
SCOTTISH EXECUTIVE Making it work together

Plan for Action on alcohol problems



Ministerial foreword ii

Milestones for action iv

Summary 1

Glossary of terms and abbreviations 6

Chapter 1 – use and misuse of alcohol in Scotland 10

Chapter 2 – action and resources 18

Chapter 3 – culture change 28

Chapter 4 – prevention and education 38

Chapter 5 – provision of services 48

Chapter 6 – protection and controls 58

Chapter 7 – delivery 68

Summary of main action points 78

Appendix 1 – statistics on alcohol in Scotland 82

Appendix 2 – studies and reports published alongside the Plan 100

i

index



Alcohol is widely used and enjoyed in Scotland. The drinks
industry and the licensed trade make valuable contributions
to our economy. Drinking small amounts of alcohol is
compatible with a healthy lifestyle. Drinking too much can,
however, lead to illness, accidents and anti-social and
criminal behaviour.

In 1999 we announced targets to reduce drinking over sensible limits by 2005. The independent
Scottish Advisory Committee on Alcohol Misuse was set up later that year to advise the
Executive on a new national strategy to tackle alcohol problems. The Committee brings
together experts from many sectors with an interest including the industry. I am very
grateful to them for their assistance in developing this Plan.

There is already some good work to address alcohol problems across Scotland. However,
there are some concerning upward trends. Young Scots are drinking more than ever
before. The effects at an early age can be very serious. Binge drinking is also increasing
and can harm individuals and society more generally. We are responsible for our personal
behaviour and the impact it has on our families and communities. We estimate that alcohol
problems are costing Scotland at least £1billion each year. We need to tackle these problems.

We committed the Executive to publish this Plan in the Scottish Parliament a year ago.
It was noted then that, to reduce the harm caused by alcohol, we must also acknowledge
its place in Scottish society. Changing cultures surrounding drinking involves and affects
everyone and underpins all other action in the Plan.

We have consulted widely and many who responded identified the same concerns and
agreed on what needs to be done. The Plan builds on this consensus and sets out action
for a range of organisations and individuals including the Executive, NHS boards, local
authorities, the police, the drinks industry and licensed trade, businesses and the voluntary
sector.

ministerial foreword
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What matters is what works. Action here is based on evidence of what is effective
including what is known from other countries. The Plan is also linked to our wider health
improvement agenda, and to other relevant Executive strategies. 

Our aims are ambitious. Changes in attitudes and behaviour cannot be accomplished
overnight. It will take time to improve support and treatment services. The chart that
follows sets out some key dates and early priorities for action.

The challenge is great but so is the opportunity. I believe that this Plan for Action offers a
chance to reduce significantly the harm caused by alcohol in Scotland.

Malcolm Chisholm, MSP
Minister for Health and Community Care
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milestones for action

iv

By December 2005
Targets to reduce drinking over weekly
limits by adults and children

By December 2003
Executive review of progress in delivering this
Plan

By April 2003
AMCC strategies for 2003-2006 published

Autumn 2002
AMCC accountability process agreed

March - April 2002
National communications strategy launched
Executive provides additional resources for AMCCs
Consultation on framework for alcohol problems support and treatment services
Review of the membership of SACAM
Community Safety Partnership funding to address alcohol-related crime

February 2002

National alcohol liaison officer in post

January 2002
Executive provides funding to develop a national alcohol information resource

The action in this Plan will roll-out over different timescales. The key dates are set out
above.
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Plan for Action on alcohol problems

1

Introduction (Chapter 1)
0.1 The Executive has produced this Plan for Action on alcohol problems after

consulting widely. Evidence has also been gathered about trends and costs of
alcohol problems to Scottish society and what works in addressing these problems.
The Plan is inclusive, with responsibility for action falling to the Executive, NHS
boards, local authorities, the police, industry and businesses, voluntary organisations
and individuals.

0.2 There are many positive aspects to the use of alcohol within Scottish culture. The
industry and associated trades benefit the economy in a number of ways. Drinking
small amounts is compatible with a healthy lifestyle.

0.3 When alcohol is misused, however, there can be serious problems for individuals,
those around them and for society as a whole. Concerns include: the range of
effects on physical and mental health; accidents and injuries; harmful effects on
others, for example, because of violence and crime; drink driving; harmful patterns
of drinking, especially binge drinking; particular problems experienced by groups
such as children and young people, people in rural areas, equality groups and
homeless people.

0.4 The Plan estimates that alcohol problems cost Scotland at least £1billion each year.
Much of this is accounted for by reduced productivity and human costs. The rest
results from costs to NHSScotland and social work and criminal justice services.
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Aims, priorities and resources (Chapter 2)

0.5 The overall purpose of the Plan is to reduce alcohol-related harm in Scotland.

0.6 Within this purpose, aims in the short term include changing some attitudes to
alcohol, developing support and treatment services and building capacity to deliver
the Plan locally. Longer term aims include reducing consumption of alcohol by some
groups within the population, reducing harmful patterns of drinking and reducing
public nuisance and crime related to alcohol.

0.7 The Plan identifies key priorities to reduce binge drinking and reduce harmful
drinking by children and young people.

0.8 The Executive is providing new resources centrally to implement early priority action
in the Plan on communications and capacity building. Resources to address alcohol
problems are also available in a range of other Executive programmes. The Plan
says that a lead-in period is required, to assess properly local needs to improve or
redesign services. The Executive will provide additional funding over time for
services in the light of other Executive priorities and the resources available.

Culture change (Chapter 3)

0.9 There are positive points about use of alcohol in Scotland, for example as part of
social occasions and of celebrations. There are also some negative points though.
For example, problems may not be taken seriously, and people may not know when
or how to seek help.

0.10 There is no single culture surrounding drinking in Scotland. There are differences
between age groups, genders, ethnic and religious groups, urban and rural areas.
This chapter of the Plan identifies action to influence culture directly. Other action
will have an indirect effect.

0.11 The Executive will put in place a long-term communications strategy to highlight the
consequences of binge drinking for individuals and society as a whole. The strategy
will include a sustained mix of national and local activities and will incorporate
activities of other organisations such as HEBS. 

0.12 Local communications strategies will also be required. These will involve a range of
activities, using more targeted messages and local means of dissemination.

0.13 The Plan recommends that the term “alcohol problems” should be used generally to
describe a range of harmful patterns and levels of drinking and their consequences.
References to more technical terms for types of problems should be reserved for
specific purposes, for example in discussions between doctors and patients. One of
the consequences of using descriptions that avoid value judgements should be that
people will be willing to seek help for alcohol problems at an earlier stage than often
happens now.2



0.14 More organisations and professional bodies should adopt alcohol policies that
define sensible and appropriate use of alcohol by their members, relevant to their
work, or other pursuits.

Prevention and education (Chapter 4)

0.15 Alcohol Misuse Co-ordinating Committees (AMCCs) will make prevention, education
and communications an integral part of their local strategy.

0.16 Prevention will make a major contribution to the priority in the Plan to reduce
harmful drinking by children and young people. AMCCs will link up with Drug Action
Teams (DATs) to produce combined strategies addressing all aspects of alcohol and
drugs work with children: prevention, treatment and education.

0.17 96% of all Scottish schools provide education about alcohol matters. This is an
integral part of health education in the curriculum and part of the context of the
health promoting school. A Health Promoting Schools Unit is being set up to
support developments.

0.18 Outwith school settings, a range of detached youthwork and community education
opportunities need to be used to provide information and alternative activities for
young people. Sporting activities and other active leisure pursuits can play a major
role here.

0.19 A new parents’ guide on alcohol and young people will be produced, to support
parents in talking with their children about alcohol.

0.20 The Plan promotes support for employers to develop workplace alcohol policies,
through Scotland’s Health at Work and guidance to small and medium sized
enterprises.

0.21 The Scottish Road Safety Campaign published research on attitudes to drinking and
driving and launched phase 1 of a 5 year strategy for drink drive publicity in
December 2001.

Provision of services (Chapter 5)

0.22 There is a range of effective services, providing support and treatment in Scotland.
Gaps have been identified, however, in services for people with alcohol problems
and also to support those close to them. 

0.23 The Executive will develop a framework for alcohol problems support and treatment
services. The framework will assist those who plan and commission services to
assess local needs, identify service gaps and develop plans to fill these. The
framework will include core principles, quality standards and guidance on providing
services for specific groups and on effectiveness. It will cover services delivered by
the statutory, voluntary and independent sectors.
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0.24 The Executive will consider whether a Scottish alcohol problems helpline is needed.

0.25 Children affected by alcohol problems will be one of the priority groups for the
Changing Children’s Services Fund from April 2003. The framework for services will
cover the needs of children affected by their own and other people’s alcohol
problems.

0.26 Local strategies for addressing alcohol problems in rural communities will take into
account the particular difficulties that service users may experience, for example
with access and confidentiality.

0.27 Alcohol problems often underlie or exacerbate homelessness. Local authority
homelessness strategies, to be prepared by March 2003, will indicate how homeless
people with alcohol problems will be supported.

Protection and controls (Chapter 6)

0.28 The Executive announced a review of licensing law last year which will complement
the overall approach in the Plan to addressing alcohol problems. The Committee
has been asked to look at the implications of the law for health and public order.
Licensing law may contribute to culture change and action to reduce binge drinking,
harmful drinking by children and young people and alcohol-related violence and
public disorder.

0.29 Various measures to prevent underage sales of alcohol are included in the Plan,
such as extending current pilot youth card schemes, promoting good practice by
retailers and piloting the use of children in test purchasing exercises.

0.30 The police and the Crown Office are responsible for enforcing the existing law. New
funding arrangements for local community safety partnerships will require responses
to alcohol-related crime to feature in local crime prevention strategies.

0.31 A range of community based criminal justice interventions are already available for
people with alcohol problems, to reduce the likelihood of their reoffending.
The Executive will explore use of deferred sentences and arrest referral schemes
and new opportunities for offenders to be linked to support, treatment and
rehabilitation services.

0.32 The UK Government is considering the current drink drive limit, changes to
penalties for drink driving and legislation to introduce targeted breath testing and
roadside testing to provide admissible evidence in court. 

0.33 The alcohol industry and related trades operate voluntarily a number of social
responsibility codes and practices. Guidance on point of sale promotions has
already been issued to all licensed premises in Scotland.
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0.34 The Executive will work with the industry and licensed trade to improve and promote
training in responsible serving of drinks, for those working in licensed premises.

0.35 The Executive is participating in discussions on labelling alcohol containers to
provide information about alcohol content and health warnings. 

0.36 Voluntary codes regulate alcohol advertising. The effectiveness of these codes was
raised in the Executive’s consultation exercises. The Executive will raise concerns
expressed in Scotland with the UK Government.

Delivery (Chapter 7)

0.37 The Executive will play a major role in delivery of the Plan, developing accountability
for local action and reviewing progress by the end of 2003.

0.38 The local AMCCs which bring together local statutory and voluntary agencies, will
be the vehicle for delivering the Plan locally. Each AMCC will publish by April 2003 a
local strategy covering a period of at least three years.

0.39 AMCCs will be given additional support. Where AMCCs are combined with Drug
Action Teams, alcohol issues will be given higher priority than at present. AMCCs
will also form effective working links to other co-ordinating structures, under the
broader community planning umbrella.

0.40 The voluntary sector will continue to play a valuable role in providing services and in
other action within the Plan.

0.41 The Executive, through Scottish Training on Alcohol and Drug Abuse, the national
training agency, will provide training for staff and managers in alcohol and generic
services. Professional bodies involved in medical, nursing and social work education
and in teaching will improve training on addressing alcohol issues.

0.42 The Executive will provide resources from January 2002 to underpin development of
a national alcohol information resource, to support implementation of the Plan.

0.43 The Public Health Institute for Scotland will lead a review starting early in 2002 of
gaps in research knowledge and evaluation practice.
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ACPOS Association of Chief Police Officers in Scotland is a professional organisation
representing officers in the ranks of Chief Constable and Assistant Chief Constable.

AFS Alcohol Focus Scotland is Scotland’s national voluntary organisation on alcohol.

AMCCs Alcohol Misuse Co-ordinating Committees were set up in 1989 to promote
local co-ordination in the prevention and treatment of alcohol problems. There are
23 AMCCs in Scotland which cover either NHS board or local authority areas.
Their membership varies according to local needs and circumstances but will generally
include representatives from the health service, local authority and voluntary sector, the
business community, drinks industry and trade, and the police.

British Beer and Pub Association (formerly the Brewers and Licensed Retailers
Association) is a trade association made up of brewing, brewery-owned retail and
independent multiple retail members representing the beer industry.

Community Planning is the process through which a local authority and other stakeholders
come together to plan, provide and promote the wellbeing of their communities.

Community Safety Partnerships are partnership bodies made up of local authorities, the
police and community groups which assist in drawing up and delivering community safety
strategies.

CoSLA Convention of Scottish Local Authorities is a representative body of local
authorities in Scotland.

CSBS Clinical Standards Board for Scotland is a statutory body which provides national
quality and accreditation standards for NHS services in Scotland.

DATs Drug Action Teams comprise senior representatives from all the key local agencies
involved in tackling drug misuse. They are charged with the strategic planning of drug
services in their areas. Some DATs also cover alcohol and smoking.

Equality groups This term, included in the Executive’s Equality Strategy, is used to describe
a range of different groups, reflecting diversity in race, disability, sexual orientation, language,
social origin and religion that may experience inequality or discrimination.

HEBS Health Education Board for Scotland is Scotland’s statutory health education
body.

HERU Health Economics Research Unit undertakes research into economic approaches
to health care. The Unit is based at the University of Aberdeen.

HTBS Health Technology Board for Scotland is a statutory body which provides advice
on the cost effectiveness of new and existing health technologies including drugs.

glossary of terms and abbreviations
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ISD Information and Statistics Division is a division of the Common Services Agency
and part of NHSScotland. ISD provide a range of information services to organisations with
an interest in health and community care.

LHCCs Local Health Care Co-operatives are voluntary organisations of GPs which
provide support to practices in delivering care to their local communities.

LT Scotland Learning and Teaching Scotland is a national public body providing advice
and information on the Scottish pre-school, primary and secondary curriculum.

PHIS Public Health Institute for Scotland is a national body which works to increase
understanding of the determinates of health and ill health and improve the effectiveness of
public health practice in Scotland.

SACAM Scottish Advisory Committee on Alcohol Misuse is an independent group of
experts which advises the Executive on the national alcohol problems strategy.

SHAW Scotland’s Health at Work is a national award scheme which promotes workplace
health policies.

SIGN Scottish Intercollegiate Guidelines Network is a multi-professional group providing
guidelines on aspects of clinical care.

SIPs Social Inclusion Partnerships are bodies which work to tackle deprivation.
Their membership varies according to local circumstances but will generally include
representatives from the local authority and community, the health service and voluntary
and private sectors.

SNAP Scottish Needs Assessment Programme is a self-help network of public health
specialists which produces needs assessments on a range of medical problems. A needs
assessment will generally include a review of a condition’s incidence and control and a
guide to services available. The SNAP work programme is agreed with the Scottish
Executive Health Department. 

STRADA Scottish Training on Alcohol and Drug Abuse is a national training agency
providing training for staff working in both the alcohol and drugs fields.

Alcohol problems – definitions

Alcohol problems This refers to a whole spectrum of harm (actual or potential) to work,
relationships, social position, physical or mental health. The amounts of alcohol involved
will vary from individual to individual and over time.

Alcohol misuse Liable to be based on value judgements, but objectively could refer to
persisting use over safe levels.

Alcohol abuse A stronger term for alcohol misuse. 7



Drunkenness or (acute) intoxication A state where an individual has drunk sufficient
alcohol to impair significantly functions such as speech, thinking, or ability to walk or drive.

Binge drinking Drinking an excessive amount on any one occasion. There is no
commonly-accepted definition, but the Scottish Health Survey uses the criterion of drinking
more than twice the recommended daily benchmark on a person’s heaviest drinking day
(more than 8 units for men and more than 6 units for women).

Hazardous or at risk drinking Levels of drinking, which if sustained, are likely to lead to
risk of physical or psychological harm.

Harmful drinking (referring to adults) Levels of drinking at which physical or psychological
harm is already occurring.

Alcohol dependence Physical dependence characterised by withdrawal symptoms when
the alcohol intake comes to an end. These symptoms include physical tremor, confusion,
nausea, agitation, sometimes abnormal mental experiences or epileptic-type fits.

