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As the health service prepares  
for unprecedented change,  
public health responsibilities  
at a local level will be moving  
from their current home in  
Primary Care Trusts to local 
authorities. The public health 
movement over generations  
has made some of its greatest 
improvements to health and 
wellbeing in this wider context – 
improvements to the environment, 
housing and transport have been 
led largely by local government.  
It is in this wider role that Directors 
of Public Health and their teams  
will join local authorities on 1 April 
2013 and hope to bring that wider 
influence to bear on local policy  
and service development to  
support improvements in health.

In this context, this years Annual 
Public Health Report has focused  
on an issue that needs a multi-
sector approach to improvement, 
something that will be supported  
by the new role the London 
Borough of Islington has in public 
health and through the work  
of the newly established Health  
and Wellbeing Board. The subject 
of this report is alcohol.

Responsible for significant use of 
NHS resources whether at accident 
and emergency departments or in 
general practice, welfare support, 

housing and social care as well  
as police and fire services, alcohol  
is costing the Borough significant 
amounts of money every year. 
Alcohol contributes to health 
problems, antisocial behaviour  
and stress for those involved with 
people who drink at higher than 
recommended levels. Some of  
the impacts are obvious – binge 
drinking and antisocial behaviour 
on Friday and Saturday nights for 
example, but much of it is not so 
apparent to most people. Impacts 
that particularly affect children and 
families, such as domestic violence 
and in some cases neglect, as  
well as long term health problems 
that occur as the result of excessive 
drinking, are less obvious.

The report attempts to uncover  
all aspects of alcohol-related  
harm, whether overt or hidden, 
individual or societal and make 
some suggestions for action that 
would help to improve outcomes 
for people in Islington.

I hope that the analyses contained 
within the report will help groups 
across the Borough to work 
together to address inequality  
and disadvantage associated  
with alcohol-related harm which  
is felt by those who drink too  
much, as well as by those who  
live and work with them.

Welcome to Islington’s Annual Public Health Report for 2012. 

In this year’s report we focus on the impacts of alcohol and 

what needs to be done to reduce the effects of alcohol-related 

harm on those living, working and socialising in Islington.

Foreword
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I would like to thank everyone 
involved in the production of this 
report, as always, it has involved  
the work of many people both 
within the public health department 
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like to mention Charlotte Ashton 
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Executive summary

Alcohol: Why the focus?
Alcohol has an important and positive role in British culture and is  
used widely in our social and family life. It also plays an important  
role in our economy. The UK’s alcohol drinks market is estimated to  
be worth more than £30 billion per year and is a significant part of 
Islington’s thriving night time economy, contributing to employment 
and economic development. The vast majority of people enjoy alcohol 
without causing any harm to themselves or others. However alcohol  
is a toxic substance that can have a detrimental effect on nearly all 
parts of the body. Increasingly, alcohol is becoming a significant cause 
of personal, social and economic harm.

Although in recent years there has been an overall decline in 
consumption, this is not consistent across all age groups. There are 
economic, health and social consequences of alcohol-related harm  
and a strong link with deprivation. Often the negative effects of 
alcohol are felt by someone other than the person who has been 
drinking, for instance children.

•  Londoners’ top concerns 
about alcohol-related harm  
are crime and anti-social 
behaviour – in a recent survey 
64% of people in Islington 
said they were concerned  
or quite concerned about 
alcohol-related crime and 
violence.

•  About half of Londoners 
surveyed said they were 
worried about the long-term 
health impacts of alcohol.

Social and economic impact

Health and health services

Public opinion

Crime, anti-social behaviour and alcohol availability

•  Social impacts of alcohol use are 
often hidden. Children and 
families of problem drinkers are 
particularly affected.

•  In 2011/12, 114 adults (36%) 
presenting to alcohol services for 
the first time in Islington had 
contact with children, either as a 
parent or by living in a household 
with children.

•  Of 1,356 domestic violence 
offences reported in Islington  

•  Alcohol contributes to one in 
twenty deaths in Islington.

•  Alcohol-specific death rates are 
highest in Islington residents 
under 65 years.

•  Islington has the highest rate  
of alcohol-related admissions  
in London. Those living in the 
most deprived areas of Islington 
are approximately a third more 
likely to have an alcohol-related 
admission compared to those 
living in the more affluent areas.

•  Of people admitted to hospital 
due to an alcohol-specific reason, 
over a quarter were admitted two 
or more times over a one year 
period, and 2% were admitted six 
or more times.

•  People with alcohol misuse 
problems often face the additional 
challenges of unemployment, 
homelessness or housing issues, 
health problems and multiple 
drug use. In Islington, of those in 
alcohol treatment services, 21% 
report drug use and 17% a 
mental health problem.

•  Islington has the third highest 
density of licensed premises in 
inner London, with over 1,200 
licensed premises in total.

•  There were over 1,900 reported 
alcohol-related offences in 
Islington in 2011/12. In addition, 
it is likely that there are a 
substantial number of unreported 
alcohol-related crimes.

in 2011/12, 607 were identified 
as alcohol-related.

•  Alcohol-related harm imposes 
significant economic costs on 
society. Nationally, the economic 
cost was estimated as at least 
£25.1 billion in 2008. In Islington 
the cost was estimated at £230 
million (2007/08). Alcohol-related 
admissions cost the equivalent of 
£39 per resident in Islington in 
2008/9.

•  Alcohol-related crime most 
commonly occurs at night, up to 
midnight on Sunday to Thursday, 
and up to 04:00am on Saturday 
and Sunday, reflecting the periods 
when bars and nightclubs are at 
their busiest.
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Executive summary

Taking action

Of those who drink alcohol in Islington, 
estimates indicate 21% drink at 
increasing risk levels and 7% at  
high risk levels – similar to London  
& England. 

1 in 5 drinkers in Islington binge drink, 
higher than in London but similar to 
England.

Islington has one of the highest 
densities of licensed premises  
in London.

Generally, as density of licensed 
premises in Islington increases  
so does the number of ambulance 
callouts (shown on map) and also  
levels of alcohol-related crime.

The most deprived areas of the  
borough experience significantly  
higher rates of alcohol-related  
hospital admissions compared  
to less deprived areas.

Alcohol-related harm affects 
many different areas of 
everyday life, spanning 
multiple settings and 
environments. A joined  
up, strategic approach,  
which includes statutory, 
community and voluntary 
organisations, is essential  
to successfully reduce the 
significant harms associated 
with alcohol. The following 
are suggested as the top  
five actions for Islington:

1. Increasing awareness: 
Understanding of alcohol to be 
increased locally through the 
provision of clear, sensible advice 
around what is low risk drinking 
and why this is important.

2. Screening & brief intervention: 
Innovative approaches for the 
provision of identification (screening) 
and brief advice (IBA) and alcohol 
liaison models to be expanded and 
developed.

3. Strengthening enforcement: 
Recent changes in licensing regulations 
to be used to further strengthen the 

approach to managing alcohol 
availability locally.

4. Accessible treatment 
services: For those who  
need it, ease of access to alcohol 
treatment services that are fit  
for purpose to be improved.

5. Collaborative working: 
Building on work already 
occurring locally, to ensure there 
is a strong partnership approach 
to maximise alcohol harm 
reduction, including enforcement 
of licensing regulations, IBA and 
high quality treatment services.

How does Islington compare?

Highest rate  
of alcohol-related  
hospital admissions  
in London.2011/12

3rd highest rate  
of alcohol-specific 
mortality in men  
in London.2008/10

5th highest  
rate of alcohol 
attributable violent 
crime in London.2011/12

3rd highest rate  
of incapacity 
claimants whose 
main medical  
reason is alcoholism 
in London.August 2011

Licensed premises and alcohol-related ambulance callouts  
across Islington, 2011/12   



6  ANNUAL PUBLIC HEALTH REPORT 2012

Introduction

Alcohol: Why the concern?
Alcohol is the most widely used drug in the world: it has  
an important and positive role in British culture and is used 
widely in our social and family life, adding to the enjoyment 
of special occasions and time spent with friends1. It also 
plays an important role in our economy: the UK’s alcohol 
drinks market is estimated to be worth more than £30 
billion per year and generates tax revenue of over £13 billion 
per year2. Alcohol is an important part of Islington’s thriving 
night time economy, which contributes to employment and 
economic development within the Borough. The vast 
majority of people enjoy alcohol without causing any harm 
to themselves or others. As a consequence it is important 
that any action taken to reduce the harmful effects of 
alcohol also takes account of the positive role alcohol can 
play within our community (figure A). 

Social customs and economic benefits should not be used  
to ignore the fact that alcohol is a toxic substance that can 
have a detrimental effect on nearly all parts of the body3. 
With the increased availability of alcohol over the last thirty 
years4 as a result of changes in licensing, accessibility, and 
affordability, there has been a noticeable upward trend  
in consumption5. Increasingly, alcohol is becoming a 
significant cause of personal, social, and economic harm.

Contents

6  Alcohol: why the concern?

7  The national and local impact

8   The importance of alcohol  
across age groups

9 Report overview

10 Summary

Figure A  Weighing up the risks – benefits and harms of alcohol   

Benefits

Social

Crime and disorderEconomic

Social
Health

Economic

Harm

Nationally, more than 10 million 
people drink above government 
guideline levels and there are a 
significant and increasing number  
in whom alcohol consumption is 
becoming a major cause of harm2. 
The resulting burden is felt across 
the NHS, public services, the local 
economy and the wider community.

Alcohol affects everyone in Islington 
in a multitude of ways. It is not 
necessary to be a dependent 
drinker to experience alcohol-
related problems, and in many  
cases people do not realise the 
amount they are drinking could 
actually be having a detrimental 
effect on both themselves, those 
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Introduction   Introduction continued

Figure B  The multiple effects of alcohol-related harm   

Figure C   The impact of alcohol in Islington   
Source: North West Public Health Observatory, 20129

close to them and the wider 
community. Reasons for this include 
the fact that drinking is generally 
socially tolerated and because many 
of the impacts such as liver disease 
and high blood pressure may not  
be visible until serious damage  
has already occurred6. Alcohol  
can therefore be considered as a 
cause of silent harm, and it is not 
necessarily the heaviest drinkers 
that account for most of the 
alcohol-related burden experienced 
within the population as a whole3. 

There are economic, health, and 
societal consequences of alcohol 
consumption, and a strong link  
with deprivation (figure B). Many 
of these effects are felt by someone 
other than the drinker, for instance 
noise, traffic accidents and domestic 
violence can all be considered 
‘external consequences’ of alcohol 
consumption3.

It is against this increasing 
realisation of the detrimental impact 
of alcohol both on individuals and 
the population that alcohol has 
been chosen as the subject of 
Islington’s 2012 Annual Public 
Health Report. The remainder of 
this introductory chapter outlines 
some of the impacts that alcohol 
has across the community, at all 
stages of life.

THE NATIONAL AND LOCAL 
IMPACT

Alcohol-related harm in Islington is 
significant and a particular cause  
for concern. Analysis produced  
by the North West Public Health 
Observatory9, highlights how in  
a number of areas Islington is 
experiencing some of the greatest 
levels of alcohol-related problems in 
London (figure C). How Islington 
compares against these indicators  
is examined in greater detail in later 
chapters.

Economic
The cost of alcohol-related 

harm and misuse in the UK are 
£18-25 billion per year6

Costs impact on health, crime, 
antisocial behaviour, loss of 

production, individuals & 
families.

Health
Alcohol is one of the four most 

common modifiable and 
preventable risk factors for 

non-infectious disease.
Alcohol is a drug of dependence 

and known to cause over 60 
diseases7.

Alcohol accounts for 9.2% of 
disability adjusted life years 

globally – only tobacco, smoking 
and high blood pressure are 

greater risk factors8.

Society
Problems of alcohol-related 

harm have a devastating 
impact not only on the 

individual but on their family 
and the wider community. The 
impact extends more widely 
than to just those who drink 

e.g. street violence, noise, 
domestic violence, family 

dysfunction, traffic accidents, 
problems in the workplace.

Inequalities
Deprived areas have higher 

levels of alcohol-related 
deaths, hospital admissions 

and crime.
Department of Health analysis 
indicates the alcohol-related 
death rate is 45% higher in 
areas of high deprivation. 

Drinking above the sensible 
guideline level is higher in 

more deprived areas.1

Highest rate  
of alcohol specific 
hospital admissions 
for men in London 

and signficantly 
higher than 

England

Third highest 
rate of male 

alcohol-specific 
mortality in London, 

and significantly 
worse than 

England

Fifth highest 
rate of alcohol-

attributable 
violent crime in 

London,  
and significantly 

worse than 
England

Highest rate of 
mortality from 

liver disease in men 
in London, and 

significantly worse 
than England
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Introduction continued

THE IMPORTANCE OF 
ALCOHOL ACROSS AGE 
GROUPS

The impacts of alcohol are seen 
across all age groups (figure D).  
In absolute terms it is in middle age 
where alcohol-related deaths are 
greatest. However, exposure to 
alcohol during pregnancy can 
impact on brain development of  
the foetus and is also associated 
with intellectual defects that are  
not seen until later in childhood3.

Alcohol can have a particularly 
negative effect on young people. 
There are concerns that a high level 
of alcohol consumption in those 
under 18 years is associated with 
high risk behaviour including 
unprotected sex and offending.  
It can lead to missed education, 
which in turn can result in the 

Figure D   The effects of alcohol at different ages  

Older people: lower tolerance;
impaired coordination resulting in
falls and confusion; health problems
masked or misdiagnosed

Adults: highest levels of alcohol-
related deaths seen in middle age;
problems at work; inappropriate
behaviour

Young people: missed education;
failure to fulfil potential; increased
risky behaviour e.g. unprotected
sex, offending

Pregnancy: effect on brain
development of unborn child,
resulting in intellectual defects

young person not reaching their  
full social and economic potential. 
The adolescent brain is particularly 
susceptible to alcohol10. Among 35 
European countries, the UK has the 
third highest percentage of 15 year 
olds (24%) who have been drunk  
at least 10 times in the past year10.

In the workplace harmful alcohol 
use and heavy episodic drinking 
causes problems such as 
absenteeism, presenteeism  
(lower productivity at work)  
and inappropriate behaviours10.

Although alcohol consumption 
appears to reduce with increasing 
age, there is evidence that older 
people today maybe be heavier 
drinkers than previous generations. 
Tolerance of alcohol is significantly 
lower in older people, and as a 

result it can have a more 
detrimental effect. Alcohol 
depresses brain function, resulting 
in impaired coordination and 
memory which can result in falls 
and general confusion. The effect  
of alcohol and alcohol-related 
problems in older people can also 
obscure non-specific health 
problems such as gastrointestinal 
problems, or result in alcohol-
related behaviours being 
misdiagnosed as dementia  
or depression11.
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The report is split into eight 
chapters. The subsequent chapters 
explore, in more detail, the various 
aspects of everyday life where 
alcohol has an effect on both  
the individual and the wider 
community.

If the impacts of alcohol-related 
harm are to be truly tackled, 
partnership work across health, 
policy, licensing, education and 
communities is essential. This is a 
theme that is embedded through 
this report.

Chapter one sets the scene, 
explaining some of the key terms 
used throughout the report. The 
chapter explores how nationally  
and internationally alcohol has  
been identified as a priority.

‘Nationally the level of alcohol 
consumption has increased by 
around 30% since the early 
seventies’4

Chapter two reviews patterns  
of drinking, how these change  
with age and the triggers that can 
change alcohol consumption. The 
role of discussion and advice to 
identify increasing risk drinking and 
to support changes in behaviour 
around alcohol consumption in  
a range of settings (known as 
identification and brief advice)  
is discussed.

“Alcoholism is hidden because 
it’s legal – it’s swept under the 
carpet” Girl aged 1312

Chapter three investigates the 
social impact of alcohol, looking  
at a number of areas of everyday 
life that are affected by alcohol.  
For instance the impact on families, 
children, employment and the 

economy, and the effects an 
individual’s drinking has on others. 
The chapter explores the evidence 
for what works in supporting 
families affected by alcohol misuse, 
the workplace and children and 
young people who misuse alcohol.

Hospital admissions attributed 
to alcohol in 2008/09 cost the 
NHS in London an estimated 
£264 million, or £34 for every 
London resident13

Chapter four reviews the effects  
of alcohol on health, assessing how 
alcohol misuse impacts on general 
practice and hospitals. The chapter 
also looks at alcohol-related deaths 
and the use of treatment services to 
support those who are dependent 
drinkers or drinking at high risk 
levels. The evidence of the 
effectiveness of different types of 
intervention (such as alcohol liaison 
workers) to support those drinking 
at higher risk levels, is reviewed.

The number of licensed 
premises (both on and off 
licences) in England and Wales 
increased by more than 20% 
between 1980 and 201014

Chapter five examines how 
control and availability of alcohol 
impacts on the population. The 
number of licensed premises  
in Islington and compared to 
elsewhere is quantified. The  
chapter assesses whether there is 
any relationship between number 
of licensed premises and levels of 
hospital admissions or ambulance 
call-outs. The evidence for 
introducing a minimum price per 
unit and recent changes to licensing 
laws is discussed.

‘Nationally, in around half of 
all violent crimes, the victims 
believed their attackers had 
been drinking, whilst 37%  
of domestic violence cases 
involve alcohol’15

Chapter six looks at crime and 
anti-social behaviour occurring  
as a result of alcohol. The chapter 
reviews the impact of violent and 
non-violent crime as well as the 
impact of alcohol on the prison 
population. The relationship 
between alcohol-related crime, 
alcohol-related ambulance call- 
outs and hospital admissions is 
examined. The evidence base  
for preventing alcohol-related 
offending and working with those 
in contact with the criminal justice 
system is assessed.

Chapter seven presents the case 
for change and recommendations 
going forward. It brings together 
the key findings from earlier 
chapters and makes practical 
recommendations for how 
collaborative working can be  
used to reduce the impact of 
alcohol-related harm in Islington.

Report overview

  Introduction continued
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1  Setting the scene: The alcohol burden

Key messages
•  Tackling alcohol-related harm is complex and the factors 

affecting the amount consumed and the patterns of 
drinking are multifaceted.

•  Alcohol has been identified as a priority area both within 
Islington and nationally. A number of strategies are 
available to support reductions in alcohol-related harm 
including the National Alcohol Strategy published in 2012, 
as well as Islington’s Alcohol Harm Reduction Strategy and 
Licensing Policy.

•   Alcohol-related harms are broad ranging and associated 
with even moderate levels of consumption.

•   Action to reduce alcohol-related harm needs to be 
collaborative and take a multi-component approach.

•  Ensuring that messages on what high risk drinking actually 
means must be clearly communicated. Understanding 
about the alcohol content (units) of different drinks needs 
to be a core part of preventative work linked to alcohol 
harm reduction.

Contents

 12 How much is too much?

 12 What is a unit?

 13 Alcohol misuse

 14 The impact

 16 Strategic priority

19 Summary

Box 1.1: Government guidelines on maximum alcohol consumption1

INTRODUCTION

Before looking at how everyday  
life is affected by alcohol, it is useful 
to understand what is meant by 
harmful drinking and what this 
means in practice. This chapter 
provides a summary of some of the 
terminology used when discussing 

alcohol harm and misuse. A brief 
overview of the key national 
strategies produced over the last 
decade is also given to help set  
the context so that this important 
issue can continue to be taken 
forward locally.

Pregnant women or women trying to conceive should not drink alcohol at all. If they do choose to 
drink, to minimise the risk to the baby, they should not drink more than 1-2 units of alcohol once or twice  
a week and should not get drunk.

Men should not regularly 
(everyday or most days) drink 
more than 3-4 units per day. 

Women should not regularly 
(everyday or most days) drink 
more than 2-3 units per day. 

Men and women should 
avoid alcohol for 48 hours after  
a heavy drinking session.
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1 Setting the scene: The alcohol burden continued

HOW MUCH IS TOO MUCH?

The Government has produced 
guidance on the maximum amount 
of alcohol someone should 
consume to reduce their risk of 
harm (box 1.1)1.

Drinking above these levels on  
a regular basis is associated with  
an increased risk of harm. The 
recommended levels are given in  
a range because alcohol affects 
different people in different ways 
depending on a number of factors 
such as sex, weight, height and 
age. For instance, levels are lower 
for women due to their lower body 
weight, lower levels of body fluid, 
more body fat and smaller livers, 
which mean a given amount of 
alcohol has a greater impact on 
their body when compared to 
men2.

The Chief Medical Officer has also 
developed advice around drinking 
in children3. This recommends that:

•  An alcohol-free childhood is the 
healthiest and best option. 
However, if children drink alcohol, 
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. They should do so 
infrequently, certainly on no more 
than one day a week. They should 
never exceed recommended adult 
daily limits and, on days when 
they drink, consumption should 
usually be below such levels.

WHAT IS A UNIT?

National guidance is based on the 
number of units of alcohol people 
should drink, but what does this 
actually mean?

A unit is a simple way of expressing 
the amount of pure alcohol in a 
drink. One unit is equal to 10ml or 
8g of pure alcohol. This is about the 
amount an average adult can 
process in an hour.

The factors that affect the number 
of units in the drink are the size of 
the drink and the strength of 
alcohol in the drink, so for instance 
a pint of strong lager contains three 
units of alcohol but a standard pint 
of lager has two units. Figure 1.1 
shows the number of units in some 
popular drinks.

Figure 1.1   What is in a drink?   
Source: adapted from NHS Choices, http://www.nhs.uk/Livewell/alcohol/Pages/alcohol-units.aspx4
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1Setting the scene: The alcohol burden continued

Figure 1.2   What is a unit: how good is our understanding?   
Source: Opinions Survey Report No. 42 Drinking: adults’ behaviour and knowledge in 2009,ONS, 20105

Figure 1.3   The spectrum of alcohol-related harm   
Source: adapted from National Audit Office (2008)7

69%

who drank spirits knew a 
single measure = 1 unit

27%

correctly said less than  
a small glass of wine =  

1 unit

63%

people who drank beer 
knew 1/2 pint = 1 unit

44% correctly identified 
recommended maximum 

for men

52% correctly identified  
the maximum for women

90% had heard of 
measuring alcohol  

in units

75% had heard of 
recommended limits  

of daily units

37%

who drank alcopops knew 
1 unit = less than 1 bottle

Figure 1.1 also shows the average 
number of calories contained in 
some common alcoholic drinks,  
and as can be seen the calories 
contained can be surprisingly high. 
For instance, a glass of wine can 
contain as many calories as a slice 
of cake. Drinking five pints of lager 
a week adds up to 44,200 calories 
over a year, equivalent to eating 
221 doughnuts4!

However, it seems that not all those 
who drink alcohol fully understand 
either how many units their usual 
drink contains, or what levels of 
drinking can be considered as low 
risk. This was highlighted by an 
ONS survey (2010) that found 
although 90% of people had heard 
of measuring alcohol consumption 
in units, only 63% of people who 
had drunk beer in the past year 
knew that half a pint contained  
one unit (figure 1.2)5.

ALCOHOL MISUSE

A range of terms are used to 
describe alcohol misuse. For 
instance, the World Health 
Organisation (WHO) uses the terms 
sensible, hazardous, and harmful. 
These terms were used in the UK 
until recently. However, there has 
been a shift to describing levels of 
drinking as low risk, increasing risk, 
higher risk and binge drinking 
(figure 1.3). It is thought that these 
terms better reflect the risk incurred 
to drinkers as their consumption 
increases6.

Increased risk

Women: 2-3+ units per day  
Men: 3-4+ units per day

Impact & intervention: may not currently 
experience any harm but at increased risk of 

physical and mental ill health and of being victim  
of crime and risk to others

Higher 
risk

Women:  
6+ units  

a day or 35+ 
units per week 

Men: 8+ units a day 
or 50+ units a week

Impact & intervention: 
much greater risk of alcohol 

related harm. 

Effective preventative & 
treatment interventions

Low risk

Not drinking more than:
Women: 2-3 units per day

Men: 3-4 units per day

Impact & intervention: preventative activity e.g. provision of 
information and advice to encourage lower risk drinking

Binge drinking

Spanning lower, 
increasing & higher risk 

drinking groups.

