
Licensing Policy Review 2017- Cumulative Impact Assessment 

Under the Licensing Act 2003 the council is required to publish a statement of licensing policy every 
5 years.  The purpose of the Licensing Policy is to inform applicants and residents about the way in 
which the Licensing Authority intends to make decisions about licence applications and how licenced 
premises are likely to be permitted to operate.   

As a Licensing Authority, the council has a duty to promote the following licensing objectives and 
these objectives should underpin every decision that it makes 

• Prevent of crime and disorder
• Secure public safety
• Prevent public nuisance
• Protect children from harm

Our current Licensing Policy takes effect until January 2018 and over the last nine months a review 
of the policy has been conducted and we are now in a position to consult on a draft Licensing Policy 
for 2018-2022. 

This document explains: 

• the approach we have taken to the reviewing the Licensing Policy 2013-2017
• the evidence we have considered in formulating the draft policy
• our assessment of cumulative impact areas
• proposed key changes to the licensing policy

Cumulative Impact Policy 

The Licensing Policy 2013-2017 introduced 6 cumulative impact areas in the borough.  Cumulative 
impact areas are those where the combined effects of a significant number of licenced premises 
concentrated in one area is likely to undermine the licensing objectives.  In cumulative impact areas, 
there is a presumption that the Licensing Authority will refuse or impose limitations on applications 
which are likely to add to the cumulative impact unless the applicant can demonstrate that there will 
be no negative cumulative impact on the licensing objectives.  The Licensing Authority must consider 
each application on its merits and can only refuse or impose limitations where representations are 
received from from residents, businesses or responsible authorities. 

The Review Process 

The review process has been led by the Executive Member for Community Development and the 
Licensing Committee.  Members have met on three occasions to review evidence, explore options 
and formulate a draft policy for formal consultation.  The Police, Trading Standards, Environmental 
Health (Noise and Public Safety), Public Health and Community Safety have also been consulted and 
invited to contribute to the draft policy.  Officers have also ensured that proposals arising from the 
draft Licensing Policy are consistent with other Council’s Economic Development and Arts Strategies. 

The Evidence 

The documentary evidence considered by the Licensing Committee is attached as appendix 2. 

A summary of the evidence is provided below: 

Appendix B



1. Patterns of alcohol (mis)use in Islington and its Impacts 
a. Islington has the fourth highest rate of alcohol related crime and alcohol related 

violent crime in London.  In both cases rates are significantly higher in Islington than 
the London average 

b. Alcohol related ambulance callouts and crime peak 1-2 hours after the end of 
framework hours 

c. Underage drinking is in general decline but the rate of hospital related admissions 
for under 18’s with alcohol specific conditions is greater than the London and 
national average 

d. Highest levels of alcohol related crime occurs Friday, Saturday and Sunday 
e. The is a correlation between the location of premises and ambulance callouts and 

alcohol related crime. 
f. There is a higher concentration of ambulance callouts, alcohol related crime and 

alcohol related violent crime in designated cumulative impact areas 
2. London School of Hygiene and Tropical Medicine (LSHTM) Research 

This independent research by LSHTM evaluated the impact of our 2013-2017 cumulative 
impact policy and concluded that:   

a. The introduction of the cumulative impact policy did not appear to have affected the 
total number of applications submitted 

b. The cumulative impact policy had not resulted in the displacement of applications to 
areas outside the cumulative impact area 

c. Cumulative impact has not been a barrier to obtaining a licence but businesses have 
adapted to the requirements of the policy 

d. Trading times and closing times were consistent with a policy which aimed to reduce 
alcohol availability through framework hours 

e. The 2013-2017 Licensing Policy had been broadly effective in achieving its objective 
to reduce crime and antisocial behaviour and ambulance callouts, reduce the 
success rate of off licence applications and reduce trading times for the sale of 
alcohol 

3. Research paper – measurable effects of local alcohol licensing policies on population health 
in England 

a. The research confirmed a strong reduction in alcohol related hospital admissions in 
areas with a more robust approach to licensing policy 

4. Operation Nightsafe – annual report on the activities carried out by the Parkguard Night Safe 
Patrol Service funded by the Late Night Levy paid by all licenced premises selling alcohol 
after midnight. 

a. Parkguard daily, quarterly and annual reports provide a comprehensive source of 
information and intelligence about the night time economy in Islington 

b. The headline statistics for activities carried out by Parkguard Nightsafe Patrol 
Officers are: 

i. Health and welfare checks of 724 people found vulnerable due to excess 
alcohol or drug use resulting in ill health or incapacity 

ii. Assisted 536 members of the public in need and provided crime prevention 
advice to 157 people found in vulnerable positions 

iii. Provided medical assistance on 97 occasions preventing 77 ambulance 
callouts  



iv. Dealt with 784 incidents involving violent or aggressive behaviour, the 
majority of which resulted in patrol officers using techniques to prevent 
escalation to violence or serious injury 

v. Requested or directed 675 people to disperse or leave an area and warned 
or advised 1235 about conduct  

5. Report on the Islington Alcohol Summit 2017 attended by a wide range of people 
representing residents and service users, businesses and statutory agencies 

a. General consensus was the need for Islington to tackle price and availability, in 
particular 

i. Street drinking 
ii. Cheap alcohol 

iii. Proximity of licenced premises to facilities visited by high risk populations 
such as wet/dry centres, mental health facilities 

6. Street Population – extract of data relating to street drinking 
a. The number of calls to Police and LBI ASB hotline is increasing 
b. Hotspots include Elthorne Park & Kings Cross 

7. Islington Police – overview of Policing issues in the Night-time Economy in Islington by 
Superintendent in Charge of Operations 

a. Concerned that off licence sales after people have left licenced premises are 
contributing to alcohol related crime 

b. Busiest time for police continues to be the early hours of the morning with 55% 
offences with an alcohol flag occurring between 11pm and 5am 

c.  Level of glass injury in licenced premises is significantly lower in Islington provides 
evidence that our proactive approach working 

8. Operation Nightsafe –Police activities funded by the Late Night Levy include: 
a.  Reviewing 2253 night time economy crime reports relating to licenced 

venues and taking follow up action 
b. Applied for 12 closure orders and agreed action plans for 54 premises at the 

Licensing Officer Panel  
9. Public Health – summary of alcohol related harm in Islington by Islington and Camden 

Assistant Director (Public Health) 
a. Islington is experiencing some of the greatest levels of alcohol related problems in 

London 
b. It is estimated that alcohol contributes to 1 in 14 deaths in Islington 
c. Estimates from 2012 suggested that the cost of alcohol related hospital admissions 

was nearly £7.5 million, the equivalent of £39 for every Islington resident 
10. Alcohol in the Night Time economy 

a. Alcohol related crime has been steadily decreasing over the last 7 years 
b. There continues to be a correlation of location of alcohol related offences with 

cumulative impact areas 
c. Peak times for alcohol related crime are: 

i. Saturday midnight to 3am and 9pm to midnight 
ii. Sunday midnight to 3am  

d. Peak times for calls to Islington ASB team regarding licenced premises, rowdy and 
drunken behaviour and drinking in public places are: 

i. Saturday midnight to 3am and 9pm to midnight 
ii. Sunday midnight to 3am and 9am to 12 noon 



iii. Thursday and Friday 9pm to midnight 
11. Charts and maps 

a. Cumulative impact areas in Islington 
b. Number of licenced premises 2011- 2017 
c. Number of premises selling alcohol beyond midnight 2011-2017 
d. Licence applications received and granted 2009-2016 
e. Map showing location of all licenced premises 
f. Map showing location of premises licenced to sell alcohol after midnight 
g. Map showing location of premises selling alcohol for consumption off the premises 
h. Clerkenwell Cumulative Impact Area – map and licenced premises statistics 
i. Bunhill Cumulative Impact Area – map and licenced premises statistics 
j. Kings Cross Cumulative Impact Area – map and licenced premises statistics 
k. Angel and Upper Street Cumulative Impact Area – map and licenced premises 

statistics 
l. Holloway and Finsbury Park Cumulative Impact Area – map and licenced premises 

statistics 
m. Archway Cumulative Impact Area – map and licenced premises statistics 

Assessment of Cumulative Impact Policy 

Based on the evidence described above and feedback from residents, partners and ward councillors 
the review of licensing policy confirmed that the cumulative impact policy had achieved its objective 
and the 6 areas should continue for a further 5 years.  The cumulative impact policy applies to all 
premises licence applications and club premises certificates for all licensable activities, including late 
night refreshment.   For each cumulative impact area, the draft licensing policy provides guidance on 
the types of applications and limitations which may rebut the presumption of refusal. 

Evidence and feedback indicates that more needs to be done to control the negative impacts 
associated with off licences therefore the proposal is to seek views on a borough-wide cumulative 
impact policy in relation to off licences. 

Proposed key policy changes 

As well as consulting residents, businesses and partner agencies about our proposal to maintain our 
key policies relating to cumulative impact and framework of opening hours we are seeking views on 
the following key changes: 

• Encouraging applications from businesses that support our vision to provide a safe 
and welcoming evening economy with a diverse range of socialising opportunities 
for residents and visitors 

• Extending the Kings Cross Cumulative Impact Area beyond the Caledonian Road 
railways bridge to Frederica Street 

• Introducing a new cumulative impact policy for premises selling alcohol for 
consumption off the premises 

• Introducing stricter controls over opening hours for new premises located in 
Clerkenwell, Archway or in close proximity to areas visited by street drinkers 

• Extending match day control on the sale of alcohol to off licences frequented by 
football supporters 

• Introducing a new policy on safeguarding women and young adults frequenting pubs 
bars and clubs 
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• In 2016, Islington had the third highest rate of benefit claimants due to alcoholism in London (177 per
100,000 working age population), significantly higher than London (105) and England (132).

• The average years of life lost due to alcohol related conditions for people in Islington was 625 years per
100,000 population; this was higher (though not statistically significantly) than London (439 years per
100,000) or England (542 years per 100,000).

• In 2015/16, the rate of alcohol-specific hospital admissions for all people residing in Islington (948 per
100,000 population), was the highest rate in London.

Source: Islington PH GP Dataset 2015; LAPE 2014/15; Estimates of Alcohol Dependence in England based on APMS 2014, RE
Pryce

Patterns and prevalence of alcohol
(mis)use in Islington and its impacts

Categories of alcohol consumption 
Category Men Women

Lower risk 
(units per week) <15 units <15 units 

Increased risk 
(units per week) 15 – 50 units 15 – 35 units 

Higher risk 
(units per week) >50 units > 35 units

Binge drinking 
(units per day) >8 units > 6 units

• In 2014, around 2% of the Islington adult population was
estimated to be dependent on alcohol, around 3,600 people.

• 24% of adults living in Islington were estimated to be
drinking more than 14 units of alcohol a week, a level that
poses an increased risk (CMO guidance on alcohol). This
was not significantly different from London or England.

• Around 16.4% of surveyed adults living Islington reported
binge drinking on their heaviest drinking day in the last
week between 2011-2014; this was not significantly different
from the London (13%) or England (16.5%) averages.
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Alcohol-specific hospital admissions
• Islington, in line with other areas, has seen

an increase in alcohol-specific admissions
for women since 2008/09. For men the rate
has decreased slightly since 2011/12.

• In 2015/16, there were 1,093 alcohol-
specific admissions for men and 422 in
women in Islington.

• Islington ranked second in London for rates
of alcohol-specific admissions for both men
and women in 2015/16 (for men and
women combined, Islington had the highest
rate in London).

Local analysis has shown that among
Islington residents:
• The highest rate of alcohol specific

admissions occur in the 40-64 age group
for women and the 65+ age group for men

• Of those admitted to hospital for alcohol-
specific reasons, 30% were admitted more
than once. 7% were admitted 5 or more
times; however these individuals were
responsible for 31% of all alcohol-specific
admissions and 27% of all bed days.

Hospital admissions due to alcohol-specific conditions, directly age 
standardised rate per 100,000 population, Islington, London and England, 

2015/16

1,470   471       833   283      812    367

Islington             London              England

Source: LAPE 
2015/16

Chart 2

Chart 1
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The impacts of underage drinking & sales
• The rate of under-18 year olds admitted
to hospital due to alcohol-specific
conditions in Islington has shown a
general decline in recent years,
however Islington has the second
highest rate in London.

• There were approximately 54 alcohol
specific admissions during the period
2013/14 – 2015/16 in Islington in
residents under the age of 18 years.

• National survey data indicates a slight
fall in the proportion of young people
consuming alcohol during the past
decade.

• There were 31 alcohol-related
ambulance callouts for people aged
under 18 in 2016 at locations in
Islington.

• In 2016/17, 18% (11/61) of all ‘test
purchases’ of alcohol by under 18’s
resulted in a sale. Failed test
purchases provide a key trigger for an
intervention with licenced premises.

Islington Schools Health Related Behaviour Survey 2015
Of the 14-15 year olds surveyed, in the 7 days prior to completing
the survey: 15% said they had consumed at least one unit of
alcohol.

Chart 3



Alcohol Related Crime
Based on all offences with an alcohol related marker on the MET Crime Reporting Information System
(CRIS*), Islington was ranked 4th out of 32 boroughs for alcohol related crime per 1,000 population and 4th

for alcohol related violent crime per 1,000 population. Violent alcohol related crime accounted for 55% of all
alcohol related crime.

Chart 4

* Each crime may be allocated a feature marker. Alcohol related ‘feature’s’ on CRIS includes “Alcohol consumed”, “Suspect 
has been drinking” or “Victim has been drinking”. The feature is added by the officer onto CRIS. There may be some alcohol 
related criminal offences excluded due to the marker not being entered on CRIS



London Ambulance Service (LAS) Alcohol
Related Call-Outs

In 2016 there were 1,324 alcohol related call-outs to the London Ambulance 
Service (LAS) across Islington. There were 31 call-outs to people aged under 
18. The 48-57 age group recorded the largest number of calls per 1,000 of 
Islington’s population (based on 2011 census).

Based on the proportion of alcohol related calls to the LAS in 2016, the ward 
recording the highest proportion of calls relating to people aged under 18 was 
Barnsbury Ward (10% of all calls).

Chart 5

Table 1 shows the top 5 wards recording 
the highest proportion of alcohol related 
LAS calls in 2016 in Islington where the 
person was aged under 18.

Table 1: Ward (Top 
5)

Proportion of Total 
Alcohol Related 
LAS Calls where 
person is aged 

under 18
Barnsbury 10%
St George's 5%
Holloway 4%
Highbury East 3%
Clerkenwell 3%



Alcohol-related ambulance callouts and 
alcohol-related crime
Restricting the physical availability of alcohol can reduce the total volume of alcohol consumed and alcohol-
related problems. Greater outlet density has been shown to be associated with increased alcohol consumption
and alcohol-related harms. Restrictions on times when alcohol can be sold can also be used effectively to
reduce alcohol availability.

The number of alcohol-related ambulance callouts and alcohol-related crimes increase during the weekday, the
peaks broadly coinciding with the end of framework opening hours.

At the weekend the peaks are
higher and later, occurring
between one and two hours
after the end of the framework
open hours as set out in
Islington’s licensing policy (for
the purposes of this work the
core hours for Public Houses,
Bars & Restaurants and Cafes
have been used. Club core
hours end later).

Chart 6



Alcohol related ambulance callouts 
timeline

Chart 7 Chart 8

Chart 4 shows the number of alcohol related calls by day of week. Calls peaked throughout the 
weekend. Monday to Wednesday were the quietest days. There were 292 calls on Saturdays. 

During the week, alcohol related LAS callouts tended to peak 1 hour after framework hours 
(chart 5) (0.3 calls per hour). During the weekend there was also a peak in the average 
number of calls per hour, 2 hours after framework hours (0.6 calls per hour 1 hour after and 2 
hours after framework hours). There were more calls recorded per hour throughout the 
weekend.



Alcohol Related Crime
Chart 9 shows the number of alcohol related criminal offences by day of week. Offences 
peaked throughout the weekend. Monday to Thursday were the quietest days. There were 
214 offences recorded on Saturdays. 

During the week, alcohol related crime tended to peak 1 to 2 hours after framework hours 
(chart 10) (0.2 offences per hour). During the weekend offences peaked one hour after 
framework hours (0.5 offences per hour). Levels remained high until 4 hours after framework 
hours. Crime levels remained higher on Fridays and Saturdays compared to Monday to 
Thursday and Sundays. 

Chart 10
Chart 9



Density of licensed premises vs alcohol related 
ambulance callouts

Chart 11

• There is a correlation (although fairly weak) between the number of licenced premises and
the number of alcohol-related ambulance callouts per small geographical area.

• Although this pattern is seen to a certain extent at all times, it is strongest outside of
framework hours

• Other geographical features such as transport hubs are associated with increased alcohol-
related ambulance activity.



Density of licensed premises vs alcohol related crime
• There is a correlation (although fairly weak) between the number of licenced premises and

the number of alcohol-related criminal offences per small geographical area.
• Although this pattern is seen to a certain extent at all times, it is strongest outside of

framework hours
• Other geographical features such as transport hubs are associated with increased alcohol-

related crime.

Chart 12



Alcohol related ambulance 
callouts & density of premises

There were a total of 1,324 alcohol related 
ambulance callouts in Islington during 2016, 
an average of 11 per Lower Super Output 
Area (LSOA).

The darkest shaded areas on the map show 
the LSOAs where there were more than 5 
times the average number of alcohol-related 
ambulance callouts compared to the Islington 
LSOA average.

Areas with higher alcohol-related ambulance 
activity include south of Old Street, close to 
Kings Cross/Caledonian Road junction, 
Highbury Corner/Holloway and Archway.

As the map shows, large clusters of licenced 
premises coincide with the areas of higher 
alcohol-related ambulance call-outs).



Alcohol related crime & 
density of premises

There were a total of 938 criminal
offences with an alcohol related marker in
Islington between 1 April 2016 and 31
March 2017, an average of 8 per Lower
Super Output Area (LSOA).

The darkest shaded areas on the map
show the LSOAs where there were more
than 5 times the average number of
alcohol-related crime compared to the
Islington LSOA average.

The highest concentrations of alcohol
related crime were found on Upper Street
and Angel, but also in Bunhill ward,
heading into central London. The highest
concentrations of alcohol related crime
are generally in areas with higher
concentrations of licensed premises.



Alcohol related violent 
crime & density of 
premises

There were a total of 519 alcohol 
related violent offences recorded in 
Islington between 1 April 2016 and 31 
March 2017, an average of 4 per Lower 
Super Output Area (LSOA).

The darkest shaded areas on the map 
show the LSOAs with the highest 
concentrations of alcohol related violent 
crime recorded in 2016/17.

Similarly to all alcohol related crime, 
higher concentrations are found in the 
town centre areas and where there are 
higher concentrations of licensed 
premises.
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Executive Summary 

Introduction 

Following introduction of a Cumulative Impact Policy by the London Borough of 

Islington in 2013, an evaluation was conducted by the School for Public Health Research 

team at the London School of Hygiene and Tropical Medicine (http://sphr.lshtm.ac.uk).  

The objectives of the evaluation were to understand how, and to what extent, the 

Cumulative Impact Policy had affected alcohol licencing decisions, alcohol availability 

and alcohol-related harms (including crime and health), in order to inform the review of 

Licencing Policy in the London Borough of Islington (2017-2022). 