Alcoholism In the past it was believed that alcohol dependence formed a disease entity
called alcoholism. This is now not thought to be a helpful or accurate way of looking at
alcohol problems.

Alcohol addiction Another way of describing an individual with alcohol dependence, who
continues to drink to avoid withdrawal symptoms, and who needs to ensure continued
access to supplies of alcohol.
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introduction
1.1 This chapter:

• sets out the inclusive approach in this Plan;

• comments on the positive aspects of the use of alcohol in Scotland;

• describes negative aspects and problems associated with alcohol;

• sets out estimated costs of alcohol problems to Scottish society.

Inclusive approach

1.2 The Executive believes that public policy to address alcohol problems must be
inclusive and command general agreement. Otherwise we shall not see the
necessary changes in behaviour and attitudes of individuals, communities and of
society in general. We have built this Plan by consulting widely. We gathered views
in writing, through meetings and by going out and talking to a range of interests: 

1



• the alcohol industry and related business organisations; 

• those who provide services that respond to alcohol problems;

• people who have problems with alcohol and their families and friends,
through NFO System Three Social Research;

• a sample of the general public, also through System Three;

• children and young people, through Save the Children; 

• equalities and community groups;

• organisations with an interest in the broader issues for society;

• the general public. 

We are publishing, alongside the Plan, reports of all the views expressed in our
consultation exercises. Details are at Appendix 2. Appendix 2 also lists other
background documents, including a summary of all the evidence we looked at and
on which the Plan is based.

1.3 It was encouraging that many of those consulted identified the same concerns,
issues and action. It was also encouraging that a whole range of organisations and
individuals saw themselves playing a part in what needs to be done. Their
suggestions are incorporated in the following chapters.

1.4 This Plan is for all who are concerned about the burden on society of problems with
alcohol. In the following chapters, we describe how responsibility for action might
fall both to individuals and to organisations such as the Executive, NHS boards,
local authorities, the police, industry and businesses, voluntary organisations and
others. Chapter 7 sets out how delivery will be achieved through partnerships,
national and local, and how accountability for results will work.

Positive aspects of the use of alcohol

1.5 The Executive acknowledges that there are many positive aspects to the use of
alcohol and it has an important place in our society. Alcohol is part of many
people’s social life. As we said in the Scottish Parliament in December 2000:

“Alcohol has long been associated with relaxation, individual enjoyment and
community celebration. For most people in Scotland, it does not create problems…”

1.6 The alcohol industry told us in the Executive’s written consultation exercise:

“Alcoholic drinks are important to Scotland. They benefit the economy, provide
many jobs and are important to Scotland’s tourist industry.” 

For example, the drinks and hospitality industries employ about 200,000 people in
Scotland: more than any other sector.

12



1.7 Drinking small amounts is compatible with a healthy lifestyle. For some people, it
can confer benefits to health. Drinking 1-2 units a day on a regular basis may
reduce the risk of heart disease in men over 40 and in women after the menopause.
However, it is also perfectly healthy not to drink alcohol at all.

Current concerns about alcohol

1.8 Those who responded to the Executive’s consultation exercises agreed that alcohol
could be misused and this posed some serious problems, for individuals, their
families and friends, and for society as a whole. The summary of evidence
published alongside this Plan, sets out current concerns and problems:

• the range of effects that alcohol can have on physical and mental health.
These are not confined to the effects of severe alcohol dependence or
alcoholism, but may also result from drinking at lower levels, outwith sensible
limits;

• accidents and injuries caused by use of alcohol;

• personal and social effects on individuals;

• harmful effects on children, family and others close to people with alcohol
problems;

• aggressive behaviour and violence;

• alcohol-related crime and effects on public safety, including drink driving;

• patterns and locations of drinking. In particular there are concerns about
binge drinking and drinking in certain situations such as at work;

• amounts being drunk by children and young people, and the age at which
they start drinking;

• increases in drinking by some women;

• problems such as access to appropriate and sensitive services, that may be
experienced by groups including homeless people, older people, users of
illegal drugs, minority ethnic groups, lesbian, gay, bisexual and transgender
groups, disabled people, people in rural areas;

• the increased availability of alcohol for sale;

• smuggled or bootleg alcohol;

• some of the ways in which alcohol is advertised and promoted.

13



1.9 Appendix 1 illustrates the range of problems with alcohol for which we have figures.
For example:

• in 1998, 33% of men and 15% of women aged 16-64 were drinking more
than weekly recommended limits;

• for both sexes, it was people in the youngest age group (16-24) who were
the most likely to exceed recommended limits (43% for men and 24% for
women). These proportions have increased since 1995 from 37% and 18%
respectively;

14

Proportion of the adult population exceeding weekly limits,1998 by gender 
and age 

(Source: Scottish Health Survey)
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• the proportion of children aged 12-15 who had had an alcoholic drink in the
previous week has risen in the last decade from 14% in 1990 to 21% in 2000.
The average weekly consumption of those who had drunk in the last 7 days
has increased from 8.4 units to 11.1 units;

• there were 1,428 emergency admissions of 10-19 year olds to hospital for
acute intoxication in 2000;

• 57% of children aged 12-15 who drink at least once a week have also used
drugs;



• 1 in 10 hospital accident and emergency attendances has been attributed to
alcohol misuse;

• 3% of all acute hospital admissions have an alcohol-related diagnosis, such
as acute intoxication, alcohol dependence, organ damage or alcohol
poisoning;

• 15% of all psychiatric hospital admissions have an alcohol-related diagnosis;

• men living in the most deprived areas of Scotland are seven times more likely
to die an alcohol-related death than those in the least deprived areas;

15

Alcohol-related death rates (1999) by Deprivation Category and gender

(Source: GRO) 
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• 1 in 5 road accident deaths in Scotland is due to drink driving; 

• of those victims of violent crime who could tell anything about their assailant,
72% reported that the assailant was under the influence of alcohol.

Costs of alcohol problems

1.10 The Executive commissioned a study: “Alcohol Misuse in Scotland: Trends and
Costs” by Catalyst Health Economics Consultants, which is published separately
alongside this Plan. The study estimates that:



• the annual cost to NHSScotland of alcohol problems is around £96 million;

• the annual cost borne by social work services and associated organisations
is around £80 million;

• the annual cost to the criminal justice system, including the police and the
courts, is around £268 million;

• the wider economic costs resulting from alcohol problems through lost
productivity are around £405 million;

• the human costs of deaths among the non-working age population are
around £217 million. However, it was not possible to quantify reduced quality
of life associated with alcohol-related conditions.

1.11 So alcohol problems are costing Scotland at least £1 billion each year. This is
equivalent to over 1.5% of Scotland’s GDP. The Catalyst study compares direct
costs to those of some other conditions. Alcohol problems (£449m annually) incur
more direct costs, to health, social work and criminal justice systems, than drug
misuse (£382m), Alzheimer’s disease (£155m), schizophrenia (£121m) and stroke
(£118m). Wider economic costs due to lost productivity (£405m) are similar to those
from depression (£411m), but exceed those from schizophrenia (£235m).

1.12 Alcohol problems therefore impose a substantial cost burden on Scottish society,
not all of which can be quantified. The costs of reduced productivity and human
costs are large elements within the total. Costs to statutory agencies are also
considerable, and the resources currently being used could be diverted to other
priorities if alcohol-related harm were reduced.

A strategic approach 

1.13 Alcohol problems are many-faceted and often complex. They may be actual or
potential, they may harm the individual, others around them, communities or society
more widely. There will be no quick or simple solutions to the range of problems
described in this Plan.

1.14 Action on alcohol problems needs to be part of our community planning, because of
the broad nature of the issues. It also needs to be part of the wider health
improvement effort across the Executive’s policies and programmes. This joined-up
approach looks at environments, settings and communities. It targets individuals,
and groups according to their characteristics and needs. Policies and strategies
with a bearing on alcohol problems include:

16
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• social justice; 

• equality;

• community safety;

• Joint Health Improvement Plans and Local Health Plans;

• children’s services plans;

• health education and the health promoting school;

• drugs;

• mental health;

• housing and homelessness.

Some of the action in this Plan relates also to these other strategies. For example,
milestone 18 in the Executive’s social justice strategy is: “Improving the health of
families by reducing …. alcohol misuse …”.

1.15 It’s happening already: In East Ayrshire Social Inclusion Partnership, the
Alternatives to Addiction project works with schools and community groups to
reach young people, lone parents and existing drug users to offer healthier
living alternatives to alcohol and drugs. This involves offering people a range
of activities including drama, music, art, crafts and sports.
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introduction
2.1 This chapter:

• gives the recent history of policy on alcohol problems in Scotland;

• defines the purpose and aims of the Plan;

• describes how action will be resourced.

Recent policy on alcohol problems

2.2 Government policy in Scotland in the 1990s acknowledged problems with alcohol
as a public health issue and targets were set in the White Paper “Towards a
Healthier Scotland” in 1999.

2



Headline target

• To reduce the incidence of adults exceeding weekly sensible drinking levels
from:

• 33% to 31% for men between 1995 and 2005 and to 29% by 2010.

• 13% to 12% for women between 1995 and 2005 and to 11% by 2010.

Second rank target

• To reduce the frequency and level of drinking from 20% of 12-15 year olds to
18% between 1995 and 2005 and to 16% by 2010.

2.3 A national conference in 1997 “Alcohol Problems: Working Together”, discussed the
development of a strategic framework to tackle alcohol misuse. As a result, the
independent Scottish Advisory Committee on Alcohol Misuse (SACAM) was set up
to advise government on alcohol issues and an action plan to take forward key
priorities was produced. 

2.4 The Executive committed itself in a debate in the Scottish Parliament in December
2000 to produce, with SACAM’s advice, a national alcohol misuse strategy in the
form of a Plan for Action. This document fulfils that pledge.

2.5 The Executive has also set up an independent Committee chaired by
Sheriff Principal Nicholson to review licensing law. The Committee’s terms of
reference are:

“To review all aspects of liquor licensing law and practice in Scotland, with
particular reference to the implications for health and public order; to recommend
changes in the public interest; and to report accordingly.”

The licensing review will complement the overall strategic approach in this Plan to
addressing alcohol problems (see also chapter 6 below).

Overall purpose and objectives

2.6 Chapter 1 and Appendix 1 set out some of the main problems with alcohol. The
action in this Plan will make a difference to all of these.

2.7 As suggested by the summary of evidence:

The overall purpose of the Plan is to reduce alcohol-related harm in Scotland.

20



2.8 Within the overall purpose, the Executive agrees with the specific aims also
proposed in the summary of evidence. The action in this Plan is geared to meeting
these aims. Alcohol problems require a long-term approach and it would be
unrealistic to claim that results will be seen quickly in all aspects of the Plan. As the
summary of evidence suggests:

“ … this Plan [is] one stage in a long-term commitment to changing attitudes,
behaviours and outcomes rather than a quick fix. Some of the action may take
many years before the effects are apparent.”

In the shorter term, aims are:

• To raise awareness of alcohol problems in Scotland.

• To promote a social environment, policy context and legislative framework
(acknowledging the role of the review of licensing law) which will support the
overall purpose of the Plan.

• To recognise the links to other areas of work and encourage initiatives which
will tackle the causes and effects of alcohol problems.

• To start to change unhelpful perceptions of, and attitudes to, alcohol in
Scotland, offering realistic options and alternatives.

• To promote clear and consistent messages relating to alcohol problems.

• To improve awareness of sources of help and support with alcohol problems.

• To provide equitable, accessible and inclusive services to address the needs
of those who experience problems with alcohol and those affected by others’
alcohol problems.

• To develop an appropriate structure to deliver the Plan locally.

• To foster accountability for delivering results.

• To improve knowledge and information about alcohol problems.

• To develop training and support for those involved in implementing the Plan.

In the longer term, aims are:

• To reduce consumption of alcohol by some groups within the population,
whose drinking gives particular cause for concern.

• To reduce harmful patterns of alcohol consumption.
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• To reduce specific risks relating to alcohol consumption, such as hazards
through work or sports.

• To reduce crime, nuisance and fear of crime relating to alcohol.

Priorities and targets

2.9 All the above aims are important and many are inter-related. Delivery of results in
this complex area of social policy will take time, however. Priorities are needed for
early action. Weighing up the evidence gathered for the Plan and the concerns
expressed, the Executive considers that the key priorities in the Plan should be:

• to reduce binge drinking, because of the harmful social and individual
consequences;

• to reduce harmful drinking by children and young people because of the
particular health and social risks.

These will require change on the part of individuals, families, communities and
society as a whole, as well as action by relevant organisations and agencies.

The key priorities are in line with the broad direction of international policies and
agreements on alcohol problems, such as the recent Stockholm Declaration on
young people and alcohol. The Executive believes they will meet widespread
agreement in Scotland. For example, when System Three sampled attitudes among
the general public for us, 92% of respondents said that “alcohol misuse is
increasing among young people in Scotland”. Those aged 16-34 thought the same
as other age groups.

2.10 The Executive has already adopted national targets for the proportions of adults
who drink more than the weekly sensible drinking limits and children’s drinking. The
percentage of men exceeding the weekly limit is currently steady, but women,
particularly in younger age groups, are drinking more rather than less. Children are
also drinking more. We retain the current national targets as a long-term aspiration;
in the medium term we want to reverse these upward trends.

2.11 A very large number of factors influence the amounts that people drink, and their
drinking patterns. Many of these factors are outwith the control of individual
agencies and organisations. We do not want to set further numerical targets in this
Plan, because accountability for delivering success cannot be defined clearly. We
do, however, identify some key indicators where we can measure progress and
where we want to see current upward trends reversed over time:
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• Binge drinking.

• Harmful drinking by children and young people. Indicators include the
numbers of children who drink regularly, the age at which they start doing so
and the amounts they drink. Harmful drinking by children is different to
harmful drinking by adults, because of their different stage of development.

• Alcohol-related deaths, many of which are due to chronic heavy drinking.

2.12 As better information is collected about trends and as understanding of what
influences them improves, it may become possible to set specific targets, nationally
or locally. 

Areas for action

2.13 As suggested by the summary of evidence, the Plan groups action to meet priorities
and objectives under some broad headings in the following chapters:

• culture change, with early action on a national communications strategy to
be launched in the first half of 2002;

• prevention and education, with early action on drink driving, occupational
health and school-based education;

• providing support and treatment services, with early action to develop a
framework for services;

• protection and controls for individuals and the wider community, with
early action to strengthen community safety;

• delivery, with early action to strengthen local Alcohol Misuse Co-ordinating
Committees (AMCCs) and provide training, information and research to
support implementation.

What works matters

2.14 Action in this Plan is based on evidence about what works in addressing
alcohol-related harm. The Executive commissioned two studies to assist with this: 

• “Effective and cost-effective measures to reduce alcohol misuse in Scotland”
by the Health Economics Research Unit (HERU) at the University of Aberdeen
and others; 

• a review of international experience of what works and what is relevant to
Scotland.

These are being published separately. Both studies suggest that no one type of
action is likely to reduce alcohol problems on its own. A mix of action is needed to
influence culture, individual attitudes and behaviour.
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2.15 Policy approaches to alcohol-related harm, in various countries and at various
times, can be seen as divided between efforts to address overall consumption
levels within the population, and efforts to affect specific harmful drinking patterns.
We are aware of the debate in policy, academic and research circles about the
respective merits of these approaches. Recent analysis suggests that the
relationship between overall consumption and the harm caused to individuals and to
society as a whole is very complex. This Plan sets out a responsible policy mix.
It will include some measures aimed at the whole population: for example a new
national communications strategy, and specific measures aimed at harmful drinking
patterns, such as the key priority areas of binge drinking and harmful drinking by
children and young people. This combined approach is based on what is known
about effectiveness. From the Executive’s consultation exercises, we believe it will
command wide support.

Equality

2.16 There were many suggestions in the consultation exercises about the particular
problems and needs of equality groups. Such groups may experience inequality or
discrimination because of factors such as race, disability, sexual orientation,
language, social origin or religion. As in the Executive’s equality strategy, this Plan
follows the “mainstreaming” approach in which equality is integrated into policy
making, programmes and service delivery. In some cases, action targeted at
specific groups is also required and the Plan identifies examples, for instance
research with minority ethnic groups, the need for mainstream services to be
sensitive and accessible to a range of service users, the need for service providers
to take account of the needs of rural communities. 