Drink to intoxication/to 
get drunk: women 

drinking 6+ units in a day 
& men drinking 8+ units 

in a day. 

Impact: acute health 
harms e.g. accidents and 

social harms in 
community.

Dependent drinking

Seen in increased risk 
drinking but more 

prevalent in higher risk 
drinkers.

Typified as increased 
drive to use alcohol & 

difficulty controlling use.

Likely to benefit from 
specialist alcohol 

treatment interventions 
at a range of intensity.
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THE IMPACT OF ALCOHOL

The relationship between alcohol 
consumption, intoxication, 
dependence and resulting harm is 
interlinked. The impact of alcohol-
related harm is associated with two 
separated, but linked dimensions: 
the amount (volume) of alcohol 
consumed and the pattern of 
drinking in terms of both the 
frequency of drinking and the 
amount consumed per drinking 
session8,9,10. This is reflected in 
figure 1.4, which highlights how 
different patterns of drinking can 
result in different problems, and 
consequently there is a need to  
look across the spectrum of 
alcohol-related harm. For instance, 
sustained heavy drinking may not 
result in intoxication but can cause  
a range of harms related to health, 
social situation, violence and 
employment, as well as leading 
to alcohol dependence. Whilst 
drinking at a low frequency but 
consuming a high number of drinks 
in one session can cause acute 
intoxication and lead to problems 
such as accidents, injury and 
violence. Alcohol dependence can 
lead to an increase in both volume 
and frequency of consumption 
over time and can have multiple 
impacts including both chronic and 
acute medical problems, alongside 
a number of social problems, 
including unemployment, absence 
from work and family breakdown10.

The harm caused by alcohol is 
multifaceted and the impacts of 
alcohol can be felt at all levels of 
consumption — not just in those 
who are dependent drinkers. Indeed 
harm felt by someone else’s drinking 
is common and wide ranging. At 
one end of the spectrum this could 
include being kept awake at night 
because of rowdy behaviour in the 
street, through to the more severe 

Figure 1.4    The complex relationship between alcohol consumption, 
intoxication,dependence and resulting harm   
Source: Babor et al. (2010)10
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end where the consequences of 
someone else’s drinking could 
mean being the victim of domestic 
violence or being a child who is 
neglected11. Figure 1.5 highlights 
some of the health and social harms 
that are associated with alcohol.

There does appear to be some 
protective effect of low level 
drinking on ischaemic heart disease. 
However, this is only really seen 
in men above forty years and 
post-menopausal women and the 
protective effect is seen at very 
low levels of alcohol consumption, 
around one to two units per day. 
It also seems that, in part, the 
protective effect is likely to be 
confounded by other factors, with 
low to moderate consumption 
being a proxy for better health and 
social capital (support networks) 
through which support, social 
norms and dissemination of 

information discourages individuals 
from risk taking health behaviours.

Consequently the proposed 
health benefits could be gained 
through other healthy behaviours9. 
The Chief Medical Officer12 has 
suggested that the protective effect 
may have been overestimated:

‘Above the age of 40 years, 
drinking a small amount of 
alcohol may reduce the risk  
of heart disease and 
stroke…... For those of any 
age, drinking any amount of 
alcohol increases the risk of 
cancer – there is no safe limit. 
Across England, alcohol results 
in over 13 people being 
admitted to hospital for every 
one that it prevents.’ 12

1 Setting the scene: The alcohol burden continued
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Figure 1.5    The physical and social effects of alcohol – positive and negative  

Although the debate around 
alcohol-related harm is often 
focused on disease and medical 
conditions, the link with other social 
factors is considerable, and when 
discussing alcohol-related harm it is 
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dysfunction, traffic accidents, and 
problems in the workplace. Often  
it is the social impacts of alcohol 
where the effects of someone  
else’s drinking is felt most10,13,14.  
For instance, there is a range of 
evidence showing a link between 
the workplace and alcohol. Alcohol, 
particularly heavy drinking, increases 

the risk of unemployment, and  
for those in work, it may cause 
absenteeism and performance 
issues. These issues are discussed  
in more detail in Chapter 3.

1Setting the scene: The alcohol burden continued
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ALCOHOL AS A STRATEGIC 
PRIORITY

Both nationally and internationally 
alcohol has been identified as a 
priority area for action over the last 
decade. A number of initiatives and 
objectives have been developed to 
reduce alcohol-related harm.

In 2010, the WHO published a 
global strategy8 to reduce the 
harmful use of alcohol. The 
objectives of this strategy were  
to raise awareness of the 
magnitude and nature of harm; 
strengthen the knowledge base; 
increase partnership working and 
coordination; and improve systems 
for monitoring and surveillance.  
A number of target areas were 
identified to support these 
objectives. Locally there is a need  
to ensure these areas are embedded 
into approaches to tackling alcohol-
related harm:

•  Leadership, awareness and 
commitment

•  Health services’ response

•  Community action

•  Drink driving policies and 
countermeasures

•  Availability of alcohol

•  Marketing of alcoholic beverages

•  Pricing polices

•  Reducing the negative 
consequences of drinking and 
alcohol intoxication

•  Reducing the public health impact 
of illicit alcohol and informally 
produced alcohol

•  Monitoring and surveillance

Nationally an alcohol harm 
reduction strategy was published  
in 200415. This strategy set out a 
cross-government approach to 
alcohol harm reduction, 
emphasising the importance  
of partnership working, and 

Figure 1.6    High impact changes to reduce alcohol-related harm   
Department of Health, 2009: Signs for Improvement6

Work in partnership

Control impact of alcohol
misuse in the community

Influence change through  
advocacy

Improve effectiveness &  
capacity of specialist  

treatment

Appoint Alcohol Health Worker

Provide more help to encourage 
people to drink less

Amplify national social 
marketing priorities

• NHS & partners prioritise alcohol

•  Investigate local alcohol-related needs

•  Agree joint vision & collaborative 
working

•  Use existing laws, regulations and 
controls to minimise alcohol-related 
harm

•  Manage the night-time economy to 
reduce alcohol-related harm

•  High profile champions to provide 
leadership within partner organisations

•  Evidence based effective treatment and 
increased treatment opportunities for 
dependent drinkers

•  Review care pathways, access times and 
blockages into treatment

•  Dedicated Alcohol Health Worker 
providing a focus for medical 
management of patients with alcohol 
problems in hospital, liaison with 
community alcohol services, education 
and support for health workers, case 
finding and delivery of brief advice

•  Identification and brief advice: 
opportunistic screening followed  
by simple alcohol advice

•  Directed at patients drinking at 
increasing or higher risk levels who  
are not typically complaining about  
or seeking help for alcohol problem

•  Marketing to inform public about 
alcohol and influencing those drinking 
at higher risk to reduce their use of 
alcohol to within lower risk levels

1 Setting the scene: The alcohol burden continued



ANNUAL PUBLIC HEALTH REPORT 2012  17

1Setting the scene: The alcohol burden continued

Figure 1.7    Islington’s Alcohol Harm Reduction Strategy, 2011-2014   
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1 Setting the scene: The alcohol burden continued

included a series of measures  
aimed at facilitating a long term 
change in attitudes to irresponsible 
drinking including:

•  Providing better information to 
consumers about the dangers of 
alcohol misuse and ensuring 
messages are easy to understand 
and apply;

•  Improving health and treatment 
services;

•  Combating alcohol-related crime 
and disorder in city centres by 
working with the police, the local 
authority and alcohol premises to 
ensure existing laws to decrease 
alcohol-related crime and disorder 
are enforced;

•  Working with the alcohol industry 
to prevent irresponsible product 
marketing and advertising.

The strategy was updated in 2007 
with the publication of the 
document ‘Safe.Sensible.Social’11. 
This focused on minimising harm  
to health, violence, and antisocial 
behaviour associated with alcohol, 
whilst ensuring alcohol can be 
enjoyed safely and responsibly.  
It aimed to deliver improvements  
in three areas:

•  Ensuring laws and licensing 
powers are used widely and 
effectively to tackle alcohol-fuelled 
crime, protect young people and 
bear down on irresponsibly 
managed premises;

•  Sharpen the focus on the minority 
of drinkers who cause or 
experience the most harm to 
themselves, their communities 
and their families, with a 
particular focus on those aged 
under 18 who drink, and 18-24 
year old who are binge drinkers 
and harmful drinkers;

•  Work collaboratively to develop 
an environment that actively 

promotes sensible drinking, 
including investment in better 
information and communication.

Following on from ‘Safe.Sensible.
Social’11 the Department of Health 
identified nine high impact6 
changes that were likely to make 
the greatest difference in tackling 
alcohol-related harm. Described in 
figure 1.6, these provide a good 
framework for developing a local 
approach to reducing alcohol-
related harm. The high impact 
changes need to be applied 
together, as the proposed actions 
will have less effect if applied in 
isolation. The recommendations 
made throughout this report will 
take this model into account.

In 2012 the Coalition Government 
published a strategy outlining the 
Government‘s approach for alcohol. 
This identified the following priority 
areas16:

•  Ending availability of cheap 
alcohol and irresponsible 
promotions and introduction of a 
minimum unit price for alcohol; 

•  Ensuring local areas have the 
power to tackle alcohol-related 
problems locally;

•  Working with industry to support 
changes to individual drinking 
behaviour;

•  Supporting individuals to make 
informed choices about health 
and responsible drinking.

The Police Reform and Social 
Responsibility Act 201117 also 
comes into force during 2012.  
This Act sets out a new approach  
to tackling crime and disorder 
caused by alcohol and the resulting 
health and social harms, and is 
discussed in more detail in  
Chapter 5. 

To support the delivery of the 
national objectives outlined in The 

National Harm Reduction Strategy15 
and Safe.Sensible.Social11, whilst 
taking account of the specific local 
needs, Islington published a multi-
partner alcohol harm reduction 
strategy in 201118. This sets out 
Islington’s vision and actions to 
support this (figure 1.7).

Additionally there is an Islington 
Licensing Policy19, with the  
purpose of:

•  Informing licence applicants of  
the way in which the Licensing 
Authority will make licensing 
decisions; 

•  Setting out how licensed premises 
are likely to be permitted to 
operate;

•  Informing residents and businesses 
of the way in which the Licensing 
Authority will make licensing 
decisions and how their needs  
and concerns will be dealt with.

The policy, which is discussed in 
more detail in later chapters, takes 
into account a range of areas 
including management of anti-
social behaviour, noise, harm 
reduction, promoting cultural 
diversity, safer travel, standards  
of management, licensing hours, 
venue location, and impact on 
children and enforcement.
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SUMMARY

Tackling alcohol-related harm is complex. A range of factors 
affect the amount someone drinks. The harm caused by 
alcohol is multifaceted and the impacts of alcohol can be  
felt at all levels of consumption – not just in those who are 
dependent drinkers. Indeed harm felt by someone else’s 
drinking is common and wide ranging, and this is an issue 
discussed in subsequent chapters.

Reducing alcohol-related harm has been identified as a  
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2  Patterns of drinking

Key messages
•  Long term, the trend is for increased alcohol consumption 

in both men and women, although more recent evidence 
indicates a slight decline in consumption. The longer term 
increase in consumption has been linked to greater 
affordability, access, and societal and lifestyle changes.

•  In Islington, estimates indicate around a fifth of the 
population drink at increasing risk levels and a further 7% 
drink at higher risk levels, similar to London and England.

•  Around a fifth of people in Islington are thought to binge 
drink, significantly higher than London, but similar to 
England.

•  Average alcohol consumption is higher in more affluent 
groups, but rates of higher risk and dependent drinking 
are higher in more deprived groups and associated with 
greater levels of harm.

•  Identification and brief advice (IBA) has been shown to be 
effective in supporting individuals with increasing risk and 
higher risk drinking to reduce their level of consumption.  
In Islington, IBA is occurring within primary care, as part  
of NHS health checks and in accident and emergency 
where hospitals have been incentivised to increase the  
use of this intervention. However, there remains scope  
to increase provision within Islington.

•  To improve awareness, the public need to be provided with 
consistent messages, tailored to key groups, on the health 
risks of alcohol consumption and sensible drinking limits.

•  Ensuring health care staff are equipped with the skills  
to identify ‘hidden’ drinkers, including older people who 
may have been admitted because of injury caused by 
drink, is important in tackling alcohol-related harm.

Contents
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29 Summary

WHY FOCUS ON THIS AREA?

Alcohol is the third leading risk 
factor for disease and mortality in 
Europe1. Even relatively low levels  
of alcohol consumption can cause 
harm, but over a third of Londoners 
drink alcohol in a way that can 
harm them, their families and 

communities; and the trend is  
for this level of harm to increase2. 
Factors influencing patterns of 
consumption include affordability 
and accessibility of alcohol, as well 
as societal and lifestyle factors. 
There are important differences in 
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2  Patterns of drinking 2Patterns of drinking  continued

Figure 2.1   Drinking patterns in England  
  Source: Signs for improvement, Department of Health5 *Refer to chapter 1 for more details of the spectrum of 

alcohol-related harm. Percentages in brackets relate to the drinking population, whereas for abstainers the 
percentage relates to the whole adult population. Mid-2009 estimates. **2007-2008 estimate applied to 
mid-2009 population figure; ***Source: ANARP, 20056
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drinking patterns associated with 
gender, age, income, ethnicity and 
religious belief. Although average 
alcohol consumption is higher in 
more affluent groups, harms are 
higher among the more deprived1. 
Islington, with a particularly large 
young adult population, has a 
higher level of binge drinkers than 
the London average, but also a 
significant proportion of abstainers 
linked to factors such as ethnicity 
and faith.

HOW MUCH ARE PEOPLE 
DRINKING?

Patterns of alcohol 
consumption: National
The majority of the adult population 
in England (33 million) abstain or 
drink alcohol at levels with low risk 
of harm (figure 2.1). However, 
there are an estimated 9.4 million 
people drinking at levels that put 
them at an increased or high risk  
of harm, including 1.1 million 
dependent drinkers. Seven million 
people are described as binge 
drinkers. Trends in alcohol 
consumption show a long term 
increase since the 1950s. This 
appears to have peaked in 2004 
with a small decline in subsequent 
years. However, annual per person 
consumption has remained 
consistently above 7 litres per person 
since the early 1980s and is one of 
the higher average per person 
consumptions in the world3,4.

The General Lifestyle Survey  
collects data on levels of alcohol 
consumption in the population7. 
The survey reports that, on average, 
men consume substantially more 
units of alcohol than women. In 
recent years there appears to have 
been a general decline in weekly 
alcohol consumption in both men 
and women across all age groups, 

with the largest reduction among 
the 16-24 year olds. However, 
trends over the last two decades 
suggest there has been an increase 
in alcohol consumption in women8. 
In 2010, among both men and 
women, average weekly consumption 
appears to be greatest in those 
aged 45-64 years; lowest 
consumption in both sexes is in 
those 65 years and over (figures 
2.2a and 2.2b).

Average alcohol consumption is 
lower among older people than 
other adults, but can be associated 
with a range of problems and 
receives less media attention  

than younger age groups.  
The contribution of alcohol to 
age-related problems, such as 
memory problems, confusion and 
falls, may be overlooked or ignored 
by professionals. Alcohol overuse  
in older people may also have 
potentially harmful interactions  
with prescription medicines9.

Binge drinking – the consumption 
of large quantities of alcohol at  
a single session resulting in 
intoxication – carries particular 
health and social risks including 
ischaemic heart disease, accident/
trauma and sudden death1. Most 
common in younger age groups, 
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2 Patterns of drinking continued

Figure 2.2b   Women Mean alcohol consumption (units) in the previous week, Great 
Britain, 2006-2010, by age group  

  Source: Information Centre 2012 (General Lifestyle Survey 2010)
 *change to the method used for calculating the number of units drunk
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binge drinking is often associated 
with ‘pre-loading’, a pattern of 
drinking a large amount of alcohol 
at home before going out to bars 
and night clubs. In a study of 18-35 
year olds, those drinking prior to 
attending city nightlife venues  
(e.g. drinking at home) reported 
significantly higher total alcohol 
consumption during a night out 
than those not drinking until 
reaching bars and nightclubs. 
Individuals drinking before going 
out were over four times more  
likely to report drinking more than 
20 units on a usual night out and 
were 2.5 times more likely to have 
been involved in a fight in the  
city’s nightlife during the previous 
12 months10.

Drinking patterns vary by socio-
economic group. As gross 
household weekly income rises, so 
does the amount and frequency of 
alcohol consumption (figure 2.3)11. 
However, higher risk and dependent 
drinking is more common in lower 
socio-economic groups and rates  
of alcohol-attributable hospital 
admissions are significantly higher 
(also see Chapter 4). Some socially 
and economically deprived groups, 
including rough sleepers and some 
migrant and black and minority 
ethnic (BME) groups, suffer 
disproportionate harm from alcohol 
linked to the inequity they face in 
other areas of their lives12.

Alcohol consumption is lower in 
many BME communities than in the 
White English population, although 
rates of dependent drinking have 
been found to be similar in white, 
black and some other minority 
ethnic groups6. In general, men  
and women from Black Caribbean, 
Black African and Black British 
communities consume less alcohol; 
there are low rates of consumption 
among the Chinese; and South 

Figure 2.2a   Men Mean alcohol consumption (units) in the previous week, Great 
Britain, 2006-2010, by age group  

  Source: Information Centre 2012 (General Lifestyle Survey 2010)
 *change to the method used for calculating the number of units drunk
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Asian communities have the lowest 
rates of alcohol use. However, there 
are high rates among some drinkers 
in these groups. Higher rates of 
abstention and lower consumption 
within these communities are  
linked to factors including family 

influences and religious belief,  
with Muslim identity for example 
strongly linked to abstinence. These 
factors may apply differentially to 
women than men and may disguise 
hidden drinking13.
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Figure 2.3   Percentage of adults drinking on five or more days in the previous week by 
socio-economic classification and gender, England 2010  

  Source: General Lifestyle Survey 2010, Office for National Statistics (ONS)

Figure 2.4   Breakdown of alcohol consumption, by age group, London, 2012  
  Source: General Lifestyle Survey 2010, Office for National Statistics (ONS
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However, there are higher rates of 
consumption or evidence of harm 
in some other BME communities. 
The frequency and amount of 
alcohol consumption in both Irish 
men and women is higher than for 
the White English; and men and 
women in the Irish and Scottish 
communities and Indian men have 
higher rates of alcohol-related 
deaths13.

There is evidence that the pattern  
of consumption is beginning to 
change in some BME groups13. 
Second generation communities 
may be more likely to drink and 
increased drinking is seen in women 
from Indian and Sikh communities. 
Factors such as education, income 
and inter-ethnic friendships also 
influence drinking patterns.

Patterns of alcohol 
consumption: London and 
Islington
In London, drinking on a daily  
basis increases with age. The  
18-24 years age group has the 
highest percentage of abstainers  
in London (figure 2.4)14. This could 
potentially be attributed to those 
London boroughs where a large 
proportion of young people belong 
to BME groups whose religious or 
cultural values may be amongst 
reasons for not drinking alcohol. 
However, the proportion of people 
in Islington who do drink alcohol is 
higher than the London average.

Estimates for Islington show that 
the majority of Islington drinkers are 
drinking at lower risk levels (72%) 
and a fifth (21%) are drinking at 
increasing risk levels (higher than 
recommended levels), similar to 
London and England averages15.
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Figure 2.5   Percentage of the drinking population aged 16 years and over who report 
engaging in binge drinking, by London borough, 2008 

  Source: Local Alcohol Profiles for England (LAPE), 2007-2008 synthetic estimate

Figure 2.6   Breakdown of alcohol consumption status, Islington registered population 
aged 18 and over with alcohol consumption recorded in the previous  
15 months, March 2011 

  Source: Islington’s GP PH dataset, 2011
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About 7% of Islington’s drinking 
population engage in higher risk 
drinking, similar to London and 
England averages. Around a fifth 
(21%) of Islington’s drinking 
population engage in binge 
drinking, levels that are significantly 
higher than the London average, 
but similar to the England average 
(figure 2.5).

Analysis of primary care data shows 
that 73% of adults registered with 
an Islington GP in 2011 had their 
alcohol status recorded at some 
point. Among patients with status 
recorded, 37% stated they were  
a non-drinker, 56% low risk, 6% 
increased risk and 1% higher risk 
(figure 2.6)16. This is a lower 
proportion of people at risk of 
alcohol-related harm than would  
be expected based on national 
estimates. It may be that the level  
of alcohol consumption is being 
under-reported or that patients at 
higher risk are less likely to report 
their alcohol consumption.

REASONS FOR INCREASED 
DRINKING

Affordability of alcohol
One of the factors contributing  
to an increase in drinking amongst 
all age groups is the rise in 
households’ disposable income  
and the affordability of alcohol. 
Compared to 1980, alcohol is now 
45% more affordable7 (figure 2.7). 
Greater accessibility and availability 
of alcohol, linked to changes in 
licensing, have also contributed.

As well as an increase in the 
affordability and accessibility of 
alcohol, there are other factors 
which affect the drinking patterns 
of certain groups, linked to wider 
societal and lifestyle changes. For 
instance in older people, increased 
affluence, social isolation, a younger 

outlook and ill health have all been 
indicated as factors leading to 
increased alcohol consumption9,17. 
Increased consumption in women 
may be linked to greater gender 
equity8. Women are also more likely 
to drink supermarket purchased 
wine17, in which alcohol content 
has increased. Media attention on 
‘binge drinking’ in younger women 
means that middle aged and older 
women may not recognise when 
they are drinking in a way that may 
cause them harm17.
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Figure 2.7   Alcohol affordability index: 1980 (=100%) to 2011 
  Source: Health and Social Care Information Centre, 2012
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WHAT WORKS?

Identification and Brief 
Advice (IBA)
The process of identifying people 
who may have alcohol issues and 
then taking action is known as 
identification and brief advice  
(IBA). IBA involves two steps: the 
“screening” which seeks to assess 
whether or not an individual is an 
“at risk” drinker; and the intervention 
or “brief advice” which is a very 
short counselling session between 
an individual and the person who 
initiated the screening.

IBA is aimed at individuals who are 
at risk through drinking above the 
recommended guidelines, but not 
typically seeking help for an alcohol 
problem. Identification is through 
the use of validated screening tools, 
such as the Alcohol Use Disorders 
Identification Test (or AUDIT), 
described in box 2.1.

There is strong evidence that IBA 
reduces alcohol consumption, 
mortality, morbidity, alcohol-related 

injuries, alcohol-related social 
consequences, and health care 
resource use18. One in eight people 
will reduce their level of drinking 
after a brief intervention19,20. This 
compares very well to smoking 
where one in twenty given brief 
advice will reduce their level of 
smoking5.

Studies of IBA with patients in A&E 
departments showed reductions  
in subsequent visits to A&E over  
the following 12 months21 and 
continued reduction in alcohol 
consumption22. Department of 
Health Guidance for Commissioners 
20095 estimates that one nurse 
delivering brief interventions in A&E 
could prevent about 40 admissions 
each year, more than offsetting the 
costs of the post.

Results from a systematic review of 
29 controlled trials of IBA in primary 
care found that one year or more 
after a brief intervention, people 
drank on average 4-5 fewer units  
of alcohol than people who did not 
receive IBA. Levels of binge drinking 

and heavy drinking were also 
reduced4. Primary care is well 
placed to deliver IBA, but financial 
incentives, training and ongoing 
specialist support are important  
in effective implementation23,24.

Evidence indicates performing  
IBA in non-health care locations 
including criminal justice settings, 
probation offices, prisons and 
police custody suites is also 
acceptable, feasible and effective25.