The context 

Islington has one of the highest densities of pubs, bars, clubs and off licences in the 

country and second highest in London after the City of Westminster. Alcohol 

consumption has been identified as a major factor behind violent crime and disorder in 

the borough with consequences to victims, businesses and local communities. 

Islington’s residents also suffer from high levels of alcohol-related ill health and early 

deaths.  The 2012 Annual Public Health Report, ‘One too many? The impact of alcohol in 

Islington’ provides in-depth analysis of the impact of alcohol and proposals to reduce 

alcohol-related harm in Islington [1].  

The Licensing Act 2003 [2] enables English local authorities to implement Cumulative 

Impact Policies (CIPs). CIPs strengthen the powers of local authorities to reject licence 

applications for retail alcohol sales in cumulative impact zones (CIZs), where adverse 

effects of alcohol availability can be demonstrated.  

In 2013, Islington’s statement of Licencing Policy implemented a Borough-wide 

Cumulative Impact Policy (CIP), which introduced designated areas of cumulative 

alcohol impact and saturation (‘cumulative impact zones’) in Clerkenwell, Bunhill, Kings 

Cross, Upper Street and Angel, Holloway Road and Finsbury Park, and Archway [3].   

This policy also adopted a new guide-line framework of closing times for businesses 

applying for new and variation applications as follows: (i) off-licences - 11pm; (ii) night 

clubs - 1am Sunday to Thursday, 2am Friday and Saturday; (iii) restaurants, cafes and 

bars - 11pm Sunday to Thursday, midnight Friday and Saturday; (iv) hot food and drink 

http://sphr.lshtm.ac.uk/
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from takeaways - midnight Sunday to Thursday, 1am Friday and Saturday; (v) 24 hour 

sales of alcohol to hotel residents [3].  

Methods 

We examined the impact of the introduction of the new cumulative impact zones across 

Islington in January 2013 on a range of outcomes including: 

 number of alcohol license applications submitted, 

 rates of successful alcohol license applications, i.e. those for which a license was 

granted (‘success rates’),  

 duration and times of alcohol sales permitted by licenses,  

 rates of overall crime and anti-social behaviour (ASB),  

 alcohol related ambulance call outs 

 retail alcohol sales (limited to a sample of on-licence sales only, predominantly 

comprising pubs and bars).  

We used a time series approach to assess both the immediate impacts (i.e. short term 

changes at the time of CIP introduction) and impacts over the longer term (i.e. a relative 

change comparing trends before and after the introduction of CIP - from 2008 to 2016) 

in CIZ and non CIZ. Assessment of short term changes depended on the data source.  

They were estimated at 3 months after CIP introduction for the number of alcohol 

license applications submitted and for success rates in license applications, and at 6 

months for all other licensing data outcomes, including duration and times of alcohol 

sales permitted by licenses. Short term changes were estimated at 3 months after CIP 

introduction for crime and ambulance callouts.  

Findings 

Licensing applications 

The introduction of CIP in Islington has not led to any significant changes in the total 

number of alcohol licenses submitted in the long term.  Nor did introduction of the CIP 

displace licence applications from CIZ to non CIZ.  

For total licence applications, the proportion of successful licence applications (‘success 

rates’) showed a statistically significant decrease in the short term after CIP 
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introduction, followed by a longer term significant increase in both CIZ and non CIZ. 

There was also a statistically significant decrease in the success rates for off licence 

applications in the first 6 months after CIP introduction, although this has not been 

sustained over time. This indicates that CIP has not been a barrier to gaining a licence to 

sell alcohol in Islington and suggests successful businesses have been able to adapt to 

comply with the current Licencing Strategy requirements. 

Trading times 

Findings on trading and closing times are consistent with the current licencing policy 

objectives that aims to reduce temporal alcohol availability by removing 24hr licensing, 

reducing after midnight opening and reducing early trading.  

There were statistically significant longer term decreases observed in the average 

weekly duration of trading hours after CIP introduction, with the reductions in trading 

hours post CIP being more pronounced in on-license applications and in non CIZ.  

The rates of licence applications with closing times before midnight on Friday and 

Saturday nights increased before 2013, but showed a statistically significant decrease 

after CIP introduction in CIZ only. This could be explained by market saturation for later 

night licenses before CIP was introduced and the fact that newer licenses would have to 

be agreed on shorter opening times consistent with the new Licencing Strategy.  

Crime data 

Between December 2010 and April 2016 there were a total of 194,003 crime incidents 

recorded in Islington, of which 52,754 were anti-social behavior incidents. Rates of total 

crime and anti social behaviour decreased overall between 2011 and 2016. Following 

CIP introduction, the evaluation found a significant short term decrease in overall crime 

rates in both CIZ and non CIZ (but no immediate change in anti social behaviour rates). 

Comparing trends before and after CIP introduction, total crime and anti social 

behaviour declined at a slower rate after CIP introduction.  

Alcohol-related ambulance call-outs 

Between April 2008 and March 2016 there were a total of 20,250 alcohol-related 

ambulance call-outs in the London Borough of Islington. Overall there was a decreasing 

trend in alcohol-related ambulance call outs between 2011 and 2016 in both CIZ and 
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non CIZ. Although alcohol related ambulance call outs decreased after CIP introduction, 

we found no statistically significant immediate and longer term impact related to CIP 

introduction. 

Retail alcohol sales 

We analysed a small sample of retail sales data for Islington, limited to a 10% sample of 

on-licence premises (mainly limited to pubs and bars).  

Overall between 2010 and 2016 there was an increasing trend in total weekly average 

per premise alcohol sales value (£). When comparing long term trends statistically 

before and after the introduction of CIP, the impact of CIP was a small, non statistically 

significant increase in CIZ, and a small statistically significant decrease in non CIZ for 

weekly average pre premise alcohol sales (£).  

For total average weekly units of alcohol sold per premise, there was a small, 

statistically significant increase in units of alcohol sold in both CIZ and a small, 

statistically significant decrease in non CIZ in the long term after the CIP introduction. 

We found little evidence of any impact on the average weekly quantity of alcohol 

products sold per premise in CIZ. In contrast, there were small, statistically decreases in 

weekly quantity of alcohol products sold per premise in non CIZ, both immediately after 

CIP introduction and longer term. 

The findings for retail sales data should be interpreted with caution due to the small 

numbers and selective nature of the dataset but it seems to suggest that CIP 

introduction has had little impact economically on alcohol retail businesses in Islington. 

Conclusion 

The evaluation focused on the introduction of Cumulative Impact Zones across the 

Islington in January 2013, but also took into account concurrent implementation of 

other aspects of the current Licencing Strategy (2013-2017) including a focus on 

reducing trading hours, reducing off-licence availability, and improving the quality of 

alcohol retailing overall.  

The results of the evaluation show that the Licencing Strategy overall, and the 

Cumulative Impact Policy specifically, have been broadly effective. The implementation 
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of the strategy has met the objectives of reducing crime, anti-social behaviour and 

alcohol-related ambulance call outs, reducing the rate of successful applications for off-

licences, reducing the average weekly trading times of alcohol licences granted.  

Concurrently, three years after CIP introduction there have actually been increases in 

rates of alcohol licences granted overall. There also appears to be little or no impact on 

alcohol retail sales volume and sales revenues since 2013.  

This evaluation appears to show that the London Borough of Islington’s Licencing 

Strategy and the CIP have reduced alcohol related harms without negatively impacting 

on the overall night-time economy in Islington and the ability of alcohol retailers to 

operate if they meet the conditions required.  
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Abstract 
Background English alcohol policy is implemented at local government level, leading to 
variations in how it is put into practice. We evaluated whether differences in the presence or 
absence of cumulative impact zones and the ‘intensity’ of licensing enforcement—both 
aimed at regulating the availability of alcohol and modifying the drinking environment—
were associated with harm as measured by alcohol-related hospital admissions.  

Methods Premises licensing data were obtained at lower tier local authority (LTLA) level 
from the Home Office Alcohol and Late Night Refreshment Licensing data for 2007–2012, 
and LTLAs were coded as ‘passive’, low, medium or highly active based on whether they 
made use of cumulative impact areas and/or whether any licences for new premises were 
declined. These data were linked to 2009–2015 alcohol-related hospital admission and 
alcohol-related crime rates obtained from the Local Alcohol Profiles for England. Population 
size and deprivation data were obtained from the Office of National Statistics. Changes in 
directly age-standardised rates of people admitted to hospital with alcohol-related conditions 
were analysed using hierarchical growth modelling.  

Results Stronger reductions in alcohol-related admission rates were observed in areas with 
more intense alcohol licensing policies, indicating an ‘exposure–response’ association, in the 
2007–2015 period. Local areas with the most intensive licensing policies had an additional 
5% reduction (p=0.006) in 2015 compared with what would have been expected had these 
local areas had no active licensing policy in place.  

Conclusions Local licensing policies appear to be associated with a reduction in alcohol-
related hospital admissions in areas with more intense licensing policies.  

• ALCOHOL 
• PUBLIC HEALTH 
• PUBLIC HEALTH POLICY 

Previous SectionNext Section 

Introduction 

http://m.jech.bmj.com/content/early/2015/10/05/jech-2015-206040.full#sec-5
http://m.jech.bmj.com/search?fulltext=ALCOHOL&sortspec=date&submit=Submit&andorexactfulltext=phrase
http://m.jech.bmj.com/search?fulltext=PUBLIC+HEALTH&sortspec=date&submit=Submit&andorexactfulltext=phrase
http://m.jech.bmj.com/search?fulltext=PUBLIC+HEALTH+POLICY&sortspec=date&submit=Submit&andorexactfulltext=phrase
http://m.jech.bmj.com/content/early/2015/10/05/jech-2015-206040.full#abstract-1
http://m.jech.bmj.com/content/early/2015/10/05/jech-2015-206040.full#abstract-1


The costs of alcohol misuse to the National Health Service (NHS) have been estimated at 3.5 
billion pounds annually for England alone, with additional costs of £11 billion per year 
because of alcohol-related crime and £7.3 billion annually in lost productivity.1 Despite the 
proportion of people drinking regularly having fallen between 2005 and 2012,2 about 31% of 
women and 44% of men in England drink more than the recommended weekly alcohol 
limits,3 with frequent drinking becoming more common during mid to older age.4 Alcohol 
policy is controversial with opposing views and alternative strategies expressed by 
government, industry and health professionals.5 

Two key strategies concern alcohol price and availability. Alcohol tax and price policies have 
been shown to have significant effects on alcohol-related disease and injury rates,6 but since 
the 1980s, the affordability of alcohol has been increasing,2 and the introduction of minimum 
unit pricing, a policy designed to remove the cheapest alcohol from the market, has been 
rejected for the time being in England, and is delayed due to legal challenges in Scotland. 
Several recent legislative changes have, however, strengthened the ability of local authorities 
to address public health through licensing policies. The 2011 Police Reform and Social 
Responsibility Act7 gave local Health Boards and Primary Care Trusts the status of 
‘Responsible Authority’, which means they must be consulted on, and may object to, all 
licence applications. In addition to this, guidance issued in 2005 extended the 2003 Licensing 
Act8 to give local authorities new powers to address the cumulative impact of alcohol sales.9 
Alcohol outlet density has been shown to be associated with violence and health,10–13 and 
the licensing process is primarily aimed at immediate harms associated with alcohol sales at a 
particular premises, and has no explicit remit to reduce alcohol-related population health 
harms.14 More specifically, it is stated that public health cannot be the primary consideration 
for a licensing decision, but may only be used to support licensing decisions based on any of 
the four objectives set out by the 2003 Licensing Act; that is, prevention of crime and 
disorder, public safety, prevention of public nuisance or protection of children from harm.8 ,9 
Nonetheless, local authority licensing policy statements allow for alcohol consumptions to be 
addressed at a broader level than the individual premises, for example, through early morning 
restrictions and late night levies;14 although they have not been widely implemented and are 
open to legal challenges.9 Local authorities can also designate cumulative impact zones 
(CIZs) to control new alcohol outlets in areas where the cumulative stress caused by existing 
overprovision of alcohol outlets threatens the licensing objectives.15 In these CIZs, which 
can apply to on-trade, off-trade or both, applicants for a new alcohol licence have to 
demonstrate how they will avoid threatening the licensing objectives, which is a reversal of 
the normal burden of proof.14 It has been suggested that CIZs and restrictions in the licensing 
of new premises, which aim to regulate the availability of alcohol and modify the drinking 
environment, may be effective in reducing consumption and related harms.16 ,17 

Although all local authorities operate under the same policy framework, concerns about the 
societal and health harms of alcohol consumption will differ between authorities, and they 
consequently will differ in respect of prioritisation of alcohol control interventions.17 
Empirical evidence indicates that higher on-premise outlet density is related to violence and 
antisocial behaviour, whereas that higher off-premise alcohol outlet density is related to rates 
of chronic alcohol-related disease18 ,19 and has, for example, been shown to increase liver 
disease incidence rates in the USA.20 

We hypothesised that the CIZs and the intensity of licensing scrutiny may impact on the 
density of outlets selling alcohol to be consumed off the premises, or, alternatively, affect the 
drinking environment through conditional licensing, thereby positively affecting alcohol-
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related hospital admissions. In this study, we aimed to evaluate whether differences in the 
implementation of CIZs and licensing scrutiny by local councils, aimed at regulating the 
availability of alcohol and modifying the drinking environment, has had a measurable impact 
on population health at the local level.  
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Methods 

Data 

Alcohol licensing data were obtained for lower tier local authorities (LTLAs) in England 
from the Home Office's ‘Alcohol and Late Night Refreshment Licensing England and Wales 
data’ for the years 2007/2008 and 2011/2012,21 which are completed by each LTLA's 
licensing lead. More details on LTLAs can be found elsewhere.22 

Performance of various alcohol-reduction policies, programmes or initiatives are often 
benchmarked against official data of related harm. For monitoring of trends in alcohol-related 
harms, several measures of alcohol-related hospital admissions for England have been 
developed by Public Health England,23 with the two most used being the ‘broad’ and 
‘narrow’ measures24 based on the International Statistical Classification of Diseases and 
Related Health Problems (ICD 10).25 The broad measure counts every admission where one 
of the diagnoses is a condition that is at least partially alcohol attributable, whereas the 
narrow measure counts only those admissions where the primary diagnosis is alcohol-related. 
Since every admission must have a primary code, the narrow measure is less sensitive to 
variations in coding practices (either between hospitals or over time) but may also 
underestimate the overall burden of alcohol on health services compared with the broad 
measure.24 We therefore used the narrow measure in order to ensure maximum 
comparability in the data used across different LTLAs, which may have heterogeneous 
coding practices. Quarterly data of directly age-standardised rates per 100 000 population 
(standardised to the European standard population) of unique persons (all ages) admitted to 
hospital with alcohol-related conditions were obtained from publicly available Local Alcohol 
Profiles for England (LAPE) data for the period 2009–2015; four full years and the first 
quarter of 2015.26 Alcohol-related crime rates were also obtained from the LAPE data set 
and used in the analyses to adjust for non-random implementation of policies.  

Annual population size and deprivation data (measured using the index of multiple 
deprivation27) for 2007 and 2010 were obtained at the same LTLA level from the Office of 
National Statistics.  

Exposure—licensing intensity 

The level of implementation of CIZs and the intensity of licensing scrutiny aimed at 
controlling licensing and alcohol availability (ie, the exposure) for each LTLA was based on 
whether a licensing authority used CIZ (coded as yes/no); and whether any licences for new 
premises were successfully challenged by the LTLA in a particular year (coded as yes/no). 
These were aggregated for each available year to obtain a three-level metric for CIZ 
implementation and licensing enforcement intensity: the area has no CIZ and also no 
licensing applications have been refused (0), some new licenses applications have been 
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refused OR a CIZ is in place (1), and new license applications have been refused AND a CIZ 
is in place (most active=2). The outcome of a new application can result in a conditional 
licence rather than one which is refused; something that is not included in this metric because 
we a priori interpreted refusal of new applications as being indicative of more intense 
licensing scrutiny compared with procedures resulting in conditional licensing. Although 
local alcohol policies were relatively stable over the period 2007–2015, changes did occur 
within some LTLAs, and to incorporate these, we aggregated the annual scores for each 
LTLA to generate a total 2007–2015 (cumulative) licensing intensity score. This cumulative 
score was then divided into four categories: no activity (passive), and three levels of intensity 
(low, medium, high), based on tertiles of the distribution. This categorisation was 
subsequently added to the statistical models described below both as a main effect, to adjust 
for baseline differences between the areas with different policy intensities, and as an 
interaction term with time to evaluate if policy intensity was related to different trends in 
rates of alcohol-related hospital episodes.  

Analytical methods 

Hierarchical growth modelling was used to analyse these data. Quarterly age-standardised 
alcohol-related hospital episode statistics (HES) rates (Y) were log-transformed and 
estimated to be related to a set of explanatory covariates; that is, a log-rate model.28 Because 
the main aim was to determine average changes in alcohol-related hospital admission rates, 
variability between LTLAs at baseline and individual LTLA time trends were modelled by 
means of hierarchical random-intercept-random slopes mixed-effects models with quarter 
(eg, January–March to October–December) included as a covariate to account for seasonal 
trends. This unconditional growth model, without additional covariates (for clarity, see 
equation S1 in online supplementary material), had an acceptable fit to the data, although 
there were several outliers in different LTLAs (see details in online supplementary material 
figure S1). In multivariate analyses, models were further adjusted for baseline (2007/2008) 
population size, deprivation and alcohol-related crime rates to control for non-random 
implementation of policies in LTLAs (eg, more intense alcohol policies were more likely to 
be implemented in areas with more problems).  

We also conducted two sensitivity analyses (data presented in online supplementary 
material): (1) instead of the cumulative policy intensity metric, classification of LTLAs the 
year before health outcomes were available (2007–2008) was used. The 2007–2008 status 
was interpreted as the cause of alcohol-related hospital admission trends in the subsequent 
years (2009–2015); and (2) because the 2014/2015 data were only preliminary data at the 
time of analyses, we ran the same model but using only the data from 2009 to 2013.  

All models were run using the lme4 package and corresponding p values for fixed effects 
were obtained using the lmerTest package in R (V.3.0.1). CIs were calculated using profile 
likelihoods. Model fit was assessed based on evaluation of residuals and with comparisons 
based on Bayesian Information Criterion (BIC), since all models are considered equally 
probable a priori.29 For clarity, the model described above is shown graphically in figure 1.  
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Figure 1  

Graphical representation of the conditional model 2. Β0j indicates intercept, β1j indicates 
slope, Pop_bline and Dep_bline indicate population size and deprivation at baseline 
(2009/2010), Q2–4 indicate quarterly, seasonal estimates and Policy 2–4 indicate effect of 
low, medium and high cumulative (relative to none) policy on intercept and slope. Empty 
boxes indicate repeated measures within a lower tier local authority.  
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Results 
The available data are shown in table 1. From a total of 326 LTLAs, data relating to 319 
could be used in the analyses. Seven LTLAs were excluded primarily because data on 
licensing activity were unavailable. Up to a fivefold difference in age-standardised rates of 
alcohol-related hospital episodes between LTLAs was observed at baseline. One hundred and 
eighteen LTLAs (37%) were classified as having some form of active alcohol policy in 
2007/2008, and 24 of these (20% of them and 7% of total) used CIZs as well as an active 
policy for new premises. Cumulative policy intensity, as described above, was medium or 
high for 19% and 16% of LTLAs, respectively. There were changes in local policies in the 
2007–2014 time period in 63 LTLAs (201 minus 138) moving from having no active policy 
in 2007/2008 to adopting one for the period thereafter. Figure 2 shows the geographical 
spread of cumulative policy intensity stratified in the four groups across England.  
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Table 1  

Study sample demographics 
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Figure 2  

Lower tier local authority cumulative policy intensity, stratified in the four categories: none 
(white), low (light grey), medium (dark grey) and high (black).  