Resourcing the Plan

2.17 In chapter 1, we identified the substantial costs of alcohol problems to Scottish
society. Over time, the action in this Plan will reduce some of these costs and allow
resources concerned to be used more productively.

2.18 The Executive is aware, from implementing the drugs strategy that it takes time to
plan and deliver new and improved services effectively. Capacity to deliver local
strategies and plans needs to be enhanced before that can happen. 

2.19 The Executive’s approach to resourcing this Plan is therefore:

• to provide new resources centrally now, to implement the early action that the
Plan identifies as a priority. This includes £1.5m for a national communications
strategy to start to change cultures and attitudes surrounding the use of alcohol;
additional support for AMCCs to assess local needs and redesign services in
the light of the Plan; and developing a national information resource;
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• to provide resources for action in a range of other Executive programmes,
for example the Health Improvement Fund, Social Inclusion Partnerships,
Changing Children’s Services Fund, action on homelessness, occupational
health and training for staff and managers of services;

It’s happening already: the Changing Children’s Services Fund is providing
resources for Barnardo’s Hopscotch Project in Perth and Kinross for more
therapeutic work with children affected by alcohol and drug problems and their
families. Funding is also going to Shetland Islands Council to employ a worker
to support children and young people affected by drug or alcohol use within
their families.

• to provide for a framework for support and treatment services for those
affected by problems with alcohol, in consultation with all involved; 

• to require AMCCs to develop local strategies within the purpose, aims and
priorities in the Plan;

• to assess carefully the need for new resources for services, as information
about these needs emerges across Scotland;

• to provide additional funding over time for services in the light of other
Executive priorities and the resources available.

The following chapters set out in more detail how all this will work.

2.20 The Executive is currently in discussion with the Lloyds TSB Foundation for
Scotland about potential funding from the Foundation for a specific area within the
alcohol problems services field from 2003-04.

Drugs and alcohol strategies

2.21 There were many comments in the consultation exercises that alcohol problems are
a bigger issue for Scotland than drug misuse. This Plan will bring alcohol issues
firmly up the agenda. 

2.22 We have considered carefully both similarities and differences between drugs and
alcohol problems and the strategies required to address them. Links between the
two include:

• both sets of problems are influenced by a wide range of overlapping social
and cultural factors;

• many children who drink or smoke also try illegal drugs;

• many adult drug users also have alcohol problems;

• some of the same approaches can be used to work with people with drug
and alcohol problems.
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However:

• alcohol is a legal substance and, used responsibly, is unlikely to cause harm;

• alcohol has a longstanding and valid place in Scottish culture;

• the numbers of people, both using and misusing alcohol in Scotland far
exceeds the number using illegal drugs;

• many of the problems that people experience with alcohol and drugs differ
considerably, in the effects on individuals and on others. For example, there
is a link between problem drug misuse and acquisitive crime, which is not
necessarily paralleled in the case of alcohol problems;

• people with drug and alcohol problems may need different types of services.

2.23 The Executive believes it is important that national drugs and alcohol strategies
should be separate but complementary. We acknowledge that it may be right to
combine local implementation of the strategies through joint Drug Action Team (DAT)
and AMCC structures. We say more about this in chapter 7.

2.24 The Executive has already said that where needs do overlap, resources already
announced for the drugs strategy may be used for services that address both drugs
and alcohol problems.

It’s happening already: NHS boards and DATs have recently been asked to
include, in their priorities for drug treatment, services that also address clients’
misuse of alcohol. Some addiction services run by both NHS boards and local
authorities, including some rehabilitation services, address both drug and
alcohol issues and will be using new drugs resources for both purposes. The
same applies in programmes such as the New Futures Fund and the Changing
Children’s Services Fund. Drugs education in schools and health promotion
and health improvement activities more generally cover all forms of substance
misuse: drugs, alcohol and smoking.
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introduction
3.1 This chapter:

• describes what we mean by the social context or cultural aspects of the use
of alcohol in Scotland;

• says where we want to make a difference to these cultural aspects;

• sets out the action to bring about change. 

What are “cultural aspects of the use of alcohol”?

3.2 One way to define culture is:

• The way we view things and do things around here.
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3.3 The Executive acknowledges that there is not a single culture surrounding drinking
in Scotland, but several. There are differences between age groups, genders, ethnic
and religious groups, urban and rural areas. In the past, many cultural aspects of
drinking were associated with male behaviour. This is less the case now, however.

3.4 These are some aspects of the cultures surrounding drinking in Scotland today:

• Drinking as a social act: who we drink with and on what occasions.

• Where people drink: e.g. in pubs and bars, at home, over a meal.

• What people drink and their images of specific types of drink.

• How much people drink at a time.

• What behaviour is acceptable or unacceptable, when someone has been
drinking.

• Gender and age aspects: what drinking patterns and subsequent behaviour
are acceptable.

• Alcohol as part of individual, group or national identity. 

• When we think that someone has a problem with alcohol.

• Whether and when people with a problem get help. 

• Links between use of alcohol, illegal drugs and tobacco.

3.5 Some of the positive points about our use of alcohol are:

• Drinking is part of many social occasions.

• Offering alcohol can be a gesture of hospitality.

• It is a way of celebrating important events in people’s lives.

• Drinks produced here are a positive aspect of Scottish national identity.

3.6 Evidence for the Plan has, however, identified a number of worrying aspects of the
social context of drinking in Scotland today. Not everyone shares the following
perspectives, but many do:

• Binge drinking is accepted as the norm for some groups of people.

• Lack of knowledge of risks from alcohol and of how to drink safely.

• Needing alcohol to relax, get a buzz, socialise, be accepted by a peer group.
One of the young people in the Save the Children consultation said: “If you
don’t drink, you won’t have friends”.

• A view that drunken behaviour is acceptable and fun for some people.
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• Drinking as the only or cheapest form of entertainment available.

• Lack of personal responsibility: blaming alcohol itself for people’s behaviour.

• Excusing the negative consequences of drinking such as hangovers or
argumentative behaviour.

• Perception that there is only one kind of alcohol problem: alcoholism or
serious dependence, rather than a range of problems.

• Stigma attached to seeking help for alcohol problems at an early stage.

• Lack of awareness of what types of help are available.

Is Scotland different?

3.7 We had some hard-hitting comments in our consultation exercises that there is:

“A cultural focus on intoxication”, 

and that:

“The Scots have a world-wide reputation for hitting the bottle and [celebrating] a
hard drinking reputation”.

3.8 In practice, Scottish drinking patterns are not very different to those in other
Northern European countries. Worrying features include young people’s increasingly
heavy drinking. Some of our perceptions and attitudes need to change so that we
can move on to shift the harmful drinking behaviours we wish to target. 

Why is change needed?

3.9 Shifting the harmful attitudes and behaviour surrounding alcohol that are listed
above and promoting better alternatives are fundamental to other action in the Plan.
Changing cultures surrounding drinking involves and affects everyone: individuals,
families, and communities of all kinds. Culture change will help to promote attitude
and behaviour change where these are needed. It will build essential support for
more specific action, and give other measures a realistic chance of succeeding.

3.10 Underlying each of the three other broad areas for action in the Plan (prevention,
provision, protection) is a balance between rights and responsibilities. We have
rights to choose our lifestyle, but we are also responsible for our personal
behaviours and choices. We share responsibilities for the behaviours and choices of
our family, our neighbourhood, our colleagues at work and the wider society that we
live in. Organisations of all kinds have rights and responsibilities too.
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3.11 The balance between acceptable and unacceptable cultures was summed up by
one of the people who spoke to System Three: 

“The whole attitude towards drinking has to change, [to one] which sees excessive
drinking as bad, [but where] using alcohol as part of daily life is normal”.
(Previous service user, Borders.)

3.12 Objectives that make a difference to the cultures surrounding drinking in
Scotland are among the most important in this Plan. They are ambitious and
change will take time. 

3.13 Changing drinking cultures involves:

• Addressing some underlying broad issues such as poverty, that may foster
harmful drinking cultures and prevent health improvement.

• Prompting thought and debate among the general public and opinion-
formers about the issues involved.

• Giving people the information that they need. 

• Influencing attitudes of individuals and organisations.

• Giving people access to help when they want to change their behaviour.

• Ultimately, changing behaviour.

3.14 The Executive’s strategies mentioned at the end of chapter 1 will help with some of
the broad issues about health improvement and social justice. This chapter and
those that follow address culture change and other action targeted more specifically
at alcohol problems.

Communications strategy

3.15 The Executive believes that a national communications strategy is needed. Using
mass media is one way of influencing both the general public and specific target
groups. There was support in the public consultation exercise for such a strategy.

3.16 It’s happening already: the Executive produced a TV advertisement at Christmas
and New Year 2000/2001 to raise awareness of the links between excessive
drinking, particularly binge drinking, and violent crime. The advertisement was
based in a hospital A&E department. It was part of the Scottish police Safer
Scotland Campaign against violent crime generally. When the impact of the TV
advertisement was researched, it was found that:
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• Over 80% of people remembered spontaneously that they had seen the
advertisement.

• The message was clear that violent consequences of binge drinking
were socially unacceptable.

• The advertisement affected attitudes through making it less acceptable
for individuals to drink excessively.

3.17 > The Executive will put in place by Easter 2002 a national, long-term 
“responsible drinking” communications strategy. 

3.18 The national communications strategy will aim to influence cultures through its
impact on people’s attitudes to:

• Their own drinking, if they have, or might develop, problems with alcohol.

• Alcohol problems of family, friends and other people.

3.19 Communications will include a sustained mix of national and local activities spread
over a period of years. At a national level, the strategy will portray the costs of
alcohol problems to health, personal safety, public order, effectiveness at work and
family and other relationships. The strategy will aim to shift attitudes and subsequently
behaviour of the heaviest binge drinkers. It will also support the proposition that
binge drinking is unacceptable to the population as a whole. As one of those consulted
by System Three told us:

“Drink is fair enough in its own place but I can’t understand why they have to take
so much that they don’t know what they are doing.” (Wife of drinker, Edinburgh.)

3.20 The communications strategy is being developed with the support of a sub-committee
of SACAM. This includes national agencies such as HEBS and Alcohol Focus
Scotland and the alcohol industry, through The Portman Group. Future national
communications activities by these organisations will support and complement the
Executive’s approach. The current Drinkwise campaign, funded by the Executive
and HEBS, will be brought within the strategy and the current efforts of local
Drinkwise committees will be incorporated within local strategies. We say more
about local co-ordination in chapter 4 of this Plan.

> The communications sub-committee of SACAM will continue to advise
at a national level on key messages about alcohol problems, target
groups and appropriate channels of communication. 
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3.21 The HERU study of effectiveness and the review of international experience
concluded that media campaigns may affect knowledge and attitudes, but on their
own, they generate little effect on behaviour. Mass media needs to be used in
conjunction with other prevention activities. Local activities are likely to be more
effective than national approaches in targeting specific groups, including equality
groups. The communications strategy will therefore need to incorporate a whole
range of national and local activities.

3.22 The mass media elements of the national communications strategy will not target
children directly, although they will undoubtedly reach children and have some
general effects on them. The following chapter of this Plan includes some more
specific action to address alcohol problems among children and young people.

The Words We Use

3.23 Many people, including professionals in the alcohol field, said in the consultation
exercises that the terms currently used to describe the problems individuals have
with alcohol are confusing. They include:

• Alcohol problems, misuse or abuse.

• Drunkenness or intoxication.

• Binge drinking.

• Harmful, hazardous or at-risk drinking.

• Alcohol dependence.

• Alcoholism, addiction and disease.

Descriptions and definitions of what these terms commonly mean are included in
the glossary at the start of the Plan.

3.24 Some of the reasons for changing the ways alcohol problems are commonly
described are:

• It is confusing to all concerned when people use the same words to mean
different things.

• The words used can get in the way of informing people about the whole
range of actual and potential problems with alcohol.

• Descriptions, especially those that imply value judgements, can deter people
from seeking help for alcohol problems at whatever stage.
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3.25 The telling point was made in the public consultation exercise that this Plan should
focus not on “people with alcohol problems” but rather on “the problems that some
people have with alcohol”. The Executive thinks this will contribute to the changes
in culture that are needed and make it easier, for people who need to do so, to say:
“I have a problem with alcohol”. One of those consulted by System Three highlighted
the issue: 

“It doesn’t matter if the person needs help, what matters is if the person knows they
need help”. (Family member of drinker, Edinburgh.)

3.26 The action that is required to start shifting the terms used in everyday speech:

> “Alcohol problems” should be used generally to describe a range of
harmful patterns and levels of drinking and their consequences.

Alcohol problems here refer to a whole spectrum of harm (actual or potential), to the
individual or to others. They may result from consistently exceeding sensible
drinking levels through to more serious dependence on alcohol. The amounts of
alcohol involved will vary from individual to individual and over time.

3.27 The term alcohol problems is preferable to “misuse”, or “abuse” which are
interpreted in many different ways. As the figures in chapter 1 illustrate, alcohol
problems cause harm, to both individuals and to others. We heard from the System
Three study that alcohol becomes a problem:

“when it sets a whole train of events in motion – it affects your work, relationships,
family life, children, finances”. (Service user, Borders.)

> Communications by the Executive and statutory agencies, with both the
general public and specific target groups, should reinforce the
terminology of “alcohol problems”.

> References to the more technical terms for types of alcohol problems
should be reserved for specific settings and purposes, for example
discussions between doctors and patients.

We discuss in chapter 7 improvements to information and definitions used by those
who plan and provide services.

3.28 We shall need to change the names of some current bodies such as the Scottish
Advisory Committee on Alcohol Misuse (SACAM) and Alcohol Misuse Co-ordinating
Committees (AMCCs) to reflect the shift from “misuse” to “problems”. It is more
convenient to call them by their current titles in this Plan, however.
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Culture within organisations and professions

3.29 Organisations and professional bodies can influence cultures surrounding the use of
alcohol, through the practices that leaders and managers adopt. This applies to
both work and social or leisure-based organisations. All should define when alcohol
is, and is not, an appropriate part of the normal working day, or the organisation’s
other pursuits. 

> More organisations and professional bodies should adopt alcohol
policies that define sensible and appropriate use of alcohol by their
members, relevant to their work or other pursuits.

3.30 It’s happening already: the Executive’s own alcohol policy is to make sure that
people who drink do so sensibly and preferably not during the working day.
As a rule, alcohol is not provided during working hours on official premises as
part of official hospitality. The Scottish Parliament has a similar workplace
policy on alcohol for Parliamentary staff. MSPs operate to a code of conduct
which states:

In relation to consumption of alcohol, members are reminded of the
requirement in Standing Orders to conduct their Parliamentary duties in
an orderly manner; they should not engage in any activity as a member
that would bring the Parliament into disrepute. Members are required to
ensure that they, and guests to whom they provide hospitality in the
course of their Parliamentary duties, so conduct themselves.

Other action

3.31 Some of the action in later chapters of the Plan is also relevant to changing
cultures. For example:

• Providing low-cost or free activities that do not involve drinking: for the
population as a whole, and particularly for young people (chapter 4).

• Support to parents in discussing alcohol with their children (chapter 4).

• Preventing underage sales of alcohol and inappropriate purchases of alcohol
for children (chapter 6).

• Promoting environments that encourage responsible drinking. For example,
family settings (which are smoke-free), providing food, relative pricing of soft
drinks (chapter 6).

• Improving training for staff in relevant services (chapter 7).

3.32 In addition, the licensing review may be able to recommend changes that influence
drinking cultures and, more specifically, the key priorities in the Plan to reduce binge
drinking and harmful drinking by children and young people.
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introduction
4.1 This chapter:

• sets out the aims within this Plan that need action on prevention and
education;

• describes action targeted at children and young people.

Aims for prevention and education

4.2 This part of the Plan has benefited from a seminar on prevention held by the
Scottish Advisory Committee on Alcohol Misuse (SACAM) in November 2000, at
which a number of expert witnesses gave evidence. A full report has been published
separately.

4.3 Relevant aims from chapter 2 of this Plan include:

• to start to change unhelpful perceptions of, and attitudes to, alcohol in
Scotland, offering realistic options and alternatives;

• to promote clear and consistent messages relating to alcohol.

Plan for Action on alcohol problems
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4.4 In the longer term, prevention and education will contribute to the Plan’s aims:

• to reduce the level of consumption of alcohol by some groups within the
population;

• to reduce harmful patterns of alcohol consumption;

• to reduce specific risks relating to alcohol consumption, such as hazards
through work or sports.