NICE guidance recommends  
that IBA should be offered 
opportunistically by all health and 
social care, criminal justice, 
community and voluntary sector 
professionals in both NHS and 
non-NHS settings who regularly 
come into contact with people who 
may be at risk of harm from the 
amount of alcohol they drink. Staff 
should be trained to ensure they 
are competent performing IBA26. 
IBA is occurring within a number of 
settings in Islington (box 2.2).
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Questions 0 1 2 3 4

1.  How often do you have a drink containing 
alcohol? Never

Monthly  
or less

2 - 4 times 
per month

2 - 3 times 
per week

4+ times per 
week

2.  How many units of alcohol do you drink on  
a typical day when you are drinking? 1 - 2 3 - 4 5 - 6 7 - 9 10+

3.  How often have you had 6 or more units if 
female, or 8 or more if male, on a single 
occasion in the last year?

Never
Less than 
monthly

Monthly Weekly 
Daily or 

almost daily

4.  How often during the last year have you found 
that you were not able to stop drinking once 
you had started?

Never
Less than 
monthly

Monthly Weekly 
Daily or 

almost daily

5.  How often during the last year have you failed 
to do what was normally expected from you 
because of your drinking?

Never
Less than 
monthly

Monthly Weekly 
Daily or 

almost daily 

6.  How often during the last year have you 
needed an alcoholic drink in the morning  
to get yourself going after a heavy drinking 
session?

Never
Less than 
monthly

Monthly Weekly 
Daily or 

almost daily

7.  How often during the last year have you had  
a feeling of guilt or remorse after drinking? Never

Less than 
monthly

Monthly Weekly
Daily or 

almost daily

8.  How often during the last year have you been 
unable to remember what happened the night 
before because you had been drinking?

Never
Less than 
monthly

Monthly Weekly
Daily or 

almost daily

9.  Have you or somebody else been injured as a 
result of your drinking? No

Yes, but not 
in the last 

year

Yes, during 
the last year

10.  Has a relative or friend, doctor or other 
health worker been concerned about your 
drinking or suggested that you cut down?

No
Yes, but not 
in the last 

year

Yes, during 
the last year 

AUDIT was designed by the World Health 
Organisation24 as a simple screening tool to pick up 
the early signs of hazardous and harmful drinking 
and identify mild dependence, therefore identifying 
individuals at increased or high risk for health harms. 
If identified as “at risk”, a short conversation about 
alcohol can lead to reduced drinking and improved 
health. The test was designed to be used 
internationally and was validated in a study using 
patients from six countries. Questions 1-3 deal with 
alcohol consumption, 4-6 relate to alcohol 

dependence and 7-10 consider alcohol-related 
problems. A score of 8 or more in men (7 in women) 
indicates a strong likelihood of hazardous or harmful 
alcohol consumption. A score of 20 or more is 
suggestive of alcohol dependence.

A shorter, quicker version of AUDIT, called AUDIT-C 
has also been developed and shown to be effective. 
This uses the first 3 questions of the 10 question 
AUDIT instrument. In men a score of 4 or more is 
considered positive, while in women a score of 3  
or more identifies possible risky drinking.

Box 2.1: What is AUDIT?

Source: Babor T, Higgins-Biddle J, Saunders J et al. The Alcohol Use Disorders Identification Test, 2001. WHO. http://whqlibdoc.who.int/hq/2001/who_msd_msb_01.6a.pdf

Scoring system
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Alcohol Directly Enhanced Service
A Directly Enhanced Service (DES) is an additional 
service or activity provided by GP practices that has 
been negotiated nationally in which practices can 
choose whether to participate. The alcohol DES was 
introduced nationally in 2008/09 to screen all new GP 
registrations aged 16 years and over, and deliver brief 
advice to patients identified as drinking at increasing 
and higher risk levels.

Screening can be carried out using the AUDIT-C  
or Fast Alcohol Screen Test (FAST) questionnaires.  
If a patient is identified as positive on one of these 
questionnaires, the remaining questions of the 
ten-item AUDIT questionnaire are used to determine 
hazardous, harmful or dependent drinking. Those 
patients identified as drinking at hazardous or 
harmful levels should then receive a brief  
intervention about alcohol. Dependent drinkers 
should be referred to local specialist services.

Since the alcohol DES is not compulsory, not all  
GP practices take part. In 2008/09 ten GP practices  
in Islington took part; however by 2010/11, 76% 
(28/37) practices in Islington were participating.  
Data returned by the practices in 2010/11 showed 
that 13,529 newly registered patients were screened 
using the AUDIT-C or FAST questionnaires; 8% 
(1,140) went on to receive the full AUDIT 

questionnaire, indicating a high likelihood of  
drinking at above recommended levels of alcohol 
consumption.

NHS Health Checks
The aim of the Islington ‘NHS Health Check’ 
programme is to identify people at high risk of 
developing heart disease, stroke, diabetes and 
chronic kidney disease and to support people to 
reduce their risk. As part of the health check, the 
AUDIT-C questionnaire is used to screen for increasing 
and higher risk alcohol use and to pick up alcohol 
problems early. Local data show that, between 
August 2011 and April 2012, 35% (863/3,359)  
of those screened had drinking patterns requiring 
further investigation.

CQUIN
The Commissioning for Quality and Innovation 
(CQUIN) payment framework enables commissioners 
to reward excellence by linking a proportion of  
health care providers’ (e.g. hospitals) income to  
the achievement of local quality improvement goals. 
The NHS North Central London CQUIN framework 
includes alcohol reduction as one of its six core 
CQUINs. It should therefore be embedded in all 
applicable contracts and as part of this scheme 
hospitals receive incentives for providing IBA in 
Accident and Emergency (A&E) settings.

Box 2.2: IBA in Islington

Awareness Raising and 
Education
Advice on sensible drinking limits 
can play an important role in alcohol 
education. People require clear, 
concise and consistent messages 
explaining the health risks of alcohol 
consumption. Evidence suggests 
that specifically targeted education 
measures are likely to be more 
effective than broad-based 
approaches27. The information needs 
to be disseminated widely and 
tailored to key groups28. Formats for 
delivering alcohol education include:

•  Mass media and information 
campaigns: Although they are 
generally viewed as ineffective in 
changing behaviour when 
implemented in isolation29, there  

is evidence that such campaigns 
may be helpful in raising 
awareness about certain issues30.

•  School-based education about 
alcohol: This is another area 
where there is debate around 
effectiveness in changing 
behaviour, although some 
initiatives show positive 
outcomes31.

•  Targeted efforts that address 
particular groups of individuals: 
These include programmes for 
young people, problem drinkers, 
or other “at-risk” populations32.

•  Specific interventions to deal 
with drinking patterns that may  
be especially problematic, such  
as “binge” drinking or drinking 
and driving33.

•  Warning labels that address 
possible health risks, drinking and 
driving, or drinking during 
pregnancy. These are found on 
containers of beverage alcohol in a 
number of countries. While labels 
may raise awareness among some 
individuals, when used by 
themselves, they have been largely 
ineffective in changing behaviour34.

•  Alcohol education integrated 
into general health education  
and provided through physicians, 
nurses, and other health or social 
workers35.

Two examples of how Islington is 
raising awareness and ensuring easy 
access to advice and support are 
discussed in box 2.3.
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Direct access to services
The Direct Access Service aims to prevent alcohol-
related harm and promote recovery by addressing  
the diverse range of individual and community needs 
in relation to alcohol. A wide range of support is 
available, from health advice for the general public, 
right through to more targeted individual treatment 
for dependent drinkers.

People can access the service either by self-referral  
or referral by a professional or carer. Immediate 
access is available through drop in sessions on week 
days. A women-only session is also available. The 
service provides general information and advice as 
well as immediate support as appropriate. This may 
include referral to a GP, hospital or homelessness 
service. Ongoing open access services are used to 
strengthen engagement and reduce harm. A daily 
programme of groups is available, including alcohol 
and drug education, relapse prevention and 
complementary therapies.

Between July 2011 and June 2012, 500 people  
were referred to Islington Community Alcohol 
Service. The service exceeded its referral targets  
and received an ‘excellent’ rating following an audit.

A number of service developments are planned to 
ensure an even greater impact on alcohol-related 
harm. This includes an increase in the provision  
of health promotion advice and identification  
and brief advice in community settings. Links with  
other services including probation services will also  
be expanded to ensure that the diverse needs of 
these client groups are met.

Training in Brief Alcohol Advice
‘Raising the Issue’ training aims to equip a range of 
frontline staff with the basic skills, knowledge and 
confidence to recognise potential alcohol misuse  
and provide brief advice about alcohol needs in their 
day-to-day work with the public. The training and 
resources are provided free of charge to a range  
of services in Islington e.g. social care, housing, 
community and voluntary sector, and criminal justice.

Learning outcomes for staff attending ‘Raising the 
Issue’ training include an increased understanding  
of the signs, symptoms and harms associated with 
differing levels of alcohol use. Staff are also equipped 
with the confidence, skills and resources to recognise 
and raise alcohol as an issue; provide brief advice for 
problem alcohol use; and refer to other sources of 
information and support including specialist services, 
primary care and self-help options, where 
appropriate.

During 2011/12, 158 people received ‘Raising the 
Issue’ training in Islington. The training has been 
evaluated as very successful in meeting the learning 
outcomes described above.

In 2012/13, the service aims to train a further  
240 staff, targeting groups of staff that were 
underrepresented in the previous year, including 
community organisations and employment services. 
More targeted health promotion will also be provided 
at community health events and in community 
settings including supermarkets, in a bid to raise 
awareness of recommended guidelines, unit content 
of drinks and health risks.

Box 2.3:  Raising the issue of alcohol and direct access to services –  
Islington Community Alcohol Services (ICAS)
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SUMMARY

This chapter investigated how much Islington residents are 
drinking and compared this to regional and national drinking 
patterns. It also discussed reasons for increased alcohol 
consumption and summarised the evidence and case studies 
around interventions to decrease alcohol-related harm.

Trends in alcohol consumption show a long term trend of 
increased consumption since the 1950s. There are important 
differences in drinking patterns associated with gender, age, 
income, ethnicity and religious belief. Over the last few 
decades, the increased affordability of alcohol, and changes  
to society and lifestyle, has contributed to an increase in  
alcohol consumption.

Whilst the majority of Islington drinkers consume alcohol at 
lower risk levels, one fifth of the population are drinking at 
increasing risk levels and 7% engage in higher risk drinking 
patterns. Average alcohol consumption is higher in more 
affluent groups, but rates of higher risk and dependent 
drinking are higher in more deprived groups and associated 
with greater levels of harm. BME groups tend to consume  
less alcohol. Around one fifth of Islington’s population binge 
drink and this drinking pattern is more common in younger 
age groups.

Ensuring health care staff are equipped with the skills to 
identify ‘hidden’ drinkers is important in tackling alcohol-
related harm. Evidence-based and evaluated IBA and 
awareness raising and education interventions are delivered  
in a number of settings across Islington. There remains scope  
to increase the provision of IBA within Islington.
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Key facts
•  The UK’s alcohol drinks market is estimated to be worth  

more than £30 billion per year. Alcohol-related harm  
costs the country more than £25 billion a year, with  
further un-estimated but substantial costs for individuals  
and families.

•  It is estimated that 2.6 million children in the UK are living 
with parents who are drinking hazardously. In Islington in 
2011/12, 114 adults (36% of all new cases) presenting to 
alcohol services for the first time had contact with children, 
either as a parent or living in the same house.

•  Studies indicate that alcohol is a very common feature of 
domestic violence. One study of offenders on probation  
or referred for pre-sentence reports charged with domestic 
violence offences found alcohol use was a feature in the 
majority of cases (62%), and almost half of the sample  
(48%) were alcohol dependent. Of 1,356 domestic  
violence offences reported in Islington in 2011/12, 607 
were identified as alcohol-related, of which 258 were 
alcohol-related violence against the person offences.

•  Nationally the proportion of 11–15 year olds who drink 
regularly has fallen (from 28% in 2001 to 21% in 2006)  
but the average weekly consumption among those who  
do drink has increased significantly. Survey data suggests 
fewer young people in Islington drink alcohol compared to 
the national average, but those who do, drink more heavily.

•  Alcohol impacts on the workplace, as individuals who are 
dependent drinkers experience greater levels of sick leave 
than those drinking at lower levels; whilst up to 25% of 
workplace accidents and around 60% of fatal accidents  
at work are thought to be linked to alcohol. 

•  In 2011, Islington had the third highest rate in London  
of working age persons claiming incapacity benefits due  
to alcoholism, significantly higher than the London and 
England averages.

•  The availability of data around the social impacts of alcohol  
is limited. Understanding the full effects requires improving 
collection of data to quantify the social impact alcohol is 
having on families and communities.
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WHY FOCUS ON THIS AREA? 

There are multiple social and 
economic consequences of alcohol 
consumption. These affect not  
only the individual who drinks,  
but families, the workplace and 
society as a whole. As a consequence 
increasing attention is being paid  
to the harm alcohol causes to 
people other than the drinker, 
sometimes referred to as ‘social 
harm’ or ‘passive drinking’1, 2, 3.

Although there are economic benefits 
of alcohol, there are also substantial 
costs which are felt across a number 
of areas including health, crime,  
the workplace and social networks. 
Quantifying the economic cost of 
alcohol is an important component 
of understanding the wider picture 
of alcohol-related harm and is 
discussed in this chapter.

Sustained recovery has been linked 
to the resources available to support 
the individual. The National Drug 

Strategy4 has suggested three types 
of resources that can aid recovery, 
which are summarised below, and 
the factors contributing to these will 
be discussed during this chapter:

•  Social resource: relationships with 
family, partners, children and 
friends, both the support received 
from these as well as the resulting 
obligations

•  Physical resource: financial and 
material resource needed to 
provide a stable environment

•  Human resource: the skills and 
employment opportunities 
available to the individual

The social harm associated with 
alcohol consumption is not as  
easily measured as some other 
harm; however it is acknowledged 
that the impacts can be substantial. 
Children and young people are 
often the most severely affected  
by another individual’s alcohol use 
since they can do little to protect 

themselves from the direct or 
indirect consequences of parental 
drinking5. It is because of this 
vulnerability, and the fact that 
evidence shows children of  
alcohol misusers are more likely  
to experience behavioural problems 
and poor outcomes at school, that 
children and families are the focus 
of this chapter.

ECONOMIC IMPACTS OF 
ALCOHOL

Alcohol is an important component 
of the entertainment and night time 
economy and an important source 
of employment both nationally and 
within Islington. The UK’s alcohol 
drinks market is estimated to be 
worth more than £30 billion per 
year. Alcohol is also subject to both 
excise duty and VAT, generating tax 
revenue of over £13 billion per year6.

Within Islington, food and drink 
retail businesses account for around 

Figure 3.1    The national costs of alcohol-related harm (2004)   
 Source: Cabinet Office. Alcohol harm reduction strategy for England, 20043
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CHILDREN AFFECTED BY 
SOMEONE ELSE’S ALCOHOL 
USE 

It is estimated that 2.6 million 
children in the UK are living  
with parents who are drinking 
hazardously and 705,000 children 
are living with dependent drinkers12. 
The World Health Organisation 
highlight parental substance misuse 
as an issue, stating:

‘The negative effects of 
excessive drinking on non-
drinking family members,  
and particularly on children, 
remain a concern and have  
to be considered a pertinent 
public health issue’13

Research undertaken by the Scottish 
Health Action on Alcohol Problems 
(SHAAP) and the NSPCC’s ChildLine 
in Scotland, provides clear insight 
into the physical and psychological 
harms children can suffer from 
parental alcohol misuse14. In this 
study children provided accounts of 
multiple negative impacts associated 
with harmful parental drinking 
including severe emotional distress, 
physical abuse and violence and a 
general lack of care, support and 
protection. Physical abuse ranged 
from one-off slaps to being punched 
and kicked regularly, usually occurring 
when the parent was drunk or had 
been drinking15. Alcohol can result 
in distorted roles within the family, 
with children having to take on a 
range of roles including carer when 
looking after a drunken parent  
and protector and mediator when 
family conflict occurs. There are  
also long-term effects on children 
growing up in an environment 
affected by alcohol-related harm 
and estimates suggest they are  
five times more likely to develop 
alcohol-related problems than  
those with non-alcoholic parents16.

Estimating the size and extent of 
the negative impacts of parental 
alcohol misuse on children in 
Islington is difficult since children 
may not be in contact with health 
or social services until problems 
escalate and even then, parental 
alcohol misuse is not always 
recognised or recorded. In Islington 
in 2011/12, 114 adults (36% of all 
new cases) presenting to alcohol 
services for the first time had 
contact with children, either as  
a parent or living in the same house 
(figure 3.2)17. Ensuring treatment 
services cater for a child affected  
by someone else’s drinking is an 
important component of a holistic 
alcohol treatment pathway; 
approaches to enabling this are 
discussed in the ‘what works’ 
section of this chapter. Locally,  
the CASA Family Service helps 
children, young people and families 
who are having difficulties because 
of parental use of alcohol or other 
drugs (box 3.1).

Parental alcohol misuse is often  
a contributory factor in child 
protection cases. Nationally, 
parental alcohol misuse is estimated 
to be a factor in around a quarter  
of known cases of child abuse18. 
The way in which data around  
child protection cases is recorded  
in Islington makes quantification  
of the impact of alcohol in these 
cases difficult. However information 
is collected around contributory 
factors discussed at child protection 
case conferences. Although a child 
may be the subject of a number  
of case conferences or a number  
of children from one family may  
be discussed at one conference,  
this data still gives a good indication  
of the impact of alcohol on this 
particularly vulnerable group of 
children. In 2011/12 there were  
a total of 240 case conferences  

4% of businesses and nearly all 
have an off-licence for alcohol. 
Alongside this, restaurants, bars  
and hotels account for a further 
13% of Islington’s total businesses7.

However, the benefits need to be 
weighed against the financial costs 
of alcohol-related harm. Analysis 
from 2004 indicated that alcohol-
related harm costs the country at 
least £20 billion, with further 
unestimated costs for individuals 
and families (see figure 3.1)3.  
The 2004 Cabinet Office estimates 
were updated in 2008 and put  
the total annual cost of alcohol 
misuse to the UK economy at  
up to £25.1 billion8. Although  
the analysis was unable to put  
a figure on social costs, a recent 
report quantifying costs in Scotland 
suggest that 41.2% of the total 
cost of alcohol-related harm is 
linked to wider societal costs9. 
Applying this to the UK would 
suggest the societal cost of alcohol 
could be around £17.6 billion a year.

The estimated costs associated  
with alcohol misuse in Islington  
is £230 million (2007/08), made  
up from costs to health services, 
criminal justice and workplaces10. 
Inpatient admissions alone were 
estimated to cost £7.4 million  
in 2008/9, an average of £39 for  
every resident in the borough11.

The economic costs are clearly  
wide ranging and it is important to 
understand the factors contributing 
to these. This chapter explores  
the social and workplace impacts  
of alcohol in more detail, whilst 
subsequent chapters examine the 
impact of alcohol on health and crime.
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in Islington; alcohol was a 
contributory factor in 18% of these, 
and one of the top four contributory 
factors discussed. Domestic violence, 
drugs, and adult mental health 
were the other major contributing 
factors (figure 3.3)19.

National guidance, ”Working 
Together to Safeguard Children”20, 
recommends the establishment of 
interagency protocols for coordinating 
assessment and support between 
adult alcohol services and children’s 
services, as well as collaboration 
with other agencies, such as  
health, maternity, social care,  
courts and the prison/probation 
services. Islington’s Interagency 
Protocol for working with children 
and families affected by parental 
alcohol and drug misuse was 
launched in November 2010.  
The aims are to:

•  increase the number of parents 
with substance misuse problems 
accessing treatment and receiving 
family focused care

•  increase the number of families 
whose cases are jointly worked 
across children’s social care and 
adult treatment

•  increase the number of children  
of drug or alcohol users receiving 
support

•  increase the timely removal  
of children not safely cared  
for at home

•  increase the professional 
competence across all sectors  
in identifying and responding  
to parental substance misuse

•  decrease the number of children 
looked after due to parental 
substance misuse

•  decrease the number of children 
with a child protection plan 
affected by parental substance 
misuse

Figure 3.2   Parental status of individuals using alcohol treatment services in Islington, 
all new presentations, 2011/12.   
Source: Islington Public Health Intelligence. Islington alcohol and substance misuse needs assessment, 2012.8

Figure 3.3   Percentage of Child Protection conferences in which different contributory 
factors included, 2008-2010   
Source: Islington Public Health. Area Children’s Young People Partnership (ACYPP) health data profile 2011
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the Children’s Centre in supporting 
families alcohol or substance misuse 
issues.

60%

50%

40%

30%

20%

10%

0%
Domestic
Violence

Drugs Alcohol Adult 
Mental Health

Child
Mental Health

Pe
rc

en
ta

g
e 

o
f 

ca
se

 c
o

n
fe

re
n

ce
s

Contributory factor



  ANNUAL PUBLIC HEALTH REPORT 2012  35

3Social impact continued

The Islington Healthy Children’s 
Centre Programme to promote 
better health and wellbeing includes 
five standards related to alcohol and 
substance misuse:

1.   The Children’s Centre works  
in partnership with specialist 
agencies to provide access to 
support groups and individual 
support to pregnant women and 
their partners, parents and carers  
with substance misuse problems

2.    Staff are aware of the importance 
of supporting parents with 
substance misuse problems,  
have good knowledge of 
specialist services, and how  
to refer into these

3.   Parents with drug and alcohol 
problems are actively encouraged 
to become involved in Children’s 
Centre activities

4.   Parenting programmes include 
information about substance 
misuse and hidden harm

5.    The Children’s Centre has a 
policy to outline safeguarding 
procedures relating to substance 
misuse and the role of the 
Children’s Centre in supporting 
families with parental substance 
misuse issues

CASA, Islington’s Community 
Alcohol Service, provides a 
comprehensive range of support 
for any Islington resident who  
is concerned about their own  
or someone else’s drinking.

Families, Partners and 
Friends (FPF) Service
This service provides support to 
adults aged 18 years and over 
who are family members, partners 
and friends/carers of alcohol and 
substance misusers. The advice 
provided covers the impacts on  
the individual affected as well  
as providing them with skills to 
support the alcohol misuser going 
through recovery. Those accessing 
the service present with high levels 
of stress, mental and physical 
health problems related to  
the drinkers’ alcohol misuse, 
relationship problems with the 
drinker, family, work and social 
isolation problems, domestic 

violence and child protection 
issues. CASA also find there is  
a significant degree of ignorance 
and misunderstanding about 
alcohol dependency and treatment.

People can self-refer or be referred 
by a professional. In 2011/12,  
70 individuals were referred to  
the service, with an average of  
30 clients being supported at any 
one time. The service includes 
one-to-one support and counselling 
over the phone or in person, an 
out-of-hours 24-hour helpline and 
a weekly support group. CASA  
will also liaise and link in with  
other agencies as required, such  
as domestic violence services, social 
services, and other family services.

CASA Family Service
The CASA Family Service helps 
children, young people and 
families who are having difficulties 
because of parental use of alcohol 
or other drugs. The service aims to 

help parents provide a safer and 
more secure environment for 
everyone in the family, especially 
children and young people.

Self referrals, professional or family 
referrals are accepted. The service 
tries to see people as quickly  
as possible, aiming to offer 
appointments within 10 days.  
In 2011/12 the service worked 
with 72 families, and provided 
training on alcohol-related  
family issues to 50 professional 
colleagues across other Islington 
agencies.

Specifically, the Family Service 
offers: direct therapeutic work 
with families; group work with 
children, young people and 
families; parenting programmes;  
a young carers project; outreach  
to universal services with a focus 
on early intervention and prevention; 
and consultation and training for 
Children’s Services staff.

Box 3.1: Community alcohol support for families and friends
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DOMESTIC VIOLENCE

Although there are no national 
figures on the prevalence of 
domestic abuse in the alcohol 
treatment population, studies 
indicate that alcohol is a very 
common feature of domestic 
violence. One study among 
offenders on probation or referred 
for pre-sentence reports charged 
with domestic violence offences 
found alcohol use was a feature  
in the majority of cases (62%)  
and almost half of the sample 
(48%) were alcohol dependent22. 
Evidence shows alcohol use 
amongst perpetrators of domestic 
violence, particularly heavy drinking, 
is more likely to result in serious 
injury to their partners than if they 
had been sober23. Drinking also 
increases the risk of becoming  
a victim of domestic violence, 
although research has found that 
alcohol is also used by victims as  
a coping mechanism9.