Table 2 shows the results for three versions of the growth models. The unconditional model 
describes the trend without additional explanatory variables, the first conditional model 
includes baseline covariates and an interaction between policy and time, and the second 
conditional model describes an expansion of conditional model 1 to include interactions with 
time for all covariates. The unconditional model indicates that the variance in time trends 
(slopes) between the different LTLAs is twice as large as the LTLA 2009 baseline variances 
(0.115 vs 0.057, respectively), and that there is a small national decline in alcohol-related 
hospital admission rates in the 2007–2015 period (−0.048 meaning that the annual rate is 
reducing by about 0.5% per annum).  
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Table 2  

Results growth models (2009–2015 alcohol-related hospital episodes statistics) 

Inclusion of baseline deprivation, population size and alcohol-related societal harm (modelled 
as alcohol-related crime rates)—conditional models 1 and 2—explains about 50% of the 
baseline variability in admission rates between LTLAs. Beyond that, they do not provide any 
evidence that differences in population deprivation, population size or alcohol-related crimes 
could explain observed changes in admission rates over the 2009–2015 time period (p values 
0.34, 0.26 and 0.16, respectively). There was some evidence that areas with more active 
(cumulative) alcohol licensing policies may have had higher baseline rates of alcohol-related 
hospital admissions compared to those with no active policies (p values 0.23 and 0.05, 
depending on the model).  

The most important finding of these analyses is that we observe different effects on the slope 
depending on the cumulative policy intensity (p=0.006). These results indicate that the 
intensity of alcohol licensing policies in LTLAs was associated with measurably larger 
reductions in alcohol-related hospital admissions, with larger effects in LTLAs with more 
intense policies. More specifically, these models indicate an additional, non-significant, 
decrease in admission rates of 0.6% annually in LTLAs with a medium intensity policy, 
which equates to a doubling of the reduction in the average admission rate over the 2009–
2015 time period compared with the non-active LTLAs. The change in alcohol-related 
hospital admission rates in the areas with the highest intensity policies was −2% (95% CI 
−3% to −2%) annually (p\0.05), equating to (accounting for other modelled changes in 
population) an additional 5% reduction, or eight unique alcohol-related hospital admissions 
per 100 000 people fewer in 2015 compared with what would have been expected if these 
areas had not had active policies in place (figure 3).  
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Figure 3  

Measured and modelled annual average rate (eg, exp(Y)) of alcohol-related hospital episode 
statistics (HES) admissions (narrow definition). Deeper colour indicates more active policy in 
the 2007–2015 period. Note that the figure shows annual averages instead of the modelled 
quarters, to reduce scatter and improve clarity of figures.  

Sensitivity analyses using the policy intensity in 2007/2008 (see online supplementary 
material table S2) instead of baseline policy show comparable results, and sensitivity 
analyses using validated 2009–2013 data only (see online supplementary table S3) also show 
similar results, although with smaller effect sizes and weaker evidence (p=0.06).  

Figure 3 shows the measured and modelled national annual average hospital admission rates. 
(Annual averages have been used instead of quarterly data to make the figure easier to 
interpret.) These show that (1) the conditional growth model reflects the measured data well 
and (2) that the more intense the alcohol policies in local areas were during the 2007–2014 
period, the more pronounced was the reduction in admission rates. Online supplementary 
figures S2A and S2B show the measured and modelled age-adjusted alcohol-related hospital 
admission rates for the six selected LTLAs, which are case studies in complementary 
research being conducted by the NIHR School for Public Health Research (Bristol, Islington, 
Ipswich, Bradford, Newcastle-upon-Tyne and Blackpool) and similarly indicate that the 
model fits the data well for a range of different situations.  
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Discussion 
An average decrease in alcohol-related hospital admissions of 0.5% per year was observed 
during the period 2009–2015. Our analyses show that there was a greater reduction in 
alcohol-related hospital admissions in local government areas where CIZs were present and 
with more intense scrutiny of alcohol licence applications. Although the effects on the age-
adjusted rates are modest, about an additional 2% per year in the areas in the high-intensity 
group, given the expected relatively large amount of non-differential measurement error in 
especially the ‘exposure’,30 we would expect the modelled effect sizes to be an 
underestimate of true effects.  

These data do not allow for firm conclusions on the causality of the observed association to 
be drawn, because although they indicate a dose–response association where larger 
reductions in admission rates are observed in the LTLAs classified as having the highest 
cumulative (covering the entire time period) intensity of enforcement and presence of CIZs, 
this could also be the result of these councils being more proactive not only in implementing 
CIZ, but also in adopting a range of alcohol policies in those areas for which we do not have 
data. These could include, for example, co-introduction of late night levies or co-investment 
in a range of polices aimed at reducing social and health harms, including alcohol screening 
and brief intervention programmes. Additionally, it may be that the shift from the selling of 
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alcohol to be consumed on the premises (on sales) to sales for consumption off the premises 
(off sales)17 has been less pronounced in the areas where CIZs and more intense scrutiny was 
in place (potentially, but not necessarily, as a result of these policies).  

The sensitivity analyses provide further support for our interpretation of the results; use of the 
2007/2008 baseline policy data to categorise LTLAs results in comparable associations, but 
with slightly less fit, than would be expected from a result of changes in policy in the 2007–
2014 period. We included outcome data that are yet to be fully validated for 2014; however, 
restricting the analysis to 2009–2013 data results in a similar pattern to that observed for the 
complete dataset, but with around an additional 1% annual decrease and weaker statistical 
evidence given lower power.  

Although our stratification into four ‘cumulative exposure’ groups is relatively crude, we 
believe this to be less subject to measurement error compared with individual LTLA data, 
which have been shown to contain errors in the registered number of CIZs or in the number 
of licensing cases in some LTLAs.30 By grouping LTLAs into three groups based on the 
presence or absence of CIZs and licensing application refusals rather than the actual numbers, 
and because we defined the categorisation a priori, it seems unlikely that misclassification 
would have been substantial or differential. Nonetheless, a stronger argument on causality 
could be made if intermediate data on consumption or local area sales data were included. 
Unfortunately, these data were not available for these analyses.  

Alcohol policies, as confirmed by the statistical models, are not introduced in random areas, 
but more active policies are introduced in areas with greater (baseline) levels of harm. We 
have adjusted for this in both models by using baseline deprivation, population size and 
alcohol-related crime as markers of societal impact of alcohol consumption, but residual 
confounding may still be present. A possible approach to assess this post hoc in more detail is 
to match areas using propensity scores and evaluate matched pairs in more detail using, for 
example, a qualitative methodology to gain insights into LTLA-specific policies for areas 
with similar baseline characteristics (F de Vocht, R Campbell, A Brennan, et al. Propensity 
score matching for selection of local areas as controls for evaluation of effects of alcohol 
policies in case series and quasi case-control designs. Submitted for publication, 2015).  

Temporal autocorrelation was adjusted for by the mixed-effects models used. Although 
spatial autocorrelation was present (p<0.05), this was minor (Moran's I=0.024). In addition, 
since alcohol policies are neither implemented nor evaluated at this level, we opted not to 
include this level, as we were also limited in statistical power by the 319 LTLAs in our 
analyses. Figure 2 shows the spatial distribution of our policy metric.  

Although counts were also available from LAPE,26 we used log-rate growth models instead 
of Poisson models to allow for direct modelling of age-standardised available rates. Parallel 
analyses were conducted using quasi-Poisson models (gllmPQL in the R MASS package31), 
with comparable results (data not shown).  

The outcome measure is a composite measure including a mixture of conditions wholly 
attributable to alcohol, such as alcohol liver disease and ethanol poisoning, as well as partly 
attributable conditions, such as malignant neoplasms of the oesophagus and hypertensive 
diseases.23 Therefore, what remains unclear from these analyses is how much changes in 
admission rates reflect changes in the distribution of pathologies rather than an absolute 
change in incidence. A further disadvantage of this metric is that HES does not include 

http://m.jech.bmj.com/content/early/2015/10/05/jech-2015-206040.full#ref-17
http://m.jech.bmj.com/content/early/2015/10/05/jech-2015-206040.full#ref-30
http://m.jech.bmj.com/content/early/2015/10/05/jech-2015-206040.full#F2
http://m.jech.bmj.com/content/early/2015/10/05/jech-2015-206040.full#ref-26
http://m.jech.bmj.com/content/early/2015/10/05/jech-2015-206040.full#ref-31
http://m.jech.bmj.com/content/early/2015/10/05/jech-2015-206040.full#ref-23


accident and emergency (A&E) department visits. Local council alcohol policies are often 
primarily aimed at reducing acute societal impacts such as criminal behaviour, acute alcohol 
poisoning and nuisances in public areas,14 and, as such, a more direct link between A&E 
department visits and alcohol policies is likely to be present. Further analyses of the impact 
on alcohol-related A&E or splitting hospital admissions by different disease types could help 
further explain the patterns seen in our study. Nevertheless, in terms of public health impact, 
our analyses indicate a potential longer lasting benefit of a more intensive licensing policy.  

The tendency to focus on acute harms in studies looking at alcohol availability in relation to 
harm17 also applies to evaluations of initiatives to restrict licences in proscribed geographical 
areas comparable to CIZs, such as the Sydney licence freeze.32 Our current approach, 
therefore, in terms of public health impact, may be indicative of a longer lasting benefit. For 
local authorities in the UK, where Directors of Public Health have now been allocated 
‘responsible authority’ status with regard to being consulted about new licence 
applications,33 the results may also encourage a broader appreciation of the definition of 
harms that can be taken into consideration and may ultimately help make the case for 
inclusion of health as a fifth licensing objective of alcohol policy in England.  

Previous SectionNext Section 

Conclusions 
These analyses suggest that, the more intensely alcohol licensing policies are implemented in 
a local area, the stronger their effect on reduction in alcohol-related hospital admissions, with 
an additional annual average reduction of 2% in alcohol-related hospital admission rates; or 
about eight unique admissions averted per 100 000 people in 2015, had those licensing 
policies not been in place. Moreover, because of the inherent measurement error in the 
available data, the actual impact may well be larger, but further elucidation will require more 
specific data and a better understanding of the measurement error to enable incorporation of 
this in the statistical modelling.34 These analyses contribute to the available evidence on the 
effectiveness of population-level alcohol licensing policies specifically for England, and are 
the first to demonstrate that the intensity with which selected alcohol licensing policies are 
implemented and scrutinised is related to measurable reductions in alcohol attributable 
hospital admissions.  

What is already known about this subject 

• Although all local authorities in England operate under the same policy framework, 
concerns with the societal and health harms of alcohol consumption led to differences 
in the prioritisation of alcohol control interventions.  

What this study adds 

• This paper shows that local government areas in England with more intensive alcohol 
licensing policies are also the places where measurably larger reductions in alcohol-
related admissions have taken place. This may be direct causation of the policies 
themselves or it could be an indirect association, but in either case, these analyses 
suggest a longer lasting population health benefit of local government initiatives to 
restrict alcohol licences.  
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Operation  
Nightsafe  

Background  
and Service
In 2014 Islington adopted the power to impose  
a Late Night Levy on all businesses selling or 
supplying alcohol between midnight and 6am. 
The amount of levy payable is prescribed by 
central government to help improve the Night 
Time Economy (NTE). 

By	law	70%	of	the	income	generated	by	the	levy	must	be	allocated	to	the	Police	
to	spend	on	activities	to	reduce	crime	and	disorder	associated	with	the	late	night	
sale	and	consumption	of	alcohol.	The	remaining	30%	will	be	retained	by	the	Local	
Authority	to	spend	on	activities	to	improve	the	local	NTE	and	the	environment	in	
which	these	activities	are	concentrated.

In	 Islington,	 the	 Police	 and	 Council,	 with	 support	 from	 the	Mayor’s	 Office	 for	
Policing	and	Crime	(MOPAC),	have	agreed	to	pool	the	levy	income	and	to	deliver	
a	 dedicated,	 multi-agency	 partnership	 called	 Operation	 Nightsafe.	 The	 team	
consists	of	Police	and	Council	Licensing,	the	Parkguard	Nightsafe	Patrol	Team,	
Special	Constables	and	Policing	resources	from	Safer	Neighbourhoods.

The	Parkguard	element	of	Operation	Nightsafe	consists	of	a	Police	Accredited,	
street-based	tasking	team,	delivered	by	Parkguard	on	behalf	of	Islington	Council	
and	working	in	partnership	with	the	Metropolitan	Police	in	a	support	capacity.	The	
overall	aim	of	this	four	person	team	is	to	provide	a	dedicated	service	at	key	times	to	
aid	in	tackling	NTE	issues	through	presence	patrolling,	safeguarding,	information	
and	intelligence	gathering,	as	well	as	enforcement	where	required.	The	primary	
purpose	of	 this	operation	 is	 to	support	 the	public,	 licensees	and	other	partner	
agencies	in	the	overall	management	of	public	disorder,	crime	and	other	forms	of	
nuisance	associated	with	NTE	and	to	minimise	risks	to	public	safety	and	impact	
on	the	wider	community.
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Operation  
Nightsafe  

The	 area	 of	 responsibility	 is	 borough	
wide	and	the	deployment	is	determined	
on	 a	 nightly	 basis	 by	 intelligence-led	
tasking,	call	response	and	Police	team	
briefings.

The	 team	 provides	 a	 dual	 function	
service,	 combining	 medical	 and	
policing	 support	 that	 is	 focused	
around	 key	 crime	 generators	 such	
as	off-licences,	pubs,	clubs	and	high	
footfall	 streets	 for	 NTE.	 In	 addition	
to	 general	 crime	 and	 anti-social	
behaviour	 their	 role	 also	 includes	
addressing	 licensing,	 street	 trading	
and	 taxi	 touting	 issues.	 To	 deliver	
this	 role,	 Parkguard	 Officers	 are	
appointed	 persons	 empowered	 to	
act	on	behalf	of	the	Local	Authority	in	
an	enforcement	capacity,	as	well	as	
utilising	delegated	powers	as	part	of	
the	 Metropolitan	 Police	 Community	
Safety	 Accreditation	 Scheme	 under	
the	Police	Reform	Act.
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Winners of the first 
Metropolitan Police 
Police and Security (PaS) 
London Awards 2016
Partnership & Engagement category 

Supportive Action & Promotion of Safety

Assisted member of public in need 536
Health & welfare check
People checked due to a concern for safety 724
Medical Support Provided                                                                                                                    
*Note: Ambulance called to attend x20. Which is a potential 
reduction on LAS NTE calls of 77 97
Crime Prevention Advice  
Provided to people found in a vulnerable position 157

The reasons for checking on welfare ranged from serious assaults down to inebriation

Promoting public  
safety and providing support

“The team provides a dual function service, combining 
medical and policing support that is focused around the  
Night Time Economy.”



Operation  Nightsafe  
      Patrol Medic Overview

Due to the nature of the role being that of  
proactive patrolling, the team predominantly 
find issues or arrive on scene just as an incident 
unfolds or it is coming to a conclusion. 

Parkguard	needed	to	ensure	that	the	team	are	equipped	to	deal	with	a	wide	
variety	 of	 incidents	 until	 other	 relevant	 service	 can	 be	 alerted	 and	 arrive	 on	
scene.	Given	 that	our	 focus	 is	 the	night	 time	economy,	we	are	often	first	on	
scene	to	incidents	that	involve	injury	or	concern	for	safety	through	alcohol,	drug	
use,	trips	and	falls,	assaults	and	so	on.	Based	on	this,	we	anticipated	that	we	
would	require	a	medical	element	to	the	patrol	team,	to	ensure	that	we	can	give	
the	best	immediate	response	to	all,	to	safeguard	and	support	them.	Over	this	
period,	the	Patrol	Medic	has	provided	care	on	108	occasions	to	those	either	
working	in	or	enjoying	Islington’s	NTE.

We	 have	 also	 further	 invested	 in	 training	 and	 equipment	 over	 the	 period	 to	
provide	an	enhanced	level	response	and	to	enable	the	best	possible	care	until	
the	arrival	of	the	London	Ambulance	Service	(LAS)	or	other	appropriate	services.

As	a	by-product	this	has	also	enabled	us	to	help	reduce	unnecessary	demand	
on	the	LAS	by	resulting	calls	that	did	not	require	an	emergency	response.	This	
is	due	to	calls	being	made	due	to	poor	judgement	or	panic	and	often	from	the	
callers	also	being	drunk.	Through	assessment	and	intervention	of	a	Medic,	we	
were	able	to	cancel	or	prevent	the	dispatch	of	57	ambulances	that	could	be	re-
deployed	to	life	threatening	emergencies	and	which	prevents	a	minimum	spend	
of	approximately	£14,478.

The	 Patrol	 Medic	 has	 also	 provided	 definitive	 treatment	 to	 108	 patients	 on	
the	street	that	would	have	required	attendance	to	an	Emergency	Department	
or	Urgent	Care	Centre,	again	preventing	a	minimum	spend	of	approximately	
£11,664		(source:	NHS	evidence.nhs.uk,	NICE,	kingsfund.org.uk).

Over this period  
the Patrol Medic 
has attended to:

29 Patients requiring 
treatment, solely due to 

intoxication

25 With traumatic injuries 
requiring specialist 

treatment

17 Patients with  
significant head 

injuries

14 Patients with serious 
facial injuries

5 Patients with life  
threatening injuries to 

a limb

18 Minor injuries

4



Medical Support
Examples of good work:

Team found a collapsed male and the Medic 

identified male was in cardiac arrest. CPR 

was conducted by the team whilst the 

Medic secured an advanced airway and 

attached the defibrillator. The third and final 

shock proved successful in restarting the 

male’s heart just as the advanced trauma 

team arrived. They were able to progress 

straight to administering life support drugs. 

The male was transported to St Barts Heart 

Attack Centre where he received lifesaving 

treatment. The Medic and team were 
commended by the consultant surgeon 
and HEMS advanced trauma team for 
providing lifesaving interventions. 

The teams attention was drawn to a female 

bleeding profusely from her head. It was 

established she had fallen back landing on 

a cocktail jug which penetrated her head, 

resulting in her losing around 2 pints of blood. 

Medic managed to eventually control the 

bleed using specialist trauma dressings. Due 

to a lack of available ambulances the team 

rushed the female to a nearby trauma centre 

where she received definitive treatment. The 
team were thanked by the Ambulance 
Duty Officer.

Medic provided lifesaving interventions 
to an unconscious male that had been 
subjected to a serious assault where his 
head had been stamped on. Spine and airway 

protected prior to ambulance arrival, allowing 

specialist trauma team to package and transport 

male immediately to a trauma centre.