4.5 Prevention and education require the right messages, to be delivered to the right
people, in the right way. The roles of a number of key players are set out in this
chapter: 

• the Executive; 

• national bodies such as HEBS and Alcohol Focus Scotland; 

• Alcohol Misuse Co-ordinating Committees (AMCCs) and their constituent
agencies;

• schools and those involved in youth work and further, higher and community
education;

• employers and workplaces.

Sensible drinking advice

4.6 The Sensible Drinking Report of an inter-departmental working group, published in
1995, included three main elements:

• Redefining the benchmarks for sensible drinking, in terms of daily limits.

• Reducing episodes of excessive drinking and intoxication.

• Specific messages to particular groups, such as children and young people
and pregnant women, or about particular settings.

4.7 The Executive continues to support the 1995 advice. It needs to be conveyed in
appropriate formats, which will vary according to the audience and the setting. For
example, detailed advice about limits in terms of units may be needed in discussion
between GP and patient, or in workplaces or sporting activities, where safety is
critical. Size of glasses and strength of drinks may need explaining, where these are
linked to units of alcohol. International evidence suggests, however, that it does not
work to incorporate sensible drinking advice in detail in advertising aimed at the
general public.

What works?

4.8 It can be difficult to establish the effectiveness of prevention and communications
activity on alcohol problems because of the long timescales involved. This should
not deter us from looking at evidence of what works. As the study of effectiveness
suggests, we need to focus on prevention in research and evaluation action under
this Plan, which will be discussed further in chapter 7.
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> The research strategy to be developed as part of the Plan will give a
high priority to developing the evidence base for prevention, education
and communications action.

Prevention and children’s strategies

4.9 Chapter 3 described the national communications strategy that forms part of this
Plan. As it says, local co-ordination of prevention, education and communications
action is also important. AMCCs will be central to this, and will build on the existing
work by agencies such as NHS boards, schools and community education providers. 

4.10 Services that provide treatment and support for people with alcohol problems and
those close to them will play a part in prevention and education. Services can make
people aware of potential problems with alcohol at an earlier stage and encourage
them to seek help. They can give information about responsible drinking and risks
of alcohol problems. They can promote self esteem, provide strategies to resist peer
pressure and encourage positive mental health. They can promote positive
alternatives and healthy lifestyles generally.

4.11 The framework for services described in chapter 5 will need to be considered
alongside action on prevention, education and communications, so that these link
up effectively. For children and young people it makes sense to address alcohol and
drugs issues together, given that many who have problems with one substance also
misuse others. As the Children’s Action Team has said in its recent report, all
children’s services need to be considered as a single service system. AMCCs and
DATs will need to join up locally with those planning children’s services, to make this
happen.

> Each AMCC should make prevention, education and communications an
integral part of its local strategy. 

> AMCCs and DATs should plan together to meet the prevention,
education and treatment needs of children and young people in their
area.

Children and young people

4.12 This Plan gives priority to reducing harmful drinking by children and young people.
Prevention and education will make a major contribution to this. They will need to
take account of evidence about why some young people drink too much, for
example as a “rite of passage”. They will also need to involve young people and
address their views about the risks of drinking, the safety strategies they adopt, and
their attitudes to advertising and promotion of alcohol.
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4.13 It’s happening already: the Walk the Talk initiative launched in November 1999
supports the development of appropriate, accessible health services for young
people. The Child Health Template, recently published by the Executive,
underlines the need for improved, combined and integrated child health
services. These include a comprehensive school health service, and extra help,
support and guidance for families, whose children have drug or alcohol
problems. The draft National Care Standards for residential services for
children and young people, first issued for consultation in June 2000, include
standards for providing information and addressing children’s problems with
alcohol and drugs.

School education

4.14 Schools, in partnership with the home and community, can make a difference to the
health behaviours of young people. The public consultation exercise identified how
important many people consider school-based education on alcohol issues to be. 

4.15 It’s happening already: a survey in July 2001 confirmed that 96% of all schools
provide education about alcohol matters: 96% of primary schools, 100% of
secondary schools and 77% of special schools.

4.16 Health education is addressed in schools within a comprehensive programme of
personal and social education. This is designed to give information and develop
skills and self esteem to help young people develop sound lifestyle choices and
healthy living. The drug education component of health education covers alcohol
and illegal drugs as well as smoking, solvents and the safe use of medicines. This
recognises that children may experiment with a number of substances from an early
age.

4.17 In Scotland, the curriculum is set out in national guidelines developed through wide
consultation and consensus. Separate 5-14 curricular guidelines for health
education were issued in November 2000, following a review led by Learning
Teaching Scotland (LTS). Health education, personal and social development and
religious and moral education are now consolidated into an important element of the
curriculum with a specific allocation of time.

4.18 A range of alcohol education materials is produced commercially and by local
authorities and other statutory and voluntary organisations such as HEBS and
TACADE. These are available to support teachers in the delivery of alcohol
education within the overall framework of local authority and national advice. It is for
individual schools and authorities to decide which resources best support their
programme of alcohol education.

4.19 HM Inspectors of Schools (HMI) have published a number of reports on health
education which offer evaluations and advice to local authorities and schools as
they develop their policies and practice. Health education programmes are subject
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to regular monitoring and evaluation. The national approach to self-evaluation is set
out in How Good is Our School?: Self-evaluation using performance indicators
(HMI: Audit Unit 1996), a tool to assist schools in carrying out an audit of their
practice. It provides a coherent and consistent, yet flexible, approach to evaluating
performance in schools. The same performance indicators are used within external
evaluation by HMI and within education authority procedures for quality assurance. 

4.20 The School Drug Safety Team (SDST), which comprised representatives from a wide
range of sectors and agencies including education, health, social work services and
police, reported to Scottish Ministers in June 2000. Their report offered
recommendations on all aspects of drug education in schools, including the
curriculum, management and co-ordination within the school, quality assurance,
teacher education and multi-agency training. The Executive has accepted the SDST
recommendations in full. Implementation will also have an impact on the delivery of
alcohol education.

4.21 Health education is part of the context of the health promoting school. This includes
the curriculum, school ethos, health services and other support agencies, and
partnerships with parents and the wider community. Health promoting schools
recognise that the health and wellbeing of young people are influenced by the total
experience provided by schools.

> A Health Promoting Schools Unit will be set up by the end of January 2002.

The Unit will have a national leadership role championing, facilitating and supporting
the implementation of the health promoting school concept throughout Scotland.
The Executive, HEBS, LTS and the Convention of Scottish Local Authorities (CoSLA)
are key partners. 

Community-based education and prevention

4.22 Schools provide only one element of work with children and young people on health
improvement. A collaborative approach is needed which involves young people
themselves, parents, the wider community, detached youth work, community
education, health and social services, and other specialist agencies. This will help to
reach all children, including the most vulnerable. 

4.23 The national communications strategy will reach children and young people,
although it will not target them specifically. Young people should be involved and
consulted about communications work with them. This applies locally and
nationally, including through bodies such as the Scottish Youth Parliament and
Youthlink Scotland.

4.24 Community Learning Strategy Partnerships involve statutory, voluntary and
independent organisations, many of which work with young people. AMCCs will
work with these partnerships in prevention and education for young people within
their local strategies. 43



4.25 Children and young people need positive and affordable alternatives to alcohol.

4.26 It’s happening already: The CAFE (Community Alcohol Free Environment)
Project, in Arbroath was established in 1996. It offers an alternative to “life on
the street” where young people can socialise and do a wide range of activities
in a safe environment. It has several parts, including:

• A health information service.

• PALS (Positive Action Local Support) – an employment, education and
training service.

• “Opt-In” – a drop in centre and outdoor activities run by a youth
committee for 12-25 year olds at risk from exclusion, alcohol and
substance misuse and crime. It is open six nights a week and caters
regularly for 250 young people.

4.27 The Executive encourages people to take part in sport or physical activity, as part of
a healthy lifestyle. Sportscotland operates a number of programmes to encourage
people to participate in sport. Children and young people are a key target group.
The Active Primary School and School Sports Co-ordinator programmes aimed to
increase participation in sport and physical activity. The Executive, through
sportscotland and its funding for local authorities, also encourages and assists the
development of new and improved facilities for sport and physical recreation which
are both affordable and accessible.

4.28 The forthcoming round of New Opportunities Fund initiatives will provide £87m of
lottery funding for sport and physical education in schools in Scotland. Half of this
sum will be used for school sports facilities. The rest will be for out of school hours
sporting and cultural activities and to put in place sports programmes aimed at
diverting young people from criminal and other anti-social behaviour.

4.29 The Executive’s £3m Healthy Respect national health demonstration project will
explore with young people:

• the types of behaviours they participate in that they feel good about; and 

• how they can develop strategies to avoid behaviour they don’t feel good
about.

Encouraging young people to have respect for themselves and others should
reduce high risk activities such as unsafe sex linked to drinking too much. 

4.30 The Executive’s Changing Children’s Services Fund will support work with children
and parents which has a preventative focus.

> Alcohol problems will be included in the indicative list of priority
objectives for the Changing Children’s Services Fund from April 2002.
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4.31 The Lloyds TSB Foundation Partnership Drugs Initiative funds work with vulnerable
groups of children and young people. This includes services tackling alcohol
problems alongside drugs.

4.32 It’s happening already: the Lloyds TSB Foundation are funding the West
Lothian Youth Action Project’s streetwork service. This will provide a drug and
alcohol information service to young people aged 10-20. There will be a
minimum target of 120 streetwork contacts per month during the first year.

4.33 The public consultation exercise also highlighted how students may drink in harmful
ways and be at risk of developing longer-term problems with alcohol. The
communications strategy described in chapter 3 will target young people directly,
through its focus on making binge drinking unacceptable.

> Alcohol Focus Scotland is working with the National Union of Students
in Scotland to develop ways of targeting responsible drinking messages
to students, in line with the overall communications strategy in the Plan. 

Parents

4.34 Parents can play an important part in shaping their children’s drinking behaviour and
in creating the context in which children learn to drink. It was clear from the public
consultation exercise, however, that many parents find it difficult to approach the
subject of alcohol with their sons and daughters. They may need to bridge a
generation gap and examine their own, as well as their children’s behaviour to talk
about drinking credibly. Parents are involved in their children’s health education at
school and this can help to some extent.

4.35 The Executive has been giving careful consideration to the development of
parenting support in general. There are a range of initiatives, including Sure Start
Scotland, New Community Schools and Starting Well which include elements of
parenting support. We are looking at how best to build upon this provision to help to
support parents in their parenting role.

4.36 A number of guides for parents who want information on talking with their children
about alcohol have been produced in the past: for example by Alcohol Focus
Scotland, The Portman Group and in local areas in Scotland. An updated and
widely available guide would be helpful, however. 

> The Executive will commission new resources for parents on alcohol
and young people which will be widely disseminated.

Prevention in particular settings

4.37 We highlight in the following sections how action in four particular areas can
contribute to prevention of alcohol problems.
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Health promotion in primary care

4.38 It is part of all GPs’ role to improve health and prevent illness generally. As we say in
chapter 5, brief interventions can be effective in changing patients’ drinking
behaviour. GPs also organise specific health promotion services for which they may
be reimbursed. Examples include prevention of heart disease, teenage health and
smoking cessation. 

> Local Health Care Co-operatives (LHCCs), with the support of public
health practitioners and the wider multi-disciplinary team should
consider organising health promotion activities that address alcohol
problems or potential problems, in the context of delivering other health
promotion advice. They should publicise that these services are
available, in ways that are appropriate to the target client group. 

Thiamine in beer

4.39 The HERU study quotes evidence that adding thiamine (vitamin B1) to beer in the
production process is an effective way to prevent some forms of alcohol-related
brain damage. The Executive has asked the relevant UK scientific advisory
committee to consider the complex issues involved in introducing this measure in
the UK.

Workplace policies

4.40 The workplace is a good starting point for tackling the personal as well as the
economic costs of alcohol problems. Some employers already have alcohol
policies. As in chapter 3, organisational culture is important. The development of
occupational health policies generally is promoted by Scotland’s Health at Work
(SHAW) and through HEBS. 

It’s happening already: guidance on occupational health to small and medium
sized enterprises, issued by the Executive in November 2001, includes
information about workplace alcohol policies.

4.41 The consultations for this Plan identified the value of workplace initiatives, as part of
raising general awareness, as well as to keep employees safe and healthy, and deal
with any problems that arise. 

> SHAW will work with other organisations to help employers to develop
better workplace alcohol policies within their occupational health
strategies and plans. SHAW will aim to double participation by small and
medium sized enterprises in their scheme by March 2003. They will aim
to cover 40% of the Scottish workforce by 2006.
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Drink driving

4.42 Government campaigns and other activities to inform the public and help prevent
drink driving have had good results. Between 1989 and 1999, the number of serious
casualties as a result of drink drive accidents has fallen by nearly half from 480 to
250. In the same period, as Appendix 1 shows, the number of people killed in Scotland
as a result of such accidents has dropped from 80 to 60.

4.43 Scottish publicity initiatives on drink driving are undertaken by the Scottish Road
Safety Campaign (SRSC), which is funded by the Executive, in partnership with the
Association of Chief Police Officers in Scotland. Scottish publicity measures
complement national publicity campaigns run by the UK Government. In December
2001, the SRSC published research on current attitudes to drinking and driving and
launched phase 1 of a 5-year strategy for drink drive publicity.

> The Scottish Road Safety Campaign will provide a 5 year strategy for
drink drive publicity.

> The Scottish Road Safety Campaign will continue to provide publicity
support for enforcement campaigns undertaken each year by Scotland’s
police forces.

Equality groups

4.44 The consultation exercises identified different issues for equality groups. For some
of these, other national and local strategies will help to prevent and address
potential alcohol problems. For example, HEBS is developing a three-year health
promotion programme for older people, which will address a range of lifestyle
issues, including alcohol. Chapter 7 of this Plan indicates that research will
investigate whether there are alcohol issues for minority ethnic groups.

4.45 There is a general need for prevention and communications strategies to be
sensitive to the different requirements of equality groups.

> The Executive will consider with knowledgeable representative groups,
whether it would be helpful to develop material on preventing alcohol
problems within the overall communications strategy, targeted at specific
equality groups. 

> AMCCs should include, as part of local prevention, education and
communications, action targeted at the needs of significant local
equality groups.
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introduction
5.1 The aim of action on provision of support and treatment services identified in 

chapter 2 is:

• To provide equitable, accessible and inclusive services to address the needs
of those who experience problems with alcohol and those affected by others’
alcohol problems.

Current services

5.2 Evidence gathered for the Plan has highlighted examples of effective services across
Scotland. These include services provided by a range of health and other professions.
GPs are often the first source of advice about alcohol problems. They play a vital
role in identifying and tackling such problems and referring patients for appropriate
help. 
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5.3 Services may be in the statutory, voluntary or independent sectors and include:

• counselling;

• specific psychological interventions;

• self-help groups;

• alcohol problems clinics;

• alcohol liaison nurses in acute hospital settings;

• community addiction services;

• home detoxification services;

• specific pharmacological interventions;

• residential services;

• rehabilitation services;

• support groups for families of people with alcohol problems.

Need for development

5.4 The consultation has, however, identified the need to improve services for people
with alcohol problems and those close to them. The general perception is that
service coverage in Scotland is patchy and fragmented and there is disparity in
support and treatment available across the country.

5.5 Many perceived gaps in services were identified. These include specialist psychiatric
services, counselling services for those with alcohol problems and their families,
respite and rehabilitation services and services for people with alcohol-related brain
damage. The need for helplines was also raised.

5.6 Some groups will need specialist services, or mainstream services may require to be
more sensitive to their particular circumstances. For example:

• children and young people;

• women;

• older people;

• minority ethnic groups;

• disabled people;

• people with mental health problems;

• lesbian, gay, bisexual and transgender groups.

5.7 In addition, services in areas of deprivation may need to be improved to match the
particular health consequences of alcohol problems in such areas that are
highlighted in Appendix 1.
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Core principles

5.8 The System Three study of views of people with alcohol problems and their families
suggests a number of core principles for services: 

• confidentiality;

• accessibility (geographically, temporally, and financially);

• ongoing rather than time limited;

• holistic – encompassing the context and causes of the alcohol problem;

• understanding;

• supportive with a non-judgemental attitude;

• take a positive approach;

• be tailored to the needs of the individual.