Of 1,356 domestic violence offences 
reported in Islington in 2011/12, 
607 were identified as alcohol-
related, of which 258 were  
alcohol-related violence against  
the person offences. Islington’s 
Domestic Violence Strategy24  
sets out a series of objectives and 
actions to reduce domestic violence 
in the borough, a number of which 
relate directly to alcohol misuse.  
Key among these are:

•  Improving the response to 
survivors of domestic violence 
with multiple needs, including 
alcohol misuse:

  –  Improving joint working 
between substance and alcohol 
misuse services

  –  Increasing awareness of the Stella 
project: a UK wide project that 
encourages a collaborative 
approach to manage alcohol and 
drug related domestic violence.  

The project has produced 
toolkits, resources and offers 
training including guidance for 
those working with perpetrators

  –  Ensuring effective risk assessment 
tools and referral pathways are 
in place

•  Improving the response to 
perpetrators of domestic violence 
with multiple needs, including 
alcohol misuse, by working with 
relevant agencies to combine  
the skills and knowledge of staff.  
This includes work to:

  –  Promote specialist training on 
the response to perpetrators of 
domestic violence

  –  Explore the potential for creating 
a pilot programme for working 
with perpetrators of domestic 
violence who are also currently 
misusing substances, including 
alcohol

YOUNG PEOPLE DRINKING 
ALCOHOL

“It is important to teach about 
alcohol because they (pupils) 
experiment with alcohol and 
it’s so widely available – it’s 
insidious; (it’s important for 
them) to know the dangers; 
also in the context that some 
of them have parents who 
drink heavily... I think it’s 
pretty vital, don’t you?”
PSHEE Coordinator, Islington 
Arts and Media School

As well as the affect of someone 
else’s drinking on children and young 
people, alcohol consumption among 
young people can have a particularly 
detrimental effect on their health, 
development and ability to reach 
their full potential, as well impacting 
on the life of their family and 
community. Higher levels of alcohol 
consumption in young people are 

associated with a wide range of risks, 
including unprotected sex, offending 
behaviour and street violence.

Nationally, the proportion of  
11–15 year olds who drink regularly 
has fallen (from 28% in 2001 to 
21% in 2006) but the average 
weekly consumption among  
those who do drink has increased 
significantly25.

The 2008 Ofsted Tellus survey 
suggests that overall fewer young 
people in Islington drink compared 
to the national average, but those 
who do, drink more heavily.

A survey in January 2012 found a 
third of Islington residents report 
they do not feel safe outside in their 
local area because of young people 
drinking in public spaces26. One 
multi-agency initiative to address  
the issue of youth drinking and  
the subsequent impact on the  
wider community was the Islington 
Community Alcohol Partnership 
(CAP). Discussed in Chapter 5,  
this approach has had success in 
reducing sales of alcohol to minors 
and a reduction in antisocial 
behaviour related to alcohol 
consumption.

It is important that alcohol awareness 
is included within the education  
of children and young people.  
In Islington alcohol education  
is delivered through the PSHEE 
(Personal, Social, Health and 
Economic Education) curriculum  
and the awareness raising starts  
early (in primary schools) and 
develops throughout a child’s 
education. It is designed to equip 
children and young people with  
age appropriate knowledge and 
skills and enable them to explore 
others’ attitudes and consider  
their own.

Following consultation in 2009/10 
with Year 9 pupils (aged 13-14 years) 
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on levels of alcohol use among 
young people and the education 
and advice they would find useful 
about alcohol27, new school-based 
approaches were tested with 70 
workshops involving a total of  
1,430 year 8 and 9 (aged 12-14 years) 
pupils from 14 schools in Islington. 
Following the lessons, about 
two-thirds agreed or strongly 
agreed they could resist negative 
pressure, including peer pressure. 
Most could suggest ways to reduce 
the risks of drinking, including, 
“taking sips instead of all in one 
go”, “drinking with people you trust”, 
as well as “not drinking too much”. 
The majority of pupils were able  
to suggest how and where to get 
support if they, or a friend, had a 
problem with alcohol.

Children and young people may 
themselves misuse alcohol, and 
providing support and treatment 
services which are age specific  
is important. In Islington this is 
provided through Islington’s Young 
People’s Drug and Alcohol Service 
(IYPDAS). This service provides free 
and confidential advice and treatment 
for young people up to the age of 18 
who have substance misuse issues. 
IYPDAS offers a range of individually 
tailored interventions, joint work 
with other services and onward 
referral as required. In 2011-12  
the IYPDAS received a total of  
134 referrals for young people  
with substance misuse issues.  
Of these, 110 engaged in 
comprehensive substance use 
assessments and were supported 
within structured, care planned 
treatment, plus an additional 24 
received an advice and information 
only service. Of the 110 young people 
IYPDAS supported, the majority 
were male (69%), and 87% were 
aged 15 to 17. The primary referral 
source was the Youth Offending 

Service (62% of referrals). The 
primary substance used was 
cannabis (71% of referrals), while 
the secondary substance used was 
alcohol in 64% of cases.

EMPLOYMENT AND 
ALCOHOL

Another impact of alcohol misuse 
and dependency is loss of productivity, 
which can result in additional 
financial pressure on families and can 
be a key factor in inter-generational 
poverty and worklessness4.

Alcohol is linked to both problems  
in the workplace and subsequent 
unemployment. The effects on 
workplace performance include:

•  Absences: individuals who are 
dependent drinkers experience 
greater levels of sick leave than 
those drinking at lower levels

•  Accidents: In the UK up to 25% of 
workplace accidents and around 
60% of fatal accidents at work are 
thought to be linked to alcohol1

•  Productivity: performance is 
affected by alcohol and this can 
have detrimental effects on 
relations with co-workers

Consequently, the inclusion of 
advice and support to workplaces 
around the management of alcohol 
problems and alcohol in the work 
place policy should be seen as an 
important component of alcohol 
harm reduction which is likely to 
have positive effects both on those 
in the workplace and the wider 
social network including the family 
of the individual drinking. Later  
in this chapter effectiveness of 
approaches to alcohol awareness  
in the workplace are discussed. 

The impact of poor workplace 
performance can be repeated 
dismissals ultimately leading  
to long-term unemployment.  

An evidence review of the health 
impacts of unemployment on 
individuals and their families in the 
UK found this was associated with 
higher rates of family breakdown  
as well as detrimental effects on the 
health of the whole family. There  
is also some evidence that alcohol 
consumption can often increase 
after the onset of unemployment28.

In 2011, Islington had the third 
highest rate in London of working 
age persons claiming incapacity 
benefits due to alcoholism, 
significantly higher than the London 
and England averages (figure 3.4)29.
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Figure 3.4    Crude rate of claimants of Incapacity Benefit or Severe Disablement 
Allowance whose main medical reason is alcoholism for Islington, London 
and England: Persons per 100,000, working-age population (Aug 2011)   
 Source: Local Alcohol Profiles for England, 2012

WHAT WORKS

Involving families in 
treatment
NICE guidance supports the 
involvement of families in treatment. 
It is important that families and 
carers have their own needs identified, 
are offered information and support 
and are encouraged to be involved 
in the treatment and care of people 
who misuse alcohol to help support 
and maintain positive change30.

The evidence about what approaches 
work best when working with the 
whole family to reduce alcohol-
related harm is relatively limited.  
A review suggested three main 
approaches to involving families  
in treatment of those with alcohol 
misuse problems31,32:

1.  Family members encouraging the 
individual with an alcohol-related 
problem to seek treatment and 
making changes to family and 
social life so as to encourage 
changes in behaviour. This appears 
to increase the likelihood that users 
will access treatment services.

2.  Involving family members in the 
treatment of the misuser and 
assessing wider issues such as 
improving relationships and 
addressing behaviours that 
facilitate drinking. Studies using 
this approach have shown 
improved outcomes in the 
individual with an alcohol-related 
problem.

3.  Providing support to family 
members affected by someone 
else’s drinking. There is emerging 
evidence that this not only 
improves outcomes for the 
individual who is drinking but 
also helps the family to develop 
better ways of coping and 
resilience

Peer support can be a useful 
resource to families. It can be 
offered in families own homes  
or environments and can reduce 
families anxieties about accessing 
formal services33.

Family focused approach
The ‘Think Family’ approach was 
developed by the Department  
for Education to improve and 
coordinate support offered to 
vulnerable children and adults 
within the same family34. National 
policy promotes the ‘whole family 
approach’ for management of 
alcohol and substance misuse, 
which can be important in ‘breaking 
the intergenerational patterns of 
dependency’. Support packages 
tailored and coordinated to families 
with multiple needs is a potentially 
effective approach to improving 
outcomes.

A number of approaches have  
been used to provide intensive 
family focused support in the UK. 
They involve integrated and holistic 
care that brings together adult and 
children’s services35. Addressing 
substance and alcohol misuse is  
a core component of the model  
and outcomes from this approach 
are promising. For instance in one 
programme among 530 families 
identified as having problems  
with drinking or alcoholism,  
57% reported alcohol to no  
longer be an issue on completion  
of the support programme; children 
showed improved educational 
attendance and there was a 
reduction in the number of young 
people with caring responsibilities36,37.

Another approach where preliminary 
findings indicate effectiveness is  
the Family Drug and Alcohol Court, 
which aims to improve child 
outcomes by addressing the 
complex difficulties experienced  
by parents. A specialist multi-
disciplinary team works with the 
court to develop and coordinate a 
care plan that addresses the families 
problems and supports parents  
to engage and stay engaged with 
treatment services. There are regular 
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court reviews to enable monitoring 
and problem solving. The pilot found 
improved outcomes for both children 
and parents compared to ordinary 
care proceedings, with a higher 
proportion of users engaging in 
treatment, stopping substance 
misuse and parents being reunited 
with children. Both parents and 
professionals found the approach 
was better than ordinary care 
proceedings38.

Supporting children and young 
people misusing alcohol
Schools are an important setting. 
NICE recommends alcohol education 
should be an integral part of the 
school curriculum, tailored to 
different age groups and learning 
needs. School interventions on 
alcohol use should be integrated 
with community interventions. 
Families should be consulted  
and involved with initiatives to 
reduce alcohol use and partnership 
working incorporated. If a child  
is thought to be drinking harmful 
amounts of alcohol they should be 
offered one-to-one advice or should 
be referred to an external service39.

The National Drug Strategy states 
young people in whom drug or 
alcohol misuse has already started 
to cause harm or who are at risk of 
becoming dependent require rapid 
access to specialist support aimed  
to address substance misuse but 
also the wider issues affecting them. 
NICE recommends that children  
and young people with significant 
comorbidities or limited social 
support requiring specialist services 
for alcohol use should be offered 
coordinated programmes of care, 
including family or systems therapy, 
to meet their needs. This requires 
substance misuse services, youth 
offending, mental health and other 
children’s services to come together 

to ensure appropriate support 
packages are in place. The focus 
should be on preventing an increase 
in use and harm and stopping the 
young person becoming an alcohol 
or drug dependent adult.

Alcohol and the workplace
The evidence for effective workplace 
intervention to reduce alcohol-
related harm is limited40. However 
the workplace has been identified 
as a useful location for promoting 
health, including alcohol harm 
reduction. One effective approach 
could be a wider well-being at  
work initiative, including policies 
which make workplaces alcohol 
free, which may help to reduce 
alcohol-related work place accidents 
and injuries as well as developing  
a healthier relationship with alcohol 
that impacts on friends and families41. 
Other interventions include38:

•  Brief Interventions: High quality 
evidence is limited, but available 
evidence suggests brief intervention 
approaches can be successfully 
applied in a workplace setting.

•  Employee assistance programmes: 
These generally identify employees 
with alcohol-related problems  
and refer them on to treatment. 
Although evaluations are limited, 
self referral and easy access  
to support programmes are 
important, and should be 
accessible via or in the workplace.

•  Web-based interventions: These 
appear to be acceptable to staff, 
have good levels of use among a 
range of groups and impact on 
drinking behaviour.

Certain industries where exposure 
to alcohol or where the risk 
associated with alcohol-related 
harm is greater have been suggested 
as areas for specific focus, for 
instance bar and restaurant staff, 
construction workers and seafarers41. 

One study involving restaurant 
employees illustrates how prevention 
and early intervention, aimed at 
young people in an at-risk industry, 
can impact on heavy drinking.  
The study provided workshops 
using discussion and practical 
exercises designed to address  
stress management and encourage  
peer referral to counselling and  
was associated with a reduction  
in heavy alcohol use42. Mandatory 
screening programmes targeted  
at employees in high risk situations 
such as those working in transport 
have been found to be effective41.

Supporting people back into work 
as part of alcohol treatment services 
is also important. This should focus 
on building up skills and self-esteem 
of individuals; including training, 
volunteering and work trials as part 
of a stepped process back into paid 
employment and have close links  
to employment programmes4.
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4  Alcohol-related harm

Key messages
•  In London, Islington men have the highest death rate from 

conditions wholly related to alcohol consumption and Islington 
women also have one of the highest rates. This equates to 
approximately 17 deaths a year.

•  People with increased alcohol consumption are at risk of 
developing a number of long term conditions. For example  
they are 2 to 4 times more likely to develop high blood pressure 
and stroke and 13 times more likely to develop liver disease.

•  Alcohol contributes (though may not be the only cause) to one 
in twenty deaths in Islington residents. This includes 22% (14) 
of all deaths from digestive diseases (which covers chronic liver 
disease) and 3% (11) of all deaths from cancer.

•  People with higher and increased alcohol consumption  
are more likely to smoke or be ex-smokers. Approaches  
to supporting people to stop smoking and reduce alcohol 
consumption may therefore be required within this population. 

•  Alcohol has a key part to play in hospital admissions in 
Islington. Rates for both alcohol-specific and alcohol-related 
admissions in men are higher than the average for London.  
The main causes of admissions include high blood pressure and 
mental and behavioural disorders due to alcohol consumption.

•  Ambulance call-outs due to alcohol consumption increase over 
the weekend in Islington, especially Saturday evenings. Half 
(1,186) of all call-outs related to alcohol consumption, result in 
the person being taken to hospital. Fifty percent of all call-outs  
to women were to those aged 30 years and under compared  
to 32% of men in that age group (2011/12).

•  The number of people in alcohol treatment services and new 
presentations to these services has declined (832 and 589 
respectively) over the period 2009/10 to 2011/12. Over the 
same time period the proportion of people successfully 
completing their treatment has increased from 30% to 54% 
which compares to 58% nationally.

•  Approximately a third of Islington alcohol clients report being 
faced with additional challenges, including unemployment, 
homelessness and housing issues, that may impact on 
successful treatment. This is a similar proportion to those seen 
nationally and highlights the complexity of people’s needs.

•  The evidence suggests that a multi-component approach is 
required for the effective treatment of alcohol misuse. This 
starts with the identification and screening of people to assess 
their level of alcohol consumption and ranges through to 
community and residential treatment services.
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WHY FOCUS ON THIS AREA?

Excessive drinking is a major cause 
of ill-health and death world-wide. 
In 2002, harmful use of alcohol was 
estimated to cause about 2.3 
million early deaths world-wide and 
was responsible for 4.4% of the 
global disease burden, even after 
the protective effects of low and 
moderate alcohol consumption had 
been considered1. At lower levels of 
consumption alcohol may protect 
against the risk of death compared 
with not drinking at all but this 
changes with higher consumption2. 
Men who regularly drink more than 
eight units a day and women who 
drink more than six units a day raise 
their risk of a number of diseases3.

The National Alcohol Harm 
Reduction Strategy4 found that 
every year, in England over half  
of all violent crimes, 22,000 early 
deaths, 70% of all peak-time 
admissions to emergency 
departments and 1,000 suicides 
were directly related to alcohol. 
Alcohol consumption is a major 
factor in a large proportion of 
accidents and injury. It has also  
been cited as the single most 
important form of contributory 
behaviour for domestic accidents 
resulting in death, with an 
estimated 400 alcohol-related 
deaths due to home accidents  
each year in England5.

The contribution of alcohol to illness or death from a disease in a 
population can be quantified by Alcohol Attributable Fractions (AAF). 
AAFs represent the extent to which disease or death in a population 
could be reduced if exposure to alcohol were reduced to no alcohol 
consumption.

AAFs can therefore help to show whether a death or hospital 
admission is wholly (alcohol-specific) or partly linked to the 
consumption of alcohol. Alcohol-specific conditions include those 
where alcohol is entirely responsible for the development of the 
disease or death, for example alcoholic liver cirrhosis and poisoning 
from alcohol. A death or admission that is wholly caused by alcohol is 
given the value of 1.0, an example of which is alcohol poisoning 
(figure 4.1).

Alcohol-related conditions include all alcohol-specific conditions plus 
those where alcohol contributes to a lesser degree to the disease.  
A death or admission that is partly caused by alcohol is given a value  
of greater than zero and less than 1.0. For example, figure 4.1 
illustrates the lower and higher contribution alcohol can have on a 
number of conditions including high blood pressure and mouth cancer.

The calculation of AAFs is based upon the most recent population 
estimates of alcohol consumption and the risk of disease or death  
from alcohol, published in current epidemiological literature. AAFs  
aim to help quantify the possible contribution that alcohol may play  
in causing disease and death. Their calculation assumes causal 
associations between alcohol and disease or death and should 
therefore be interpreted with some caution.

Box 4.1:  Understanding alcohol attributable fractions.

Figure 4.1   Contribution of alcohol to the development of alcohol-related 
conditions 

  Source: Adapted using Alcohol Attributable Fractions from the North West Public Health Observatory6
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Figure 4.2a   Men Directly standardised rate of alcohol-related deaths in men, 
Islington, London and England per 100,000 population (2010) 

  Source: Local Alcohol Profile for England. 2012

Figure 4.2b   Women Directly standardised rate of alcohol-related deaths in women, 
Islington, London and England per 100,000 population (2010) 

  Source: Local Alcohol Profile for England. 2012

DEATHS LINKED TO ALCOHOL

The annual risk of death from 
alcohol-related diseases in adults 
increases gradually with consumption 
from 7-8% more risk in those 
drinking 10-50 grams or 1-6 units  
a day to 9-10% increased risk in 
those drinking 60-90 grams or 
7.5-11 units a day7. In 2009 there 
were 6,584 deaths in England 
related to alcohol consumption.  
Of these alcohol-related deaths, 
63% (4,154) died from alcoholic 
liver disease8.

The rate of deaths in Islington that 
are related to alcohol consumption 
are higher than the average for 
London and England. When 
compared to other London 
Boroughs, Islington ranks highest 
for alcohol-related death rates in 
men and fourth highest for women 
(figure 4.2a and 4.2b).

Although in recent years Islington’s 
alcohol-specific death rate appears 
to be declining in men, the overall 
trend is that it remains higher than 
that seen across London and 
England (figure 4.3).

On average each year (calculated 
over a three year period 2008-
2010), Islington has 55 alcohol-
related deaths of which 17 are 
alcohol-specific. Contributing to 
one in twenty deaths in Islington 
(figure 4.4) and includes those 
deaths in which alcohol is wholly 
responsible and those where it has 
played a lesser role. These are 
deaths that could potentially be 
avoided if Islington residents did  
not consume alcohol. 

There is variation in the proportion 
and number of alcohol-related and 
specific deaths across Islington’s 
population. Men are more likely to 
die from alcohol-specific and 
alcohol-related diseases than 
women. 
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Figure 4.3   Directly standardised rate of alcohol-specific deaths in men and women, 
Islington, London and England per 100,000 population  
(2003-2005 to 2008-2010) 

  Source: Local Alcohol Profile for England. 2012

Figure 4.4   Risk factors contributing to deaths in Islington, Islington resident  
population, 2008-10 

  Source: ONS mortality files 2008-10; NWPH Observatory alcohol attributable fractions; The World Health Report 
2002; Statistics on Smoking, NHS Information Centre 2006
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There is a higher rate and number 
of alcohol-related deaths in those 
less than 65 years (figure 4.5). 
After 75 years, more women than 
men die of alcohol-related conditions 
but this is likely to reflect overall 
patterns observed within the 
population, with women living 
longer than men.

Looking by cause of death, alcohol 
consumption can impact on sudden 
accident related deaths including 
those from residential fires. The 
London Fire Brigade reports that 
alcohol is a factor in 31% of fatal 
accidental residential fires9.

In addition, 22% (14) of all deaths 
from digestive diseases (which 
covers chronic liver disease) and  
3% (11) of all deaths from cancer, 
are related to alcohol. 

Deprivation is a key factor in poor 
health outcomes due to alcohol 
consumption in London and 
England. Alcohol-related deaths  
are more likely to occur in those 
from more deprived areas 
compared to those that are 
affluent. However, this pattern  
is not seen within Islington which 
probably reflects the relatively small 
numbers of deaths (statistically)  
that occur each year, making 
drawing any statistical conclusions 
for the local population difficult.

Smoking 
21%

High blood 
presssure 15%

High 
cholesterol

 12%
Obesity 

9%
Low fruit & 
vegetable intake 7%

Alcohol 5%

Physical inactivity 
5%

Other external 
causes 3%

Suicide 2%

Infections 2%
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Figure 4.5   Percentage of alcohol-related deaths by age group, and number by age  
and sex, Islington resident population, all ages, 2008-2010 

  Source: ONS mortality files 2008-10
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Figure 4.6   Breakdown of alcohol consumption by smoking status (where recorded), 
Islington GP registered population aged 18 and over, March 2011

  Source: Islington GP dataset. 2010/11
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ALCOHOL’S CONTRIBUTION 
TO LONG TERM CONDITIONS

Smoking, obesity, alcohol 
consumption, physical inactivity  
and poor diet are all important 
modifiable risk factors that can 
impact on health outcomes, 
including long term conditions.  
The higher risk of developing a 
number of long term conditions 
from increased alcohol consumption 
is outlined in table 4.1. The 2011 
Annual Public Health Report 
illustrated that many people have 
multiple modifiable risk factors. 
Focusing on alcohol, it is possible to 
see that people with an increased 
risk through higher and increased 
alcohol consumption are more likely 
to smoke or be ex-smokers than 
those who drink less or are non-
drinkers (figure 4.6): for example, 
more than half of higher risk drinkers 
smoke compared to just over 20% 
of non-drinkers.

Condition Men 
(increased 
risk)

Women 
(increased 
risk)

High Blood 
Pressure 4 times Double

Stroke Double 4 times

Coronary 
Heart 
Disease

1.7 times 1.3 times

Pancreatitis 3 times Double

Liver 
disease 13 times 13 times

Table 4.1   Increased risks of ill-health to 
harmful drinkers 

  Source: Anderson P. the scale of alcohol-related 
harm Department of Health. 200710
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IMPACT OF ALCOHOL ON 
HEALTH SERVICES

Alcohol-related admissions  
in Islington
It is estimated that, in 2008/09, 
there were just under 111,000 
hospital admissions (emergency  
and planned) in London related to 
alcohol consumption, six percent of 
all hospital admissions11. In Islington 
14,030 admissions were coded for 
a condition wholly or partly due to 
alcohol. Once alcohol attributable 
fractions were applied this equates 
to 9% of all (46,253) hospital 
admissions. The majority (91%) of 
admissions, coded for alcohol, were 
for conditions partially related to 
alcohol compared to those wholly 
related (figure 4.7). With the AAFs 
applied, this equates to a total of 
4,256 hospital admissions which 
could be avoided each year in 
Islington if alcohol consumption 
was reduced to zero, reducing the 
impact of alcohol on health services.

Islington’s alcohol-related admissions 
rate is the highest in London12. 
There are differences by gender 
(figure 4.8) and age (figure 4.9) 
with men and those aged over  
65 years of age more likely to be 
admitted. The increase in alcohol-
related admissions with age is likely 
to reflect the development of long 
term conditions for which alcohol 
can be a risk factor (table 4.1).