Medic stabilised a male that had been stabbed 

in the abdomen. Bleeding stemmed and 

wound closed using specialist dressings which 

proved to be lifesaving. Handed over to HEMS 
trauma team who commended the medic 
for his management of the patient.

Medic identified a male leaving a venue 

that appeared to have overdosed with a 

recreational drug. Ambulance summonsed 

without delay and male conveyed to a 

specialist centre due to body temperature. 

Early intervention saved the male’s 
organs from serious damage.

Team located an unconscious female down 

an alleyway on her back, with vomit blocking 

her airway preventing her from breathing. 

Airway cleared and oxygen administered 
which proved to be lifesaving. 

Team found a male that had sustained 

significant head injuries following a serious 

assault with bottles. Bleeding stemmed by 
Medic and handover to Trauma Team.

Medic responded to call for assistance 
from Police due to lack of available 
ambulances, with an unconscious male 

with a significant head injury. Lifesaving 

intervention was provided by the Medic who 

identified the male had a blocked airway due 

to trauma.

Team came across a male having a violent 

seizure in the middle of a busy carriageway. 

The team protected the scene whilst 

the medic stabilised the male. It was 
established the male had absconded from 
hospital and needed urgent treatment. 
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Welfare Overview

A core function of this team is to safeguard people who 
become vulnerable through circumstances, excess alcohol 
or drug and to prevent them becoming victims of crime or 
injured or worse.
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These individuals are normally located in the immediate vicinity of licensed premises or more isolated locations 
where they have wandered off before their situation deteriorates. 

The support provided is very wide ranging, but the most regular types of support were:

n  Locating people unconscious or asleep or 
suffering exhaustion at bus stops, in adjacent 
residential areas or in side streets and alley 
ways as a result of the influence of alcohol and 
or drugs. 

n  Finding people alone, vomiting and vulnerable. 
The Patrol Team assisted them in cleaning 
themselves up, providing medical assessment, 
water and refuge at the vehicle until transport 
home can be secured or guardians located. 
The teams have often also provided disposable 
bowls and waste bags for the onward journey 
and assisted with cleaning the scene due to 
bodily fluid left outside front doors etc.

n  People who are disorientated and have 
become lost while trying to make their way 
home or are unable to get themselves to 
a transport hub as they are incapacitated 
through excess alcohol. Many of these also 
had minor cuts or abrasions from falls or 
stumbling along building walls. Cleaning 
wipes and plasters were often provided but 
they did not want to be treated officially by the 
Patrol Medic so these are not included within 
the medic returns.

S.O.S / Welfare Unit 

Over this period we deployed a fully equipped and marked emergency Ambulance 
for 23 shifts at peak time on core nights. This deployment comprises of two medics’ 
stationing as directed by the Nightsafe Team and Police, predominantly in the most 
high foot fall and priority night time economy areas. These locations changed as 
the night progresses, mirroring that of party goers transition from pubs to late bars 
and clubs and then routes to transport hubs. The deployment also contained a 
reactive element in which they were re-tasked to different areas and incidents based 
on information and intelligence received from Police and patrol units in real-time. 
The purpose of this deployment was to provide medical care to those injured or ill 
through drugs and or alcohol and provide a safe place for people to seek assistance 
and be safeguarded. The unit also acted as additional, capable guardians to alert 
the Police and Nightsafe Team to any potential or actual issues, as well as providing 
general advice, information and referral to other means of support.  

23
Shifts



In terms of victim code by gender, males tended to be victims of crime ranging 
from snatches to major assaults. The majority of females found were feeling 
unsafe in unfamiliar surroundings as lost or alone, or in fear following unwanted 
or aggressive attention being paid to them by individual males or groups of males. 
In terms of the Medic/Illness code, males tended to require assistance due to 
accidents as result of risk taking, horse play or altercations. With females it tended 
to be illness as a result of excess alcohol or trips and falls.
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Welfare support by category

Reason Male % Female %

Drunk 238 52% 186 39%

ill 22 5% 32 7%

Victim 13 3% 30 6.5%

Asleep 26 6% 5 1%

Waiting 
Transport 84 18% 126 26.5%

Taken Home 2 0.5% 7 1.5%

Medic 24 5.5% 17 3.5%

Directions 23 5% 26 5.5%

Friends/Lost 23 5% 29 6%

Phone 0 0% 17 3.5%

Total 455 475

n Drunk

n Ill

n Victim

n Asleep

n  Waiting  
Transport

n Taken Home

n Medic

n Directions

n Friends / Lost

n Phone

Male
52%

5%3%

6%

18%

5.5%

5% 5%

39%

7%
6.5%

26.5%

6%

5.5%

3.5%

3.5%

1%

1.5%

0.5%

Female



n Assault (All) 28
n Affray 2
n Assault Against Parkguard Officer(s) 2
n Harassment/Alarm or Distress 459
n Fear/ Provocation of violence 198
n Fight/ Altercation or Domestic Abuse 92
n Violent Disorder 3784

Incidents
dealt with 58.5%

25%

12%
3.5%

0.25%  0.25%

NTE Violence  
     and disorder

29 
Offences 

65%

14%

21%

There were 23 people arrested as a result of 
Patrol intervention for 29 offences ranging 
from public order, possession of a class A 
drugs to offensive weapons and serious 
assaults.

n Violence and disorder 19
n Drugs and drink 4
n Other crime 6

0.5%

Over the 12 months the team have dealt with 
784 incidents involving violent or aggressive 
behaviour within a NTE setting and the majority 
included multiple individuals and people under 
the influence of alcohol and/or drugs.

The	 specific	 delivery	 of	 this	 service	 is	 complimentary	 of	 borough	 policing,	 but	
intrinsically	 different	 in	 aspects	 of	 deployment.	 This	 enables	 the	 team	 to	 apply	
predominantly	proactive	patrol	techniques	and	therefore	focus	on	early	intervention,	
through	being	present	at	the	time	of	potential	escalation	to	violence.	

This	early	prevention	means	the	team	intervene	through	verbal	resolution	or	physical	
interventions,	which	 reduces	 the	number	of	 actual	 assaults.	The	 large	number	of	
incidents	 shown	below	where	 violence	was	 either	 threatened	 or	 intimated	would	
more	often	than	not	have	been	added	to	the	total	number	of	assaults	if	not	for	the	
team’s	 intervention	 and	 de-escalation.	 Equally	 where	 there	 were	 people	 already	
found	starting	to	physically	engage	in	a	fight,	the	intervention	has	served	to	prevent	
these	escalating	and	then	resulting	in	serious	injury.	Of	the	784	incidents	there	were	
31	confirmed	and	processed	assaults,	 the	majority	of	which	occurred	prior	to	the	
team’s	arrival.



Examples of patrol generated 
arrests of note include:-

n  The	 Team	 were	 called	 to	 a	 large	
scale	brawl	at	the	premises	involving	
approximately	 30	 people	 fighting	
using	belts	and	other	weapons.	On	
Parkguard’s	arrival	several	suspects	
made	 off	 before	 they	 could	 be	
detained.	 Police	 were	 called	 and	
Parkguard	 Officers	 assisted	 with	
disarming	and	detaining	3	suspects.	
The	Patrol	Medic	rendered	intensive	
first	 aid	 to	 several	 victims	 of	 this	
fight.	Three	arrests		were	made	for	
Violent	Disorder.

n  Whilst	 parked	 opposite	 a	 venue	
Officers	 observed	 an	 altercation	
taking	place	outside	the	venue.	An	
investigation	 took	 place	 and	 one	
victim	 was	 Italian	 but	 Parkguard	
were	 able	 to	 speak	 to	 him	 due	
to	 the	 multi-lingual	 ability	 of	 one	
of	 the	 officers.	 As	 a	 result	 of	 this	
investigation	 a	male	 was	 detained	
and	 subsequently	 arrested	 by	
Police	for	Actual	Bodily	Harm	(ABH).	
First	 Aid	 was	 rendered	 by	 the	 
Patrol	Medic.

n 	The	 Team	 were	 called	 to	 an	
assault	and	whilst	the	Patrol	Medic	
administered	 treatment	 the	 other	
Officer	made	local	enquiries	which	
resulted	in	the	detention	and	arrest	
of	a	male	for	ABH.

n 	Whilst	on	a	short	foot	patrol	Officers	
witnessed	 a	 drug	 exchange	 and	
intervened,	1	female	was	arrested	
for	 possession	 with	 intent	 to	
supply	a	class	A	drug	(MDMA).	

  These are excellent results when 
considering the patrol is one 
vehicle, covering borough wide 
4 days per week and that the 
primary focus is supportive roles 
for the public, Levy payers, Police 
and Council through prevention, 
safeguarding and welfare as 
opposed to enforcement.  

Enforcement action taken

Patrol generated arrests 29

Person (s) Requested / directed to leave/ disperse 675

Person (s) Warned & Advised at scene due to conduct 1235

Suspects, Offenders and relevant issues brought to the attention of the Police 51

Person (s) Warning via Report/other (20) and Relevant Person Informed (32) 52

Person (s) Warning via Report / other 20

Area Search - Person/Article 5

Area Search – For suspect or witness appeal 152

Persistant / prolific offender detected, Monitored & Reported 22

Violence / Disorder  
Of	the	784	violent	incidents	there	were	31	confirmed	assaults,	the	majority	of	
which	occurred	prior	to	the	team	arrival.

Enforcement  
action

The majority of arrests 
were as a result of  
varying types of  
assault including  
domestic abuse.
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23
people

29
offences



NTE Violence and disorder

Consistent,	familiar	liaison	and	forming	trusted	relationships	are	vital	to	effective	information	gathering,	
crime	reduction	and	prevention.	It	also	aids	in	finding	collaborative	solutions	and	delivering	tangible,	
productive	 support	 to	 new	 and	 emerging	 issues.	 As	 this	 team	 has	 a	 far	 lower	 call	 demand	 than	

emergency	services,	they	are	able	to	dedicate	sufficient	time	to	engagement	and	liaison.

n  Liaised - (Public) For the purpose of reassurance information & intelligence 
gathering. These are occasions not number of people (36.2%).  
Average encounter per visit or specific area patrol 5 to 10

n  Liaised - Door Supervisors, Designated Premises Supervisor (DPS) & 
venue owners and council staff (56.2%) Occasions not  
number of people.  
Average encounter per visits 2 to 6 door staff (Repeat liaison) 

n Liaised (Police) 343 occasions (7.6%)

2482

343

15984423
Liaisons

Street population related incidents dealt with 

Begging 4
Homelessness 43
Disorderly Street Drinkers 44
Known Street Drinkers present - No Offences 20
Vehicle related incidents dealt with 

Vehicle (ASB/Nuisance) 45
Road Traffic Collision 12
Road Traffic Offence 56
Suspicious Vehicle 64
Taxi Touting 107
Drug Offences 

Drug Offence – Possession/ Supply (PWITS) 12
Drug Paraphernalia Found 72
Acquisitive crime

Theft 11
Robbery 0

Other priority returns

Supportive Action & Promotion of Safety

Police Joint Patrol 8
Met S/C Development Duty 0
Attended Police Operation 0
Joint Patrols with Licensing/ Street trading 0
Additional Tasking Team Deployed (2nd unmarked 
vehicle to focus on specific taskings) 31
NTE meetings (Pub Watch, Review, monitoring & 
forward planning) 16
Attended court to give evidence 0
Welfare Unit Deployed 23

Joint working and additional 
service provision

Nuisance -  Incidents dealt with 

Nuisance (Adult/over 18) 1445
Nuisance (Illegal Traders) 83
Nuisance (Littering) 141
Nuisance (Licensed Premises) 223
Nuisance (Noise complaint) 554
Nuisance (Urinating in Public) 83
Nuisance (Youths under 18) 85

Nuisance: rowdy and 
inconsiderate behaviour
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Other incidents dealt with

Criminal Damage 2
Discrimination – Racially Aggravated 7/2
Dog Related Incident (All) 1
Gathering Young People - No ASB 27
Offensive Weapon Recovered 6
Person check and/or Suspect person monitored 109
Property found and handed in 4
Health and Safety concerns 8
Inteligence received from member of the public 12
Street Refuse; Fly Tipping (4) Nuisance Litter (141) 145
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The Team’s enthusiasm 
and commitment has 
been the cornerstone of 
the success in making 
the night time economy a 
safer place.

The Metropolitan Police 2016



Information and intelligence 
gathering

In the 12 months that this report covers, this single patrol 
team working 4 days per week, generated patrol reports that 
totalled 620,292 words of information and intelligence.  This 
creates	 an	 intelligence	 picture	 which	 is	 not	 only	 quality	
assured,	 but	 produced	 in	 real	 time	 after	 each	 shift	 into	
Council	 Licensing,	 Police	 and	 Public	 Protection,	 which	
makes	 the	 volume	 usable	 and	 of	 significant	 value	 in	 the	
overall	management	and	response	to	NTE.	This	is	a	picture	
that	 is	 unlikely	 to	 be	 held	 by	 any	 other	 Local	 Authority/
Police	Service	when	 it	 is	 then	combined	with	Police	calls	
and	 Officer	 reports,	 Licensing	 reports	 and	 calls	 to	 the	
Council’s	 out-of-hours	 ASB	 reporting	 line.	 This	 makes	
mapping	 and	 proportionately	 and	 efficiently	 responding	
to	 NTE	 issues	 at	 specific	 venues	 and	 areas,	 exceptional	
This	 enables	 a	multi-agency	 collaborative	 service	 delivery	
to	 encourage	 a	busy	 and	popular	NTE	and	 create	 a	 safe	 
social	environment.

Increased presence to 
promote public safety

Assigned to this service is a marked, dedicated and highly visible 
vehicle. This	 serves	 the	 purpose	 of	 preventing	 crime	 and	
disorder	by	deterring, disrupting and displacing	 offending,	as	
well	as	providing	reassurance	through	high	profile	presence	
patrolling.	 Over	 this	 12	 month	 period	 this	 vehicle	 has	
travelled	 9150	miles,	 over	 less	 than	 a	 9	 square	mile	 area,	
predominately	within	high	footfall	areas.	This	is	the	equivalent	
of	driving	 from	 the	London	Borough	of	 Islington	 to	Miami	
and	back;	 or	 the	 length	of	 the	borough,	 from	Archway	 to	
Farringdon	(via	Holloway	Road	and	Upper	Street)	1900times.
  

12

Triggers - Total directed attendance 1715
Pre-Shift: Non-Police Tasking visits & request 
(self-generated, Council, other partners) 1031
Pre-Shift: Police Tasking visits & request 
(email & nightly briefing) 400
Called by Public/ Door Staff (Direct) to attend 175
Called by ASB Line Control Room to attend 68
Called by other Parkguard unit 26
Called by Police to attend 15

 89 : 48
 HOUR   MIN

 208 : 1 1
 HOUR   MIN

 404 : 12
 HOUR   MIN

  1501 : 35
 HOUR   MIN

 13 : 4 1
 HOUR   MIN

 1 13 : 17
 HOUR   MIN

Breakdown of premises by time and type:   

Public Houses Bars Nightclubs

Streets, Transport Hubs 
& Environs of Venues

Restaurants/ 
Food outlets

LBI & Police

n Public Houses
n Bars
n Nightclubs
n Off Licenses
n  Restaurants 

Food Outlets
n LBI & Police
n  NTE Streets and 

environs

1% 0.5%

620,292

words of information 
and intelligence  
generated:

Time

63.5%

4%

9%

17%
5%

 26 : 16
 HOUR   MIN

Off Licenses
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In	 addition	 to	 the	 locations	 &	 venues	which	 are	 all	 ward	
based,	 visits	were	 conducted	 and	 incidents	 dealt	with	 at	
venues	which	are	not	on	 the	provided	 Islington	Licensed	
Premises	Register.	Where	possible	the	incident	was	tagged	
to	the	nearest	premises	on	our	system.	Where	we	are	called	
to	or	deal	with	a	premises	on	a	repeat	basis	then	that	venue	
is	added	to	the	reporting	system.	However,	NTE	problems	
are	by	 their	 nature	 fluid,	 so	numerous	 incidents	occurred	
away	from	establishments,	on	the	way	to	transport	hubs	and	
main	 roads.	This	necessitated	mobile	patrols	along	 these	
routes.	The	Appendices	show	the	breakdown	and	statistics	
around	them.	In	addition	to	the	ward	based	venues	noted	
above,	289	visits	were	made	under	the	umbrella	location	of	
London	Borough	of	Islington.	These	would	include	“Street	
Patrols”	i.e.	the	vehicle	conducted	passing	patrols	around	
an	 area	 rather	 than	 just	 a	 single	 street	 and	 did	 attend	 a	
given	venue.	This	generic	location	is	also	used	for	“one-off”	
visits	to	new	premises.	

The	remaining	patrol	time	has	been	spent	in	the	vicinity	of	
licensed	premises	and	high	NTE	footfall	roads,	addressing	
NTE	related	issues	generated	by	people	on	the	way	to	and	
from	venues.	Although	 is	not	 linked	 to	a	venue	 type,	 it	 is	
of	 equal	 importance	 as	 the	 issues	 are	 still	 related	 to	 the	
commercial	activity	of	the	collective	licensed	premises,	as	
a	safer	area	supports	better	business.

Ward % of Visits
Number of 

Visits to 
Ward

Number of 
actions

St Mary's 23.14 738 242

Barnsbury 20.01 638 189

Clerkenwell 14.83 473 211

Bunhill 14.3 456 216

Caledonian 11.57 369 156

Junction 5.3 169 39

Finsbury Park 3.38 108 17

St Peter's 2.69 86 24

Holloway 1.53 49 18

Highbury East 1.09 35 7

Highbury West 1.06 34 6

St George's 0.28 9 2

Canonbury 0.25 8 1

Hillrise 0.18 6 0

Tollington 0.18 6 0

Mildmay 0.09 3 0

3187 1128

Ward Coverage 260 days

(Thursday	to	Sunday	inclusive	per	week)
*Data	excludes	no	ward	specified	entries	 
recorded	under	LBI	

Since the introduction 
of this team after the 
1st 11 months there 
was a 17% reduction in 
alcohol – related crime 
and a 14% reduction  
in violence.

The Metropolitan Police 2016   
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Parkguard provides a wide range of community safety services, 
predominantly on behalf of Local Authorities and Police, as well 
as in partnership with various other statutory providers. 

Parkguard is an Association of Chief Police Officers (ACPO) approved company under their Crime Prevention 
Initiatives and a Police accredited company under the Police Reform Act 2002 for the Metropolitan Police 
Service, Hertfordshire Constabulary and Essex Police.  This Act allows Chief Constables to accredit certain 
organisations that work within a community safety remit and can meet extremely strict Police criteria.  As such, 
we have become part of the extended policing family under the Community Safety Accreditation Scheme 
(CSAS).  As an accredited organisation since 2005, Parkguard was the first private sector company and 
currently the only organisation to hold multiple area accreditations which facilitates cross-border working. 