5.9 In addition, the Executive considers that services should:

• be properly co-ordinated where they are provided by different agencies;

• link up with those that tackle drugs, mental health and wellbeing,
homelessness and with maternity services, children’s services, community
care and the criminal justice system;

• be designed with input from service users, carers and communities;

• address the needs of other family members.

What works?

5.10 The provision of services should be guided by evidence of best practice and
effectiveness. The HERU study reviews what is known about screening and detection,
brief interventions, detoxification and relapse prevention techniques. It notes, for
example, evidence that brief interventions by GPs, nurses, health visitors and other
health care professionals are effective in changing drinking behaviour and reducing
the alcohol consumption of certain groups.

5.11 Two current exercises will add in the next year or two to our understanding of how
best to address the whole range of alcohol problems, including chronic heavy drinking.
These are work by the Scottish Intercollegiate Guidelines Network (SIGN) on the
management of alcohol problems by primary care professionals and by the Health
Technology Board for Scotland (HTBS) on relapse prevention. More research and
better evaluation of services are needed, not just in the health field, and chapter 7
sets out action required.
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Quality standards

5.12 Services should also be expected to comply with quality standards. Existing sets of
standards include the draft National Care Standards for Care of People with Drug
and Alcohol Misuse Problems, Quality in Alcohol and Drug Services (QUADS) and
European Quality Standards.

Services framework and development

5.13 Providing effective services that meet needs is central to local strategies and plans.

> The Executive will develop a framework for alcohol problems support
and treatment services and consult on this early in 2002.

The framework will assist those who plan and commission services to assess local
needs, identify service gaps and develop plans to fill these. The framework will
include guidance on core principles, assessment of individual needs, provision of
services for specific groups, working across organisational boundaries,
effectiveness and quality standards. It will cover a range of services that may be run
by statutory, voluntary or independent providers: whichever can do the best job.

5.14 The framework will adopt a tiered approach to services: from the community level to
the most specialised forms of services, such as residential detoxification or
rehabilitation. It will show how treatment, services and prevention should link up, as
in chapter 4 of this Plan. It will also draw on emerging experience within the drugs
strategy of the value of an integrated spectrum of services. People should be able
to get access to services at any point on the spectrum. Their subsequent journey
through the possible range of services should be tailored to their individual needs.

5.15 The framework will address the needs of people who have problems with alcohol
and illegal drugs. Their needs may be different to those whose difficulties are with
alcohol only.

5.16 Many services will be provided or commissioned by local authorities and NHS
boards. The Executive will support further developments in joint working between
these agencies, including through the implementation of the Joint Future Group
recommendations on joint resourcing and management of community care services
and on single shared assessment.

5.17 In order to locate NHS alcohol services within core NHSScotland standards:

> The Clinical Standards Board for Scotland (CSBS) will consider including
a standard for alcohol services in their work programme for 2002-03.

5.18 As in chapter 2, the Executive will assess the need for new resources for services
provided by a whole range of agencies, as better local information about gaps
emerges across Scotland. 
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> The Executive will consider the need for additional statutory resources
for all types of action on alcohol problems including support and
treatment services. 

The Executive will indicate in due course how any additional resources will be
phased in, what types of services will be prioritised and how funds will be
distributed to agencies and across the country.

5.19 > The Executive will consider whether a Scottish alcohol problems 
helpline is needed.

A helpline might provide advice for people with alcohol problems and their families,
friends and carers.

5.20 The rest of this chapter describes some groups of people with particular needs for
services, that will be set out in more detail in the framework.

Children and young people

5.21 The evidence summary identified particular gaps in services suitable for children
and young people. This includes services tackling young people’s own drinking and
supporting children who are affected by other people’s alcohol problems.

5.22 The difficulties of children whose parents have alcohol problems were highlighted in
public consultation by organisations such as ChildLine Scotland and Children 1st.
For example, more than 1 in 14 of all young callers to ChildLine Scotland identify
their parents’ drinking as contributing to their problems. The Catalyst study of trends
and costs found that most social work services costs of alcohol problems arose
from work with children and families where a parent had a history of such problems,
rather than the child. 

5.23 Children living with alcohol problems within the family are more likely than others to
experience:

• physical and sexual abuse;

• family relationship problems;

• truanting;

• other school problems such as under-achieving and bullying;

• loss of security and trust in adults.

The framework for services will highlight these children’s need for support, which is
largely unmet at the moment.

5.24 As in chapter 4, the Changing Children’s Services Fund will make children affected
by alcohol problems one of the priority groups for action against which bids for
funding will be considered from April 2002.
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5.25 The Executive is currently consulting on the Getting our priorities right draft guidance
on working with children and families affected by problem drug use. Although the
focus of the guidance is on the impact of drug use, some aspects may be useful in
work with parents who have problems with alcohol. The consultation asks whether
enough advice has been provided to agencies working with parents with alcohol
problems or whether the Executive should produce separate guidance on this.

Rural communities

5.26 The consultation evidence identified a range of specific issues relating to rural
communities including the difficulties in providing services for people with problems
with alcohol whilst retaining privacy.

5.27 In its recent report, the Rural Poverty and Inclusion Working Group notes that
families and neighbours in rural areas are more likely to support someone with
alcohol dependency and will refuse professional help to avoid the stigma of alcohol
problems within communities. The Working Group recommended that AMCCs
should work closely with rural communities, NHS boards, local authorities, local
alcohol projects, GPs and pharmacists to plan confidential and accessible services
in all rural communities, providing outreach services where necessary.

> AMCCs in rural areas should ensure that local strategies take into account
the particular difficulties that their service users may experience.

Housing support services

5.28 From 1 April 2003 local authorities will take on responsibility for providing housing
support services. These include general counselling and support to enable
vulnerable people, including those with current or previous alcohol problems, to live
independently in the community. Under the new arrangements, financial assistance
for housing support will be available to a wide range of people, including owner-
occupiers. The support offered will be tailored to the assessed needs of the
individual. The Community Care and Health (Scotland) Bill currently before the
Parliament will provide for direct payments to clients so that those who wish to do
so can arrange and purchase their own housing support services.

Homeless people

5.29 Alcohol problems often underlie or exacerbate homelessness. This has been
recognised through aspects of the Executive’s Rough Sleepers Initiative which has
funded accommodation and support for people whose problems with alcohol
contribute to their inability to sustain accommodation. There is also a need to
recognise and address alcohol problems before they lead to homelessness.

5.30 Local authorities have new statutory obligations to develop homelessness strategies
by March 2003, in consultation with relevant voluntary and statutory partners.
Authorities will need to work in partnership with NHS boards on these strategies.
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> Local authority homelessness strategies, to be developed by March
2003, should indicate how homeless people, and people at risk of
becoming homeless because of problems with alcohol, will be
supported and helped out of homelessness.

5.31 In Glasgow, the problems of large homeless hostels where residents have little
access to co-ordinated support are being tackled. Large hostels will be
decommissioned and residents’ needs assessed to identify more appropriate
accommodation and support. This will include support to address the alcohol
problems of some of the residents.

5.32 The Homelessness Task Force, which is due to report shortly, will be making
recommendations to prevent homelessness and to address it where it does occur.
The Task Force is considering the specific support needs of people whose
homelessness is exacerbated by substance misuse.

5.33 The new Health and Homelessness Co-ordinator has issued guidance to NHSScotland
on the development of health and homelessness action plans. Each NHS board’s
action plan will be linked to local authority homelessness strategies and to
community plans.

People with mental health and alcohol problems

5.34 Appendix 1 says that 15% of people admitted to psychiatric hospital have a primary
alcohol-related diagnosis. Surveys show that about a third of acute psychiatric
in-patients with severe and enduring mental health problems also have an alcohol
problem. Such a dual diagnosis adds to an individual’s difficulties, complicates their
treatment and may well delay their recovery. People with alcohol problems are at
high risk of deliberate self harm, or even suicide; the Executive has recently issued a
framework for suicide prevention.

5.35 The current framework for mental health services in Scotland includes provision of
services for people with both mental health and alcohol problems. The framework
for alcohol problems services will reinforce this. The Mental Health and Well Being
Support Group is paying particular attention to alcohol problems services in its
current round of visits. The CSBS schizophrenia standards include a provision that
treatment of a co-existing alcohol problem will be given due attention in the care
plan for people with a diagnosis of schizophrenia. 

People with alcohol-related brain damage

5.36 The public consultation identified a need to review services for people with alcohol-
related brain damage. A particular concern is the current low level of service
provision for quite young adults with acquired brain injury, identified in a recent
SNAP report.

> The Executive will set up an expert group to review models and approaches
to providing services for people with alcohol-related brain damage.
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Prisons

5.37 Many people in prison have alcohol problems. In the 2001 Prison Survey, 34% of
prisoners stated that alcohol had been a problem for them before incarceration.
39% stated that they had been drunk whilst committing many of their crimes. 29%
acknowledged a history of violent behaviour related to alcohol. 28% thought that
drinking had affected family relationships.

5.38 The Scottish Prison Service addictions service provides a single entry point for all
prisoners who present with alcohol or drugs problems. The first stage of the process
involves full assessment and individualised care planning. Depending on the results
of the assessment (which also looks at other needs, such as accommodation,
employment and training, education, personal finance and health matters) the
prisoner will work through the care plan with a key worker during their time in
custody. This may include a range of treatment options. Before release, transitional
care will be offered which takes the care plan forward into the community.
Short-term mentoring support for up to 12 weeks is provided after release.
Where necessary, this links people to services that address their longer-term needs.
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introduction
6.1 This chapter:

• examines the contribution legislative and other controls might make to the Plan; 

• sets out how the review of the Licensing (Scotland) Act 1976 fits with the Plan;

• describes controls currently in place and proposes further action;

• looks at how the criminal justice system works with offenders who have
alcohol problems.

What are controls?

6.2 Controls to protect individuals and communities from alcohol problems currently
take a number of forms including:

• licensing law;

• criminal justice activity e.g. policing, community safety partnerships, bylaws;

• drink driving legislation;
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• voluntary controls on advertising;

• responsible practices in serving alcohol and drinking environments; 

• controls on alcohol at sporting events.

Pricing and taxation

6.3 Some consultation replies suggested use of price, including increases in duty, to
regulate levels of consumption. Fiscal policy is reserved to Westminster, however,
and so could not be used by the Scottish Executive to reduce alcohol problems in
Scotland. Nor is the evidence of effectiveness clear that it would assist in reducing
harmful patterns of alcohol consumption, and thus achieving the aims in chapter 2.

6.4 However, the Executive shares concerns expressed in the public consultation about
the illicit sale of smuggled/bootleg alcohol. The Executive is pleased that the UK
Government is taking firm action against those abusing the system. 

6.5 It’s happening already: Her Majesty’s Customs and Excise aim to reduce cross-
Channel smuggling of alcohol and other excise goods by 10% year on year.
An additional 170 customs officers are being deployed specifically for this
purpose.

Licensing law

6.6 Licensing law regulates the sale and supply of alcohol. The law controls when,
where and to whom alcohol is sold. It allows provisions to be tailored locally to
reduce social consequences of alcohol problems. It is clear from the consultations
that Executive’s decision to review the Licensing (Scotland) Act 1976 as an integral
part of the strategic approach in tackling alcohol problems is warmly welcomed.
Views gathered in consultation for this Plan have been made available to the review
Committee, as has evidence about the effectiveness of licensing controls.

6.7 Comments in the consultation exercises for this Plan included:

• the need to enforce existing legislation effectively;

• licensing hours;

• the number of licensed outlets and the balance between on and off sales;

• criteria for granting licenses;

• age limits;

• licensing board procedures.
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6.8 It is hoped that an outcome of the Review will enable action in future on the
following aspects of the Plan:

• Culture change.

• Binge drinking.

• Harmful drinking by children and young people.

• Crimes of violence and public disorder associated with harmful drinking.

Proof of age schemes

6.9 The Executive is keen to reduce harmful drinking by children and young people.
Proof of age card schemes may well help to prevent illegal sales. Specifically,
retailers are encouraged to adopt a “no proof, no sale” policy. 

6.10 It’s happening already: The Executive is supporting pilot youth card schemes,
in which proof of age is an integral part, in Glasgow, Edinburgh, Argyll & Bute
and Angus in conjunction with CoSLA, and Young Scot.

6.11 Cards offer the holder a range of benefits including access to local authority services
such as libraries, leisure and recreational facilities, reduced travel costs and discounts
from a range of retailers. Several other local authorities have expressed an interest
in introducing similar card schemes in the light of the pilots. Proof of age is an
integral part of these cards. 

> The Executive is discussing with local authorities and NHSScotland the
scope for a wider local authority administered smartcard scheme.

Preventing underage sales

6.12 Other approaches can contribute to preventing the sale of alcohol to under 18s.
Industry bodies representing retailers have guidelines for their members on avoiding
sales of age-restricted goods, including alcohol and tobacco, to underage
customers. 

6.13 It’s happening already: Following a review of prosecution policy, the Lord
Advocate has authorised a pilot scheme to permit criminal proceedings to be
taken on the basis of evidence obtained by test purchasing of age-restricted
goods, including alcohol, by children. The aim of the pilot is to assess whether
test purchasing by children in Scotland can help to achieve more effective
enforcement of the law in this area.
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Alcohol and crime 

6.14 The consultation exercises identify links between alcohol and a range of criminal
and anti-social behaviour:

• violent crime;

• vandalism; 

• public disorder (often on or around licensed premises);

• physical, sexual and domestic abuse; 

• threats to community safety. 

6.15 Several agencies have a part to play in dealing with alcohol-related crime:

• the police;

• the Crown Office and the courts;

• the prison service;

• local authority criminal justice services;

• communities/Community Safety Partnerships – parents, young people,
retailers, the drinks industry, the licensed trade, youth workers. 

6.16 The Executive recognises the need for current law to be effectively enforced and
supports local authorities’ use of bylaws to restrict drinking in public places.
The police in Scotland already undertake rolling programmes of initiatives that help
tackle alcohol problems. They work in partnership with other agencies and with the
licensed trade on:

• visits to licensed premises to educate and remind licensees about their
responsibilities;

• visits to hot spots where young people and others create alcohol-related
problems;

• high visibility patrols in areas of licensed premises to help reduce public
order offences;

• development of ‘Pub Watch’ schemes which allow publicans to alert one
another to problems experienced with customers;

• licensee forums;

• radio links between licensees and police;

• the use of CCTV systems in town centres to reduce alcohol-related offences;

• targeting underage drinking, for example by confiscating alcohol from under
18s.

The Crown Office take particularly seriously assaults in A&E Departments and also
underage sales by licence-holders. 
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Community safety

6.17 In 1998 the Scottish Office launched Safer Communities Through Partnership: 
A Strategy for Action which is aimed at encouraging the development of local crime
prevention strategies between the police, local authorities and local communities. Local
authorities now lead local crime and safety partnerships involving the police,
voluntary sector bodies and the public to tackle community safety issues, including
those which are alcohol related, which trouble local people. Umbrella bodies for the
alcohol and hospitality industries and the licensed trades have recently been invited
to provide members for these partnerships.

> Alcohol-fuelled violence will be examined at the Executive’s anti-violence
conference to be held early 2002.

> Revised funding arrangements for community safety partnerships to be
introduced April 2002 will require responses to alcohol and drug related
crime to feature in forward work programmes.

Door stewards

6.18 Another area of particular concern to emerge in the consultations surrounds poorly
managed licensed premises, including the failure to refuse entry to intoxicated
individuals and inconsistency in dealing with anti-social behaviour. In the main those
responsible are door stewards or night-club bouncers, licensed or otherwise, which
form part of the private security industry. Some local authorities have already
introduced arrangements specifically to try to achieve minimum standards for door
stewards, but there are gaps in overall consistency. 

6.19 It’s happening already: A consultation paper outlining the Executive’s proposals
for regulating the private security industry in Scotland issued on 11 September
2001, with a closing date for responses of 14 December 2001.

Alcohol at sporting events

6.20 The controls over carriage and consumption of alcohol at designated sporting
grounds and events, introduced in 1980, have been very effective in counteracting
the alcohol-related violence and misbehaviour which used to occur at major football
matches. The Executive will keep this area of the law under review, but we have no
plans for any general relaxation of the framework of controls.

Criminal justice system

6.21 Within the criminal justice system services are needed to assist those with alcohol
problems and to reduce the likelihood of their re-offending, as well as to protect
individuals and communities from alcohol related crime. The consultation evidence
identified the need for a range of criminal justice interventions for people with
alcohol problems:
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• multi-agency alternatives to custody;

• treatment and testing orders;

• designated places;

• diversion schemes;

• community-based disposals;

• a clear route to support and treatment services.