A total of 14,030 
admissions were 

coded for a condition 
wholly or partly due 

to alcohol. Some 
individuals may have 
been admitted more 

than once.

63% (2,707)  
men

36% (1,549)  
women

71% (932) men  
(522) individuals

28% (379) women 
(224 individuals)

With AAFs applied, 
4,256 alcohol-related 

admissions

1,311 alcohol-specific 
admissions  

(746 individuals)

Figure 4.7   Alcohol and hospital admissions in Islington’s resident population, 2011/12 
  Source: SUS, 2011/12 
  Note: the number of individuals admitted for alcohol-specific conditions may be lower than the total 

number of admissions as one person may be admitted more than once

Figure 4.8   Directly standardised rates of alcohol-related and alcohol-specific 
admissions, per 100,000 population, all ages, by sex, Islington’s resident 
population, 2011/12 

  Source: SUS 2011/12 (admissions); ONS 2010 Mid Year Estimate (population)
 Note that some people will have more than one alcohol-related admission within the year
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Figure 4.9   Age-specific rates of alcohol-related admissions, per 100,000 population, 
Islington’s resident population, 2011/12

  Source: SUS 2011/12 (admissions); ONS 2010 Mid Year Estimate (population)
 Note that some people will have more than one alcohol-related admission within the year
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Figure 4.10   Directly standardised rates of alcohol-attributable admissions, per 100,000 
population, by deprivation quintile, Islington’s resident population, 
2011/12

  Source: SUS 2011/12 (admissions); ONS 2010 Mid Year Estimate (population); IMD 2010
 Note that some people will have more than one alcohol-related admission within the year
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Differences in alcohol-related 
admissions to hospital appear to  
be influenced by the level of 
deprivation in Islington. Those living 
in the most deprived areas (bottom 
three deprivation quintiles) are 
approximately a third more likely to 
have an alcohol-related admission 
compared to those living in the 
more affluent areas (top two 
deprivation quintiles) (figure 4.10). 

Nine of Islington’s wards have a 
similarly high rate of alcohol-related 
admissions compared to the 
average, providing some insight  
into the burden from alcohol on 
local health services in these areas 
(figure 4.11). In contrast, Bunhill 
and Highbury East have lower rates. 

Figure 4.12 shows that the main 
cause of alcohol-related admissions 
in Islington is from conditions 
related to high blood pressure 
(hypertensive disease), reflecting  
the prevalence of this condition 
generally within the population. 
Although most causes of admission, 
including alcoholic liver disease and 
alcohol poisoning, are similar in 
men and women, a few differences 
are seen. For example there was a 
higher proportion of admissions in 
2011/12 for mental and behavioural 
disorders due to the use of alcohol 
in men (27%) compared to women 
(16%).

In 2011/12 the majority of alcohol-
related admissions were seen  
by hospitals through emergency 
routes (61%) compared to planned 
procedures or appointments (38%). 
Of those seen through emergency 
routes, 33% were for mental health 
and behavioural disorders related  
to alcohol and may reflect those 
consuming higher levels of alcohol 
and binge drinking as described in 
chapter two.
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Figure 4.11   Directly standardised rates of alcohol-attributable admissions, per 100,000 
population, by ward, Islington’s resident population, 2011/12

  Source: SUS 2011/12 (admissions); ONS 2010 Mid Year Estimate (population)  
Note that some people will have more than one alcohol-related admission within the year

Figure 4.12   Main causes of alcohol-related admissions, Islington’s resident population, 
2011/12 

  Source: SUS 2011/12 (admissions)  
 Note that some people will have more than one alcohol-related admission within the year
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Alcohol-specific admissions  
in Islington

There were 1,311 alcohol-specific 
hospital admissions in Islington, in 
2011/12, which could have been 
avoided if there was a reduction in 
alcohol consumption in the 
borough. The pattern by age for 
alcohol-specific admissions differs to 
that for alcohol-related admissions 
in that the rates do not steadily 
increase with age, but instead peak 
between the ages of 55-74 and 
then decline (figure 4.13). There is 
also a larger proportion of alcohol-
specific admissions in men (71%) 
than women (29%) reflecting 
differences in high levels of alcohol 
consumption between these two 
groups (figure 4.14).

There is variation in alcohol-specific 
admissions by deprivation, with 
those living in the three most 
deprived quintiles twice as likely  
as those in the two least deprived 
quintiles to be admitted for 
conditions wholly related to alcohol 
consumption. This highlights the 
impact of  alcohol consumption 
among socially deprived populations 
on health services. Alcohol-specific 
admissions are highest in St George’s 
ward, the reasons for which require 
further investigation (figure 4.15).

The main causes of alcohol-specific 
admissions (figure 4.16) were for 
mental and behavioural disorders 
due to the use of alcohol (76%), 
alcoholic liver disease (13%) and 
alcohol poisoning (6%). Mental and 
behavioural disorders due to the use 
of alcohol was the most common 
cause for both men and women 
(79% and 67%, respectively) and 
similar proportions of both men  
and women were admitted due  
to alcoholic liver disease. A higher 
proportion of women (14%) were 
admitted due to alcohol poisoning 

Figure 4.13   Age-specific rates of alcohol-specific admissions, per 100,000 population, 
Islington’s resident population, 2011/12

  Source: SUS 2011/12 (admissions) ONS 2010 Mid Year Estimates (population)
 Note that some people will have more than one alcohol-specific admission within the year

Figure 4.14   Alcohol-specific admissions, by age and sex, Islington’s resident 
population, 2011/12

  Source: SUS 2011/12 
 Note that some people will have more than one alcohol-specific admission within the year.
 Age groups below 20 years have been aggregated due to small numbers. 
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compared to men (3%), possibly 
reflecting differences in drinking 
behaviour between these groups.

The majority (85%) of alcohol-
specific admissions were by 
emergency routes, possibly 
reflecting the main cause (mental 
and behavioural disorders due to 
the use of alcohol) of admission 
through this route and drinking 
patterns within the population. 
Sixty-eight percent (509) of 
individuals were admitted once, 
26% (190) two-three times and  
2% (15) six times or more.

Figure 4.16   Alcohol-specific admissions by cause, Islington’s resident population, 
2010/11

  Source: SUS 2011/12 (admissions) 
 Note that some people will have more than one alcohol-specific admission within the year
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Figure 4.15   Directly standardised rates of alcohol-specific admissions, per 100,000 
population, by ward, Islington’s resident population, 2011/12

  Source: SUS 2011/12 (admissions); ONS 2010 Mid Year Estimate (population)  
Note that some people will have more than one alcohol-specific admission within the year
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Figure 4.17   Day and time of alcohol-related London Ambulance Service calls in 
Islington, 2011/12

  Source: London Ambulance Service, 2011/12 SafeStats (www.safestats.org.uk) 
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A&E attendances
Estimates suggest that in London 
alcohol-related harm accounts for 
35% of all A&E attendances and  
up to 70% of all attendances at  
peak times (midnight to 5am at 
weekends)13. Whether alcohol  
was involved in an A&E attendance 
is not routinely recorded locally, 
consequently the data available on 
A&E attendances in Islington appear 
to underestimate the local impact of 
alcohol-related harm in A&E.

Hospital bed days
In London during the period 
2008/09, 76 per 100,000 hospital 
bed days were estimated to have 
been used for reasons linked to 
alcohol; twenty-nine percent of 
which were for alcohol-specific 
conditions and 71% for alcohol-
related conditions. This is compared 
to Islington where 85 per 100,000 
(15,436) bed days were linked to 
alcohol; 37% (5,703) from alcohol-
specific admissions and 66% 
(10,288) from alcohol-related 
admissions11.

Ambulance activity
Data is recorded by the London 
Ambulance Service (LAS) for any 
alcohol-related illness responses. 
This, combined with cases where a 
reference to alcohol is made in the 
free-text records, provides 
information about the alcohol-
related calls in Islington. The data 
and information discussed in this 
section differs from that presented 
previously in that it refers to anyone 
involved in a call-out in Islington. 
This reflects where the call was 
made, not where the individual lives 
and therefore includes people who 
may live outside the borough.

There were 2,465 alcohol-related 
calls for the LAS in Islington in 
2011/12. Figure 4.17 shows the 

Figure 4.18   Age and gender of alcohol-related calls made to the London Ambulance 
Service in Islington, 2011/12

  Source: London Ambulance Service, 2011/12 SafeStats (www.safestats.org.uk)  
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Figure 4.19   Outcome of alcohol-related London Ambulance Service calls in Islington, 
2011/12

  Source: London Ambulance Service, 2011/12 SafeStats (www.safestats.org.uk) 

Figure 4.20   Alcohol tiered treatment service
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total number of alcohol-related  
calls for the LAS within Islington 
broken down by day of the week 
and time across 2011/12. Calls are 
generally at their lowest from 
approximately 3am to 3pm, with 
peaks between 6pm and midnight 
on weekdays. There is a clear 
increase in alcohol-related calls on 
Saturdays and Sundays, with the 
greatest number of calls from 10pm 
Saturday evening until 4am on 
Sunday morning. This is likely to be 
related to the peak times for social 
drinking in the general population 
and Islington’s night-time economy 
which draws on a large number of 
people from outside the borough. 
The relationship between alcohol- 
related call-outs and licensing and 
crime are discussed in chapters in 
five and six.

A larger proportion of the total 
alcohol-related LAS call-outs were 
to men (66%) compared to women, 
34% (figure 4.18). However, 50% 
(413/830) of all call-outs to women 
were to those aged 30 and under. 
The proportion of men receiving 
alcohol-related call-outs in that age 
group was 32% (508/1,612).

Higher rates of LAS alcohol-related 
call-outs have been observed in 
Finsbury Park, Bunhill and 
Clerkenwell wards. However the 
data is not specific to Islington 
residents and may represent 
individuals socialising in these areas 
and subsequently requiring LAS 
involvement.

Just over half the alcohol-related 
call-outs received by the LAS in 
2011/12 resulted in the individual 
being taken to hospital (where 
recorded) (figure 4.19). Eighty two 
percent (975/1,186) of which were 
seen by either University College 
London Hospital or the Whittington 
Hospital.
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Figure 4.21   Numbers in alcohol treatment with alcohol as the primary drug,  
Islington 2009/10-2011/12

  Source: National Drug Treatment Monitoring System  2011/12 

Figure 4.22   Percentage of all those in alcohol treatment services in Islington, by age  
and sex, 2011/12

  Source: National Drug Treatment Monitoring System. 2011/12 
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ALCOHOL TREATMENT 
SERVICES IN ISLINGTON

There are a number of alcohol 
treatment services within Islington 
as well as voluntary agencies 
providing support to those with an 
alcohol need. These are split across 
four tiers as described in figure 
4.20. In addition 28 GP practices 
offer interventions around alcohol.

Numbers in alcohol treatment 
services in Islington decreased 
between 2009/10 and 2010/11, 
from 832 to 800 and there has 
been a further reduction in numbers 
in 2011/12 to 589. This is coupled 
with a reduction in the number of 
new presentations to alcohol 
treatment services across the 
previous three years (figure 4.21), 
particularly within 2011/12. A 
reorganisation of alcohol services 
and decrease in finances within this 
time period may account for some 
of the pattern observed. Overall, 
more men (60%, 356) than women 
(40%, 233) currently receive 
treatment for alcohol misuse in 
Islington and there are larger 
proportions of men in all age 
groups (figure 4.22).

In 2010/11, over a third (35%) of  
all Islington alcohol clients had been 
in contact with services for less than 
three months, and 20% had been 
in contact with services for 12 
months or more (figure 4.23). 
Seventy four percent of clients in 
2010/11 had just one treatment 
journey in Islington, but 20% had 
had another treatment journey  
prior to their current one with two 
percent of clients having had three 
or more prior treatment journeys. 
The cyclical nature of patients 
returning to treatment highlights 
the difficulties associated alcohol 
misuse and importance of focusing 
on recovery.
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Figure 4.24   Alcohol treatment outcomes, Islington, 2009/10-2011/12
  Source: National Drug Treatment Monitoring System. 2011/12 

Figure 4.25   Percentage of Islington and National alcohol treatment service clients by 
complexity item, 2011/12

  Source: National Drug Treatment Monitoring System. 2011/12 
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Exits from alcohol treatment services 
can be classified as: successful or 
planned completions whereby a 
client is free from or an occasional 
user of alcohol, or as an unplanned 
exit, where clients have dropped 
out of treatment services. In 
addition, exit reasons termed 
referrals on or transfers to other 
service providers can also include 
clients who have not had a 
successful, planned treatment exit.

In Islington the successful 
completions/planned exits as a 
proportion of all exits has increased 
from 30% (124) in 2009/10 to 
54% (353) in 2011/12 (figure 
4.24). This is comparable to 
national achievement, where 58% 
of exits are planned.

People with alcohol misuse 
problems also often face added 
complexities of unemployment, 
homelessness or housing issues, 
health problems and multiple drug 
use. Approximately a third of 
Islington clients will have at least 
one additional factor (complexity 
item), and eight percent will have 
four or more factors that will 
influence successful treatment 
outcomes. Unemployment, drug 
misuse, dual diagnosis and housing 
are some of the main complexities 
faced by Islington’s alcohol misuse 
clients (figure 4.25).

Alcohol users may require help to 
remain in their existing housing, to 
prevent homelessness, or to prepare 
for independence when moving on 
from supported housing. There can 
be a delay in people accessing or in 
the availability of appropriate 
housing which can be detrimental 
to accessing treatment and 
successful recovery.

According to the complexity index, 
a larger proportion of Islington 
clients referred from the criminal 

Figure 4.23   Percentage of clients in contact with alcohol treatment services in 
Islington by length of time, 2010/11

  Source: National Drug Treatment Monitoring System 2011/12
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Figure 4.26   Journey exits for alcohol users by complexity item, Islington, 2010/112
  Source: National Drug Treatment Monitoring System. 2011/12 
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Table 4.2   Summary of approaches for the treatment and management of alcohol 
misuse 

Intervention Summary of effectiveness of approach

Screening and brief intervention
(The process of identifying people who 
may have alcohol issues and then taking 
action)

A cost effective approach for moderate 
and high risk drinkers, but referral to a 
specialist service is necessary for 
dependent drinkers

Case management
(The assessment, planning, coordination 
and monitoring of care)

Used in the management of harmful and 
dependent drinkers has some benefit in 
prolonging time to lapse, days of heavy 
drinking, and increase in aftercare 
attendance.

Stepped Care

(A stepped care recovery model seeks to 
treat service users at the lowest 
appropriate service tier in the first 
instance, only ‘stepping up’ to intensive/
specialist services as clinically required)

A system which:

a.  Provides to the majority the least costly 
and least restrictive brief intervention 
that will be effective

b.  Has a system of built in monitoring to 
identify those who have not benefitted 
from the initial intervention

c.  Has the referral system and capacity to 
provide more intensive intervention 

Evidence has shown that there may be a 
small effect in favour of stepped care for 
moderate risk drinkers with limited effect 
of this approach for more harmful and 
dependent drinkers.

justice system (CJS) or those that 
use opiates or crack (OCU) as a 
second or third drug are more likely 
to have an unplanned exit than 
those with other complexity issues 
(figure 4.26). The relationship 
between wider societal factors 
(illustrated by the complexity index) 
and alcohol misuse highlights the 
importance of services providing a 
holistic treatment approach. Further 
discussion on the impact of societal 
factors on alcohol misuse is 
provided in chapter 3.

WHAT WORKS?

Alcohol treatment services
In 2006 the National Treatment 
Agency published Models of Care 
for Alcohol Misusers (MoCAM)14. 
The framework highlights a stepped 
approach to the treatment of 
alcohol misuse though a range of 
interventions available in four tiers 
(figure 4.20). Tier one includes 
screening and brief interventions  
to identify and reduce harmful 
drinking delivered by a range of 
staff in various settings. Tier two 
interventions include alcohol-
specific advice information and 
support, extended brief 
interventions and triage assessment, 
and referral to “care planned” 
treatment within tier three. Tier 
three provides community based 
specialist alcohol assessment and 
structured psychological or 
pharmacological interventions.  
Tier four interventions include 
residential specialised treatments. 
MoCAM therefore sets out a 
comprehensive model which is  
built around a treatment journey.

There are two national guidelines 
from the National Institute for 
Clinical Excellence that outline 
effective alcohol treatment services. 
The first guideline (CG11515)  
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The Primary Care Alcohol and Drug Service (PCADS) is for patients  
of the Whittington Hospital or Islington GPs, who are experiencing 
problems associated with their use of alcohol or drugs. In addition  
to provision of outreach clinics within GP practices and Islington 
substance misuse services, PCADS also provides an alcohol hospital 
liaison service at the Whittington hospital.

The aims of PCADS treatment interventions are to reduce the harms 
caused by substance misuse and, wherever possible, enable service 
users to achieve drug abstinence and/or cease problem alcohol 
consumption. The service works with local partner agencies to  
improve service user opportunities for social re-integration and 
maintaining a sustained recovery.

PCADS uses a range of approaches to identify and manage people 
with an alcohol problem:

Service data records 263 hospital liaison alcohol assessments from  
April 2011 to April 2012 (average 20 per month). In addition the total 
alcohol liaison nurse contacts recorded for the same period is 535.

The majority of referrals to the alcohol liaison nurse have originated 
from inpatient sites and have been characterised by individuals 
presenting with ‘harmful’ levels of alcohol consumption where 
pharmacological inpatient detoxification has often been initiated.  
As patients are not seen prior to being admitted opportunities to 
introduce earlier harm reduction interventions may have been missed.

In order to identify and provide support to people with poor drinking 
habits who attend hospital through the Emergency Department or 
Urgent Care Centre, local hospital trusts are being incentivised to 
screen adults, provide alcohol awareness information and make 
appropriate referrals to community alcohol services.

Future work will focus on redesigning the current role of the alcohol 
liaison nurse and the development of an ambulatory detox pathway  
to reduce the amount of time spent in hospital.

Box 4.2:  Primary Care Alcohol & Drug Service (Alcohol 
Liaison Provision - Whittington Hospital)

Screening / health promotion and 
harm reduction advice

Alcohol and drug misuse assessment

Detox and maintenance 
pharmacotherapy

Relapse prevention support

Psychological therapies Family and carer advice

Care co-ordination

sets out effective methods for 
improving access to treatment  
and best practice for treatment 
itself. A summary of the main 
interventions is provided in  
table 4.2. 

The second guidance from NICE 
(PH2416) focuses on effective 
interventions in preventing the 
development of harmful and 
hazardous drinking and identifies 
how government policies on alcohol 
pricing, its availability and how it is 
marketed could be used to combat 
harm. It summarises that policy 
changes are likely to be more 
effective in reducing alcohol-related 
harm among the population as  
a whole than actions undertaken  
by local health professionals and 
that particular focus should be 
given to licensing and resources  
for identifying and helping people 
with alcohol-related problems.

Reduction in hospital 
admissions
Focusing on effective interventions 
to help with reducing hospital 
admissions highlights the possible 
role of Hospital Liaison Workers  
and use of brief interventions in  
this task.

Research has identified how brief 
interventions with men aged over 
35 who regularly drink over 50  
units could reduce alcohol-related 
admissions nationally by 13,000 
over three years10. The Department 
of Health has estimated that 
providing alcohol identification  
and brief advice to all new General 
Practice registrants could avert 
10,000 to 15,000 alcohol-related 
admissions nationally over a three 
year period.

Evidence indicates that hospital-
based alcohol harm reduction 
frameworks, supported in delivery 
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SUMMARY

Alcohol consumption impacts on both the health of the 
individual and in turn health services, through admissions to 
hospital and ambulance related activity. Islington has some  
of the highest rates for admissions to hospital and deaths  
due to alcohol consumption. Although the number of deaths 
in Islington wholly due to alcohol consumption are relatively 
small these, as well as a number of deaths partly due to 
alcohol, are potentially preventable through interventions  
to reduced alcohol-related harm.

Alcohol consumption does not only affect death and hospital 
admissions but also has a clear impact on the use of the 
ambulance service. Whilst this is not all due to Islington 
residents it highlights the effect of the borough’s night-time 
economy on local health services.

There are a range of services in Islington to help alcohol 
misusers reduce their alcohol consumption. However, while  
the proportion of successful treatment outcomes has increased, 
the number of people accessing these services has declined 
over time, despite data indicating there is a continuing need  
for these services. This period corresponded with a reorganisation 
of community alcohol services in Islington and some clients 
may have been lost to services during this period.

Individuals that misuse alcohol are often faced with a range  
of other factors that may affect their ability to reduce 
consumption. Unemployment and housing are two factors  
that can impact on someone’s ability to successfully enter  
and complete alcohol treatment. Those that also misuse drugs 
and/or have been referred to treatment through the criminal 
justice system are less likely to experience a successful 
treatment outcome.

by specialist alcohol nurse liaison 
teams, have the potential to reduce 
cost and improve health. The Royal 
College of Physicians recommend 
that every acute hospital has an 
alcohol health worker or an alcohol 
liaison nurse to manage patients 
with alcohol problems, deliver 
specialist interventions within the 
hospital and liaise with community 
services17. The reported impact of 
hospital liaison workers are:

• Reduced length of hospital stay

•  Reduced necessity for hospital 
attendance and admission

•  Accident and emergency 
attendance reduced

• Hospital admissions reduced

• Decrease in alcohol consumption

There are a range of models for 
alcohol liaison services including 
multi-disciplinary approaches where 
patients with alcohol-related liver 
disease are seen in joint clinics by  
a gastroenterologist, psychiatrist 
and psychiatric liaison nurse, an 
approach used at the Royal Bolton 
Hospital18. Other methods for 
delivering this service include 
alcohol nurse specialist teams that 
target problem drinkers who are 
frequent attendees within hospitals, 
in particular accident and 
emergency departments. Some 
areas, for example Middlesbrough19, 
use the voluntary sector to provide 
a service which places an alcohol 
health worker in an acute hospital 
setting to aid liaison between the 
hospital and community services.
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Key messages
•  The borough of Islington has the third highest density  

of licensed premises in London.

•  There is a relationship between the number of licensed 
premises and the number of alcohol-related ambulance 
callouts, with more ambulance callouts in areas of 
Islington with a higher density of licensed premises.

•  Islington Council is the borough licensing authority  
and sets high management standards for all licensed 
premises with a number of schemes and initiatives in 
place, including Pubwatch, Best Bar None, the Licensing 
Charter and the Purple Flag Award.

•  To manage the night-time economy, Islington Council 
applies licensing restrictions and conditions to areas of  
the borough with large numbers of licensed premises.  
These include the south Clerkenwell area, the area 
surrounding the Emirates Stadium on match days,  
the Angel Town Centre and the Kings Cross area.

•  The Council’s Trading Standards department regularly 
conducts test purchasing exercises on underage sales  
with licensed retailers. Of the 251 test purchase exercises 
carried out between April 2010 and August 2012,  
71 (28%) resulted in a sale. 

•  Illicit alcohol (counterfeit, non duty paid and stolen) is  
widely available across small retailers in Islington and 
London. The biggest problems are found with branded 
spirits, particularly vodka, and cheap Italian wine.

•  Between April 2010 and August 2012, 46 premises  
were reviewed, with 15 licences revoked, 22 licences 
suspended and 9 licences with extra conditions added  
for offences related to illegal alcohol and underage sales.

•  Evidence suggests that a number of approaches are 
required to promote alcohol-related public safety and  
safer levels of alcohol consumption. These range from 
legislative changes around minimum pricing and taxation 
and opportunities in the Police Reform and Social 
Responsibility Act, as well as local multi-agency 
approaches between Islington Council, the Police,  
the local community and licensees.
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WHY THE FOCUS ON THIS 
AREA? 