By being part of the wider Police family our services are sanctioned by state and our staff have to pass National 
Police Personnel Vetting and receive enhanced training above the standard industry requirements currently in 
the private sector.  Our staff hold a number of delegated Police powers, not normally available outside of the 
Police service.  We have maintained this standard and exercised these powers appropriately and consistently 
for over a decade across our service areas. Having a lawful right to act within the public domain, and the ability 
to exercise these powers means that we deliver tangible, effective action against offenders and our services 
operate within their own right, generating legitimacy and public confidence. Parkguard has a proven track 
record of delivering consistent partnership services, which hold value to local communities. By performing 
these roles collaboratively with the Police, Local Authority and other agencies through information sharing and 
established processes as a recognised partner, we are able to provide supportive roles that compliment local 
policing and the work done by partners.  This aids in the reduction of a broad range of local issues and provides 
greater promotion of community safety when responding to public concerns.  Due to these services being 
delivered in this way, as part of the wider Police family, we are subject to statutory control and afforded inclusion, 
which is often not found with private companies. We deliver our services in line with public service controls, 
ensuring transparency and accountability which allow protection in terms of delivery standards to the public that 
our Local Authority clients serve.

Generally our services fall into two main areas: 

Our main activities within these areas include high-visibility patrolling to deter and disrupt offending and to 
gather information and intelligence to aid in efficient wider action. These patrols promote community safety 
by providing early intervention, prevention and by actively targeting and prioritising lower level nuisance and 
other forms of Anti-social Behaviour. The overall aims of our services are to enable, facilitate and support wider 
action by the authority and Police to then collaboratively achieve longer term solutions to community issues 
and also elevate service demand. This enables the Local Authority and Police to address higher priority calls, 
improve response with appropriate use of resources and also focus on their core responsibilities without being 
abstracted to action tasks that do not require a Police or higher level response.

1
The design, implementation and subsequent delivery of public services on behalf of the Local 
Authority, such as Community Warden Schemes, Parks Patrol Services, Anti-Social Behaviour (ASB) 
Response Teams, outreach support and Night Time Economy policing support. 

2
The second is alternative approaches for specific local concerns such as gang exit programmes, 
youth diversion, outreach/harm reduction, education-based responses and dealing with irresponsible 
dog ownership and dangerous dogs.

Company 
     Overview
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Our Local Authority and Police support 
services are regulated by the authorities for 
whom we work to ensure accountability 
and transparency. As a result many are 
integrated within existing Local Authority 
or Police teams in order to deliver tangible 
results in a complimentary way - as one 
service, in which all members of the 
community have open and equal access.

Parkguard is an innovative company, 
which covers all areas of crime 
prevention, specialising in partnership 
approaches to solve problems.  
Parkguard is not an opportunistic 
product of austerity or diversifying 
focus, to capitalise on current perceived 
fear of rising crime and reductions 
in policing by the public.  Parkguard 
continues, as intended to be from 
the start, a community safety service 
provider. Our core services have been 
delivered for many years with little 
change to delivery or role type and 
are well established within our areas  
of work.

The company also has a General Security 
Division which compliments our specific 
and unique approach outlined above. 
We have selected a pricing structure 
for the General Security Division that is 
competitive within the security industry, 
placing us in the low to mid-range 
pricing bracket. However, due to our 
Police Accredited status, this division is 
of a higher standard than the industry 
average to prevent any negative impact 
on the primary company focus and our 
reputation. This means clients using our 
General Security Division are afforded high 
quality staff and equipment, combined 
with specialist area policing knowledge, 
while maintaining low industry prices.  

From our unique ways of working, 
Parkguard has achieved numerous 
awards. In 2010 we were recognised by 
Hertfordshire Police for our significant 
contribution to community safety.  In 2012 
we received an award from Essex Police 
for our commitment to community safety 
and being the longest serving accredited 
organisation and we also achieved BS 
ISO 14001. In 2013 we were awarded by 
the Metropolitan Police as Partner of the 
Year and during 2014 we achieved ISO 
9001 status and awarded the London 
Living Wage Mark.  In 2015 we achieved 
BS ISO 18001 and we developed 
a supportive policing role to aid in 
managing Night Time Economy issues 
in partnership with Islington Council 
& the Metropolitan Police; this type of 
approach was a national first.  In 2016 we 
were awarded by the Metropolitan Police 
Service for partnership & engagement 
in London at the Police & Security 
Awards and also received a certificate 
of appreciation from Ealing Police for our 
hard work and continued support to the 
Police and the people of Ealing.

Parkguard Ltd
Service provider to Local Authorities & Police

www.parkguard.co.uk



Follow Parkguard on Twitter
n Main Feed: @Parkguardltd

n  Night Time Economy policing support (Islington):  
@Parkguard_NTE

n Recruitment: @Parkguard_Rec

Alternative Contacts:
n Parkguard Office: 0845 467 3023  
 Email Info@parkguard.co.uk

 

Community Safety 
Accredited Company:
n	 	Association	of	Chief	Police	Officers	 

(ACPO)	Approved	Company

n	 Accredited	by	Essex	Police

n	 Accredited	by	Hertfordshire	Constabulary

n	 Accredited	by	Metropolitan	Police

 

Awards:
n		 	Awarded	by	Hertfordshire	Constabulary	for	significant	

contribution	to	community	safety

n	 	Awarded	by	Essex	Police	for	commitment	to	Community	
Safety	as	the	longest	serving	CSAS	Company

n	 	Awarded	Metropolitan	Police	Partner	of	the	Year	
(Islington	Borough)	2013

n		 	Winners	of	the	Metropolitan	Police	“Police	and	Security	
(PaS)	London	Awards	2016”	for	Partnership	&	Engagement

n	 	Awarded	by	the	Metropolitan	Police	“For	hard	work	and	
continued	support	to	Ealing	Police	and	the	people	of	
Ealing”	2016

 

Company Information
Company	Registration	Number:	6157958 
VAT	Registration	Number:	906598196 
Registered	with	the	Information	Commissioner’s	Office

n		 	BS	EN	ISO	14001:	2004

n		 	BS	EN	ISO	9001:	2008

n		 	BS	OHSAS	18001:	2007

Accreditations

Registered company with the Information  
Commissioners’
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 Islington Alcohol Summit 2017 

Date and location 28th June 2017 
Platform, Hornsey Road Baths, 2 Tiltman Place, off Hornsey Road, London, N7 7EE 

Introduction to this 
document 

A total of XX delegates attended the event and represented a range of organisations and 
stakeholder partners including: Councillors, community safety; Public Health; licensing; 
commissioning; substance misuse treatment providers; London Fire Brigade; Metropolitan 
Police; London Ambulance Service; supported housing providers, licensed premises; 
Whittington; UCLH; Camden & Islington NHS Foundation Trust; Islington CCG; ASB team; 
park guard; children’s services; GPs and service users. 
 
This document provides a brief summary of the session and key points raised during each 
activity undertaken throughout the day. 

Event objectives The aim of the day was : 
To focus on reducing alcohol related harm in Islington 
 
And the objectives were: 
Raised awareness of licensing 
• To provide an overview of work carried out around prevention of alcohol misuse and 

enforcement  
• To provide an overview of alcohol licensing policy, what has been achieved and 

future plans 
 
Shared knowledge of the health and social impacts of alcohol misuse 
• To understand the national and local picture of alcohol harm  
• To understand the impact of alcohol misuse on both Council and other services, 

including police, crime and public safety 
• To give an overview of treatment services available  
 
Development of future plans 
• To develop recommendations to improve the alcohol misuse services locally 
• To provide an opportunity to input into the Islington alcohol harm reduction action 

plan 
• To identify approaches and partnerships for maximising the impact of data and 

intelligence around alcohol  
• To learn from examples of good practice elsewhere 
• To explore how we can improve awareness around reducing alcohol related harm 
• To identify gaps and opportunities for reducing alcohol related harm 
 

Format The summit involved a mix of approaches including guest speakers, presentations, 
workshops and round table discussions. 

The Programme 
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Welcome An initial welcome was conducted by Councillor Watts followed by an introduction to the 
day by the independent facilitator, Alison Wheeler.  

Setting the scene A number of short panel presentations were provided. These set out the achievements 
and specific local challenges. Speakers were also asked to identify ‘their ask to the room’. 
The salient points of the presentations are given below. 
 
Paul Hobbs, London Fire Brigade: 
• Shift to early intervention is key.  
• In 2016, 2 incidents relating to alcohol resulted in fatalities. But alcohol has range of 

impacts on LFB, not just fires, but also issues such as providing assistance when 
someone is so intoxicated they fall and can’t get up. 

• The fire service carry out home visits every month but they feel they aren’t always 
visiting the right places. 

• Ask of the day is around better identifying those who could benefit from a visit - and 
working closely with organisations who can direct the fire service to the most 
vulnerable. 

 
Nick Davies, Metropolitan Police: 
• Want to work with pubs and clubs to support a well-run Night-Time Economy (NTE). 
• Alcohol has a massive impact on police – estimate 80% of weekend arrests are 

alcohol related. 
• Half of the police’s time is taken up by alcohol related incidents and often the issues 

they are responding to need a response from other agencies. 
• Previously there was an 11pm busy peak, but this has expanded to the whole night up 

to 5am. Thursday – Sunday busiest days between 11pm – 5am. 
• April – September is when anti-social behaviour rises. 
• Park guards help with NTE. 
• Need a longer-term solution, 1 – 2 year plan. Also, can we work together to do some 

targeted (ward) work around particular issue areas 
 
Jan Hart, Public Protection and Community Safety (Islington Council): 
• One area of focus is responsible management of off licenses including selling alcohol 

to those under 18. 
• A lot of requests from bars wanting to serve until 3 – 4am. Particular issue is every 

shop wants to serve alcohol now. 
• Late night levy is in place, extra police and patrolling from midnight to 6am. 
• The number of license applications is the same but a lot more interesting and different 

applications. 
• Positive - alcohol related violence has reduced. 
• Problems – people buying alcohol and drinking at home or on the streets, does feel 

bars are under control. 
• Ask would be around how we can improve the information we get from partners 

around areas of concerns for instance shops selling alcohol to those who are clearly 
intoxicated or who are vulnerable because of their drinking.  
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Charlotte Ashton, Public Health (Islington Council): 
• Have developed a systematic process for reviewing and submitting representations  
• We have increased our approach to identification brief advice  
• We have developed approaches to ensure wider health and well-being of those in 

alcohol services are addressed e.g.  NHS health checks at treatment services 
• However alcohol continues to have a major impact on the health of borough residents.  
• Islington experiences significantly higher rates of hospital admissions than England - 

the highest rate across London and 31st highest out of 150 boroughs in England  
• Over a one year period, 563 individuals were admitted to hospital as a result of 

alcohol, and in total there were 1025 admissions. With a group of 41 individuals each 
having 5+ admissions. These 41 accounted for 31% of all admissions. 

• Actions during the next 12 months:  Early help intervention/awareness raising; 
Treatment service redesign; Local alcohol action areas. 

• Ask of the day: How we can maximise our approach to alcohol harm reduction by 
working closer together - better share information and ensure our messaging is clear 
and consistent. As an example how we can work more closely together to support 
those 41 people admitted to hospital more than 5 times in 12 months. 

Key speaker Learning from Liverpool, Ian Canning, Strategic Lead Alcohol & Drugs / Head of 
Neighbourhood Management   
A presentation about the approaches and outcomes of the Liverpool Alcohol Strategy. 
 
Segmentation: 
• Chardonnay socialites.  
• Ritual relaxers. 
• Balanced bingers – less receptive to health messages.  
• Drinkers in denial - less receptive to health messages (living for today). 
 
Chardonnay socialites & Ritual relaxers: 
• People don’t respond to units. 
• Calories are a big driver for men and women. 
• Contextualise food to drink in calories. 
• Receptive to change and health information. 
 
Balanced bingers & Drinkers in denial – Drink less, Enjoy more: 
• Started intervention before people arrived at the city centre – e.g. outdoor advertising 

on routes in to the city. 
• Bars received information about fines – stop serving people if too drunk. 
• Media activity - Capital FM, outdoor advertising, Google ads, social media. Tweets 

sent out on specific days and times of the week.  
• In bar promotion – beer mats, bar mats. 20 – 30 minute staff training before the night 

starts in most at risk bars. 
• Communication campaign isn’t enough.  
• Police contact was key - they sent letters to bars stating it’s illegal to serve alcohol to 
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someone who’s very drunk or for people to buy them alcohol. 
• Bar staff felt more confident to refuse alcohol. 
• When bars re-license the bar staff training is compulsory. 
• Working with door staff didn’t work as well as we’d hoped. 
 
Evaluation:  
• Awareness; Media coverage, digital advertising. 
• Engagement: Digital advertising. 
• Behaviour change: Survey Monkey. 

 

Table discussion 1 What I can do for licensing and what can licensing do for me? 
 
Issues experienced:  
• Convenience stores selling to street drinkers – but then complaining about ASB at 

their premises.  
• Low turnover businesses – find a tool to keep businesses, “change their behaviour”. 
• Changing appearance of small convenience stores to attract different clientele.  
• Bar in Kings Cross targets drunkenness and uses sensitive approach to manage them. 
• Difficulty for off license premises being able to say NO to drunk customers. 
• Uncertain how decisions are made when granting licenses.  
• Population groups – can segment population by premises type and think about issues 

associated.  
• Can we encourage non-alcoholic led businesses to open in Islington (e.g. ping pong 

bar) – encourage more food-led premises.  
• Local advertising by premises needs to be more responsible (e.g. happy hour). 
• Reduce stigma around licensees selling non-alcoholic drinks and offer alternatives e.g. 

Dry January, mocktails. 
• Zero % scheme – companies can show they support this. 
• Street drinkers in hostels – vulnerable, attacks. 
• Hospital admission – White Ace, key product. Special K also brand of concern. 
• Post Office next to off license – benefits then to ‘offy’. 
• Off licenses serving residents that are drunk; street drinkers served under the 

influence. 
• Bigger groups of street drinkers. 
• Begging – spending on alcohol.  
• Lots of soft intelligence about where people buy alcohol. 
• Premises knowing when enforcement teams are out. 
• Football crowds - manage messages. 
 
What could I do to support a robust approach to licensing?  
• Adherence to “good management standards” and training of good practice in 

premises.  
• Longer term approach – supporting store staff to refine selling alcohol, can do but 
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would affect resources elsewhere.  
• Explore the revolving door, detox cohort (background, help and support etc).  
• Provide information to licensing about where cheap alcohol can be obtained by 

drinkers and information on the source of cheap alcohol. 
• Four audiences in licensing – champions, residents, licensing officers; key messages 

targeted licensees. 
• Need to do more to involve the different target groups so their values are well 

represented. 
• A pathway to licensing to refer issues.  
• Community safety – coordination – MAGPI was useful – troubleshoot. 
• Location of off licenses – think about high risk groups in relation to this. 
• Identify wet/dry centres – conditions around super strength for premises nearby. 
• Raise awareness of people in shops about local issues – e.g. mental illness/mental 

health, spotting vulnerable people.  
• Can we deliver mental health awareness and alcohol awareness training in shops?  
• Target off-licenses and put strict control on them – mystery shoppers to check. 
• Reducing strength campaign.    
• Communicate more with voluntary sector. 
 
What further information from licensing would be useful:  
• Other responsible authorities – public health, London Fire Brigade – not just the police. 
• Need to share information, need local repository for intelligence. 
• Use powers from other organisations e.g. fire brigade. 
• Data from ambulance service, A&E data too vague? 
• Route of communication to pass on intel to licensing. 
• Residents need to be clear on licensing pathways. 
• Information sheet on what licensing and  trading standards can do 
• Clarity on licensing laws and times alcohol can be sold – publicity, social media, 

leaflets. Using social media, more tweets to staff so that it’s in their heads. Eyes, ears 
of all staff.   

• Information on home drinking, what licensee role is on home drinking? 
• Council share posters, for premises that are concerned about reducing strength 

campaign – big impact.    
• Specifics about premises/times people are using. 
 
Other thoughts, comments or actions:  
• Stores don’t always understand licensing process/rationale – need to get message 

across. 
• Increase in convenience stores becoming unofficial cafés.  
• Feedback from stores/CCTV to gather intelligence on buying patterns and how 

drinkers get around restrictions like “single can” purchases.  
• Local authorities can offer consistency with issuing/approving license applications. 
• Adopt “higher standards of management”, can store staff effectively communicate to 
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explain reasons for refusal for sale. 
• Some stores struggling financially – hard to incentivise to not sell to street drinkers. 
• Reinforcing knowledge of legislation. 
• Obligatory water on tables for people (and sell water in bottles) – enforced by late 

night levy. 
• ‘Undercover’ assessments of off-licenses could be more frequent. 
• Would be good to regenerate areas in general so there are alternatives to drinking. 
• Can’t reprimand people.  
• Really interested in Liverpool and culture change.   
• Neighbourhood profiles – for licensing applications. 
• Publicise the good work that staff are doing. 
• Education, information on super strength alcohol. 
• Consistent messages – campaign on off licenses/supermarkets.  
• Voluntary schemes and trusts between owners.  
• Lack of consistency across London. 

Speakers The local Impacts: perspective from Providers and Service Users 
 
Dr Voi Shim Wong 
• Detox in hospital for 5-7 days, this doesn’t have to be in hospital. 
• They have an alcohol nurse in a side room in A&E. 
• Loss of job, death in family etc. all start of the downward spiral. 
• Patient age group has got older – as we get older we spend more time alone. A lot of 

patients are living alone and will fall/hurt themselves.  
• Good to link services together – a lot of people I see need somewhere to live and 

social support to prevent them from the downward spiral. 
  

Will Digan, Service user representative  
• Services have started coming together.  
• Alcohol misuse and mental health getting treated at the same time – always relapsed 

because the cause of drinking wasn’t addressed.  
• ‘Services that work together make it easier for service users’ to maintain a sustained 

recovery. 
• Had a good key worker when I came out of rehab – they noticed there was something 

more (depression, anxiety). 
• Had 100 hours of counselling and now weekly therapy. It’s taken 40 years to sort and 

finally stopped being passed around – if people don’t work together the system isn’t 
going to work. 

• Service users want to make sure that different parts of different services don’t 
undermine each other but provide Islington with a co-ordinated approach and 
understanding of recovery within the community to support those who have been 
affected by drugs or alcohol into long term sustainable recovery. 

• Service users don’t want to have to keep repeating themselves by telling their stories 
over and over again, we want to see a service, that see us as a whole and don’t simply 
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try to treat ‘part’ of our needs. 
• Key message – cannot address issues on their own – need to look at the whole picture 
 
Ruth Beecher, Targeted and Specialist Children and Families Service (Islington 
Council)  
• Parents and carers sometimes not being classed as dangerous drinkers but their 

behaviour will affect children. 
• Can lead to child neglect causing mental health issues, learning and behaviour 

problems. 
• Children may become young carers. 
• Debt, poverty and risk of becoming homeless. 
• Any reports – family will get help from schools etc. 
• Only 4% of adults will be honest – a lot of families come to us with other issues such 

as debt or child’s bad behaviour. Alcohol issue hidden and comes out later.  
• 1 in 10 families is an under report (of alcohol related issues). 800-900 families have 

domestic abuse related to alcohol. 
• Key message: Ban “referral”, notice what is happening to children that come into your 

view and offer support to parents how you’d offer it to your sister. Ban “signpost”, do it 
with them, guide them and help the more vulnerable to services.  