6.22 The Executive’s overall objective is to provide a range of community based criminal
justice interventions for people with an alcohol problem. These are funded centrally
under the 100% funding arrangements for criminal justice social work. The current
national budget is £50m. 

6.23 It’s happening already:

• Diversion from prosecution schemes: have been rolled out across
Scotland to provide Procurators Fiscal access to local schemes.
Alcohol/drug misusing accused are one of the target groups. 

• Probation: it is possible to place a specific condition of a probation
order to require offenders to attend programmes to address alcohol
problems. Alternatively this can be done on a voluntary basis.

• Electronic monitoring: schemes are being rolled out nationally which
restrict offenders to, or from, a certain place for a designated number of
hours.

6.24 There is a gap between diversion and probation which may require to be filled by
work with people given deferred sentences not subject to the 100% funding
arrangements for criminal justice social work at the moment. 

> The Executive is setting up a working group with representatives from
statutory and voluntary agencies to consider policy and guidelines for
social workers and sentencers, on structured work with those receiving
deferred sentences.

Use of deferred sentences and appropriate programmes for individuals would be
piloted in the first instance and subject to full evaluation. 

6.25 The Executive is exploring the opportunities for extending the existing range of
criminal justice interventions, to increase the numbers of offenders who can be
linked to support, treatment and rehabilitation services.
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6.26 Although not strictly speaking a criminal justice measure, arrest referral schemes are
attracting increasing interest. Arrestees are referred to agencies that assist with a
range of problems that may underlie offending behaviour.

> The Executive will support pilot arrest referral schemes from 2002 that
tackle drug and alcohol problems amongst others.

Domestic abuse

6.27 The misuse of alcohol can lead to violence because of its disinhibiting effect. In the
Scottish Crime Survey 2000, 62% of victims of threats or force said that the
perpetrator had been drinking. However, drink is not a cause of domestic abuse nor
an excuse for it.

6.28 Women experiencing domestic abuse who turn to alcohol or drugs may experience
difficulties in accessing service provision. It is important to reach and support them.

6.29 It’s happening already: The Scottish Executive has provided £10m to Scottish
Homes for a three year refuge development programme. One of the aims of
the programme is to improve refuge and other services to meet the needs of
women who may not currently have access, including women who use drugs
or alcohol.

Drink driving legislation

6.30 Many consultation responses wanted action on drink driving. Prevention and
publicity campaigns were mentioned in chapter 4. The GB road safety strategy for
the period to 2010, published in March 2000, includes other measures to address
drink driving which are the responsibility of the UK Parliament (although
enforcement of the law is up to the police in Scotland).

6.31 It’s already happening: Since January 2000, rehabilitation courses for drink
drivers have been rolled out across Great Britain. There are now four
organisations approved to provide courses in Scotland.

6.32 > The UK Government is considering:

• the current drink drive limit in the context of proposals from the
European Commission; 

• responses to a consultation paper, issued in December 2000, on
proposed changes to penalties for road traffic offences, including
drinking and driving;

• legislation to introduce targeted breath testing and roadside testing
to provide admissible evidence in court.
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Advertising

6.33 The alcohol industry and related trades operate voluntarily a number of social
responsibility codes and practices. Advertising and promotion are subject to self-
regulation. The British Codes of Advertising and Sales Promotion and the
Independent Television Commission Codes limit presentation of alcohol, for
example, so that advertisements should not appeal directly to underage drinkers. 

6.34 Alcohol advertising was nevertheless raised frequently in the public consultation,
with many people identifying effects of advertising on drinking cultures and pointing
to perceived gaps in controls. Limits on advertising were suggested through, for
example:

• the use of an independent regulator;

• the replacement of voluntary controls with statutory measures;

• a watershed for alcohol advertising;

• a ban or more controls on advertising/sponsorship in sport. 

6.35 These matters are best handled at UK level. Evidence about the effects of advertising
on alcohol consumption and alcohol problems is equivocal. The UK Government
considers that non-statutory controls are effective in subjective areas of advertising
and promotion content, such as alcohol, where formal regulation is apt to be
contentious. 

> The Executive will raise issues surrounding alcohol advertising from the
evidence for this Plan, with the UK Government and the alcohol industry.

Promotional activities and drinking environments

6.36 The consultation exercises also identified perceived needs to improve drinking
environments and to restrict promotional activities (happy hours, 2 for 1 offers etc)
which are seen to encourage harmful drinking especially among young people.
These may be considered as part of the licensing review. The Executive welcomes
the industry’s willingness to take steps voluntarily to curb some of the more
unacceptable promotional practices. We also welcome the increase in more
attractive and family-friendly drinking environments.

6.37 It’s happening already: The British Beer and Pub Association’s guidance on
point of sale promotions is being issued to pubs in Scotland.
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Labelling

6.38 A number of consultation replies suggested that unit information and health
warnings should be printed on alcohol containers, and relevant information should
be displayed at points of sale. Research in the USA has suggested that these may
increase awareness of alcohol problems, but will only change attitudes and
behaviours, as part of a much broader prevention strategy.

6.39 The Executive welcomes the discussions which are taking place with the drinks
industry at UK level over the question of unit labelling. We consider that health
warnings are worthy of further consideration, when used in conjunction with other
prevention and education initiatives.

> The Executive will participate in discussions on labelling issues at UK
level.

Server training

6.40 The public consultation exercise identified support for the training for licensees, and
those working in licensed premises, both on and off sales and licensing board
members. Suggestions about the nature of this training included embracing such
issues as:

• server interventions;

• serving those intoxicated;

• proof of age;

• legal responsibilities;

• management of violence;

• environmental issues;

• effects of alcohol;

• harm caused by alcohol.

6.41 International evidence suggests that responsible servers of drinks, and managers,
can help prevent some alcohol problems. The Executive welcomes the support of
the industry for training which covers quality standards, customer care, etc. There
are a number of training schemes in place including the Scottish Licensee certificate
for pub managers, the British Institute of Innkeeping qualification and Alcohol Focus
Scotland’s Servewise initiative which has been funded by the Executive.

> The Executive will work with the industry and licensed trade and Alcohol
Focus Scotland to improve and promote training in responsible serving
of drinks.
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Plan for Action on alcohol problems
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introduction
7.1 The summary of evidence for this Plan emphasises:

“tackling alcohol [problems] is the responsibility of everyone in Scotland”; and 

“the need for joint working, communication, co-operation and collaboration … at a
national and local level”.

7.2 Earlier chapters of this Plan have said how a number of different organisations and
interests will take action that addresses the overall purpose of the Plan to reduce
alcohol-related harm and to meet more specific objectives and targets. This chapter:

• sets out the role the Executive, advised by the Scottish Advisory Committee
on Alcohol Misuse (SACAM), will continue to play in implementing the action
in the Plan;

• describes how action locally will be co-ordinated;
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• provides for training and development for staff who will be involved in
delivering action;

• sets out how information required to support delivery will be improved;

• describes action to develop research and evaluation of what works.

National level

7.3 The Executive will play a major role in delivery of the Plan. Much of the action
already identified is for us. We will also:

• disseminate and promote the Plan widely;

• clarify accountability arrangements; 

• identify resources as in chapter 2;

• review delivery.

7.4 The Executive will discuss with Alcohol Misuse Co-ordinating Committees (AMCCs)
new arrangements for AMCCs and their members to account for delivering local
strategies, within the national aims and key priorities in this Plan. We will look in
particular at local strategies for prevention and communications, work with children
and young people, and redesign and improvement of services. We will make sure
that accountability arrangements are fit for purpose and that they link to related
arrangements, such as the Performance and Accountability Framework for
NHSScotland and to the Drug Action Team corporate accountability process.

> The Executive will put in place accountability arrangements for local
delivery of this Plan by autumn 2002.

> The Executive will review progress in delivering this Plan with all the
agencies and interests involved, by the end of 2003.

7.5 Policy does not stand still and we will continue to take SACAM’s advice on
developing and updating our approach. 

> The Executive will review the membership of SACAM to make sure that
it represents key interests and priorities within the Plan, by Easter 2002.

7.6 The Executive will also make sure that we are joined-up in our own activities.

> The Executive will ensure that alcohol problems are highlighted and
addressed in other relevant national strategies and plans.
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Local delivery

7.7 The public consultation exercise was clear that local agencies needed to join together
to plan for their area, within the purpose and objectives of the national Plan.
We have discussed the consultation exercise and the development of action with
the Chairpersons of the AMCCs. They support the Plan and the role we envisage for
them in implementing it. AMCCs need to be strengthened in a number of ways,
however, to deliver what is expected of them. We have also considered with the
drugs field how delivery of this Plan should be co-ordinated locally with
implementation of the drugs strategy.

7.8 The overall approach to local implementation of the Plan will be:

• AMCCs will be the vehicle for delivering the Plan for Action locally.
Their remit will be to bring together local delivery agencies, voluntary
sector, industry, community and service user interests, to draw up local
strategies to address alcohol problems and to implement these
strategies.

• AMCCs will work within the community planning framework. Their
strategies will need to join up with other relevant local plans including
those for health services, children’s services, drugs and community
care.

• AMCCs will need additional capacity and support to enable them to play
their full part in delivery.

7.9 The following action points set out how AMCCs will need to work to promote
effective local delivery of the Plan.

7.10 The Executive will not prescribe whether drugs and alcohol issues should be
addressed by the same body. Local factors, including prevalence of problems,
whether statutory agencies are co-terminous and organisation of services, will need
to be taken into account. Arrangements for co-ordination will need to be kept under
review, as community planning develops.

> Arrangements for co-ordination of alcohol, drugs and other substance
misuse issues should be determined locally under the broad community
planning umbrella. 

> Where AMCCs are combined with Drug Action Teams (DATs), alcohol
issues should be given higher priority on the agenda than at present.

> AMCCs should form effective working links to other local co-ordinating
structures, under the broader community planning umbrella. 

These include community safety partnerships, social inclusion partnerships,
community learning strategy partnerships and groupings responsible for Local
Health Plans, children’s services plans and community care plans, amongst others.
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> Local authority departments, including social work and education
departments, NHS boards and the police should provide representatives
at elected member or chief executive level as members of AMCCs. 

This will enable members to commit their parent organisation to action, including to
the provision of resources. AMCCs should also include as members representatives
of the alcohol industry and relevant trades.

> Each AMCC should have at least one forum or reference group to make
sure that community, voluntary sector and individual views are voiced
and heard. 

AMCCs should consider a range of methods for involving service users,
communities and specific interest groups in their work. For example, running
Citizens’ Juries, using focus groups, drawing on other partnership working methods
such as Partners in Change available to NHS boards and their local planning
partners. Some experience in implementing the drugs strategy may help to develop
good approaches.

7.11 Delivering the Plan locally will need to be based on strong local strategies drawing
on an assessment of local needs and resources.

> Each AMCC should draw up, publish by April 2003 and subsequently
implement a local strategy covering a period of at least three years.

Existing local strategies should be reviewed in the light of this Plan. Strategies
should address prevention and communications, and the needs of children and
young people, and chapter 4 of this Plan.

> AMCCs should “sign off” plans by constituent agencies for providing
and commissioning services, using both existing resources and any new
funding that becomes available in future. 

7.12 AMCCs will need better support to help them fulfil their enhanced role.

> The Executive will provide new funding to strengthen support for
AMCCs as soon as details of enhanced support have been agreed. 

> The Executive will provide funding from January 2002 for a new national
alcohol liaison post to support all AMCCs in delivering local strategies.

> The Executive will ensure that the National Associations of AMCCs and
DATs work together on linking appropriately the delivery of this Plan and
the national drug strategy.

> The Executive will provide communications expertise to support local
communications action.
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7.13 It will take time for AMCCs to build up their own capacity to look at local needs in
their area and draw up their local strategies. The picture is not the same across
Scotland, but overall, it will be at least 18 months before new patterns of activities
and services can be developed and implemented consistently. This timescale ties in
with what we have said earlier about reviewing the resources the Executive makes
available for delivery.

The voluntary sector

7.14 The public consultation exercise identified the strong contribution already made by
voluntary organisations in providing prevention, education, treatment and support
services. For example, both Alcoholics Anonymous and AlAnon provide important
and highly accessible parts of the services that are available, although they are not
allied with any organisation or institution and do not wish to be included among
services funded by statutory bodies.

7.15 The Executive recognises the value of the contribution the voluntary sector makes,
both now and for the future, in what we say in this Plan. The sector can often meet
the needs of marginalised and equality groups more effectively than statutory services.
It can help to address alcohol issues through a range of direct and indirect approaches.
It can be particularly effective in rural areas. It can also represent good value for money.
Voluntary sector interests are to be included in AMCCs and their local strategies. 

7.16 The Executive is already committed to providing a stable funding environment for
the voluntary sector, including three-year funding for our own direct support. 

7.17 The Executive will continue to provide core funding for Alcohol Focus Scotland, the
only national alcohol problems organisation. We will help the organisation to
become involved in more aspects of delivery, such as prevention and education,
alongside its core function of supporting Local Councils on Alcohol that provide
individual counselling and support.

7.18 Locally, voluntary agencies value secure funding that cements their role in prevention
and service provision. The Executive’s wider Strategic Funding Review, following the
review of our direct funding, will be looking closely at funding of the sector by NHS
boards, local authorities and others including the issue of three-year funding.

Training and support

7.19 The evidence for this Plan identified gaps in both skills and support for staff in a
range of disciplines and agencies that address alcohol problems. The Executive will
develop a training strategy to help implement the Plan.

7.20 As part of this strategy the Executive set up STRADA last year. STRADA is a national
training agency providing training for staff working in both the alcohol and drugs
fields. It works in partnership with AMCCs, specialist alcohol agencies and generic
agencies where staff come into contact with people with alcohol problems and their
families. Multidisciplinary training opportunities are also provided for professionals
working in education and prevention such as teachers and the police. 73



7.21 It’s happening already: STRADA has been offering interdisciplinary training for
frontline staff, and specialists, since autumn 2001. 

> STRADA will offer a programme of leadership training for AMCC
members from 2002.

This will assist with the general capacity building required by AMCCs.

7.22 > STRADA will revise and update its training material in the light of
this Plan.

This will make sure that the training the agency delivers fully meets the needs of
staff in all kinds of services. STRADA will cover equality issues, and will develop
modules for groups where inequality has been identified.

7.23 A number of professional bodies that responded to the public consultation exercise
acknowledged the need to improve training and education for their members.
Changes will need to be consistent with the action in this Plan.

> The Executive is discussing medical education on addressing alcohol
problems, which is required at both undergraduate and postgraduate
level, with the relevant Scottish professional bodies.

> The need to address changes to nurse education in alcohol problems as
an early priority will be put to the Nursing and Midwifery Council (which
will have responsibility for the pre registration education of nurses from
1 April 2002) and the new Special Health Board for post registration
education of nurses in Scotland.

The new Special Health Board will offer opportunities for interdisciplinary post
qualification education, combining as it does, medicine, dentistry, psychology, the
nursing professions, and pharmacy. 

> The Executive will bring forward proposals to enhance professional
social work education. This will require a higher level of specialised
training in areas such as the identification and assessment of people
with alcohol problems.

> The new Scottish Social Services Council will register social workers
from April 2002. It will require a programme of continuous professional
development (CPD) for them to maintain their registration. CPD will
include options in providing services for people with alcohol problems.

7.24 The Executive is currently reviewing initial teacher education and constructing
national arrangements for a CPD framework. This follows on from the agreement on
teachers’ conditions and pay “A Teaching Profession for the 21st Century”.
Health education is one of the key areas being considered.74



7.25 The Executive and other UK health departments are working with Healthwork UK to
develop a set of competencies for staff working in alcohol and drugs services.
This will help to increase the numbers of trained people working in these sectors
and thus improve the standard and consistency of service provision.

7.26 Service providers, policy makers and researchers with particular specialist interests,
for example services for women, can benefit from networks that promote quality
service provision and exchange information about good practice. 

> The Executive will consider, by autumn 2002, how a limited number of
specialist networks might be set up and supported.

Information

7.27 Many service providers identified in the public consultation exercise a lack of sound
statistical information about the nature and extent of alcohol problems and
measures to tackle these. In 2000, the Executive commissioned the Information and
Statistics Division (ISD) of the Common Services Agency to identify what information
is currently collected, how it is used, and where the major gaps are. We have
published the report of this scoping study and action on some of the gaps is underway. 