Availability of and access to alcohol 
has an important influence on levels 
of alcohol consumption. Generally 
speaking, changes in the availability 
of alcohol tend to be reflected 
sooner or later in changes in levels 
of alcohol consumption and 
alcohol-related harm1. Alcohol  
is widely available through 
commercial (bars, restaurants, 
shops) and social sources (friends, 
family, peers). Commercial 
environments are covered by 
regulations and conditions set  
out in national and local licensing 
policies. This includes regulating  
the places, times and context where 
customers can access alcohol.  
For young people and particularly 
underage drinkers, social sources  
of alcohol are more important, 
particularly as access to alcohol 
through commercial sources is  
more difficult.

Interventions that have the greatest 
impact on controlling the availability 
of alcohol are regulating physical 
availability and altering the drinking 
context1. Regulating physical 
availability includes taxation and 
pricing, ensuring minimum legal 
purchase age, restricting hours and 
days of sale, ensuring a server legal 
liability (where the person serving 
alcohol takes responsibility for 
ensuring that the customer is  
not intoxicated or underage) and 
restricting the number (or density) 
of alcohol outlets in an area. 
Interventions shown to have the 
greatest impact on changing the 
drinking context include high 
standards in outlet management, 
including policies not to serve 
intoxicated patrons, training of  
bar staff and managers, design  
and layout of outlets, and rigorous 
enforcement of on-premises 

regulations and legal requirements. 
Voluntary codes of practice used  
by bars and pubs and promoting 
alcohol-free activities are thought  
to have little if any effect1.

LICENSING

The Licensing Act of 2003 
established a single integrated 
national scheme for licensing 
premises which are used for the  
sale or supply of alcohol, provision 
of regulated entertainment, or 
provision of late night refreshment. 
Islington Council is the authority 
responsible for issuing licences for 
people / organisations who want  

to sell alcohol in Islington. The four 
licensing objectives they judge 
applications against are:

•  the prevention of crime and 
disorder;

•  public safety;

•  the prevention of public nuisance;

•  the protection of children from 
harm.

The new Police Reform and Social 
Responsibility Act 20112 gives local 
councils and police greater powers 
around a range of licensing 
activities, particularly in tackling 
problem premises (see box 5.1). 

New measures in the Act include:

• Doubling the fine for persistent underage sales to £20,000.

•  Introducing a late night levy to help cover the cost of policing the late 
night economy.

•  Increasing the flexibility of early morning alcohol restriction orders.

•  Lowering the evidential threshold on licensing authorities. Previously 
authorities had to demonstrate decisions were ‘necessary’ to 
promote licensing objectives, the amendment means decisions need 
to be ‘appropriate’. This should give authorities greater power to 
tackle irresponsible premises.

•  Removing the vicinity test for licensing representations, so that any 
person or organisation can make a relevant representation in relation 
to a premises, regardless of their geographic proximity. This will allow 
wider local community involvement.

•  Reforming the system of temporary event notices (TENs). A TEN is a 
notification to the licensing authority that an individual intends to 
carry out licensable activities for a period not exceeding 96 hours. 
The changes will extend the right to object to a notice to 
environmental health (currently only police can object); allow 
objections to be based on all licensing objectives (not just crime and 
disorder); extend the time period objections can be made within; and 
relax the statutory limits on maximum duration of a TEN to a 
maximum of 168 hours 3.

•  Suspension of premises licences due to non-payment of annual fees.

Box 5.1:  Police Reform and Social Responsibility  
Act 2011
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Map 5.1   Licensed premises by type, Islington, June 2012   The measures come into force  
during 2012 and councils will need  
to decide how to use these to  
best effect to meet local needs.  
One of the measures includes 
making health bodies responsible 
authorities, meaning they will  
also be able to make relevant 
representations around licensing 
applications. 

Islington’s licensing policy
All businesses or individuals licensed 
to sell alcohol must comply with  
the licensing conditions set out  
in the Islington licensing policy.  
The current policy, based on the  
powers in the 2003 Act, sets out 
the required standards of outlet 
management, the specific licensing 
policies and area specific issues 
relevant to Islington4.

Density of licensed premises 
in Islington
Higher densities of alcohol outlets 
are associated with increased binge 
drinking and higher levels of 
alcohol-related harm5. Islington has 
the third highest density of licensed 
premises in inner London, with an 
average of 0.8 licensed premises per 
hectare, only exceeded by the City 
of London (2.5 licensed premises 
per hectare) and Westminster (1.4)6. 
The location of licensed premises in 
Islington are shown in map 5.1. 

Density of licensed premises 
and alcohol-related 
ambulance callouts
There is a clear relationship between 
the number of licensed premises in 
an area and the number of alcohol-
related ambulance callouts in 
Islington, with more ambulance 
callouts in areas with higher density 
of licensed premises (figure 5.1). 
Map 5.2 shows the distribution of 
licensed premises and alcohol-

Note: 
On licensed premises are those that sell alcohol for 
consumption on the premises (e.g. bars). Off licensed 
premises are those that sell alcohol for consumption 
elsewhere (e.g. shops). Night cafes are premises that sell 
late night refreshments (hot food or drink, for consumption 
on or off the premises between 11pm and 5am the next 
morning). Some venues registered as night cafes also have 
an on licence.
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related ambulance callouts across 
Islington. Consistent with the 
analysis in figure 5.1, higher 
numbers of callouts tend to be in 
the areas with larger numbers of 
licensed premises. A similar pattern 
is seen between the number of 
licensed premises and alcohol-
related crime, this is discussed  
in chapter 6.

STANDARDS OF OUTLET 
MANAGEMENT

Given the density of licensed 
premises, the expected management 
standards set out in local licensing 
in Islington are high. There are a 
number of schemes and initiatives 
to raise the management standards 
for premises. This includes schemes 
like Pubwatch, Best Bar None, the 
Licensing Charter and Purple Flag 
Award7 (box 5.2).

Pubwatch is an Islington wide 
network where licensees regularly 
meet with the licensing team, the 
police and other relevant authorities. 
This scheme provides a network  
for licensed premises to share 
information and disseminate best 
practice*.

Best Bar None (BBN)8 is a national 
award scheme supported by  
the Home Office and aimed at 
promoting responsible management 
and operation of alcohol licensed 
premises. The overall aim is to 
reduce the harmful effects of 
drinking as well as alcohol-related 
crime and disorder by building a 
positive relationship between the 
licensed trade, police and local 
authorities. It sets standards for 
premises, licensees and bar staff as 
well as enforcement and regulation 
agencies, to improve knowledge 
and skills necessary to manage 
licensed premises responsibly.

Figure 5.1    Numbers of licensed premises and alcohol-related callouts across 
Islington’s Middle Super Output Areas (MSOA), 2011/12.   
Source: London Ambulance Service, provided through, and in agreement with GLA SafeStats  
(www.safestats.org.uk)
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Map 5.2   Location of licensed premises and alcohol-related ambulance callouts across 
Islington’s Lower Super Output Areas (LSOA), 2011/12.   

* Islington Pubwatch schemes: Archway, Arsenal (pubs in the vicinity of Emirates Stadium), Caledonian Road/King’s Cross, Central (Angel, Chapel Market, Essex Road, Liverpool Road and 
Upper Street areas), Club watch (late night dance venues), Clerkenwell Gay and Lesbian Pubwatch, Stroud Green.
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Over the past ten years, the Clerkenwell area  
in the south of Islington has seen an increase in  
the intensity of the night-time economy, with 10%  
of Islington’s “on licensed” venues located within  
this small geographical area. It also has one of the 
highest concentrations of late licensed premises and 
as a consequence sees the influx of thousands of 
people in the evening and at weekends. Residents, 
Councillors and local businesses report that this 
impacts on the local environment and quality of  
life experienced by local people. In response, a  
special policy relating to cumulative impact in the 
south Clerkenwell area (see map 5.3) has been 
implemented along with other measures to promote 
a safe environment in the area, e.g. The Clerkenwell 
Charter and Purple Flag scheme.

The cumulative impact special policy ensures that 
any new licence applications that are likely to add to 
the existing cumulative impact will normally be 
refused. This policy also creates a local understanding 
between the Council, licensees and residents that 
high quality standards of outlet management must 
be maintained to minimise the negative impacts of 
the night time economy on the local area.

The Clerkenwell Licensing Charter initiative for 
late night premises was developed in 2008, to help 
manage the impact of the night time economy on 
residents and authorities. A number of issues had 
been raised by residents about antisocial behaviour 
associated with late night entertainment. This 
included noise from customers both inside and 
outside premises, loud music, customers leaving early 
in the morning and noise from ‘bottling out’, where 
staff empty bottles into bins and move bins around 
after the premises have closed.

Other issues raised were litter associated with 
premises (flyers, food rubbish overflowing from  
bins, bottles / broken glass and cigarette butts)  
and drunken and nuisance behaviour (urination / 
vomiting in the street and on doorsteps, blocking 
pavements and making roads inaccessible, 
screaming, shouting and fighting).

In response to complaints from residents, the 
Charter set out a range of socially responsible  
actions that licensees should follow, with the  
three overarching aims of:

•  Encouraging their customers and staff to respect 
the local neighbourhood.

•  Promoting the highest standards of management 
inside and outside of their premises.

•  Ensuring their premises are safe to use.

All premises in the area are encouraged to join and 
be actively involved in the Charter with just over half 
of premises in the Clerkenwell area currently signed 
up. Lessons learned are being used to inform future 
actions across other areas of the Borough with a 
significant night time economy, for instance Angel.

Purple Flag
In June 2010, Clerkenwell was awarded Purple Flag 
status in recognition of the proactive management of 
the area for the benefit of residents, businesses and 
the night time economy.

The Purple Flag acknowledges that while the bar and 
pub industry can be the mainstay of cities at night, 
they need to be supported by a diverse range of 
other activities that will attract families with young 
children and older people. This includes arts & 
culture, leisure, food & dining, education, and events, 
as well as good transport links and a safe environment. 
Clerkenwell is one of only four places in London to 
achieve the Purple Flag kitemark – Covent Garden, 
Leicester Square and Victoria (all in the City of 
Westminster) are the other London locations  
with a Purple Flag.

Box 5.2: Promoting a responsible drinking environment in the Clerkenwell area
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Approximately 30 venues in 
Islington currently have the award, 
with an additional number meeting 
the standard and therefore eligible 
to apply for the BBN award this 
year. This scheme is run every two 
years in Islington and plans are to 
run it again.

Location, cumulative impact 
and saturation
Having one of the highest densities 
of licensed premises in the country 
can sometimes result in conflicts 
between residents, businesses and 
late night premises in Islington. To 
minimise impact on residents, the 
Council considers location of the 
premises, type of licence, 
cumulative impact upon the area, 
and potential areas of saturation 
(areas where no further licensed 
premises can be accommodated). 
The Council can apply restrictions  
to licensing hours or impose stricter 
conditions, particularly where there 
is evidence of poor management, 
residential complaints and evidence 
of antisocial behaviour related  
to the premises. The Council is 
currently considering the cumulative 
effect of the large number of 
premises providing licensable 
activities in the Angel, Upper Street 
and Essex Road areas following 
views from residents and local 
businesses. As well as the 
cumulative impact policy in south 
Clerkenwell, conditions are also 
attached to licensing in a number  
of parts of Islington, each reflecting 
the particular issues of the area:

•  the area surrounding the Emirates 
Stadium on match days;

•  the Angel Town Centre; 

•  King’s Cross area;

•  Bunhill.

ENFORCEMENT

All licensed premises are required  
to comply with their specific 
licensing conditions to meet the 
four licensing objectives described 
earlier. The majority of Islington 
licensees comply with the objectives 
and work in collaboration with  
the licensing team to ensure the 
conditions are met. Suspension and 
closure notices are issued as a last 
resort to premises that breach their 
licensing conditions, following 
previous warnings.

Underage sales and proxy 
sales
The Council’s Trading Standards 
department regularly conducts test 
purchasing exercises on underage 
sales with local licensed retailers. 
Test purchase exercises are carried 
out by young people (under 18) 
who make attempts to purchase 
alcohol. Of the 251 test purchase 
exercises carried out between April 

Map 5.3    Map showing the boundary of the Farringdon Area of Clerkenwell 
Cumulative Impact Area  
Purple line denotes areas where Cumulative Impact Area applies,  
see box 5.2 for details. 

2010 and August 2012, 71 (28%) 
resulted in a sale. Initiatives used 
locally to work with licensed 
premises around the importance of 
checking the age of customers have 
been shown to have a positive 
impact. For instance, following the 
Community Alcohol Project (see 
box 5.3), which provided targeted 
support to retailers about licensing 
law, no test purchase exercises 
conducted resulted in a sale.

Proxy sales (when a person over 18 
purchases alcohol on behalf of a 
minor) are often difficult for retailers 
to identify. To raise awareness about 
proxy sales, trading standards 
provide retailers with information, 
resources (posters and leaflets) and 
training about the law and how to 
manage difficult customers. 
Islington has also used awareness 
campaigns to inform members of 
the public about the law and 
penalties if caught buying alcohol 
for young people (figure 5.2).
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Illicit alcohol (counterfeit and 
non duty paid and stolen)
Illicit alcohol (counterfeit alcohol or 
genuine alcohol but where duty has 
not been paid, or where alcohol is 
stolen) is widely available across 
London, and is mainly an issue 
found in smaller retailers9. Trading 
Standards in partnership with Her 
Majesty’s Revenue and Customs 
(HMRC) often conduct spot checks 
on premises to detect illicit alcohol. 
Since April 2010, the majority of 
smaller retailers checked were 
found to be selling alcohol where 
the appropriate duty had not been 
paid (non duty paid and stolen 
alcohol) with a smaller number 
selling counterfeit alcohol. The 
biggest problems are found with 
branded spirits, particularly vodka, 
and cheap Italian wine. In response, 
Trading Standards have developed 
guidance for retailers on how to 
identify illicit alcohol products10.  
To avoid buying non duty paid 
products, retailers are advised to 
only deal with reputable traders  
and ensure they get proper invoices 
(figure 5.3).

Information is provided to retailers 
about how to recognise illicit 
alcohol, including instructions on 
recognising the standard UK Duty 
stamp (figure 5.4). It is an offence 
for retailers to sell stock without this 
stamp unless they can demonstrate 
that the goods predate the 
introduction of the scheme. The 
pink stamp will glow green, yellow 
or white under ultra violet (UV) 
light, whereas illegal stamps do not 
react at all. Poor print quality and 
labels stuck over the stamp are also 
clear indicators that the product 
may be counterfeit and therefore 
illegal. Businesses found selling 
smuggled goods are likely to be 
prosecuted and / or have their 
alcohol licence reviewed and then 
revoked or suspended.

Between April 2010 and August 
2012, 46 premises have been 
reviewed, with 15 licences revoked, 
22 licences suspended and 9 
licences where extra conditions 
were added for offences related to 
illegal alcohol and underage sales.

Figure 5.2    Raising awareness about proxy sales  

BUYING ALCOHOL  
FOR YOUNG PEOPLE....
SO WHAT’S THE PROBLEM?

Underage drinking is a more serious 
problem today than it was in the past.  
Young people are drinking more, and 
starting at a younger age.

• Islington has the second highest 
number of hospital admissions 
for alcohol-specific conditions in 
under-18s in London.

• A young person who binge drinks 
at 16 is 60% more likely to be 
alcohol dependent at 30 than 
those who don’t.

• Underage drinking is often linked 
with anti-social behaviour – more 
litter on the streets and making 
our parks and streets feel less safe.

 • Underage drinking increases the 
chance of the drinker becoming a 
victim of crime or violence.

• A young person who has been 
drinking may take more risks, 

increasing the chance of accidents 
and the risk of spreading sexually 
transmitted diseases.

Don’t pass it on!
Sometimes people aged over 18 buy 
alcohol on behalf of underage young 
people. This is called proxy sales.  
Many young people also get hold of 
alcohol at home.

• Selling alcohol to, or buying alcohol 
for, an underage person is illegal.  You 
could get an £80 on-the-spot fine 
or end up in court with a criminal 
record and a fine of up to £5,000.

• If you are worried about your child 
drinking alcohol, there is support 
and advice available.  Please see 
the other side of this leaflet for 
local and national organisations  
you can contact.

Community Alcohol Partnerships 

BUYING ALCOHOL  
FOR YOUNG PEOPLE....
SO WHAT’S THE PROBLEM?

CAP Proxy A5 2pp.indd   1 29/6/11   11:50:19

It is against the law to buy or try to buy alcohol  
for someone who is under 18 years old.

You could get an £80 on-the-spot fine or end up in court  
with a criminal record and a fine of up to £5,000.

If you know who is doing this, or where it’s happening,  
contact your local police on 101.

Calls to 101 from mobiles and landlines cost 15 pence per call,  
no matter what time of day you call or how long your call lasts.

”“
DON’T

 PASS IT ON!

Figure 5.3    Retailer poster about illegal 
products  

 LLEGAL
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Figure 5.4    Representation of a UK  
Duty stamp  
Source: UK Duty Stamps Scheme.  
www.hmrc.gov.uk
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The Islington Community Alcohol Partnership (CAP) 
was a multi-agency response to address local 
concerns about alcohol-related crime and antisocial 
behaviour amongst young people in Caledonian and 
Holloway wards.

The nine month pilot started in April 2011 and 
involved alcohol-related education in schools using 
drama and other activities for young people to 
provide an alternative to drinking alcohol and 
“hanging around on the street”. The project also 
included direct work with local licensed retailers 
about sales to minors and counterfeit alcohol,  
and a supportive neighbourhood police presence.

An evaluation of the pilot found:

•  Young people reported a better understanding  
of the risks associated with alcohol consumption

•  Levels of reported antisocial behaviour and crime 
had reduced during the project, with residents 
claiming to have greater confidence in the ability  

of the police and other public services to tackle  
the problems

•  A strengthened relationship between trading 
standards, police and local retailers, with retailers 
reporting more confidence in identifying underage 
customers, proxy sales and illicit goods

•  Results from test purchasing exercises with local 
licensed retailers involved in the pilot showed that 
following the CAP, no retailer sold alcohol to 
underage customers, where as before the CAP 
almost 30% of all test purchases were successful. 
Following the success of this programme, plans  
are underway to embed the programme in the  
pilot wards and to extend it to other areas of  
the Borough experiencing similar problems.

Box 5.3: Islington Community Alcohol Project (CAP)

WHAT WORKS

Minimum pricing and 
taxation
An increase in the minimum price  
of alcohol is likely to be among the 
most effective ways of reducing 
alcohol consumption. Recent 
reviews found alcohol demand is 
price responsive, and suggests that 
a 10% increase in affordability of 
alcohol would result in a 3.2% 
increase in consumption11. Efforts  
to prevent cheap alcohol sales must 
cover both on and off licensed 
retailers. In England it has been 
estimated that setting a minimum 
alcohol price of 50p per unit for all 
retailers would reduce violent crime 
by 2.1% and hospital admissions by 
7.4% in the first year12.

Studies have shown that tax 
increases have reduced alcohol-
related harms across a range of 
outcomes including cirrhosis 
mortality, suicide rates, alcohol-
related mortality, and road / work-
place accidents, criminal activity, 
violent crime, and criminal damage/
property offences11, 12. Alcohol duty 
is rising in the UK by 2% above 
retail inflation each year to 2014-5. 
Higher amounts of alcohol duties 
are being applied to cider and beer 
to align duty more closely to alcohol 
strength.

Policies which result in low alcohol 
products being sold at low prices 
and high alcohol products sold at 
very high prices are likely to reduce 
the total amount of alcohol 
consumed and so reduce alcohol-
related harm.

Alcohol Strategy
The 2012 Government Alcohol 
Strategy13 sets out a policy to 
introduce a new minimum unit 
price (MUP) for alcohol to make it 
illegal for shops to sell alcohol for 
less than a set price per unit. The 
strategy requires local services and 
business to address alcohol-related 
issues in their area, tackling 
excessive drinking and enforcing 
responsible behaviour. Local 
agencies will have the powers and 
tools to restrict late night alcohol 
sales and introduce a levy for 
businesses selling alcohol to 
contribute towards the cost of 
policing. The density of premises 
licensed to sell alcohol can also  
be controlled. The alcohol industry 
is being encouraged to end 
irresponsible practices and continue 



68  ANNUAL PUBLIC HEALTH REPORT 2012

5 Control and availability of alcohol continued

their commitment through the 
Responsibility Deal to foster a 
culture of responsible drinking, 
although evidence shows that  
other interventions are required  
to promote responsible industry 
behaviour. Individuals will be helped 
to change by being given the 
information and support they need, 
e.g. a national review of alcohol 
guidelines to support adults make 
informed decisions about their 
drinking is proposed. There are 
plans to develop social marketing 
campaigns to communicate health 
harms of drinking at above lower 
risk guidelines.

Changes to licensing
When the licensing system is used 
to restrict the number of outlets, 
alcohol harm and public order 
problems are reduced. Restricting 
physical availability of alcohol can 
reduce total volume consumed as 
well as alcohol-related problems. 
Studies assessing the effectiveness 
of limiting the density of alcohol 
outlets showed greater alcohol 
outlet density to be associated  
with increased alcohol consumption 
and harms including injury, violence, 
crime and medical harm. Small 
numbers of concentrated 
problematic nightlife venues often 
cause a large proportion of alcohol-
related harm, violence and injuries 
in city centres14. Restrictions on 
times when alcohol can be sold has 
been used in the past to reduce the 
availability of alcohol. A review of 
the impact of the extension in 
alcohol sales times in England and 
Wales found a shift in the timing  
of violence to later in the night with 
an increase in offences and violent 
crimes reported between 3am and 
6am. There was no clear picture of 
whether alcohol-related demands 
on A&E services and alcohol-related

admissions had risen as a result, 
some hospitals saw a fall in alcohol-
related attendances, others 
reported an increase11.

The Police Reform and Social 
Responsibility Act 20112 has taken 
forward proposals to rebalance the 
Licensing Act 2003 to give local 
authorities and the police much 
stronger powers to remove licences 
from, or refuse to grant licences  
to, any premises that are causing 
problems in the local area.

Examples of promising 
interventions
Measures that have been 
implemented to reduce harm in 
drinking environments and shown 
to have had some effect include15:

•  enforcement activities to prevent 
underage drinking through test 
purchasing;

•  policy interventions including 
programmes to reduce drink 
driving, risk assessment, provision 
of manuals and information, 
promoting an alcohol prevention 
strategy at licensed premises, 
promoting responsible service  
in respect of minors and drunk 
patrons;

•  community interventions  
with multi-agency partnerships 
implementing a range of 
measures;

•  educational interventions to 
reduce binge drinking, involving  
a brief intervention using the 
AUDIT questionnaire (see chapter 
2 for information on AUDIT) and  
a blood alcohol test.

In general, studies found that 
training of individuals serving 
alcohol, as well as policy 
interventions backed up by 
enforcement and community 
partnerships, have the potential  

to reduce alcohol-related 
problems16. These are discussed 
further in chapter 6.

Types of drinking
Research suggests the association 
between consumption of particular 
types of alcohol and alcohol-related 
harm in general does not vary much 
between types of drink (e.g. wine 
or beer). However, excessive 
drinking of spirits (e.g. vodka, 
whiskey) is more likely to be 
associated with alcohol poisoning, 
alcohol overdose death, and higher 
overall alcohol consumption 
implying that spirits are worth 
discouraging through higher 
pricing17.
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SUMMARY

Islington has one of the highest densities of licensed premises 
in London. There is a significant link between density of 
licensed premises and alcohol-related ambulance callouts and 
crime (as discussed in chapter 6), particularly in a number of 
hotspot areas in the Borough. There are a range of effective 
interventions and area-based licensing requirements in 
operation in Islington, although these initiatives have often 
been implemented on a relatively small scale or as pilots. Levels 
of alcohol-related harm in Islington are high and there is scope 
to build on and expand the effective practice already occurring.

Multi-agency action is important in licensing and enforcement, 
particularly for developing and implementing preventive and 
proactive initiatives. Islington Council has a long history of  
good partnership working with a number of local and regional 
agencies to promote public safety in relation to alcohol. While 
the Council acknowledges that although licensing is not the 
primary mechanism for controlling antisocial behaviour away 
from licensed premises, tighter controls over licensing decisions 
is part of the Council’s holistic approach to the management  
of the evening and night-time economies in the borough.