 
Dr Liz McGrath, Camden and Islington NHS Foundation Trust 
• Ambivalence – a word often used in client meetings. 
• Young people are confused about guidelines and units, people are losing out on that 

education. 
• Think about your own attitudes towards alcohol and how to approach conversations. 
• There’s a gap in people that need us and how to get to us. 
 
Kate Robinson and Dr Annie McGuiness, UCLH 
• Brief and extended interventions. 
• Homeless – challenge. Only place for them to go is A&E, not going to get into rehab or 

hostels.  
• A lot more homeless women who’ve lost everything to alcohol 
• See every weekend homeless coming in after drinking bottles of vodka but don’t have 

money for food or accommodation 
• It would be great to have a safe place (a dry out unit). Drunk people don’t always have 

to come to A&E, they could go to a place to sober up and be directed to services.  
• Alcohol is too cheap, can buy a bottle of vodka for less than £10.  
• Price of non-alcoholic drinks is expensive compared to alcohol   
• Sweden alcohol outlets close at 5pm. 
• It’s not socially acceptable to smoke around children now, let’s make it the same with 

alcohol.  

Table discussion 2 Working better together: Consider the key issues partners are experiencing in 
their area relating to alcohol and how could the issues be addressed by 
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working together. 
 
What are the major issues:  
• Street drinkers  
• License conditions – longer drinking times, violence/aggressive behaviour towards 

staff attending to repair damaged property.  
• Discharge planning – mutual aid, AA. 
• Safe spaces particularly for individuals with no fixed abode 
• Big issues linking mental health and substance misuse – working in isolation and 

different assessments. 
• Looking at a person as a whole and not just a specific area (alcohol issues, mental 

health services etc.)  
• Better joint working and communication between agencies.  
• Consistency of procedures across the agencies – when to refer people and at what 

time. 
• Information sharing across services. One agency withholding data from others 

because of data protection – need investment in this.  
• People with alcohol dependency are signposted but not given appointment so onus is 

on them to self-refer.  
• Culture around alcohol. 
• Local resources not working together. Not taking a preventative approach but dealing 

with crisis.  
• Caseloads increased – managing expectations. Having to tell story to different 

partners after referral.  
• Availability of cheap alcohol – knock on effect to late night economy (pre-loading). 
• Services changing all the time.  
 
Who are those that are affected/key groups to target: 
• Old people.  
• 13+. 
• Those affected by alcohol on the periphery e.g. families. 
• LGBT group.  
• Sex workers – female. 
• Chronic drinkers using services intensively. A&E/urgent services used by people in the 

absence of anything else.  
• Revolving door residents, complex needs, couples conflict and parents. 
• Older people on streets. 
• Pre-loading – younger: older people can afford on license – locals. 
• Non-UK nationals sitting on the streets.  
 
How could the issues be addressed by working together? 
• Sharing information.  
• Establish data sharing agreement between organisations – allowed to track street 
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drinkers.  
• Initial concerns not necessarily being shared – early intervention and prevention. 
• Look at improving the information flow across services around an individual 

(transferrable records). 
• Set up more satellite services so one user is seen all at once – plan coordinated care. 
• IT can help but issues of data protection to share information. 
• Need to limit availability of alcohol. 
• Need to create cultural shift around alcohol. 
• Increase education and awareness.  
• Need shift around not making alcohol acceptable (need to take population level 

approach to think about everyone’s risks). 
• Knowing how to have conversations when you aren’t an alcohol specialist. 
• Not assessing people by type i.e. middle class also have drinking habits. 
• Changing boundaries, different ways of working – i.e. on phone, named housing officer 

who can talk to client. 
• Taking a long-term approach. 
• Good practice – identify and amplify, advertise the innovation. 
• Make sure residents know what has changed – marketing messages. 
• More regular contact between departments/services to discuss issues/co-produce 

solutions. 
 
Identifying actions: What tangible, clear actions and commitments would those 
around table make to support this work: 
• Calorie counting promotion.  
• Encourage young people to enjoy socialising without alcohol. 
• Putting together a core package which has been contributed to by all agencies. 
• Shift in culture of drinking – make it more ASB related. Some form of deterrent, not as 

extreme as being charged.  
• Responsibility of agencies exposed to alcohol dependant people who may have 

mental health issues (for example) to highlight these to right people. 
• Need more people who can provide dual diagnosis and support – need a service that 

provides that (addiction and mental health).   
• Change messaging around alcohol and campaigns around alcohol harm.  
• If you are a business, need to promote responsibility – reducing alcohol sales, happy 

hours.  
• Voluntary scheme around responsible alcohol sales – for everyone.  
• Agreement amongst retailers to reducing health harms – needs to be consistent and 

coherent.  
• Nationally, culture change needed like for smoking. 
• Integrated services.  
• Train and motivate staff - having conversations, upskill all staff. 
              
Other thoughts, comments or actions: 
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• Covert monitoring of venues to see where people are coming out of. 
• Map of provision (VCS). 
• Don’t think much emphasis on targeting the at-risk drinkers that are coping but could 

downward spiral – largely being missed out in terms of prevention.  

Breakout session Targeting our awareness work: an area in development 
 
Gary Wootten, Hitch Marketing 
• Social marketing; looking at behaviour change and what incentivises and 

disincentivises people's behaviour, based on a sound evidence base. Can be used to 
inform policy, designing a service and used for targeted campaigns. 

• Piece of work just starting across Islington to develop more targeted messaging 
around reducing alcohol related harm. 

• Process to include scoping (desk research, stakeholder mapping/interviews, interviews 
with segments of population), developing campaign/interventions, implementing during 
12 month period, and evaluating behaviour change linked with increasing risk, and 
risky drinking behaviours. 

• Invitation for stakeholders to inform and shape the project. 

Speakers Working together to bring about change: Thinking differently 
 
Mahnaz Shaukat and Emma Stubbs, Islington Council 
• Islington has been working with the Design Council to think differently about how we 

can improve outcomes for people in supported accommodation, who often have 
multiple needs.  

• The presentation conveyed the importance of using methods to understand issues 
from a human centred perspective as opposed to a service perspective. All of which 
are very relevant to work around alcohol harm reduction  

• The experience with the Design Council introduced tools such as observations in and 
out of context, journey mapping, getting service users to keep journals about day to 
day activity. This insight has led to a shift from the original focus which was largely on 
case co-ordination, transitions, no wrong door, to areas such as alleviating the 
boredom that residents are experiencing, better ways of motivating residents to 
develop structure to their day and making better use of peer mentoring support.  

Breakout discussions Open space discussions were undertaken with delegates free to choose the area of 
interest. This involved in-depth discussions on a variety of themes, summarised below. 
 

1. Increasing links with, access to, and use of treatment services 
 
What are the major issues: 
• Supporting those with no access to public funds.  
• Focus on need not person.  
• Managing older people needs  is an increasing issue 
• No consistent responses from services.  

Suggested solutions & opportunities:  
• Recommissioning.  
• IDASS & CAL attending hotels and hospitals (ward 

rounds). 
• Information sharing.  
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• Accommodation that is stable 
• System vs individual outcomes. 
• 3 months of sobriety required for dry accommodation 

(blocks to accommodate). 
• Service user has to go to agency – not enough 

outreach.  
• Opening times specifically prescribing for drug users. 

• Awareness raising of what’s available – reduce 
duplication.  

• Meaningful activities.  
• Partnerships with other boroughs.  
• Peer mentoring – support with getting to appointments. 
• Managing messages regarding street activity. 
• Training for staff.  
• Training for GP receptionists about registering 

homeless people.  
• Think about outreach contract management process.  
 

Commitments of those on table to take this forward: 
• Share integrated care network information.  
• Share information on FAS meetings 
• Whittingham and UCLH sharing more info on 

admissions and liaison, how to facilitate this?  
• Challenge other services.  
• Sharing good practice  

What success would look like: 
• Service users using services appropriately – only using 

A&E for emergencies.  
• Registered with GPs. 
• Accessible services – open when people need them.  
• Drop in numbers of new people entering services.  
• No barriers to anyone accessing what they need.  
• Discharge planning from hospital on day 1.   
• Service users feel life is worth living. 

 
2. Supporting the night-time economy:  

What are the major issues:  
• Ease of access vs zero tolerance.  
• Enforcement vs education of alcohol. 
• Alcohol promotion – companies making money from 

alcohol. 
• Media – “one” extra before you leave.  
• Off-licences. 
• Bigger and smaller venues together to share best 

practice. 
• Kings cross development. 
• Strength of drinks.  
• Everyone’s judgement of drunk is different. 
• Baseline standard.  
• Lack in duty of care. 
• People are just ‘let off’ if drunk. 
• Every shop wants to sell alcohol. 
• Every café wants to sell alcohol – alternative offer 

needed. 

Suggested solutions & opportunities  
• Health – continued pressure and encourage minimum 

price.  
• Not many premises doing deals? 
• Cost of drink in Islington prohibits young.  
• Education not for under 25 – going out less, spending 

less. It is the 25 years and older that are the issue.  
• Support work Hitch is doing.  
• Licensing policy – hours. 
• Charter – we have had this in the past.  
• Reduce the strength.  
• Diverse NTE.  
• Share information about problematic groups – e.g. 

those refused. 
• Engage early on in life. 
• Linking premises and ward partnerships and 

Pubwatches and can we include night watch/pub? 
• Woking with major drinks companies 

 
Commitments of those on table to take this forward 
• Poster campaign – push away from alcohol, middle 

age people drink more. 
• Messages – how to influence 
• Park guard look out for preloading.  

What success would look like: 
• Genuine diversity in NTE - not just alcohol, late plays, 

late films. 
• Sharing information.  



5
 
 
 
 

 

 12 

• Prevent preloading.  
• Pubwatch – reinvigorate. 
• Liverpool lessons around bar staff 
• Off license training increasing participation 
• Support for charter/DPN night safe.  
• Champion venues that have engaged in activity as an 

alternative to alcohol e.g. night markets, retail. 
 

• Licensing – all partners feedback information, where, 
when, who, what? 

• Bespoke trading hours. 
• Opening hours – 7am not acceptable. 
• Educate buyers. 
• For problematic premises, park guard – feedback 

information.  
• Education – Liverpool way. 
• Diversity of NTE services available – e.g. leisure/gyms. 

 
3. Supporting families/young people 

What are the major issues: 
• Reluctance to disclose.  
• Identify – not set up well to talk to children. 
• Do not let children into treatment services. 
• Identification during assessments but do not do much. 
• Not many 18 year olds referred.  
• Notification of services. 
• Is it a high priority to link in well across the board? 
• Supporting services to navigate each other.  
• Challenge is secondary schools as not as engaged 

with parents at that age. 
• Treatment services with no childcare – impacts on 

some service users engaged. 
• Home office – are online sales of alcohol of challenge 

– no digital age identification. 

Suggested solutions & opportunities  
• Out of hours - outreach including children.  
• Some in-house services for children.  
• Making services better – focused at identifying young 

people earlier.  
• Co-locating CASA with families. 
• Outreach to be better for groups of street drinking. 
• Engagement with schools and colleges about 

substance misuse/alcohol. 
• What do we do to find alternatives for young people 

outside of school? 
• Supporting parents through schools to discuss alcohol 

use of young people. 
• Understanding the young drinkers need to be 

approached differently. 
Commitments of those on table to take this forward: 
• Improve the profiles of the young drug users.  
• Improve the profile of the ASB. 
• Feeding back to licensing where young people are 

getting alcohol. 
 

What success would look like: 
• Supporting substance misuse services – CASA/FF. 

Family services to input into services. 
• Circulate family services to everyone.  
• More education for families.  
• Starting or trialling a parent group. 
• Integrating alcohol into parenting groups – through 

IYPDAS. 
 

4. Preventing harm through early intervention, better awareness and messaging 
 
What are the major issues: 
• Cultural/social normalisation around drinking nationally 

and amongst particular groups in Islington. 
• Structure of British daily life and certain life 

circumstances seem to be linked to increasing and 
higher risk drinking behaviours. 

• Some of the barriers to reducing alcohol consumption 
seem to be related to lack of awareness and education 

What success would look like:  
• Islington residents have improved understanding about 

the health risks related to alcohol. 
• Current drinking behaviours are de-normalised 

amongst Islington residents. 
• Islington residents (particularly increasing and higher 

risk drinkers) reduce their alcohol consumption. 
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around the harms, but for some people e.g. doctors 
and nurses and others, there may be more complex 
reasons. 

• Particular groups of residents in Islington are more 
vulnerable than others to increasing and higher risk 
drinking. The discussion group identified the following 
middle-aged “segments” in Islington: 
o Irish community, London born.  
o Eastern Europeans – post work drinkers (come from 

working sites). 
o Binge drinking related to football – before, during 

and after match. 
o Professionals – finish work and start drinking (even 

from lunchtime). 
o Second generation non-worker, single parents 

unable to get out – drinking at home.  

• Islington residents seek advice and support for their 
drinking, where appropriate. 

• Support for social marketing being one way to the 
achieve success. 

 
 

Commitments: Actions I will take back to my 
organisation?  
• Happy to engage with the social marketing project to 

help inform further insights about the target groups.  
• Take some of the shared insights about local alcohol 

issues and resident ‘segments’ back to their 
organisations to inform their work and support these 
‘segments’/address these issues. 

 

Suggested solutions & opportunities  
Use social marketing approaches as one way to: 
• De-normalise current drinking behaviours in Islington. 
• Improve awareness and understanding around current 

understanding of health risks associated with alcohol. 
• Target the groups in Islington who are more vulnerable 

to increasing and higher risk drinking. 
• Continue engaging with local stakeholders and 

residents to ensure our work around alcohol harm 
reduction is informed by local knowledge and need. 

 

Posters Posters were placed around the room to allow all participants to make comments on the 
various issues that were discussed during the day. Comments made are summarised below. 
 
Licensing: Issues experienced by partners & information held that could support 
local approach to alcohol licensing  
• Multi agency days of ‘positive action’ (support, health advice, licensing visits) using 

mobile office in street drinking hotspots. 
• Licensing and others should do more to encourage non-alcohol and more activity-led 

and food-led venues in the borough. 
• Create an exciting borough and NTE and setting a different culture. 
• Services need to work together by treating the service users as a whole person and 

not one piece of a jigsaw. 
• Better routes of communication to licensing to pass information about where cheap 

drinks are being purchased. 
• Off licenses considered most tricky. Customers often only go to these to buy alcohol. 

These may not feel able to say ‘no’ to drunk customers. 
• Could we take more of a zero-tolerance approach when conditions of licensing are 

breached? 
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• Service users want to make sure that different parts of different services understand 
each other. 

• Need to empower residents/champions to feedback on problem premises.  
•  ‘Begging’ – understand where your money goes when you fund people who beg. 

 
Working better together: Local issues related to alcohol – related harm & how can 
we address these? 
• Services that work together make life easier for service users.  
• Need to make sure people with alcohol dependency also have their mental health 

needs seen to in a timely and holistic way. 
• Source information and data, also sharing neighbourhood profiles. 
• Training – local issues and area profiles. 
• Consider introducing a local, voluntary agreement amongst retailers to reduce alcohol 

harms. E.g. include reduction/control around happy hour and increase in sales on non-
alcoholic drinks. Needs to be consistent and coherent.  

• Keeping discussions going. 
• Continuity of care – supporting before and after.  
• Need a cultural shift around alcohol and de-normalising consumption and reducing 

availability. 
• Increase awareness and education. 
• Work with other councils and need strong leadership/messaging from central 

government. 
 
Licensing: Issues experienced by partners & information held that could support 
local approach to alcohol licencing 
• Role of premises sharing best practice through venue meetings (alternative to 

Pubwatch).  
• Using radios (or WhatsApp) for premises to share information on problem (drunks). 
• Would be useful to segment the population by the premises that they use/visit. 
• Lack of consistent approach across London (licensing and treatment). 
• Information about where wet hostels are to support evidence around licensing 

application – community responsibility around alcohol sales. 
• Do we/can we provide neighbourhood profiles for premises? 
• Helping community members and organisations to understand the role they can play in 

licensing: supporting representations and proving information for reviews.  
• SHP: can we get a regular feed around information on alcohol incidents related to 

alcohol in hostels and other housing officers, supporting people.  
• Investment in good IT systems for service providers to share information in a database 

that can be accessed by all who need to know. 

  

Facilitators thoughts on the 
key themes 

• How do we pull everything together into a single plan? 
• Closer partnerships where everyone can feed their concerns to one point. 
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• Longer terms solutions at a ward level, working with the problems. 
• How can we work differently around most significant vulnerable 41 people? 
• What does partnership working mean? 
• How can we link services together to wrap around people as they leave services? 
• How do organisations work together to improve and include service users? 
• How do we support services to have conversations with people that they will 

understand? 
• How do we ensure as a borough that we talk to people about alcohol? 
• How do people find services that don’t fit people and vice-versa? 
• Work with pubs  
• Tackle price and availability of alcohol. 

 
 



Crime & Disorder Intelligence Analyst. 

Street Population 6
Islington Picture

May 2017



Council Out of Hours ASB Reporting Line
All complaints to the council out of hours team in 2016/17, categorised as related to 
‘Street Drinking’ were mapped. A thematic map showing the number of incidents 
by Lower Super Output Area (LSOA) is shown below. 

• There were 63 reports to the council 
categorised as ‘drinking in a public place’ 
(35 in 2016/17 and 28 in 2015/16).

• Incidents peaked between 2200 and 
0059. 

• There were hot spots at Ray Walk, 
Wilton Square and Britton Street



Police ASB Calls (999/101) Street 
Drinking
All ASB calls to the police categorised as 
‘Street Drinking’ were extracted and 
mapped. There were 30 calls to the police 
in 2016, representing an 11% increase 
from 2015. The points mark rough 
location.

Due to small numbers, there were no real 
hot spots identified, however there were 
more incidents recorded in Elthorne 
Park, the Kings Cross area/ 
Copenhagen Street and also around the 
Andover Estate.

Based on the last two years of data. 
incidents peaked between 1800 and 2059 
hours.
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Islington Police – overview of Policing issues in the Night-time Economy in Islington  

June 2017 

Superintendent Nick Davis 

• Islington has about 1300 licenced venues and is one of the biggest night time economies in 
London and therefore the country. We all want a successful, safe NTE. As the police, we 
want to support well-run premises when they have problems and take measured, 
proportionate action, in agreement with our partners, when we have to deal with more 
difficult venues.  
 

• There is no doubt that alcohol fuelled crime is a major issue from a policing perspective. An 
Institute of Alcohol Studies paper of 2015 estimated the total cost to the police, and 
ultimately therefore the taxpayer, to be between 8-13 billion pounds every year. 
 
 

• Approximately 80% of weekend arrests are alcohol related 
 

• About 25% of crimes during the NTE in Islington take place inside licensed premises. 
However, the higher concentrations of alcohol related crime in the borough are associated 
with a greater number of licensed premises which suggests the impact of off-license sales 
and crimes occurring after people leave venues.  
 

• Half of police officer’s work time was estimated to be taken up with alcohol related issues 
 

• 92% of police survey respondents stated that they had done the job of another emergency 
service when dealing with alcohol related incidents. 
 