7.28 It’s happening already: surveys of substance misuse (alcohol, drugs and
smoking) by school age children are being brought together by the Executive,
to improve knowledge of young people’s attitudes and behaviour and enable
more effective planning of services at national and local level. There will be a
large survey of schoolchildren aged 12-15 in 2002 and a smaller survey in 2004
to track patterns of substance misuse. Survey information will:

• provide local and national prevalence estimates over a broad range of
health, lifestyle and substance misuse issues;

• open up the opportunity for further interrogation of data by national and
local researchers;

• rationalise survey work in schools, reducing the need for local surveys
and the likelihood of survey fatigue.

7.29 In the light of the ISD scoping study and the consultation comments, the Executive
and ISD are looking at the feasibility of setting up a national alcohol information
resource, to benefit those who plan and provide services. We are publishing
separately, for consultation, a draft information action plan that covers:

• Information development: identifying new and improved types of information,
for instance on children and young people’s drinking and on health problems
linked to alcohol use.
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• Information co-ordination, to allow AMCCs and their constituent agencies to
have access to data that they require in order to produce and implement
local strategies.

• Information dissemination, to provide access, perhaps through a dedicated
website, to statistics, surveys, news and links to other websites of interest:
Scottish, UK and international.

> The Executive will provide resources from January 2002 to underpin
development of a national alcohol information resource.

> The Executive will consult on standard definitions of a range of alcohol
problems to be used in data collection by relevant agencies. 

7.30 The public consultation exercise and the work of SACAM highlighted a number of
gaps in information about equality issues. For example, we do not know enough
about whether alcohol is a problem for minority ethnic groups in Scotland, nor how
to address a potentially wide range of issues for such groups. There is some scope
to draw on work already underway in Scotland, for instance, by NHS Greater
Glasgow, and also in England.

> The Executive will explore, by summer 2002, the potential for
quantitative measurement of alcohol, and other substance misuse
issues and problems, among minority ethnic groups in Scotland,
alongside other survey activity.

7.31 We will look similarly at the potential for better understanding and information about
alcohol problems among other equality groups, including among women. We shall
draw on expert knowledge where this exists. 

Research and evaluation

7.32 The evidence for this Plan, and in particular the HERU study of effectiveness, have
underlined that we need to know more about what works in tackling alcohol
problems, to make sure that scarce resources are used wisely. We need better co-
ordination of research effort, more accessible research results, and more and better
evaluation of services. 

7.33 Alcohol Concern in England have recently convened a Research Forum, through
which a number of UK experts have identified current research and gaps where
future research efforts might be concentrated. There is scope to build on the
Research Forum’s work and look at what might be done to meet particular Scottish
needs for new studies. There is also scope to build on some of the work on
evaluation being done by the Executive’s Effective Interventions Unit.
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7.34 It’s happening already: the evaluation guides produced by the Effective
Interventions Unit, designed to support improvements in the practice of
evaluating services and other interventions, are being distributed to AMCCs. 

> The Public Health Institute for Scotland, on behalf of the Executive, will
lead a review in Scotland starting early in 2002, of gaps in research
knowledge and evaluation practice, in the light of the action in this Plan.

7.35 There will be consultation on research needs, with the aim of drawing up a future
programme of research and evaluation, the outcomes of which are directly related
to action and good practice. 

> The Effective Interventions Unit work on identifying and disseminating
effective practice in tackling drug misuse will be made routinely
available to the alcohol field.

In some cases, the Unit’s studies will look at alcohol problems where these occur
alongside drug misuse, for example, in forthcoming studies of the effectiveness of
treatment services. In others, the Unit’s work will be relevant to alcohol as well as
drug problems, for example, that on integrated frameworks for services and
overcoming barriers to training and employment for former drug users.

7.36 Resources to support research on alcohol problems come from a wide range of
funding bodies, such as the Alcohol Education and Research Council. The beer
industry will be funding new research on aspects of beer and its effects on health.
Applications from Scotland for funding will be welcomed. 

7.37 The Executive provides funding for research through the Chief Scientist Office, and
applications for health services and public health research related to alcohol misuse
are welcomed. These may include studies of treatment and prevention of alcohol-
related illness and associated problems, and epidemiological studies that help
towards understanding their causes or which contribute to the design and planning
of services. Full details of how to apply for research grants are available on the
Chief Scientist Office website, at http://www.show.scot.nhs.uk/cso, and research
managers will provide detailed advice to intending grant applicants.
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Terminology                    Prevention and education                    Services

Protection and controls                    Delivery

All partners

“Alcohol problems” should be used generally to describe a range of harmful patterns and
levels of drinking. (para 3.26)

Executive

Development of a “Responsible Drinking” communications strategy by Easter 2002.
(para 3.17)

Health Promoting Schools Unit to be set up by the end of January 2002. (para 4.21)

New resources for parents on alcohol and young people. (para 4.36)

Alcohol problems will be included in the indicative list of priority objectives for the
Changing Children’s Services Fund from April 2002. (para 4.30)

Development of a framework for alcohol problems support and treatment services.
(para 5.13)

Additional statutory resources for all types of action on alcohol problems to be considered
(para 5.18)

Consideration of options for the provision of a Scottish alcohol problems helpline.
(para 5.19)

Expert group to review models and approaches to providing services for people with
alcohol-related brain damage. (para 5.36)

summary of main action points
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Working group to consider policy and guidelines for social workers and sentencers on
working with those receiving deferred sentences. (para 6.24)

Support from 2002 for pilot arrest referral schemes that tackle drug and alcohol problems.
(para 6.26)

Issues surrounding alcohol advertising to be raised with the UK Government and alcohol
industry. (para 6.35)

Participation in discussions on labelling issues at UK level. (para 6.39)

Accountability arrangements for local delivery of this Plan by autumn 2002. (para 7.4)

Review of progress in delivering this Plan by the end of 2003 (para 7.4)

Review of the membership of SACAM by Easter 2002. (para 7.5)

Alcohol problems to be highlighted and addressed in other relevant national strategies and
plans. (para 7.6)

Additional funding to strengthen support for AMCCs as soon as details of enhanced
support have been agreed. (para 7.12)

Funding for a national alcohol liaison post to support all AMCCs from January 2002.
(para 7.12)

Improved education for professional groups on addressing alcohol problems. (para 7.23)

Consideration of a limited number of specialist networks on alcohol problems. (para 7.26)

Provision of resources from January 2002 to underpin development of a national alcohol
information resource. (para 7.29)

Consideration of quantitative measurement of substance misuse among minority ethnic
groups. (para 7.30)
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Alcohol Misuse Co-ordinating Committees (AMCCs)

Prevention, education and communication to form an integral part of local strategies.
(para 4.11)

Joint planning with DATs to meet the needs of children and young people. (para 4.11)

Arrangements for co-ordination of alcohol, drugs and other substance misuse issues
should be considered locally under the broad community planning umbrella. (para 7.10)

Where AMCCs are combined with DATs, alcohol issues should be given higher priority on
the agenda than at present. (para 7.10)

Representatives should be provided at elected member or chief executive level. (para 7.10)

Each AMCC should have at least one forum or reference group. (para 7.10)

Each AMCC to publish a local strategy by April 2003 covering at least three years. (para 7.11)

AMCCs should “sign off” plans by constituent agencies for providing and commissioning
services. (para 7.11)

Local authorities

Homelessness strategies to indicate how homeless people with alcohol problems and people
at risk of becoming homeless because of alcohol problems will be supported. (para 5.30)

Local Health Care Co-operatives

Health promotion activities that address alcohol problems or potential problems.
(para 4.38)

Executive, industry, licensed trade and Alcohol Focus Scotland

Promotion of training for those serving alcohol. (para 6.41)
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Alcohol Focus Scotland and the National Union of Students

Collaboration to disseminate responsible drinking messages to students. (para 4.33)

Organisations and professions

More organisations and professions should adopt alcohol policies that define sensible and
appropriate alcohol cultures. (para 3.29)

Scotland’s Health at Work

Increased support for employers to develop better workplace alcohol policies. (para 4.41)

Scottish Road Safety Campaign

Five-year strategy for drink drive publicity to be developed. (para 4.43)

Community Safety Partnerships

Forward work programmes from April 2002 to include action on alcohol and drug related
crime. (para 6.17)

Scottish Training on Alcohol and Drug Abuse (STRADA)

Programme of leadership training for AMCC members from 2002. (para 7.21)

Update and revision of training material. (para 7.22)

Public Health Institute for Scotland

Review of gaps in research knowledge and evaluation practice, starting early in 2002.
(para 7.34)



Statistics on alcohol in Scotland

Source documents are referenced [square brackets] alongside the statistics.
Explanatory notes either appear in the text in italics or as referenced technical notes
(in brackets) at the end of the document.

1. Alcohol and the Economy

a. The UK Government revenue from alcohol was almost £11.5 billion in 1999/00.
[Brewer’s Society Statistical Handbook 2000 BBPA]. 

b. The drinks and hospitality sector is Scotland’s largest employer. It employs
approximately 200,000 people. [‘Pathfinder - Drinks and Hospitality’ Scottish
Executive March 1999]

c. In 1998, the UK population spent £29,805 million on buying alcohol. 
[Brewer’s Society Statistical Handbook 1999 BBPA]. 

2. Place of Purchase and Consumption

a. In the UK, almost two thirds of alcohol is bought and consumed in licensed
premises. [Family Spending A Report on the 1999-2000 Family Expenditure Survey
ONS 2000]. 

b. The outlets people were most likely to have bought alcohol in 2000 in Great Britain
were supermarkets (72%), licensed bars (70%) and restaurants (60%).
[ L a d e r, D.; Meltzer, H. Drinking: adult’s behaviour and knowledge in 2000 ONS 2001].

c. There were 17,244 liquor licences in Scotland in force at 31 December 2000,
equivalent to 43 /10,000 population over 18. This rate has been constant over the
past five years.

d. In general, licence distribution rates were higher in the rural areas. 

e. Of the cities, Edinburgh had the highest rate (53/10,000 population) and Glasgow
the lowest (36/10,000 population). 

f. Over one third of licences were for off sales and 29% for public houses (see Figure
1 below). Over past two decades there has been a drop in proportion of hotel
licences (21% to 14%). By contrast, the proportion of restaurant, refreshment and
entertainment licences have increased from 8% to 17%.
[Liquor Licensing Statistics 2000 Scottish Executive June 2001]

Appendix 1
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Figure 1

3. Awareness and Knowledge of Units and Safe Limits 

Units of Alcohol

Individual consumption of alcohol is usually measured in units. A unit of alcohol =
8 gm alcohol = 10ml of 100% alcohol (roughly equivalent to a half pint of beer, a small
glass of wine or a single measure of spirits).

Recommended Limits

In 1995 the Department of Health revised the previous sensible drinking limits (of 21
units for men and 14 units for women per week) to daily benchmarks of 3-4 units for
men and 2-3 units for women. [Sensible Drinking: The Report of an Inter- D e p a rt m e n t al
Working Group Department of Health 1995].

a. In 2000, 80% of respondents in Great Britain had heard of measuring alcohol
consumption in units.

b. 50% of beer drinkers knew that a unit of beer is a half pint and 58% of wine
drinkers knew that one glass was a unit of wine.

c. Almost two thirds of people had heard of daily benchmarks. However, of those who
had heard of daily benchmarks, only a quarter knew the correct daily limits for men
and one third knew the correct daily limit for women.
[Lader, D.; Meltzer, H. Drinking: adult’s behaviour and knowledge in 2000 ONS 2001] 



b. UK average consumption is less than that of France but more than the United
States. In 1997, the UK consumed 7.5 litres per head of 100% alcohol, the USA 6.6
and France 11.5. 

c. The relative pro p o rtion of cider consumed (as pro p o rtion of all types of beverage)
has quadrupled in the last 25 years. Beer consumption has fallen slightly from
nearly 72% (1965 base year) to 50% of the total. By contrast, wine consumption
has increased from 9% to 25.1% and consumption of cider has more than quadru p l e d
from 1.5% to 6.3% (see Graph 2).

[Brewer’s Society Statistical Handbook 2000 BBPA]
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Graph 1

d. In a more recent survey of people in Scotland, only 36% of men knew the correct
recommended daily levels of alcohol for men whereas 51% of women knew the
correct daily levels for women. [Scottish Opinion Faulds Alcohol Study 2001
unpublished]

4. UK Population Consumption 

UK population consumption is derived from the overall amount consumed by a
population (from duty paid to Customs and Excise) and is expressed in litres of
100% alcohol per capita. It provides long-term trends and allows international
comparison.

a. UK alcohol consumption has remained steady over the past 20 years.
UK population consumption rose during the 1960s (4.7 litres per head of total
population of 100% alcohol in 1965) and early 70s but has remained relatively
constant since then (7.8 litres per capita in 1998), see Graph 1 below.
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Graph 2

* Hazardous drinking is defined as an established pattern of alcohol consumption which confers a high risk of future damage

to health (physical and/or psychological). [T. Babor et al; AUDIT, Guidelines for Use in Primary Care 1992 WHO]

d. 1 in 4 adults in the UK are drinking hazardously* In a recent survey of Psychiatric
Morbidity, over a quarter (26%) of those interviewed reported hazardous drinking
patterns. Men were much more likely to report hazardous drinking behaviour than
women. For example, 38% of men reported hazardous drinking compared with only
15% of women. [Survey of Psychiatric Morbidity of Adults in Private Households
2000: First Release of Findings ONS 2001]

5. Adult Consumption of Alcohol in Scotland

a. The majority of people in Scotland drink alcohol. In Scotland, 93% of men and
87% of women aged 16-74 drink alcohol, with 74% of men and 53% of women
having had a drink in the last week.

b. Average weekly consumption for men age 16-64 fell marginally from 20.1 to 19.8
units from 1995 to 1998, whereas for women it rose from 6.3 to 7.4 units.



Exceeding Daily Benchmarks

e. 26% of all women and 44% of all men drank more than twice the recommended daily
benchmarks on their heaviest drinking day (i.e. >6 units for women and >8 units for
men). [Scottish Health Survey 1998 Joint Health Surveys Unit 2000]

f. Scottish men and women are more likely to have drunk more than twice the
recommended daily benchmarks than those in England. Men living in Scotland
were more likely than those living in England to have consumed more than eight
units of alcohol on at least one day the previous week (24% compared with 20%).
Similarly, women in Scotland were more likely to have consumed more than six
units on any one day during the previous week (12% compared with 8%).
[General Household Survey 1998, ONS]
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Exceeding Weekly Limits

c. The proportion of men aged 16-64 drinking over weekly recommended limits fell
slightly from 1995 and 1998 (34% to 33%). In contrast, the proportion of women
increased from 13% to 15%.

d. For both sexes, it was people in the youngest age group (16-24) that were the most
likely to exceed recommended limits (43% for men and 24% for women), see
Graph 3.

[Scottish Health Survey 1998]
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Heavy Drinking

g. Of people aged 16-74, 15% of men drank more than 35 units per week and 6% of
women drank more than 21 units per week. [Scottish Health Survey 1998]

6. Young People and Alcohol 

a. Not only are more children in Scotland drinking, they are drinking more.
The proportion of pupils aged 12-15 who had had an alcoholic drink in the previous
week has risen in the last decade from 14% in 1990 to 21% in 2000. The average
weekly consumption of those who had drunk in the last seven days has increased
from 8.4 units to 11.1 units.

b. 4 out of 10 children aged 15 had had a drink in the last week. The likelihood of
weekly drinking increases sharply with age. Only 6% of those aged 12 had had a
drink in the past week compared with 39% of 15 year olds. This latter age group
has shown the greatest change in the proportion drinking over the decade with an
increase from 28% to 39%.

c. More young girls are drinking at least once a week. In 1990, boys were more
likely than girls to have had a drink the previous week (16% compared with 12%).
However, by 2000, this gap had virtually closed (21% compared with 20%).

d. Boys drink more than girls. Boys aged 12-15 have a higher mean weekly
consumption than girls (12.8 units compared with 9.3 units).

e. Children who drink frequently are more likely to report drug use. Amongst
children aged 12-15, drug use was related to drinking frequency. 39% of those who
drank at least once a week had used drugs in the last month, compared with only
1% of those who had never had a drink.