Working with licensed premises through initiatives such as 
Pubwatch, Purple Flag and the CAP is likely to contribute 
towards effectively reducing alcohol-related harm and 
promoting public safety. New measures in the Police Reform 
and Social Responsibility Act provide further opportunities to 
address alcohol-related problem areas / premises and a review 
of how these new powers can be integrated into local policy 
will contribute towards management of the Islington night-
time economy.
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Key messages
•  Alcohol is a major cause of criminal and anti-social  

activity in Islington. About 2,000 alcohol-related offences 
are reported each year in Islington, including more than 
900 violent offences. But it is likely that only about half  
of alcohol-related crimes are reported.

•  Alcohol-related harm is perceived to be a problem by 
Islington residents.

•   Increasing density of licensed premises is associated with 
higher rates of alcohol-related crime in Islington. ’Hotspot’ 
areas include the Angel and Essex Road, Clerkenwell and 
Bunhill, and near King’s Cross.

•  Licensing and regulation have an important role in  
reducing crime and anti-social behaviour linked to alcohol 
(see chapter 5) and this needs to work hand-in-hand with 
policing and other partners.

•  There are important opportunities to prevent or reduce 
alcohol-related offending and re-offending through 
community, policing and criminal justice actions, and  
multi-agency approaches. This needs to be underpinned  
by good intelligence and data sharing. Data are already 
shared effectively within Islington, and reviewing how  
this can be further developed will be beneficial, for  
instance including health data.
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WHY FOCUS ON THIS AREA? 

Alcohol is associated with a wide 
range of criminal and anti-social 
behaviours (ASB), particularly public 
drunkenness and street drinking, 
violence, domestic violence, injury, 
victimisation, and deaths and 
casualties linked to road traffic 
accidents. About ten percent of  
all reported crimes are recorded as 
alcohol-related, but this is likely to 
underestimate the impact of alcohol 
on crime. The British Crime Survey 
estimates that only about 40% of 
alcohol-related assaults are reported 
to the police1.

The National Institute of Health  
and Clinical Excellence estimates 
that alcohol-related crime costs 

£8bn per year2, which includes 
security and insurance, damaged 
and stolen property and other  
costs to victims, as well as policing, 
courts, prisons and probation.  
This figure does not include health 
service costs arising from alcohol-
related crime.

There are particular links to the 
night time economy, with over half 
of alcohol-related violent incidents 
taking place in or around bars and 
clubs3 and the trend of “pre-loading” 
(drinking at home before going  
out to a bar or club) increasing  
the risk of alcohol-related violence 
and disorder4.

Alcohol misuse is particularly 
prevalent among prison populations 
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and increases the risk of re-offending 
on release5. This is acknowledged as 
a key risk factor in predicting violent 
re-offending6.

Crime and ASB associated with 
alcohol therefore place a significant 
burden across a range of public 
services, businesses and local people 
and communities. Impacts are felt 
across physical, mental and sexual 
health, and can have devastating 
effects on victims, families and 
communities7. Tackling alcohol-
related crime and ASB requires 
multi-agency action, which in 
Islington is coordinated by the  
Safer Islington Partnership.

PERCEPTIONS OF ALCOHOL-
RELATED CRIME AND  
ANTI-SOCIAL BEHAVIOUR

The British Crime Survey found  
that 53% of respondents thought 
alcohol was a major cause of crime, 
ranking third after drugs (68%), 
and lack of parental discipline 
(67%)8. Londoners’ top concerns 
about alcohol-related harm are 
crime (72%) and ASB (58%) ahead 
of concerns over long-term health 
impacts such as liver disease (48%) 
and short-term health issues such  
as hangovers (33%)9. 47% of 
victims of violent offences and  
38% of victims of domestic violence, 
believed the offender to be under 
the influence of alcohol10.

ALCOHOL-RELATED CRIME 
AND ASB IN ISLINGTON

1,926 offences identified as alcohol-
related were reported to police in 
Islington in 2011/12. 930 (48%) 
were violent crimes, similar to 
England (45%)11, and 72 (4%)  
were sexual offences (figure 6.1). 

Many alcohol-related offences  
go unreported to the police.  
Crime survey data, which looks  

Figure 6.1   Types of alcohol-related crime reported in Islington, 2011/12   
Source: MPS crime data, Islington Intelligence Unit, June 2012

at unreported as well as reported 
crime, estimates that there were 
around 2,700 alcohol-related  
crimes in Islington in 2010/11,  
of which 1,880 were violent. 
Islington’s estimated rate in 2011/12 
(13.8 per 1,000 population) was 
higher than the London (11.1) and 
England (7.0) rates12.

Alcohol-related sexual offences
Alcohol is a major factor in sexual 
offences, with 58% of men 
imprisoned for rape having 
consumed alcohol prior to the 
offence13. In 2011/12 there were  
72 alcohol-related sexual offences 
reported in Islington, including  
37 offences of rape. The North 
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Figure 6.2   Suspects and victims of alcohol-related crime, by gender, 2011/12   
Source: MPS crime data, Islington Intelligence Unit, June 2012
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London Rape Crisis Centre reports 
an increasing number of women 
presenting as victims of drug 
facilitated sexual assault (where 
drinks have been “spiked” with 
sedatives), with 8 presentations in 
Islington between December 2010 
and February 2012.

Drink driving 
The Metropolitan and City of 
London police forces undertook 
86,598 roadside breath tests in 
London in 2010/11, of which  
15% were positive or refused, 
compared to 12% across England 
as a whole. In 2009, there were  
20 deaths, 90 serious injuries and 
580 slight injuries resulting from 
drink driving across London14. 
Nationally, drink driving rates have 
shown a downward trend over the 
last decade15. Figures specifically for 
Islington are unavailable.

Suspects and victims of 
alcohol-related crimes
Among suspects of alcohol-related 
crime in Islington, the large majority 
are men (82%). The peak rate is  
in the 18-24 year old age group. 
About 65% are described as  
White, with the next largest group 
described as Black (22%). Men  
are slightly more likely to be victims 
than women (figure 6.2), with a 
more pronounced gender difference 
in violent crime (60% males). Rates 
of being a victim are similar across 
the 18-24 to 45-54 year old age 
groups. 72% of victims are described 
as White and 15% as Black 
(figures 6.2, 6.3, 6.4).

Alcohol-related crime most commonly 
occurs at night, up to midnight  
on Sunday to Thursday, and up to 
04:00am on Saturday and Sunday, 
reflecting the periods when bars 
and nightclubs are at their busiest 
during weekends. Alcohol-related 

Figure 6.4   Perceived ethnicity of suspects and victims of alcohol-related crime, 2011/12   
Source: MPS crime data, Islington Intelligence Unit, June 2012

Figure 6.3    Number of suspects and victims of alcohol-related crime, and rates per 
1,000 population, by age, 2011/12   
Source: MPS crime data, Islington Intelligence Unit, June 2012
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Figure 6.5    Day and hour of reported alcohol-related crime and alcohol-related 
ambulance callouts, 2011/12   
 Source: MPS crime data, Islington Intelligence Unit and: London Ambulance Service, provided through,  
and in agreement with GLA SafeStats (www.safestats.org.uk).
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Figure 6.6    Number of licensed premises and alcohol-related crime by Middle Super 
Output Area (MSOA), Islington, 2011/12   
 Source: MPS crime data, Islington Intelligence Unit, June 2012, Islington Council licensing data.

ambulance callouts follow a similar 
pattern (figure 6.5). Alcohol-related 
ambulance callouts are discussed in 
more detail in chapter 4.

Sharing datasets across different 
agencies is beneficial in understanding 
the impacts of alcohol related harm. 
For instance figure 6.6 uses data 
on the number of licensed premises 
and alcohol-related harm to 
highlight a general link in Islington 
between the number of licensed 
premises and the number of 
alcohol-related crimes in an area, 
with number of crimes tending  
to increase with the number of 
licensed premises. The pattern is 
similar to that seen between the 
number of alcohol-related ambulance 
callouts and density of licensed 
premises as discussed in chapter 5. 
The type of licence (on- or off-
licence) or the type of crime (violent 
or non-violent) makes little difference 
to this pattern. This challenges the 
local perception that alcohol-related 
crime is only connected to on-
licensed premises.

Large numbers of licensed premises 
and good public transport links  
in the Angel/Upper Street area, 
King’s Cross, Bunhill, and south 
Clerkenwell, make these areas 
popular entertainment destinations. 
However, the same combination 
also contributes to high levels of 
alcohol-related crime. Another 
hotspot for alcohol-related crime 
runs north from Highbury Corner 
along the Holloway Road. Seven 
Sisters Road, between the Nag’s 
Head and Finsbury Park Station, is 
an area popular with street drinkers 
and also experiences high levels of 
alcohol-related crime.

Map 6.1 shows the areas where 
alcohol-related crime is high (more 
than twice the average number of 
crimes recorded per lower super 
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output area in Islington, shown in 
yellow) and very high (more than 
four times the average, shown  
in red). The map also shows the 
density of licensed premises across 
Islington, and the proximity of 
underground and railway stations 
to areas that experience high levels 
of alcohol-related crime.

This highlights an important link 
between availability of alcohol, 
patterns of consumption and crime 
and ASB, with international evidence 
showing reducing alcohol outlet 
density can reduce violence and other 
alcohol-related harm16. Chapter 5 
looks in more detail at the control 
and availability of alcohol.
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Map 6.1   Alcohol-related crime hotspots in Islington, 2011/12   
Source: MPS crime data, Islington Intelligence Unit, June 2012

ANTI-SOCIAL BEHAVIOUR 
(ASB)

Alcohol is an important contributor 
to ASB, although this is less well 
recorded than alcohol’s involvement 
in crime. It is often reported to the 
Council or a social landlord, rather 
than to the police. Alcohol-related 
ASB can substantially affect people’s 
quality of life. It can be intimidating, 
cause nuisance and disorder, and 
degrade public spaces which can 
become a ‘no go’ area for residents 
and the community (figure 6.7). 

Islington Council’s Place Survey 
shows that 42% of residents in 
2009/10 thought people being 
rowdy or drunk in public places  
was a problem (compared to  
38% in 2003/4), significantly  
more than London (36%) and 
England (29%)17.

A frequent example of ASB is street 
drinking, particularly in the summer 
months, and is often associated 
with other forms of ASB/crime  
such as open drug use and violence.  
Because of its transient nature it is 
difficult to quantify the amount of 
street drinking occurring. However, 
data regarding street drinking, the 
movement of hotspots and street 
drinkers is monitored by Islington’s 
outreach data which Community 
Safety, Greenspace (who manage 
parks and green space) and the 
Police feed into. Current data 
suggests 150 and 189 incidents  
of street drinking in 2010/11 and 
2011/12 respectively. Outreach 
teams work with street drinkers  
to provide support before using 
enforcement. Other initiatives 
include redesigning hotspot areas 
to make it difficult for people to 
congregate for drinking.

Interventions to reduce ASB 
Islington Council launched a new 
ASB service at the start of 2012. 
Between January and June, 4,908 
complaints for ASB were recorded, 
including 236 for noise from music, 
62 due to noise from people around 
licensed premises, 182 for rowdy/
drunken behaviour and 7 for drinking 
in a public place. Other complaints 
may have arisen from alcohol-

related ASB, but not been recorded 
as such. A single database for ASB 
reports and incidents across the 
Council has been introduced as  
part of the new service, enabling  
all data to be captured in one place 
and linked to other information, 
including police data. This system 
helps services target their efforts 
more effectively as well as identify 
hot spots areas more easily.
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Figure 6.7    Public perception of anti-social behaviour   
 Source: British Crime Survey 2008/09.

Grenville Road Gardens is a small 
green space and children’s play 
area in a residential street in the 
north of the borough. In 2009, 
street drinkers began to gather 
and drink in the park. Their 
increasingly loud and rowdy 
behaviour attracted other people 
thought to be involved in drugs, 
and they often brought large  
dogs into the park. Residents  
felt that their children could  
no longer use the play facilities 
because of the increase in drunken 
adults using the park as a toilet, 
being rowdy and abusive, and 
perceived drug-related activity. 
Fear of crime increased and 
confidence in the authorities 
decreased.

The problem was taken to the 
North Multi-Agency Geographical 
Panel in Islington (MAGPI),  
where a problem solving  
approach involving residents  
and agencies identified a number 
of interventions. An action plan  

to reduce the number of drinkers 
causing ASB in the park, increase 
the involvement of drinkers in 
treatment and support services, 
and reduce residents’ fear of  
crime was put in place.

Environmental improvements were 
made and trees and bushes cut 
back to increase natural sight lines. 
Tenants of supported housing in 
the street were reminded that ASB 
by any of their visitors may affect 
their tenancy (although it later 
transpired that this had not been  
a major problem). 
The Safer 
Neighbourhood 
Team, Park Guard 
(park patrols), and 
Outreach Teams 
increased patrols 
and shared 
information. 
Although  
there was no 
Designated 
Public Place 

Order in force at that time, the 
police used existing powers to 
displace people causing ASB.  
The most prolific offenders  
were identified and Acceptable 
Behaviour Contracts negotiated, 
whereby individuals agreed not to 
urinate in public, swear or verbally 
abuse anyone, or gather in groups 
of three or more consuming alcohol.

Following the interventions, the 
number of incidents fell dramatically 
and have remained low.

Box 6.1: Tackling alcohol-related anti-social behaviour in Islington
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Safer Neighbourhood  
Task Force 
The Safer Neighbourhood Task Force 
is a team of six officers working 
from 8pm to 6am Thursdays  
to Saturdays to deal with ASB 
associated with late-night clubs  
and pubs, as well as other forms  
of ASB. Licensed premises staff and 
licensing officers are able to contact 
the taskforce directly. The team  
also undertakes proactive crime 
reduction visits to licensed premises, 
and works alongside the MAGPIs 
and Safer Neighbourhood Teams.

ALCOHOL INTERVENTIONS  
IN THE CRIMINAL JUSTICE 
SYSTEM

Arrest Referral Scheme 
This service is available in Islington’s 
custody suites on a voluntary or 
referral basis. Substance misuse 
counsellors make contact with 
suspects held in police cells after 
arrest but before prosecution.  
The service assesses an average of  
20 clients per month, and between 
April and June 2012, 54% of  
those assessed received a brief 
intervention or referral to alcohol 
services. The primary objective is a 
reduction in alcohol-related crime 
and reduced re-offending linked  
to alcohol consumption. At present, 
the service is provided by counsellors 
employed by the substance misuse 
service when capacity allows for this 
more proactive approach.

Figure 6.8 shows the prevalence  
of drinking levels among people 
referred to the arrest referral 
scheme between April and June 
2012. Compared to estimated 
patterns of drinking among the 
general population in Islington,  
the proportions of people in the 
Arrest Referral Scheme drinking  
at harmful and dependent levels  
are much higher.

Alcohol treatment 
requirements 
Courts have the power to attach  
an Alcohol Treatment Requirement 
to a community or suspended 
sentence, whereby the offender 
must agree to treatment for  
alcohol use for up to two years  
for a suspended sentence or three 
years for a community sentence.  
A dedicated worker from Islington’s 
treatment provider (CASA) provides 
a weekly satellite service at the 
probation offices. Interventions  
that are offered are motivational 
interviewing, harm reduction advice, 
relapse prevention, and onward 
referral within the treatment 
system. Offenders are offered  
up to 12 individual sessions over  
a three to six month period.

Figure 6.8    Prevalence of drinking levels, alcohol arrest referrals, April to June 2012   
 Source: Islington Community Safety Partnership Unit

Multi-Agency Geographical 
Panels in Islington 
MAGPIs (Multi-Agency Geographical 
Panels in Islington) are groups of 
people from across the Borough 
that work together to tackle local 
nuisance, ASB, and crime. The 
MAGPI members discuss ways to 
solve problems, developing action 
plans (box 6.1). Usually, several 
agencies will work together to solve 
one problem with multiple facets. 
Each panel has core members from 
Islington Council and other local 
agencies, including registered social 
landlords, Islington police, voluntary 
groups, and ward councillors.

MAGPIs are able to use a range  
of actions to tackle ASB, including 
targeting parks patrols, street 
outreach and sending ASB out-of-
hours teams to hotspot areas, joint 
patrols of services and organising 
visual assessments to identify 
physical or environmental factors 
that contribute to ASB, and making 
changes or recommendations to  
the environment, and supporting 
local youth groups.

If ASB is persistent, the Council  
can issue ASB orders, acceptable 
behaviour contracts, or dispersal 
orders (which require groups of  
two or more people to leave the 
area and not return for 24 hours).  
A borough-wide “Designated Public 
Place Order”, which gives the police 
the power to ask people within  
a defined area who are behaving  
in an anti-social manner, to stop 
drinking and hand over any alcohol 
in their possession, has been in 
place since August 2011.

Higher risk
drinking

42%

Increasing risk
drinking

25%

Lower risk
drinking

17%

Dependent
drinking

16%
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Probation 
The Probation Service is responsible 
for supervising people serving 
community sentences and prisoners 
released on parole or on licence.  
It uses an Integrated Offender 
Management Framework designed 
to ensure that agencies work 
together to improve public safety, 
rehabilitate offenders, and reduce 
re-offending. In 2011, alcohol misuse 
was identified in 1,027 cases (37%) 
managed by the Islington service 
(similar to the national estimated 
percentage18), often linked to 
offending behaviour. Social factors 
such as housing, education and 
employment are significantly 
associated with re-offending,  
and need to be addressed in 
conjunction with alcohol19.

Prisons 
Islington has two prisons. Pentonville 
is a men’s prison predominantly 
serving prisoners on remand or 
awaiting sentence, with two-thirds 
staying at the prison for less than 
three months. Holloway is a women’s 
prison for adults and young offenders 
with an average length of stay at 
the prison of 45 days.

Islington’s recent Prison Needs 
Assessments found high levels of 
alcohol misuse within the prison 
populations. Fifteen percent of 
prisoners screened at reception,  
in both Holloway and Pentonville, 
reported drinking 16 or more units 
a day (equivalent to at least 112 
units a week). Non-response and 
under-reporting is a problem, so  
the true level of need is likely to  
be higher. Screening of prisoners 
referred to the Alcohol Intervention 
Services found a high proportion 
were dependent drinkers (65% at 
Pentonville and 38% at Holloway) 20,21. 
Among prisoners who are heavy 
drinkers (16 or more units a day), 

co-morbidity with substance use 
and mental health problems is high: 
54% of male prisoners and 62% of 
women prisoners reported a current 
or previous mental health problem; 
and drug use was reported by 54% 
at Pentonville and 70% at Holloway. 
Prisoners with alcohol problems are 
more likely than other prisoners to 
come into prison with pre-existing 
difficulties, such as housing needs 
and health problems22.

Service provision aims to support a 
reduction in alcohol use by prisoners 
through case management and 
clinical and psycho-social services.  
A prisoner reporting alcohol misuse 
at reception is assessed by the 
‘Counselling, Assessment, Referral 
Advice, Throughcare’ (CARAT)  
team for assessment and referral  
to an alcohol programme or group 
sessions, among other services.  
First night care for alcohol users  
and detoxification are also provided. 
New Alcohol Intervention Services 
(AIS) were introduced at both 
prisons in 2011 to provide cognitive 
behavioural therapy to increasing 
and higher risk drinkers.

Drugs Intervention Programmes 
(DIP) support prisoners on release.  
Good communication between  
the prisons and the DIP teams  
both in Islington and other boroughs 
is important because the majority  
of prisoners released reside outside 
of Islington.

The needs assessments found 
prisoners and staff at both prisons 
had positive experiences and 
opinions of the CARAT team’s  
ability to meet prisoners’ needs,  
and high proportions of prisoners 
receiving alcohol treatment  
were motivated to stop drinking: 
59% at Pentonville and 68% at 
Holloway. Short sentence lengths, 
transfers to other prisons, and high 
levels of alcohol dependency with 

concurrent substance misuse or 
mental health problems present 
particular challenges for ensuring 
prisoners have the full opportunity 
to benefit from services. 31% of 
male prisoners and 28% of female 
prisoners thought that they would 
have a problem with alcohol 
following their release, particularly 
dependent alcohol users23,24. Both 
prisoners and staff identified the 
importance of successful transition 
to community alcohol treatment 
services on release.
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WHAT WORKS

Initiatives to help reduce alcohol-
related crime and ASB are closely 
linked to regulation and enforcement. 
As discussed in chapter 5, evidence 
shows a link between alcohol 
pricing, consumption and criminal 
harm, and that increases in alcohol 
tax/price are associated with 
reductions in a range of criminal 
activity and offences25.

Improving the drinking environment 
can help reduce crime and disorder 
in licensed premises. Ensuring 
adequate venue capacity and an 
appropriate ratio of customers to 
seating, and the presence of door 
security to control numbers entering 
and prevent entry or re-entry to 
drunk or disorderly individuals can 
reduce crime26. Improving premises 
ventilation, access to free water and 
safer polycarbonate glasses, good 
street lighting and adequate public 
transport can all support safer 
drinking environments27. Alcohol 
server interventions and staff training 
programmes focusing on preventing 
violence have demonstrated  
a reduction in aggression28.  
The Stockholm Prevents Alcohol 
and Drug Problems project combined 
increasing awareness and knowledge 
of alcohol-related harms in the 
community, responsible beverage 
server training, and enhanced 
enforcement. Over ten years it 
found an increase in refusals to 
serve alcohol to intoxicated people 
and an estimated reduction in 
violent crime of 29%29. Another 
project, which included training for 
bar staff by emergency department 
consultants and police, and enhanced 
enforcement, found that city centre 
assault injury prevention can be 
achieved through interventions 
targeted at high risk licensed 
premises30.

In terms of policing and criminal 
justice, Home Office evaluations  
of arrest referral services found  
them to be of value in identifying 
dependent drinkers and directing 
them to more intensive interventions. 
The evaluation did not find a 
significant reduction in re-arrest 
rates, although there was some 
evidence of a reduction in overall 
alcohol consumption among the 
intervention groups31.

Alcohol diversion schemes involve 
issuing a fixed penalty notice to a 
person arrested for alcohol-related 
offences such as being drunk  
and disorderly or causing criminal 
damage. The notice is generally 
given in a custody suite, and the 
offender is given the option of 
either paying the fine or attending 
an alcohol awareness session and 
accepting a smaller fine. Evaluation 
has shown that attendees are able 
to recognise that their drinking had 
resulted in inappropriate behaviour 
which invited arrest32. A similar 
scheme in Birmingham showed  
a reduction in re-offending at  
18 months33.

The Screening and Intervention 
Programme for Sensible Drinking 
(SIPS) project found the proportion 
of offenders in probation who were 
drinking at risky levels decreased  
as much after brief feedback as  
part of routine probation supervision 
meetings as with longer lifestyle 
counselling/advice. Successful 
implementation was associated 
with promotion by champions and 
sustained and significant support 
from specialist alcohol workers34.

Systematic recording of where  
an assault victim’s last drink was 
purchased or consumed has been 
shown to be effective in better 
targeting and tackling violent 
alcohol-related crime35.
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Alcohol misuse is particularly prevalent among prison 
populations, increasing the risk of re-offending on release36  
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1. INTRODUCTION: THE CASE FOR ACTION
The introduction to this year’s report acknowledged that alcohol 
can play an important and positive role in British culture, 
enhancing social and family life. In addition alcohol is an 
important part of Islington’s thriving night-time economy.  
The vast majority of people enjoy alcohol without causing  
harm to themselves or others. However, alcohol is becoming  
an increasingly significant cause of personal, social and 
economic harm. The burden of alcohol-related harm is  
felt across the NHS, public services, the economy and local 
communities. This report has articulated key trends and the 
multiple impacts alcohol has on the population of Islington.
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Consumption patterns:
•  Around a fifth of people living in 

Islington are drinking at levels that 
put themselves at increased risk,  
a further 7% drink at higher risk 
levels1.