• 68% of police survey respondents blamed the introduction of 24 hour licensing for alcohol 
fuelled crime and ASB. Perhaps more pertinently, the licensing laws have led to logistical 
problems for the police in that ‘closing time’ at about 2300 is no longer the busiest time; this 
has been pushed in to the early hours of the morning and is not predictable from area to 
area. 

Islington 

• There aren’t many surprises in the data regarding violence against the person and anti-social 
behaviour associated with alcohol use; it is highest between April and September when the 
weather tends to be better. 
 

• With specific reference to Islington, four areas of the borough can be identified as of 
particular concern around alcohol fuelled crime and ASB: 

Angel (19% alcohol fuelled crime) 

Highbury Corner 

Old Street (7%) 



Finsbury Park 

 

• 55% of offences in Islington flagged as alcohol fuelled took place between the hours of 2300-
0500. This is probably an under-estimation given that the times of some offences, for 
example criminal damage, can’t be determined. 
 

• We estimate that about 54% of alcohol fuelled offences in Islington are violent crimes. 
 

• The busiest days are Thursday to the early hours of Sunday morning – very predictable – but 
the busiest times are 0000-0300. 0400 in the morning is busier for alcohol fuelled crimes 
than the period between 1900-2100. This has a big impact because most of the time, the 
only people working to tackle that issue are the emergency services. In Islington, we are 
lucky to have the support of Parkguard and council teams. 
 

• 51% of the victims of these crimes are between the ages of 20-30.  
 

• Analysis from 1st April 2016 to 31st March 2017 shows that Islington had the fourth highest 
rate of alcohol related crime and alcohol related violent crime out of the 32 London 
boroughs. 
 
 

• Five years ago, the Islington Alcohol Summit heard from Professor Jonathan Shepherd, 
Chairman of the Violence Prevention Group, Cardiff Community Safety Partnership. Among 
the actions taken as a result of the successful ‘Cardiff Violence Prevention’ project were a 
traffic light system established for crimes at pubs, targeted street patrols, CCTV, plastic 
glassware, identification of domestic violence – all of which we have collectively taken steps 
to address in Islington 

 

• Taking as one example the use of glass/bottles as weapons, Islington sits in 12 place out of 
the 32 London boroughs with 282 offences during the past five years. Given the size of the 
night time economy, this is lower than would be anticipated and may be attributable to the 
use of license condition restricting use of glass. For example, another borough sits in 
eleventh place in the table with 311 recorded incidents despite having about 400 fewer 
licensed premises 
 
 

• Challenges remain including  
 
i) Street drinking with all the associated crime and vulnerabilities. 
ii) Massively expanding night time economy in the Kings Cross area – it will affect 

Islington as well.  
iii) Maintaining our response whilst absorbing reductions to our budget. 
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Late Night Levy Police Funded Activities 

Year 2 - 1 November 2015 to 31 October 2016 

 

Police Licensing 

Targeted deployment and briefing of dedicated police night time economy officers 
every Thursday, Friday, Saturday and Sunday 

102 arrests in the NTE for various offences including serious assaults, possession 
with intent to supply drugs, sexual assault and public order 

Responded to over 500 calls to 999 or 101 from licenced premises requesting 
assistance in relation to violence, public order, drugs, weapon or theft 

Applied for and enforced 12 closure notices  

Called in 54 premises to the Licensing Officer Panel for action planning purposes 

Completed 245 licensing compliance visits,  

788 site visits and meetings with licenced premises managers, supervisors, 
promoters or licence holder to provide advice and support 

Reviewed 2253-night time economy crime reports relating to licenced venues and 
taking appropriate follow up action, including action to assist investigation and action 
planning  

16 meetings with hotel operatives held to develop good working practices regarding 
Child Sexual Exploitation awareness and licensing  

European Championship football – 180 advisory visits to licenced premises 

 

Domestic Abuse Proactive (Alcohol) Unit: 

Arrests: 291 – for outstanding domestic abuse suspects. 

Arrest Enquiries: 461 

Victim welfare and action planning visits: 469 – individual action plans put in around 
victims and vulnerable people including safe houses, attack alarm installations and 
multi-agency care plans.  

Prisoners processed: 78 – interviewed, advice sought from Crown Prosecution 
Service, charged or otherwise disposed of. 
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ALCOHOL RELATED HARM IN ISLINGTON 
 

PUBLIC HEALTH - CAMDEN AND ISLINGTON  
 
1. Alcohol-related harm in Islington is a particular cause of concern, with analysis 

highlighting how in a number of areas Islington is experiencing some of the greatest 
levels of alcohol-related problems in London.  

 
2. Alcohol plays an important and positive role in social and family life and contributes 

to employment and economic development locally. However, social traditions and 
economic benefits should not mask the fact that alcohol is a toxic substance that 
can have a detrimental effect on physical and mental health and wellbeing. 

DRINKING LEVELS AND PATTERNS 
3. The Chief Medical Officer’s1 guideline for both men and women is that: 

• To keep health risks from alcohol to a low level it is safest not to drink more 
than 14 units a week on a regular basis 

• If you regularly drink as much as 14 units per week, it is best to spread your 
drinking evenly over 3 or more days. If you have one or two heavy drinking 
episodes a week, you increase your risks of death from long term illness and 
from accidents and injuries. 

• The risk of developing a range of health problems (including cancers of the 
mouth, throat and breast) increases the more you drink on a regular basis. 

• If you wish to cut down the amount you drink, a good way to help achieve this 
is to have several drink-free days each week.  

 

ALCOHOL RELATED HEALTH HARM 
4. Regularly drinking more alcohol than the recommended daily limit can damage 

health. Excessive alcohol consumption is associated with over 60 medical 
disorders. For instance, alcohol has been identified as a causative factor in the 
following conditions2: 
• Mouth, throat, stomach, bowel, liver and breast cancer 
• Cirrhosis of the liver 
• Heart disease 
• Depression 
• Stroke 
• Pancreatitis  
• Liver disease 

 
5. Islington currently experiences some of the greatest levels of alcohol related 

problems in London, for instance3 (also see appendix 1A for further information): 
• The highest rate of alcohol-related deaths  
• Second highest rate of alcohol specific deaths 



• Second highest rate of under 18 alcohol-specific admissions 
• Highest rate of both alcohol specific hospital admissions (19th highest in 

England) and alcohol related hospital admissions (31st highest in England) 
 
6. Alcohol is estimated to contribute to one in fourteen deaths in Islington (this 

includes deaths in which alcohol is wholly responsible and those where it has 
played a lesser role). Over the period 2013-15, 60 people died directly as a result 
of alcohol consumption.  

 
7. Estimates from 2012 suggest the cost of alcohol-related admissions for Islington 

residents to be nearly £7.5 million, equivalent to £39 for every Islington resident.4  
 
8. In 2016, there were 1324 ambulance call-outs responding to alcohol-related 

incidents in Islington. Analysis has shown that the number of alcohol-related calls 
peak during the evenings and early hours, particularly at weekends, when the 
night-time economy is at its busiest. Calls tend to be clustered around areas where 
there is a high density of licensed premises and good public transport links, 
mirroring the same patterns seen for alcohol-related recorded crime and violent 
crime (see also appendix 1A). 

 
9. Given the scale of alcohol-related harm in Islington, a proactive and collaborative 

approach is required to reduce the detrimental health impacts of alcohol. Alcohol 
harm reduction has been identified as a priority issue by Islington Health and Well-
Being Board. Islington plans to publish an alcohol harm reduction plan in 2017, 
with local licensing activity being seen as a core component of this work. 

AVAILABILITY OF ALCOHOL 
10. There is national and international evidence that availability of alcohol is linked to 

alcohol consumption and alcohol related harm. Reducing the density of licensed 
premises and reducing permitted hours of sale can reduce violence and other 
alcohol-related harm. Evidence indicates that increasing numbers of outlets or 
extended hours of sale potentially increases the competitive pressures on existing 
outlets, which may result in price reductions that tend to lead to increased levels of 
consumption5. This is supported by work from the National Institute for Health and 
Care Excellence (NICE)6  who, in an evidence review in 2014, suggested that a 
higher density of off-premises alcohol outlets may be associated with increases in 
deaths, rates of admission to hospital because of assault or alcohol-related 
disease, and domestic violence. Higher density of other types of licensed premises 
may also be associated with increases in admission to hospital because of assault 
or alcohol-related disease. 
  

11. One study from Scotland7 showed similar findings to those in the NICE review but 
additionally identified that alcohol-related hospitalisations of those under the legal 
minimum drinking age were also related to off-site outlet densities. The study 
suggested that the local impact of off-license sales of alcohol is much higher as 
people tend to use off licenses that are close to the place they consume alcohol, 
such as the home. This emphasises the importance of addressing off-license sales 
in harm reduction and licensing work.  

 



12. Several studies have looked at the impact of changing licensing hours on alcohol 
related hospital admissions. For instance, a retrospective analysis8 of admissions 
to St Thomas’ Hospital in London showed a 5.1% increase in alcohol-related 
attendances, 0.9% increase in alcohol related assault, 2.5% increase in alcohol 
related injury and 1.9% increase in alcohol-related admissions.   These findings 
were also seen in attendances for assault to a Cambridgeshire emergency 
department using a retrospective design9. The mean annual number of assaults 
rose by 133 from 1,083 to 1,216 following the implementation of the Act. Similar to 
other studies, the peak time of presentation moved from a sharp peak between 
01:00am and 01:59am to a broad peak between 01:00am and 3:59am.  

 

BINGE DRINKING AND PRELOADING 
13. It is not only the amount of alcohol consumed that increases the risk of harm, but 

also the amount consumed in one sitting. Binge drinking, which refers to a pattern 
of drinking in which a person consumes a lot of alcohol in one sitting (defined as 
women drinking more than 6 units, men more than 8 units), can cause acute 
intoxication and lead to acute, short-term problems. Short term risks are the 
immediate risks of harm, injury and accident (sometimes fatal) linked to drinking a 
large amount of alcohol on one occasion, which often leads to drunkenness. They 
include:  
• head injuries 
• fractures and other injuries 
• facial injuries and scarring 
• alcohol poisoning 
• accidents 

 
14. The risks of injury to a person who has been drinking recently have been found to 

rise between two and five times when 5-7 units are drunk in a 3-6 hour period.  
 
15. It is estimated that among Islington residents 16.4% binge drink on their heaviest 

drinking day, which is similar to the estimate for England (16.5%) and higher than 
the London average (13.2%)3.  

 
16. The detrimental impact of binge drinking in Islington is particularly significant 

because of the vibrant night-time economy which attracts visitors from across 
London as well as further afield.   

 
17. Most common in younger age groups, binge drinking is often associated with ‘pre-

loading’. Preloading is a term that relates to people, particularly young people, 
drinking alcohol at home or in streets before going on to pubs and clubs. It has 
been associated with higher overall alcohol consumption and a greater likelihood 
of being involved in a violent incident10. 

 
18. People pre-load on alcohol because it’s much cheaper to buy in the supermarket 

or other off licence than in a pub or bar. More people are now drinking at home, 
and over 70% of all alcohol in England is now purchased through the off trade11. 
For instance it was estimated in 2012 that 6.4 litres of alcohol per person were 
consumed off-trade compared to 3.2 litres on-trade12. This highlights the 



importance of considering the impact of the off-licence trade within local licensing 
policy. 

 
19. Later closing hours of licensed premises and cheap off-licensed alcohol create 

problems for the on-trade sector because customers can attend premises 
intoxicated from drinking at home. It is against the law to serve alcohol to those 
who are intoxicated, but research in the UK shows this law is routinely broken. A 
study conducted in Liverpool in 2013 found that 84% of alcohol purchase attempts 
by pseudo-intoxicated actors in pubs, bars and nightclubs were successful (i.e. 
alcohol was sold to the actor)13. 

 
20. Multi-component programmes are the best approach to addressing issues relating 

to preloading. These aim to reduce alcohol-related harm in drinking environments 
by co-ordinating and strengthening local preventative activity. If effective, they can 
help reduce costs to health services, criminal justice agencies and other public 
services. These typically include efforts to mobilise communities, such as media 
campaigns and community forums, supporting and working with licensed premises 
such as server training and voluntary schemes to avoid easy access to cheap 
alcohol from off-licences (such as through reduced the strength campaigns and 
not selling single cans and bottles) and increased enforcement activity, such as 
targeted visits and training. 

 

STREET DRINKING 
21. Street drinkers (including those who are homeless and those who are vulnerably 

housed) are likely to be a subset of a wider group of change resistant drinkers who 
are particularly vulnerable. Their drinking is likely to be having a significant impact 
on their health as well as causing a range of problems in the local community. A 
small number of street drinkers can incur significant costs: crime and anti-social 
behaviour on the street but also associated costs such as hospital visits, repeated 
999 calls and the opportunity costs of resources used to target their needs. Alcohol 
Concern’s Blue Light14 project estimated that the average annual cost of a high 
risk, change resistant drinker is around £35,000 including health, criminal justice 
and anti-social behaviour costs. 
 

22. Street drinkers depend on a local supply of alcohol. They tend not to buy large 
quantities for fear that it will be confiscated, or that they will be targeted by other 
drinkers. Therefore, most need to be near shops15. They also tend to drink 
particularly high strength, cheap alcohol such as white cider. For instance, one 
study in Glasgow and Edinburgh showed 25% of alcohol treatment patients drink 
white cider, and of these 45% drink it exclusively16. According to ThamesReach17, 
which works with rough sleepers in London, “super-strength drinks have become 
one of the biggest causes of premature death of homeless people in the UK”, with 
their data indicating that super-strength drinks are doing more damage than both 
heroin and crack cocaine, with 78% of the deaths in ThamesReach hostels are 
attributed to high strength alcohol. 

 
23. 2016 guidance from the Police and Crime Commissioners18 suggest that a multi-

component approach is needed to tackle street drinking, which includes a multi-
agency group, alcohol services which provide outreach and supports change 



resistant drinkers and appropriate legal powers aimed at individuals. This needs to 
be supported by a retail environment which discourages street drinking. 

 
24. Initiatives designed to tackle the problems associated with street drinking have 

removed the sale of low-priced, high strength alcohol products, through voluntary 
agreements with local retailers. Such schemes have resulted in a reduction in 
crime and anti-social behavior. 

 
25. Cumulative Impact Areas can also support areas particular affected by street 

drinking19. Through the use of policies not ‘aimed’ at the night-time economy but 
instead targeting off-licences and late night refreshment in areas with significant 
health inequality and a large number of hostels. This can include can marking 
initiatives to identify where cans used by street drinkers came from and having 
targeted patrols from the police in areas where there are concerns. Such measures 
can have a significant impact on alcohol related crime and anti-social behaviour. 

 

ALCOHOL RELATED VIOLENCE 
26.  Islington experiences a considerable amount of alcohol related violence. For 

instance based on all offences with an alcohol related marker on the Metropolitan 
Police  Crime Reporting Information System (CRIS), Islington was ranked 4th out 
of 32 boroughs in London for alcohol related crime per 1,000 population and 4th 
for alcohol related violent crime per 1,000 population. Violent alcohol related crime 
accounted for 55% of all alcohol related crime. 
 

27. Studies have shown that intoxication can lead to violent behavior in those 
predisposed to aggression and it has been suggested that consumption leads to 
weakened inhibitions and relaxed normative behavior (i.e. perceived allowance of 
aggression). This can result in an increased risk of alcohol-related violence inside 
and around drinking premises. For instance Livingston et al20 found that all types 
of license were significantly associated with admissions to hospitals because of 
assault. The largest effect size was for off-licences (0.54), with smaller effect sizes 
for general (0.13) and on-premises licences (0.06). 

 
28. Glassing related violence is another important issue that can be addressed through 

licensing. A “glassing” is a physical attack using glassware as a weapon. These 
attacks especially affect bars and clubs, where glassware is the principal weapon 
in licensed premises related violence.   It is estimated that 80,000 glass and bottle 
attacks occur in the UK each year, accounting for 4% of violent crime21.  These 
attacks, fueled by alcohol, put a huge strain on NHS resources. 

 
29. Research undertaken by the University of Bristol estimated that bar glassware 

accounted for 10% of assault injuries in A&E departments22. The Licensing Act 
2003 enables licensing authorities to require glassware to be replaced by safer 
alternatives in individual licensed premises where a problem has been identified 
and representations have been made. The impact of such action has been found 
to be positive. For instance: 
• In Lancashire, a study into the differences between annealed glass, and 

polycarbonates found that there were no glass breakages in the venues with 



polycarbonates23. Surveys suggest that patrons were happy to use 
polycarbonates, and that this did not affect sales in licensed premise. 

• Glasgow City Council banned glassware from all venues holding an 
Entertainment Licence within the city’s centre during the hours after midnight.  
Drinks had to be served in toughened glass or other recognised safety 
products.  No conventional glass bottles, whether open or sealed were allowed 
to be given to customers. Overall patrons responded positively, with people 
feeling safer in these venues, and venues that took up plastic were found to 
incur less injury risk24.   

 

CHILDREN AND ALCOHOL 
30. CMO guidelines25 state that an alcohol-free childhood is the healthiest and best 

option. However, if children drink alcohol underage, it should not be until at least 
the age of 15 years. If young people aged 15 to 17 years consume alcohol, it should 
always be with the guidance of a parent or carer or in a supervised environment. 
Parents and young people should be aware that drinking, even at age 15 or older, 
can be hazardous to health and that not drinking is the healthiest option for young 
people.  
 

31. If someone is under 18, it’s against the law: 
• to sell them alcohol 
• For them to buy or try to buy alcohol  
• For an adult to buy or try to buy alcohol for them 
• For them to drink alcohol in licensed premises (eg a pub or restaurant) 

 
32. National surveys suggest 30% of young people in London aged 11 to 15 have 

never had a drink, which is lower than average for England (45%). National data 
also suggests a steady decline in the proportion of young people who had drunk 
alcohol. For those young people who did drink alcohol, the most commonly 
reported sources were friends (21%), parents (20%), asking someone else to 
purchase alcohol (proxy sales, 13%) and taking alcohol from home (12%)26. 

 
33. Consideration also needs to be given to the harm alcohol causes to people other 

than the person who is drinking, sometimes referred to as ‘social harm’ or ‘passive 
drinking’. Children of parents misusing alcohol may experience severe emotional 
distress, physical abuse and violence as well as a general lack of care, support 
and protection. Alcohol is a very common feature of domestic violence, with 
alcohol, in 2016/17 there were 938 criminal offences with an ‘alcohol related 
marker’ of which 32.5% also have a ‘domestic abuse’ flag attached. 

 
34. Children and young people experience significant harm as a result of alcohol. The 

number of young people  (under 18 years) admitted to hospital in Islington as a 
result of alcohol between 2013/14 and 2015/16 was 55, significantly higher than 
the London average3 – there would have been more who were taken to A&E but 
not admitted. In addition, there were 31 alcohol related ambulance call-outs to 
young people under the age of 18 years in Islington in 2016. 