[Boreman, R., Shaw, A. (eds) Smoking, drinking and drug use among young people
in Scotland, NCSR/NFER 2001].

f. Young people age 16-24 in Scotland are drinking more. Average weekly
consumption in young people age 16-24 has risen from 1995 to 1998 for both sexes
(20.8 to 23.4 units for men and 8.4 to 10.0 units for women).

g. Young people are the most likely age group to exceed weekly recommended
limits. The proportion of young people age 16-24 exceeding weekly limits has
increased from 37% to 43% for men and from 18% to 24% for women.

h. Two out of three young men and one out of two young women drank more
than twice the recommended daily benchmarks. 62% of men and 49% of
women age 16-24 drank more than recommended daily benchmarks (i.e. >6 units
for women and >8 units for men) on their heaviest drinking day.

[Scottish Health Survey 1998]



k. In 1999/2000 there were 1260 referrals to the Children’s Hearing System in Scotland
on the grounds of the misuse of alcohol and/or drugs. This represents 2% of all
referrals to the Hearing System. Of these referrals, 58% were boys and 42% girls.
[Source Scottish Children’s Reporter Administration, Care and Justice for All
Children, Annual Report 1999-2000, SCRA]

7. Women and Alcohol

a. Scottish women are drinking more. Mean weekly consumption of women age 16-
64 in Scotland has risen from 6.3 to 7.4 units from 1995 to 1998. 
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Graph 4

i. The commonest place of purchase of alcohol by children in Scotland (aged 12-15) was
the off-licence, mentioned by 16% of drinkers, followed by a shop or supermarket
(14%). One in five (11%) of children aged 12-15 are buying alcohol directly from a
friend or relative. [Boreman, R., Shaw, A. (eds) Smoking, drinking and drug use
among young people in Scotland, NCSR/NFER 2001].

j. In 2000, there were 1,428 emergency admissions of young people aged 10-19 with
a diagnosis of acute intoxication. Admissions were highest (1,036) in the 15-19 year
age group (see Graph 4). 
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b. More Scottish women are drinking excessively . The proportion of women age
16-64 drinking more than weekly recommended limits increased from 13% to 15%
from 1995 to 1998.

c. In 1998, 1 in 4 women in Scotland drank more than twice the recommended daily
benchmarks on their heaviest drinking day.

d. In 1998, 24% of young women aged 16-24 were drinking over weekly re c o m m e n d e d
limits, a rise from 18% in 1995. Although all age groups for women have shown a
rise in excess drinking, this age group has shown the largest.

[Scottish Health Survey 1998]

e. Alcohol-related death rates for women have doubled in the last decade. Death
rates have risen from 13.4/100,000 population in 1990 to 31.2/100,000 in 2000, a
rise of more than 100%. Although rates for men have increased slightly more than
those for women, rates for women have doubled (2.4/100,000 compared with
2.1/100,000). [GRO]

8. Alcohol and Inequality

a. Women in non-manual social classes were more likely to consume more than 14 units
per week and had the highest levels of mean weekly consumption. However, women
in manual classes were more likely to have had more than 6 units on any one day
during the previous week. 

b. Men in non-manual social classes had higher weekly average consumption and
were more likely to drink more than 8 units on any one occasion. 

[Scottish Health Survey 1998 Joint Health Surveys Unit 2000]

c. Men living in the most deprived areas (Deprivation Category 7) are seven times
more likely to die an alcohol-related death than those in least deprived areas
(Deprivation Category 1) (see Graph 5).

d. People living in the most deprived areas are seven times more likely to be
admitted to an acute hospital with an alcohol related diagnosis. Acute hospital
inpatient admission rates with an alcohol diagnosis are seven times higher in
Deprivation Category 7 than Deprivation Category 1. (1,461.3/100,000 compared
with 189.6/100,000) (see Graph 6).

e. By contrast, people living in more deprived areas were twice as likely to be
admitted as a psychiatric inpatient with an alcohol-related diagnosis than those
living in least deprived areas. Psychiatric admission rates with an alcohol-related
diagnosis were twice as high in Deprivation Category 7 compared with Deprivation
Category 1 (151.5/100,000 population compared with 88.7/100,000 population).
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Graph 5

Graph 6



91

*Hazardous drinking is defined as an established pattern of alcohol consumption which confers a high risk of future damage

to health (physical and/or psychological). [T. Babor et al; AUDIT, Guidelines for Use in Primary Care 1992 WHO]

9. Homeless People

a. More than half of a sample of homeless people in Greater Glasgow in 1999
were drinking hazardously*. This increased with age from 37% of 16-24 year olds
to 63% of those aged 55 and over. Men were more likely to report hazardous
drinking than women (60% compared with 16%). [Health and Wellbeing of
Homeless People in Greater Glasgow ONS 2000]

10. Prisoners

a. Over 50% of male prisoners in the UK were drinking hazardously* in the year
before coming to prison. [Psychiatric Morbidity among Prisoners ONS 1997]

11. Personal Safety

Road accidents

a. 1 in 5 road accident deaths in Scotland is due to drink driving. In 1999 there
were 310 road accident fatalities in Scotland. Of these, 60 (19%) were due to drink
driving (Table 1).

b. Over the last 10 years, the number of drink drive accidents and casualties has fallen
from 1,140 to 750 (accidents) and from 1,600 to 1,110 (casualties) (see Table 1).
This is against a background rise by almost 30% of the number of registered
vehicles (1,657,000 in 1988 to 2,073,000 in 1998).



Table 1 Casualties which involved motor vehicle drivers or riders with illegal alcohol
levels* by severity of accident, Scotland

Number Number Number of
of accidents of casualties fatal casualties

1989 1,190 1,750 80

1990 1,040 1,600 80

1991 990 1,510 80

1992 860 1,230 60

1993 840 1,280 60

1994 790 1,170 80

1995 790 1,210 50

1996 750 1,170 50

1997 790 1,220 40

1998 740 1,090 50

1999 750 1,110 60

*above current drink-drive limit of 80mg alcohol per 100ml of blood

[Road Accidents Scotland 2000 SE 2001]

c. 1 in 3 adult pedestrian fatalities had alcohol levels over the legal limit for
driving. Nearly half of pedestrians killed on the roads each year in the UK have
been drinking, and more than a third have an alcohol level over the legal limit for
driving. [Alcohol and Pedestrians Road Safety Research Report 20 Department for
Transport, Local Government and the Regions].

Fire

d. Misuse of alcohol was a contributory factor in over 50% of deaths caused by
fire in Scotland. [Fire Safety Scotland Special Guide Scottish Executive 2001]

12. Crime

Drunken Offenders 

a. Numbers of drunkenness offences resulting in a proven charge have fallen from
10,778 (20.7/10,000 pop.) in 1964 to 434 in 2000. By contrast to the low number of
proven charges in 2000, the number of drunkenness offences recorded was 7,810.
In other words, approximately 1 in 20 drunken offences result in a conviction. This is
likely to reflect policing policy such as diversion from prosecution schemes for these
types of offences. [Recorded crime in Scotland 2000, Scottish Executive] [Criminal
Proceedings in Scottish Courts 2000, Scottish Executive]92
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Violent Crime

b. Of those victims of violent crime who could tell anything about their assailant,
72% reported that the assailant was under the influence of alcohol. [Scottish Crime
Survey 2000]

Homicides

c. 128 people were accused of homicide in 2000. Of the 88 people for whom the drink
status was known, 61% were drunk. Accused persons aged over 30 were most
often drunk (67%). [Homicide in Scotland 2000, Scottish Executive 2001]

Positive Breath Tests

d. Of the motorists involved in accidents in 2000 and who were asked to take a breath
test, 3.3% (526/15,933) either tested positive or refused. Although this proportion
has shown minor fluctuations in recent years (see Table 2), over the longer term
there has been a reduction in both the numbers and proportion of drunk drivers: the
number of positive/ refused cases fell from 1,118 in 1986 to 526 in 2000 and from
3.8% to 2.1% as a percentage of all motorists involved in accidents.

Table 2 Number of breath tests and number positive (Scotland) 1995-2000

1995 1996 1997 1998 1999 2000

Number involved 25,847 25,305 26,877 26,593 24,740 24,545

Number tested 17,576 17,353 18,244 18,134 16,631 15,933

Positive / refused 577 556 587 548 512 526

% of tested 3.3 3.2 3.2 3.0 3.1 3.3

[Road Accidents Scotland 2000, Scottish Executive 2001]

Drink Driving Offences

e. Between 1999 and 2000, drink driving offences fell by 1% (109 cases) to a total of
10,712 in 2000 (Table 3).

Table 3 Drink driving offences recorded by the police 1994-1999 (Scotland)*

1994 1995 1996 1997 1998 1999 2000

10,835 10,719 11,796 11,208 10,563 10,821 10,712

*excludes causing death by driving under the influence of drink

[Motor Vehicle Offences in Scotland 2000 Scottish Executive Dec 2001]

13. Health Care Contacts

Adverse effects of alcohol are potentially linked with many clinical disorders.
Some of these, for which an alcohol-related diagnosis is recorded are entirely
attributable to alcohol (such as alcohol psychosis; alcohol liver disease). Some
other conditions, such as pancreatitis and certain cancers (e.g. cancers of the
oropharynx are also due to alcohol.



GP Consultations

a. There were an estimated 107,685 GP consultations in Scotland for alcohol-
related diagnoses in 2000, representing 0.7% of all GP consultations. 

b. Alcohol dependence is the commonest reason for consulting a GP with an
alcohol-related problem. Of these, 69% were due to alcohol dependency; 21% to
acute intoxication; 5% due to physical/organ damage (including alcohol liver
disease); 3% due to alcohol psychosis and 2% due to problem drinking/excess
consumption.

c. Twice as many men as women consult GPs with an alcohol-related problem.
Of the total number of consultations, 71% were made by men (88% of these by
men aged 25-64) and 29% by women.
[Continuous Morbidity Recording 2000 ISD]

d. One in 10 men in the UK report having discussions about drinking in the last year
with their GP or someone else at the surgery or with a doctor or medical person
elsewhere. [ONS Omnibus Survey 2001]

Accident and Emergency Attendances

e. Alcohol misuse has been attributed to 1 in 10 A&E attendances. Although not
quantifiable from Scottish routine statistics, from UK studies, alcohol misuse is
probably responsible for at least 10% of attendances. [Alcohol-can the NHS afford
it? Royal College of Physicians Feb 2001].

Acute Hospital Inpatient Admissions

f. Three in 100 of all acute hospital inpatient admissions had an alcohol related
diagnosis. In 2000, there were 32,925 (32,925/1.070,256) admissions to acute
hospitals in Scotland with an alcohol-related diagnosis representing 3.1% of all
acute admissions.

g. Men are twice as likely to be admitted to an acute hospital bed as women.
Admission rates in males are twice those of females (998.3/100,000 population
compared with 356.3/100,000 population).

h. Of alcohol-related admissions, 9,388 (28.5%) had a diagnosis of acute intoxication;
8,618 (26.2%) had a diagnosis of alcohol dependence; 8,140 (24.7%) of alcohol
problems; 5,620 (17.1%) of organ damage (including liver); 3,631 (11%) of alcohol
poisoning (many of which are linked to overdoses) and 333 (1%) of alcoholic psychosis.
[SMR 1 ISD]
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Mental Health and Alcohol

i. 15% of all psychiatric hospital admissions had an alcohol-related diagnosis.
There were 4,432 admissions to psychiatric hospitals in Scotland with an alcohol
related diagnosis in 2000, 15% of all psychiatric admissions (4,432/28,869). 

j. Over two thirds of alcohol-related psychiatric admissions had a diagnosis of
alcohol dependence. Of these admissions, 3,164 (71.4%) had a diagnosis of
alcohol dependence; 885 (20%) of alcohol problems; 332 (7.5%) of alcohol
psychosis; 113 (2.6%) of acute intoxication; 40 (0.9%) other; 9 (0.2%) organ
damage (including liver) and 1 (0.02%) of alcohol poisoning. 

k. Admissions for men were twice as frequent as for women. 3,070 were males
and 1,362 were females. The majority of admissions were in the middle age
categories. [SMR 4 ISD]

Drug Misuse

l. In 1999/2000, one in 10 of those attending drug services reported use of alcohol as
a problem in addition to their drug problem.
Scottish Drug Misuse Database, ISD 2001]

14. Alcohol-related Deaths

a. In 1990, alcohol-related deaths accounted for 1 in 100 deaths in Scotland.
By 1999, this had risen to one in 40. There were 1,595 alcohol-related deaths in
Scotland in 1999, accounting for 2.6% (1,595/60,281) of all deaths in Scotland.
This proportion has risen from 1.1% in 1990 (see Graph 7). These changes over
time may be due in part to improved recording although there is no specific
evidence to support this.

b. More than two thirds of alcohol-related deaths are of men. 73% of alcohol
related deaths were in men. The majority of deaths are in the 45-64 age group.
Numbers in older younger men (30-45) have doubled.

c. The majority of alcohol-related deaths have diagnoses of alcoholic liver
disease and alcohol dependence. 51% of these deaths had a diagnosis of
alcoholic liver disease; 44% alcohol dependence; 13% acute intoxication and 1%
alcoholic psychosis.

d. 53% of suicides in Scotland who had been in contact with services in the 12 m o n t h s
b e f o re death had a history of alcohol misuse. 17% had alcohol dependence.
[Department of Health: Safety First: Five Year Report of the National Confidential
Inquiry into Suicide and Homicide by People with Mental Illness 2001]
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Graph 7
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Population consumption does not include alcohol consumed abroad, from home
manufacturing, or from smuggled sources. 

International figures exclude cider.

The Survey of Psychiatric Morbidity of Adults used the WHO definition of hazardous
alcohol use. The prevalence of alcohol misuse in the year prior to interview was assessed
using the Alcohol Use Disorders Identification Test (AUDIT) at the initial interview. An AUDIT
score of eight or above indicates likely hazardous alcohol use. People who scored 10 or
more on the AUDIT were also assessed for alcohol dependence using the Severity of
Alcohol Dependence Questionnaire (SAD-Q). 

The 1995 Scottish Health Survey sampled people aged 16-64. The 1998 survey expanded
sampling to include those age 65-74. Comparisons between surveys are therefore confined
to ages 16-64. 

Social inequality can be measured using area base, socio-economic data. Analyses here
have used Depcat deprivation categories (Depcats 1-7, where Depcat 7 is most deprived)
as defined by Carstairs and Morris [Deprivation and Health in Scotland V. Carstairs,
R. Morris AUP 1991]. These assess material deprivation at postcode sector level using
indicators derived from the census. 

Estimates from the DTLR (Department for Transport Local Government and Regions)
combine information from Road Accident Statistical returns on motorists in an accident
who fail/refuse breath test along with information from the Procurator Fiscal about blood
alcohol levels of road users who died within 12 hours of being injured in a road accident. 

A set of alcohol-related Read codes were chosen for the analysis and grouped into
clinically meaningful conditions (available on request from ISD). As for deaths and hospital
admissions, this figure only accounts for consultations where an alcohol diagnosis is
recorded. The true number is likely to be much higher.

SMR (Standard Morbidity Records) 1(non-psychiatric, non-obstetric) discharges, all
episodes excluding transfers. A set of alcohol-related ICD 10 codes were chosen for the
analysis and grouped into clinically meaningful conditions (available on request from ISD).
All diagnostic positions were searched but each episode only counted once. The presence
of an alcohol-related diagnosis does not necessarily mean that alcohol caused the
admission per se. As for deaths and GP consultations, there will be many other episodes
where alcohol is a contributory factor but has not been coded as such.

SMR 4 (psychiatric) discharges, all episodes excluding transfers. The codes used for
analysis were the same set as for SMR 1. All diagnostic positions were searched but each
episode only counted once.

Technical Notes
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Deaths for which an alcohol-related diagnosis has been recorded (all positions searched).
A set of alcohol-related ICD 9(International Classification of Diseases, (9th revision) codes
were chosen for the analyses and grouped into clinically meaningful conditions (available
on request from ISD.) It is probable that there will be under-reporting of alcohol-related
deaths, for example due to lack of awareness of the reporting physician of alcohol
involvement or of unwillingness to stigmatise the deceased (relatives will see the death
certificate). It is generally acknowledged that there are many other diseases where alcohol
is a contributory factor. Calculations can be carried out as to what proportion of deaths
from these other diseases are attributable to alcohol (aetiological fractions). As yet, there is
no standardised method for this in Scotland but research studies suggest the true number
of deaths could be as much as three times as many.
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