targeted intervention, harm
reduction and education

Alcohol Brief Intervention Group CRI
52

complex needs and to support primary
care
Provision of information, advice and training and
‘shared care’ to others
Comprehensive Substance Misuse Assessment
Care Planning & Review
Community Care Assessment & Case
Management
Evidence Base Prescribing Interventions
Structured Day & Care planned Day programmes
Specialist alcohol screening and assessment in
the Criminal Justice System
Community detoxification
Specialist Brief Interventions
Motivational Interviewing
Structured Specialist Counselling
Liaison Services (acute medical and psychiatric
health services)
Aftercare
Controlled drinking Interventions

4

Dependent drinker group CRI
Lewisham Hospital Liaison post CRI
Lewisham Hospital A & E post CRI
The CRI Young People’s Substance
Misuse Service Tier 2 and Tier 3 alcohol
services for Young People in the borough are
delivered as part of an integrated
treatment system by the provider CRI.
Tier 3 involves comprehensive
assessment and care-planned
interventions.
YP Dual-diagnosis with mental health
Looked after Children: Comprehensive
assessment and care-planned
interventions
YOS: Treatment for YP involved in the
CJS. Comprehensive assessment and
care-planned interventions

CRI community detoxification
Alcohol specialist inpatient
treatment and residential rehabilitation
In patient detoxification and rehabilitation
Wet centres
other providers
Floating support
Acute Assessment Unit
Assertive Outreach
Equinox Brook Drive
Supported Tenancies
City Roads
Liaison Services
Rehab Detoxification
Aftercare
Tier 4 Preferred Providers List
Con-trolled Drinking Interventions
Structured Day Programme
Comprehensive Substance Misuse Assessment
Provision of information, advice and training
and ‘shared care’ to others
Care Planning & Review for all In-patient &
Residential Structured Treatment
Evidence based prescribing interventions (including
medically assisted alcohol withdrawal (detoxification) inpatient or residential care and prescribing interventions to
reduce risk of relapse
Structured evidence based psychological therapies and
support to address alcohol misuse
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APPENDIX 6: LEWISHAM ADULT ALCOHOL TREATMENT PATHWAY
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APPENDIX 7: CHILDREN AND
YOUNG PEOPLE’S PATHWAY
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