 

https://www.drinkaware.co.uk/advice/underage-drinking/


BEST PRACTICE 
35. Islington strongly promotes working in partnership with licensed premises and the 

adoption of high standards of management at all premises. We recognise that 
many licensees are supportive of the need to address the health issues relating to 
alcohol and suggest the following actions that can be adopted through conditions: 
• Restrict "special offers" like: cheap shots; ‘Happy Hours’; Buy One Get One 

Free; or buy 2 glasses of wine, get whole bottle. This slows down consumption, 
the rate at which blood alcohol concentrations increase and the peak levels 
reached by drinkers. Rapidly ascending and high blood alcohol concentrations 
are shown to be associated with violence and uninhibited behaviour. 

• Align pricing with Alcohol by Volume (ABV), and ensure that non-alcoholic 
drinks are kept much cheaper. 

• Increase seating for customers to reduce more intensive drinking. 
• Reduce the volume of music as loud music can increase alcohol consumption. 
• Actively promote designated driver schemes where a driver is offered 

discounted or free non-alcoholic drinks. 
• Make food available in late venues. 
• Start the sale of alcohol later in the day and not align it purely with opening 

hours. 
• No advertisements for alcohol in the shop window. 
• Storing alcohol behind the shop counter. 
• No display boards or other advertising showing on the shop floor. 
• Cans of alcohol should not be sold singly. 
• Bottles of beer under 1 litre should not be sold singly. 
• No beer or cider over 5.5% ABV should be sold. 
• No alcopops should be sold where they could attract under age purchasers. 
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About this profile 

Purpose 
This report looks at alcohol related crime and disorder across the 
London Borough of Islington in the last 12 months with the aim of 
informing the annual Late Night Levy review. 
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Further information and feedback 
This report was created by the Community Safety Intelligence Team led 
by Keith Stanger (Community Safety Manager). 

We would also very much welcome your comments on this report, so 
please do contact us with your ideas and thoughts. 

Summary 

• In 2016, there were 921 crimes recorded with an alcohol related 
feature, accounting for 3.3% of all crime across the borough and 
representing a 21% reduction in alcohol related crime compared to 
2015. 

• ASB calls to the police with an ‘alcohol’ opening code and late-
night economy related ASB incidents reported to the council have 
also shown decreses in 2016 compared to 2015. 

• Alcohol related crime hot spots have been found down Upper 
Street and in the Old Street/City Road areas. This is similar to 
night-time economy related incidents reported to the Islington ‘Out 
of Hours ASB reporting line’. A lot of repeat locations are around 
commercial premises. 

• Offences categorised as Violence against the Person are over-
represented when allocated an alcohol related feature (53% of 
crime) compared to all crime across the borough (23% of crime).  

• Both alcohol related crime, ASB calls to the police and night-time 
economy related ASB peaks between 2100 and 0259 hours over 
the weekend.   
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Police Crime Data 

In 2016, there were 27,832 total notifiable offences recorded across 
Islington (according to MPS performance data).  Of these, 921 recorded an 
alcohol related feature on CRIS including “Alcohol consumed”, “Suspect 
has been drinking” or “Victim has been drinking”. This accounted for 
3.3% of all crime. In the previous 12 months (2015), alcohol related crime 
accounted for 4.1% of all crime. Overall there has been a 21% reduction in 
alcohol related crime between 2015 and 2016. 

Chart 1 shows crime with an alcohol-related feature by month between 
April 2010 and February 2017.  Alcohol related crime has been steadily 
decreasing throughout the 7 year period. Chart 2 shows all crime across 
Islington by month for the same period. The same trend is not seen here. 

Chart 1 – Long term trends showing all crime which has an alcohol related feature in CRIS 

 
Chart 2 – Long term trends showing all crime (total notifiable offences) across Islington by 
month 
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Where are offences located? 
Map 1 shows a thematic map of where crime containing alcohol related 
features in 2016 are located by Lower Super Output Area (LSOA). The 
map on the right shows how this compares in 2015. 

Map 1: Alcohol related crime by LSOA 

 

A: The LSOA 
recording the 
most 
offences in 
2016 covers Upper 
Street/Essex Road, just north 

of Angel Underground station. There were 69 offences recorded in this 
LSOA during 2016. A lot of these offences can be attributed to 
commercial premises. 

B: There were 44 offences recorded in the LSOA that covers Old Street. 
Again a lot of these offences can be attributed to inside or outside 
commercial premises.  

  

A 

B 

2015 
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What is happening? 
The table below shows alcohol related crime by crime type (based on 
Home Office code).  The table shows the number of offences and the 
proportion of crime this accounts for. In 2016, 53% of alcohol related 
crime was categorised as Violence against the Person, over-
represented compared to all crime across Islington, where Violence 
against the Person accounted for 23% of offences.   

Table 1: Alcohol related crime in 2015 and 2016 by crime type (including proportions) 

 

 

Of the 1,739 VAP domestic crimes recorded across Islington during 
2016, 151 offences recorded an alcohol marker (9% of offences). The 
remaining 6,021 VAP offences that did not record a domestic violence 
flag, 338 recorded an alcohol marker (6% of offences). 

 

 

 

 

 

Category

Alcohol 
related crime 

(number of 
offences)

Proportion 
of Total

Alcohol 
related crime 

(number of 
offences)

Proportion 
of Total

Proportion of 
All Crime 

Islington 2016

Violence Against the Person 575 50% 489 53% 23%
Theft and Handling 126 11% 103 11% 40%
Criminal Damage 82 7% 57 6% 6%
Sexual Offences 64 6% 53 6% 1%
Robbery 47 4% 37 4% 3%
Drugs 29 3% 23 2% 6%
Burglary 15 1% 16 2% 6%
Other Notifiable Offences 49 4% 26 3% 2%
Other Accepted Crime 173 15% 117 13% 12%
Total 1,160 100% 921 100% 100%

20162015
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When is it happening? 
Over the last three years, there has been no notifiable seasonal trend 
with crime containing alcohol features; however in 2016 offences peaked 
in May.  

Chart 3 shows the proportion of alcohol related crime by day and time 
period. There is a clear peak in both 2015 and 2016 between 0000 and 
0259 on Saturday and Sunday mornings, peak times for the weekend 
night-time economy in Islington.  

Chart 3: Alcohol related crime by day of week and time frame 

 

A similar trend can be seen when looking at just the offences 
categorised as ‘Violence against the Person’ (VAP).  

Chart 4: Alcohol related crime categorised as VAP by day of week and time frame 

 

 

 

 

 

 

 

Time Period Mon Tue Wed Thu Fri Sat Sun Mon Tue Wed Thu Fri Sat Sun
0000-0259 2% 2% 3% 3% 4% 7% 7% 2% 2% 2% 2% 4% 6% 7%
0300-0559 1% 1% 1% 1% 1% 4% 3% 0% 0% 1% 1% 2% 3% 4%
0600-0859 1% 1% 0% 1% 1% 1% 2% 0% 0% 1% 0% 1% 1% 1%
0900-1159 0% 1% 0% 1% 0% 1% 1% 1% 0% 1% 1% 1% 2% 1%
1200-1459 0% 0% 0% 1% 1% 1% 1% 1% 0% 1% 1% 1% 1% 1%
1500-1759 1% 1% 1% 1% 1% 2% 1% 1% 0% 1% 2% 2% 1% 2%
1800-2059 3% 1% 2% 2% 2% 3% 2% 2% 1% 2% 2% 2% 3% 2%
2100-2359 1% 2% 2% 4% 5% 4% 3% 3% 3% 2% 2% 4% 5% 3%
Total 10% 10% 9% 13% 14% 23% 20% 10% 8% 11% 12% 17% 21% 21%

2015 2016

Time Period Mon Tue Wed Thu Fri Sat Sun Mon Tue Wed Thu Fri Sat Sun
0000-0259 2% 2% 3% 3% 4% 6% 7% 2% 1% 2% 3% 4% 6% 7%
0300-0559 1% 1% 0% 1% 1% 4% 3% 0% 1% 1% 2% 1% 2% 3%
0600-0859 1% 0% 0% 1% 1% 1% 2% 0% 1% 1% 1% 1% 1% 2%
0900-1159 0% 1% 0% 1% 1% 1% 1% 1% 0% 2% 1% 1% 2% 1%
1200-1459 1% 0% 1% 2% 1% 1% 1% 0% 1% 0% 1% 1% 1% 1%
1500-1759 2% 2% 1% 2% 1% 1% 1% 1% 0% 1% 2% 2% 1% 2%
1800-2059 2% 1% 2% 2% 2% 4% 2% 2% 1% 3% 2% 2% 2% 2%
2100-2359 1% 2% 2% 4% 4% 4% 3% 3% 3% 2% 3% 2% 4% 3%
Total 5% 4% 5% 7% 7% 11% 10% 5% 4% 7% 7% 9% 10% 12%

2015 2016
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Suspects and Victims 
Based on data entered on CRIS, there were 812 records showing the 
age (or estimated age) of the suspect of crime containing alcohol related 
features and 994 victim records (there can be more than one victim or 
suspect listed for each crime). Table 2 shows the number of suspects 
per 1,000 Islington population and number of victims per 1,000 Islington 
population. Both victims and suspects were almost evenly spread across 
the 18 to 57 age groups.  

Table 2: Age group of victim and suspect of crime containing alcohol features and rates per 
1,000 Islington population 

 

 

A total of 50% of victims were recorded as male, 45% were female and 
5% were either not recorded or recorded as other. A total of 78% of 
suspects were male, compared to 16% who were female and 6% were 
not recorded or were recorded as other.  

 

 

 

 

 

 

 

 

Age
Islington 

Population 
(2011 census)

Suspects
Suspects (Per 

1,000 
population)

Victims
Victims per 

1,000 population

Under 18 36,385 18 0.5 20 0.5
18-27 43,761 247 5.6 286 6.5
28-37 47,540 261 5.5 314 6.6
38-47 30,096 166 5.5 186 6.2
48-57 20,160 96 4.8 128 6.3
58-67 13,555 18 1.3 44 3.2
68+ 14,628 6 0.4 16 1.1
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Police ASB CAD Data 

Chart 5 shows ASB calls to the police on either 999 or 101 by month 
between August 2011 and December 2016. There is less of a clear trend 
here, where there have been peaks and troughs throughout the year. In 
2016 there were 1,198 ASB calls allocated with an ‘alcohol’ opening 
code, representing a 9% decrease from 2015 (where there was 1,315 
calls).  

Chart 5: ASB calls to the police with ‘alcohol’ opening code 

 

Chart 6 shows the times and day of the week of the calls.  Peak times 
are Saturday and Sunday from 21:00 to 02:59 in both of the last two 
years. 

Chart 6: Police ASB calls with ‘alcohol’ opening code by day of week and time frame 

   

 

 

 

Time Frame Mon Tue Wed Thu Fri Sat Sun Mon Tue Wed Thu Fri Sat Sun
0000-0259 2% 2% 2% 2% 3% 5% 5% 1% 1% 2% 2% 3% 5% 5%
0300-0559 1% 0% 1% 2% 1% 3% 3% 0% 0% 0% 1% 2% 3% 3%
0600-0859 0% 0% 0% 1% 1% 2% 1% 1% 0% 1% 0% 1% 2% 1%
0900-1159 0% 1% 1% 1% 1% 2% 1% 1% 1% 1% 1% 1% 1% 1%
1200-1459 1% 1% 1% 1% 2% 2% 2% 1% 1% 1% 2% 1% 1% 2%
1500-1759 2% 2% 1% 2% 2% 2% 2% 2% 2% 2% 1% 2% 2% 1%
1800-2059 1% 2% 2% 1% 2% 3% 2% 2% 3% 2% 3% 3% 3% 2%
2100-2359 3% 3% 3% 2% 5% 4% 3% 2% 2% 2% 4% 4% 5% 3%
Total 10% 11% 11% 11% 16% 22% 19% 10% 11% 11% 13% 17% 21% 18%

2015 2016
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Calls to Council Out of Hours ASB Team 

Incidents reported to Islington Council ASB Team in 2015 and 2016, 
which have been categorised as;  

• ‘Licensed Premises Noise – Music’ 
• ‘Licensed Premises Noise – People’,  
• ‘Rowdy/Drunken Behaviour’ and  
• ‘Drinking in a Public Place’  

have been extracted from M3 and summarised in table 3. In 2016 there 
were 968 calls found in these categories, representing a 24% decrease 
from 2015. In 2016, 51% of these calls were categorised as ‘Licensed 
Premises Noise – Music’. 

Table 3: Night-time economy calls to ASB reporting line by type 

 

Incidents peaked Thursday evenings (between 2100 and 2359) and over 
the weekend between 2100 and 0259 hours. 

Chart 7: Night-time economy calls to ASB reporting line by day of week and time frame 

 

 

 

 

Category
Number of 
Incidents

Proportion of 
Incidents

Number of 
Incidents

Proportion of 
Incidents

NI04 - Licensed Premises Noise-Music 482 38% 490 51%
NI05 - Licensed Prem Noise-People 324 26% 256 26%
RB01 - Rowdy/Drunken Behaviour 434 34% 193 20%
SD01 - Drinking in a Public Place 27 2% 29 3%
Total 1,267 100% 968 100%

2015 2016

Time Scale Mon Tue Wed Thu Fri Sat Sun Mon Tue Wed Thu Fri Sat Sun
0000-0259 2% 1% 2% 1% 3% 6% 8% 2% 1% 1% 1% 2% 6% 7%
0300-0559 0% 0% 0% 0% 1% 2% 2% 0% 0% 0% 0% 1% 1% 1%
0600-0859 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 1%
0900-1159 1% 0% 1% 0% 1% 0% 1% 2% 1% 1% 1% 1% 0% 6%
1200-1459 1% 1% 0% 0% 1% 1% 0% 1% 1% 0% 1% 1% 1% 1%
1500-1759 1% 1% 1% 1% 1% 2% 1% 2% 1% 1% 1% 1% 1% 2%
1800-2059 2% 1% 2% 4% 5% 3% 4% 1% 1% 2% 2% 3% 2% 2%
2100-2359 3% 3% 4% 6% 6% 9% 4% 3% 3% 4% 9% 7% 8% 3%
Total 11% 8% 9% 14% 16% 23% 19% 11% 8% 8% 15% 16% 20% 22%

2015 2016
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Map 2 shows the number of reports relating to ‘night time economy’ to 
the ‘Council out of Hours ASB team’ by LSOA in 2016. There were high 
levels of calls along Upper Street, whilst the most calls were recorded in 
the LSOA close to City Road including Tabernacle Street.  

Map 2: Night-time economy calls to ASB reporting line by LSOA 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Night Time Economy ASB Calls & density of 
premises
Based on 12 months of M3 OOH ASB Calls relating to night time 
economy (raw data) (between April 2016 and March 2017). This 
include NI05, NI04 (and RB01 and SD01 complaints between 2000pm 
and 0359am and incidents on estates have been excluded).

There were a total of 800 ASB calls to the OOH team relating to the 
night time economy in Islington during the 2016/17 financial year, an 
average of 6.5 per Lower Super Output Area (LSOA).

The darkest shaded areas on the map show the LSOAs where there 
were more than 7 times the average number of alcohol-related 
ambulance callouts compared to the Islington LSOA average.

In most cases there tends to be more ASB complaints (related to the 
night time economy) in areas of higher concentrations of licensed 
premises. However, there were lower levels of calls in the Caledonian 
Road area and higher levels of calls in the New North Road area (due 
to there being 23 complaints at the North Pole Public House).
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Charts and Maps 
Cumulative impact areas in Islington 

 

  



 

Number of licenced premises 2011- 2017 

 

• Year on year increase in number of licenced premises 
 

Number of premises selling alcohol 

 

• Licensing Policy Framework hours introduced in 2013 resulted in the number of 
premises licenced to sell alcohol after midnight plateauing at approx. 400 

• Late Night Levy introduced November 2014 resulted in a reduction in premises 
licenced to sell alcohol 
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Applications received and granted 

   

YEAR 
Number new apps 
received 

Number new apps 
granted 

No new and 
variation  apps for 
A beyond 
midnight 

No new and 
variation apps 
GRANTED for A 
beyond midnight 

2009 68 67 46 44 
2010 70 70 38 35 
2011 77 70 26 23 
2012 83 65 21 18 
2013 77 51 9 4 
2014 86 65 13 6 
2015 105 73 3 0 
2016 81 65 8 5 

 

• Significant reduction in number of application granted to permit alcohol sales beyond 
midnight since introduction of 2013 Licensing Policy 

• 5 late night alcohol applications approved in 2016 – 2 were for hotels and three 
where for premises that previously had late night alcohol licences that lapsed 

 



 





 

  



 
CLERKENWELL CUMULATIVE IMPACT AREA 

 
2017 Profile of Licenced Premises in Clerkenwell 
Cumulative Impact Area 
Pubs, bars, clubs 35 
Restaurants and cafes 66 
Shops  38 
Culture/leisure 3 
Takeaways 4 
Other 7 
Total 153 
Premises selling alcohol after 
midnight 

70 (46%) 

 
 

Map of Clerkenwell Cumulative Impact Area: 

 
  

  



BUNHILL CUMULATIVE IMPACT AREA 
 

2017 Profile of Licenced Premises in Bunhill  
Cumulative Impact Area 
Pubs, bars, clubs 43 
Restaurants and cafes 67 
Shops  16 
Culture/leisure 3 
Takeaways 6 
Other 24 
Total 159 
Premises selling alcohol after 
midnight 

61 (38%) 

 
Map of Bunhill Cumulative Impact Area: 

 
 
 
  

  

  



KINGS CROSS CUMULATIVE IMPACT AREA 
 

2017 Profile of Licenced Premises in Kings Cross 
Cumulative Impact Area 
Pubs, bars, clubs 27 
Restaurants and cafes 36 
Shops  23 
Culture/leisure 2 
Takeaways 12 
Other 8 
Total 108 
Premises selling alcohol after 
midnight 

30 (28%) 

 
 

Map of Kings Cross Cumulative Impact Area: 

 
 
  

  



ANGEL AND UPPER STREET CUMULATIVE IMPACT AREA 
 

2017 Profile of Licenced Premises Angel and Upper 
Street  Cumulative Impact Area 
Pubs, bars, clubs 50 
Restaurants and cafes 95 
Shops  24 
Culture/leisure 8 
Takeaways 13 
Other 13 
Total 203 
Premises selling alcohol after 
midnight 

47 (23%) 

 
Map of Angel and Upper Street Cumulative Impact Area  
 

 
 
  

  
  



HOLLOWAY AND FINSBURY PARK CUMULATIVE IMPACT AREA 
 
 

2017 Profile of Licenced Premises Holloway and 
Finsbury Cumulative Impact Area 
Pubs, bars, clubs 18 
Restaurants and cafes 54 
Shops  18 
Culture/leisure 2 
Takeaways 14 
Other 30 
Total 136 
Premises selling alcohol after 
midnight 

45 (33%) 

 
Map of Holloway and Finsbury Park Cumulative Impact Area  

 

 
 
  



ARCHWAY CUMULATIVE IMPACT AREA 
 

2017 Profile of Licenced Premises in Archway  
Cumulative Impact Area 
Pubs, bars, clubs 13 
Restaurants and cafes 16 
Shops  20 
Culture/leisure 0 
Takeaways 11 
Other 3 
Total 63 
Premises selling alcohol after 
midnight 

24 (38%) 

 
 
Map of Archway Cumulative Impact Area  
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