•  Around a fifth of people in 
Islington binge drink1.

•  National data shows a general 
trend of increasing consumption, 
as well as an increase in 
affordability of alcohol.2

•  Nationally, those aged 45-64 
years were the group most likely 
to be drinking above national low 
risk drinking guidelines. Average 
weekly consumption was also 
greater in this age group than  
in any other group2.

•  The impacts of alcohol-related 
harm are felt at all ages and  
at all levels of consumption  
– not just in the most obvious 
groups like dependent and binge 
drinkers associated with anti-
social behaviour in town centres. 
Often alcohol-related harm  
can go unnoticed, and it is not 
necessarily the heaviest drinkers 
that account for most of the 
alcohol-related burden experienced 
within the population as a whole.

Health impacts:
•  Islington has the highest rate  

of deaths in men linked to alcohol  
in London, and is significantly above 
the rate for England. The rate in 
women is not significantly different 
from London or England1.

•  Admissions to hospital linked to 
alcohol in Islington are significantly 
above the average for London. 
Admissions are also greater in 
people living in more deprived 
areas of the borough1.

•  Nationally, alcohol mortality is 
greatest in those aged 55-75 years 2.

•  People with alcohol misuse 
problems often face added 
complexities of unemployment, 
homelessness or housing issues, 
health problems and multiple 
drug use. In Islington, of those  
in alcohol treatment services, 
21% reported drug use and  
17% a mental health problem3.

Public perception:
•  Londoners’ top concerns about 

alcohol-related harm are crime 
and anti-social behaviour. 
Furthermore, 48% of those 
surveyed were worried about  
the long-term health impacts  
of alcohol4.
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•  Over 60% of people in Islington 
said they were concerned or quite 
concerned about alcohol-related 
crime and violence5.

•  Information from the London Drink 
Debate suggests people are put 
off from using town centres at 
night due to fear of crime and 
anti-social behaviour4.

Crime, anti-social behaviour 
and alcohol availability:
•  Islington has the third highest 

density of licensed premises in 
inner London, with over 1200 
licensed premises in total.

•  There were over 1900 reported 
alcohol-related offences in 
Islington in 2011/126.

•  There is a general link between 
the number of licensed premises 
and an increase in alcohol-related 
crimes in Islington: areas with a 
higher number of licensed premises 
also have a higher number of 
alcohol-related crimes.

Social:
•  Young people with alcoholic 

parents are approximately five 
times more likely to develop 
alcohol-related problems than 
those with non-alcoholic parents7.

•  In Islington during 2011/12,  
114 individuals who presented  
to alcohol services for the first 
time had contact with children, 
either as a parent or by living in  
a household with children.

•  Islington has the third highest rate 
in London of working age persons 
claiming incapacity benefits due 
to alcoholism1.

Economic:
•  The cost of hospital admissions 

related to alcohol in London has 
been estimated at £264 million, 
or £34 for every London resident. 
In Islington, this rises to £39 for 
every resident8.

•  Alcohol-related harm causes 
significant costs to society, such  
as crime and disorder, social and 
family breakdown and sickness, 
estimated as at least £25.1 billion 
nationally9.

There is, therefore, a clear case  
for reducing the burden of alcohol-
related harm in Islington. This is 
further supported by regional and 
national priorities and strategies.  
For instance, the London Health 
Improvement Board (LHIB) has 
identified alcohol as one of its 
priority areas. It suggests three  
key pillars for initial regional action 
as being: development of a London 
vision; ensuring alcohol is supplied 
responsibly and; ensuring interventions 
are in place to support those most 
at risk. The LHIB stated that:

‘There is a strong case that  
to improve the health and 
well-being of Londoners’ 
there is a need to address 
alcohol-related harm’10

Alcohol-related harm is a multi-
factorial issue that spans multiple 
settings, environments and agencies. 
A joined up, strategic approach, 
which includes statutory, community 
and voluntary organisations, is 
essential in enabling success in 
reducing the significant harms 
associated with alcohol. Within 
Islington, the Safer Islington 
Partnership (SIP) provides this 
strategic partnership. This report 
recommends six key areas where 
work should be focused and it is 
important that the SIP is used to 
support and develop these. Four  
of the priorities focus on specific 
areas of alcohol harm reduction;  
the remaining two are overarching 
enablers (figure 7.1). Implementation 
of these recommendations should 
dovetail with regional work  
around alcohol, as well as the  
2012 National Alcohol Strategy.

Figure 7.1   Recommended priority areas  
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2. INCREASING AWARENESS
2.1  Population awareness  
of sensible drinking and 
alcohol-related harm
There is a key need to raise awareness 
of official guidance about drinking 
levels and the impacts of higher 
consumption. A quarter of adults 
are unaware of official guidance on 
alcohol limits, and of those who are 
aware, fewer than half can correctly 
identify the recommended levels for 
men11. Whilst messages about drink 
driving, supported by a range of 
enforcement measures and campaigns, 
have been highly effective, there  
is a need to develop effective 
messages around general drinking.

Addressing the social acceptability 
of higher alcohol consumption is 
important, too. A recent national 
survey found 83% of people who 
regularly drink above national 
guidelines felt that their drinking 
was not putting them at risk.  
Unlike smokers, whom when  
asked, a majority want to quit,  
only 18% of those who drink  
above recommended levels wanted 
to change their behaviour11.

A ‘one size fits all’ approach to 
increasing alcohol awareness will 
not have the desired effect and 
needs to be tailored to particular 
population groups and audiences 
using a variety of methods. 
Awareness also needs to span 
across all ages from families with 
children through to older people.

The longer a young person waits  
to drink alcohol the less likely they 
are to experience detrimental effects 
of alcohol in later life. Families need 
to be provided with guidance and 
support around the impacts of 
alcohol on children and young 
people. Working closely with 
education providers and those 
coming into contact with families, 
such as Children’s Centres, to ensure 
work promoting healthy lifestyles 
encompasses alcohol as an important 
component of this.

2.1 Clear consistent messages 
around alcohol-related harm and 
sensible drinking to be developed 
and promoted as part of a local 
awareness programme.

2.2 Alcohol to be embedded in 
healthy lifestyle work occurring  
as part of the Healthy Children’s 
Centres initiatives and with local 
education providers.

2.3 Single Point of Access for 
alcohol services to be widely 
promoted within the borough, 

and treatment pathways 
reviewed to ensure access  
to services is easy and clear  
– both for individuals affected  
and professionals coming into 
contact with those who could 
benefit from support.

2.4 Training on raising the issue  
of alcohol should be further 
promoted. Staff working in a 
range of frontline local services  
and voluntary organisations 
should be encouraged to attend.

Recommendations

Levels of binge drinking were found 
to be higher in Islington than the 
London average and national evidence 
shows binge drinking is greater in 
young people under 25 years of age. 
It is important that clear consistent 
messages around the importance  
of sensible drinking are promoted 
to young people, including through 
the universities and higher education 
colleges in Islington.

National analysis identifies that 
those in middle age (45-64 years) 
were the group with the greatest 
proportion drinking at above 
nationally recommended levels,  
as well as having the greatest 
average weekly consumption  
of alcohol units12. This is a group 
not commonly identified as part  
of the binge drinking culture and 
are unlikely to be aware of the 
effect their drinking could be  
having on their health; hence a 
prime example of a hidden group  
in terms of alcohol-related harm.  
It is important that those aged  
over 40 are not forgotten and that 
messages relevant to this age group 
are clearly promoted. This work 
should cover advice around what 
low risk drinking is, screening and 
brief advice, and how to access 
treatment services. General practice 

is in a particularly good position  
to increase awareness of alcohol-
related harm and sensible drinking 
among this age group.

2.2  Awareness of local 
services to support people 
with alcohol-related problems
A range of support materials, as 
well as a single point of access, is 
available within Islington for those 
needing alcohol treatment services. 
However, the level of awareness  
of these amongst both the public 
and frontline staff is unclear.  
A survey of Londoners found  
that only one-in-five people knew 
where to go for help for an alcohol-
related problem5. It is vital that 
people know what services are 
available locally. Islington’s single 
point of access for alcohol services 
needs to be further promoted 
through multi-media campaigns  
to support easy access to services.

Front line staff need to have  
the skills and confidence to raise  
the issue of alcohol-related harm. 
Local awareness training is available 
in Islington. Going forward, this 
training needs to be further promoted 
to ensure it is accessed by a range 
of front-line staff providing services 
across the borough.
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3. STRENGTHENING ENFORCEMENT
Islington has a thriving night-time 
economy and this brings a number 
of benefits to the borough. However, 
it is vital the benefits are balanced 
against the harms. Successful local 
initiatives to minimise detrimental 
effects include the use of  
saturation zones in Clerkenwell,  
the Community Alcohol Partnership 
and the Purple Flag accreditation 
and Pubwatch schemes. These 
initiatives have often been 
implemented on a relatively small 
scale or as pilots. Islington needs  
to explore how best practice  
and lessons learned from these 
successes can be expanded and 
embedded. This may require  
a review of resources available  
to support these initiatives. It will  
be important to build on existing 
partnership strengths, as well as 
assess cost-effective approaches, 
including exploration of models  
for using joint budgets to fund 
projects. The introduction of the 
Late Night Levy, which enables 
boroughs to charge for on and  
off licence sales between midnight 
and 6am, is one possible mechanism 
for generating revenue to support 
these developments.

National changes to the Licensing 
Act and the Police Responsibility 
Act13, as well as proposals in  
the 2012 Alcohol Strategy14, will 
give additional powers to local 
authorities to tackle alcohol-related 
harm. Islington needs to critically 
review and embed these powers 
into local licensing and enforcement 
to ensure concerns around over-
saturation of licensed premises and 
the negative impacts this is having 
on those who live, work and 
socialise in Islington are taken into 
account. Particular areas to review 
include widening the use of 
saturation and cumulative impact 
policies in places where alcohol is 
having a particularly detrimental 
effect, as well as the times in which 
premises are allowed to sell alcohol, 

including 24 hour off licences. 
Health services need to engage  
fully in this and ensure the links 
between density of licensed 
premises, alcohol availability  
and indicators of health related 
harm, such as ambulance pick-ups, 
inform licensing decisions.

There are also greater powers for 
individuals and local communities  
to input to local decisions14.  
The vicinity test on licensing has 
been removed, meaning the wider 
community can input into a decision 
to grant or revoke an alcohol 
license, and not just those  
living in the immediate vicinity.  
Local communities need to be 
made aware of the increased 
opportunities to have their say 
about local decisions.

Effective licensing and enforcement 
works hand-in-hand with policing 
and other partners involved in 
reducing alcohol-related harm, 
underpinned by good intelligence 
and data sharing. Data is already 
used effectively within Islington,  
and reviewing how this can be 
further developed will be beneficial. 
For instance, it can be used to 
identify areas where additional  
data is available, including health 
information.

3.1  Ensure licensing, health 
services and communities in 
Islington use new powers to  
make representations in relation 
to license applications and 
amendments effectively.

3.2  Review Islington’s licensing 
policy to ensure it uses changes  
in national legislation to further 
support a robust, fair and 
stringent approach to licensing 
and enforcement in Islington 
which is fit for purpose, 
including use of cumulative 
impact / premises saturation 
policies and guidance around 
opening hours.

3.3  Explore approaches to 
expand initiatives found to 
successfully address alcohol-
related harm to larger parts  
of Islington.

3.4  Review the Islington Alcohol 
Harm Reduction Strategy to 
ensure the associated joint  
action plan is fit for purpose  
and addresses local need.

Recommendations
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4. IDENTIFICATION AND BRIEF ADVICE
Opportunistic case finding followed 
by delivery of simple brief advice 
(IBA) is highly effective in identifying 
and reducing alcohol-related harm 
in a range of health and non-health 
settings. For every eight people  
who receive advice, one will reduce 
their drinking to lower risk levels. 
This compares very well to smoking 
where one in twenty given brief 
advice and one in ten given advice 
and NRT change their behaviour15. 
Over time this should help to reduce 
A&E attendances, admissions and 
other associated costs of alcohol-
related harm. Intervening in men 
aged over 35 years who regularly 
drink over 50 units a week could 
reduce alcohol-related admissions 
nationally by 13,000 over three 
years15. Screening and brief advice 
within general practice could save 
£58,000 for every 1,000 screened16.

Locally, screening and brief 
intervention is occurring in a 
number of settings including 
primary care, A&E and the criminal 
justice system and is already 
included within NHS Health Checks. 
However the approach is not 
necessarily being used systematically, 
nor is the collection of data on IBA 
sessions or subsequent outcomes 
robustly recorded. There is substantial 
scope to embed and extend the  
use of IBA in Islington, particularly 
targeting groups who are at 
increased risk.

A number of approaches have  
been shown to successfully increase 
provision of IBA. Web-based self- 
assessment tools are being piloted, 
which may be attractive to people 
who are unlikely to go for a health 
check or regularly use primary care. 
There are also opportunities to 
expand the locations and settings 
where IBA occurs, for example 
dentists, as well as further 
embedding within general practice 
and those in hospitals (both as in 
and outpatients). Active training, 
support and monitoring needs  
to be in place, with good access  
to other alcohol treatment services 
when additional needs are 
identified.

4.1  Review approaches to data 
collection as part of the IBA 
process, including outcomes, to 
ensure relevant and systematic 
data are available to better 
understand patterns of use, 
inequalities, and effectiveness.

4.2  Expand the use of IBA across 
a range of venues and settings 
across the Borough.

4.3  Examine alternative 
approaches for the delivery  
of IBA, using web-based tools  
and applications.

4.4  Build on existing 
commissioned training provided 
to frontline staff on raising the 
issue of alcohol. Ensuring the 
content continues to cover the 
most appropriate techniques for 
raising the issue of alcohol and 
signposting to other levels of 
support.

4.5  Review best practice from 
elsewhere and assess how similar 
approaches could be applied 
locally.

Recommendations
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5.1 Review the alcohol 
treatment pathway to ensure  
it is well understood and 
publicised locally. The pathway 
needs to be easy to access and 
navigate, both for potential 
referrers and those being 
referred into the service.  
The pathway should ensure  
a holistic approach, including 
the community and voluntary 
sector, so that social as well  
as health needs are managed 
and supported.

5.2 Develop promotional work 
to raise levels of awareness of 
local alcohol services amongst 
all those coming into contact 
with individuals who could 
benefit.

5.3 Assess how approaches for 
using alcohol liaison services  
to provide intensive support to 
particularly vulnerable groups 
(such as those who have had 
frequent hospital admissions  
as a result of alcohol-specific 
problems) could be developed 
and delivered more widely 
across Islington.

5.4 Review local treatment 
provision to ensure it is fit for 
purpose and is used innovatively 
and efficiently to meet local 
need. This must be supported 
by robust evaluation of numbers 
accessing services and successfully 
completing treatment.

Recommendations

5. TREATMENT SERVICES
Local service monitoring has shown 
a decline in the numbers accessing 
alcohol treatment services, following 
the loss of non-recurrent funding.  
In 2011/12, 589 people accessed 
treatment services, compared to 
800 in 2010/11. This has been  
kept under review, with additional 
funding identified to provide 
support for access introduced this 
year, and steps taken to improve 
effectiveness.

There are between 6,660 and 7,940 
dependent drinkers in Islington, 
which is equivalent to 7-8% of 
those in need having been seen  
by alcohol treatment services in 
2011/12 compared with 10-12%  
in 2010/1117. Previously the 
Department of Health15 had 
suggested PCTs should be aiming  
to get 15% of their dependent 
population into alcohol treatment 
services each year. This would 
indicate in Islington a target  
figure of between 999 and 1,191 
individuals accessing services.

Whilst it may not be feasible locally 
within current resources and service 
capacity to achieve the 15% access 
figure, looking at approaches for 
increasing this proportion is important 
to improve outcomes and reduce 
harm. This should include clear, 
well-publicised and easily accessible 
pathways into treatment for 
frontline staff or patients to self-
refer. As well as getting individuals 
into services, local performance 
management needs to continue  
to monitor levels of successful  
exits from treatment and ensure 
evidence-based approaches and 
good practice are shared amongst 
the range of providers to improve 
outcomes. As the chapter on social 
harm (chapter three) highlighted,  

in many cases those most affected 
are not the ones drinking alcohol, 
and it is important to ensure their 
needs are identified and addressed 
successfully too. For instance, 
children living in households affected 
by alcohol-related harm are more 
likely to suffer emotional distress, 
violence and physical abuse; 
partners and other family members 
experience increased levels of 
domestic violence18.

Innovative approaches to service 
delivery that meet the needs of the 
local population also need to be 
explored; for instance, the use of 
ambulatory detox as an alternative 
to inpatient provision. Alcohol 
liaison is an example of an innovative 
service development which can 
improve access to treatment 
services and support coordination 
across a range of health and social 
services, as well as save costs and 
reduce admissions. The delivery  
of alcohol liaison within hospital 
settings should be reviewed to 
identify the scope to develop the 
offer locally.

Improving information and 
communication around alcohol-
related hospital admissions will 
support multi-agency care planning, 
as well as supporting admission 
avoidance work and reducing 
pressure on hospital services.  
For instance analysis for this  
report found that over a quarter  
of people admitted to hospital  
with an alcohol-specific reason  
were admitted two or more times 
over a one year period and 2%  
(15 people) were admitted six times.
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Two factors have emerged as common 
themes across all areas discussed  
in this year’s annual report. Firstly, 
the need to work collaboratively 
and secondly, improving the quality 
and sharing of data related to 
alcohol-related harm.

The impacts of alcohol are wide-
ranging and the factors contributing 
to harmful alcohol use are complex. 
Effective partnership work, involving 
statutory, community and voluntary 
organisations, contributes to a 
range of better outcomes, including 
improving health and social well-
being, reducing crime and anti-social 
behaviour, and supporting the  
local economy. Locally the SIP brings 
together stakeholders, supported  
by the Islington Alcohol Harm 
Reduction Strategy, which provides 
the action plan to support delivery. 
The current financial climate 
continues to pose a real challenge 
to all those involved in provision of 
alcohol harm reduction. Working 
collaboratively to identify how the 
financial resources available can be 
used innovatively and cost- effectively 
will be even more important during 
the forthcoming period.

By 2013 PCTs will cease to exist and 
although they will be replaced by 
Clinical Commissioning Groups 
(CCGs), CCGs will not commission 
drug and alcohol services – although 
they will play an important role  
in wider action on alcohol harm. 
The responsibility instead transfers 
to the Director of Public Health  
who will be located within the  
local authority. This means that  
local authorities will take on a  
larger role in alcohol harm reduction. 
At the same time, changes in 
legislation around licensing and  
the new analysis included within 
this report offer an excellent 
opportunity to review and develop 

6. COLLABORATIVE WORKING

6.1 Use the Health and Wellbeing 
Board to strengthen collaborative 
working and agreeing joint 
priorities for alcohol harm 
reduction.

6.2 Work collaboratively to 
identify how the financial 
resources available can be used 
innovatively and cost-effectively.

6.3 Build on current approaches 
for sharing data and intelligence 
to develop a clear picture of  
the range, location and size  
of alcohol-related problems,  
and to support the development 
of shared, evidence based actions 
aimed at reducing alcohol-related 
harm.

Recommendations

the local vision and strategy for how 
stakeholders can work together to 
effectively tackle alcohol-related harm. 
The Islington Health and Wellbeing 
Board provides the ideal means  
for further developing a joined up 
strategic approach, particularly as  
it has identified alcohol as a priority 
area for development.

Partnership working also needs  
to be cross-boundary. For instance, 
because Islington has a range  
of venues and is a transport hub, 
concerns have been raised about 
violence hotspots linked to transport 
interchanges19. Management  
of such effects are likely to need 
working across councils and 
policing areas, and will not be 
successfully combated by Islington 
alone. Similarly, the approach in 
other boroughs, including licensing 
or controlled drinking zones,  
can potentially have knock on 
effects in Islington and vice-versa. 
Local police and hospitals see 
individuals with alcohol-related 
problems from a range of boroughs. 
Working collaboratively with 
neighbouring boroughs to address 
cross-border issues is likely to result 
in improvements in the management 
of these wider impacts.

Linked to partnership work is  
the need for accurate and timely 

data to support initiatives aimed  
at reducing alcohol-related harm. 
Islington is already using data  
well and approaches building  
on this should be assessed. Good 
information sharing is vital if 
Islington is to fully understand the 
range, location and size of alcohol-
related problems, and to support 
the development of shared, 
evidence based priorities for action.

One area where sharing of data 
could have a particularly positive 
impact is A&E data. The College  
of Emergency Medicine promotes 
an approach to sharing of non-
identifiable data around violence-
related injuries including information 
on date, exact location and type  
of assault20. This supported a 
sustained reduction in violence 
within licensed premises and street 
violence in Cardiff, and reduced 
overall A&E violence related 
attendance by 40%21. Such a 
scheme would also provide valuable 
information to strengthen health 
representations made in assessment 
of licensing changes. Other sources 
that would assist include: alcohol-
related A&E admissions, robust 
monitoring of IBA work, and the 
need for improved recording of 
alcohol screening within general 
practice.
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7. CONCLUSIONS
This year’s Annual Public Health 
Report has shown that alcohol-
related harms extend across  
many areas of social and economic 
life – affecting households, 
communities, businesses, public 
services and the community  
and voluntary sector in Islington.  
As well as the more ‘visible’ 
negative effects such as binge 
drinking, street drinkers and anti-
social behaviour, there are many 
hidden harms. The social and 
economic benefits to the Borough 
linked to alcohol and to the night-
time economy are important, but 
the harms and societal costs of 
alcohol represent an increasing and 
serious challenge for public services, 
local residents and communities. 
This report highlights that although 
many ‘visible’ harms, such as binge 
drinking, anti-social behaviour or 
street drinking, often capture the 
headlines, there are many other less 
visible or hidden harms, particularly 
those that affect children and 
families and long term health. 
Additionally, the impact of alcohol  
is not felt equally across society.  
In particular, lower socio-economic 
groups consume less alcohol, but 
suffer greater harm. For example, 
the rates of alcohol-related hospital 
admissions are greater in people 
living in the most deprived areas  
of Islington.

With so many harms and different 
services affected, the key challenge 
highlighted is one of alignment 
– having a full understanding and 
shared perspective of the harms 
caused, the importance of working 
towards shared goals and ensuring 
that services and policies work 
together to address those needs 
and harms. Within Islington there  
is recognition that a concerted, 

systematic and joined up response, 
across statutory, community and 
voluntary organisations, is necessary 
to make sustained gains.

The following are suggested as the 
top five priorities Islington should 
strive to achieve in order to reduce 
the local burden of alcohol-related 
harm:

1. Increasing awareness: 
Understanding of alcohol to be 
increased locally through the 
provision of clear, sensible advice 
around what is low risk drinking 
and why this is important.

2. Screening & brief intervention: 
Innovative approaches for the 
provision of identification (screening) 
and brief advice (IBA) and alcohol 
liaison models to be expanded  
and developed.

3. Strengthening enforcement: 
Recent changes in licensing regulations 
to be used to further strengthen  
the approach to managing alcohol 
availability locally.

4. Accessible treatment services: 
For those who need it, ease  
of access to alcohol treatment 
services that are fit for purpose  
to be improved.

5. Collaborative working: 
Building on work already occurring 
locally, to ensure there is a strong 
partnership approach to maximise 
alcohol harm reduction, including 
enforcement of licensing regulations, 
IBA and high quality treatment 
services.

This report has recognised the  
many examples of strong and 
innovative action in Islington.  
There is a need to ensure that the 
challenges presented by increasing 
and significant harms are tackled 
using a robust and systematic 
approach. The report has set out 
the scope for a more fully linked  
up approach that creates better 
coverage of effective interventions. 
A successful approach will not only 
reduce alcohol-related harm but  
will improve health and well-being 
whilst reducing inequalities, crime, 
disorder and offending.
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Glossary

Absenteeism The practice of 
regularly staying away from work  
or school without good reason.

Alcohol Attributable Fractions 
(AAF) A statistical measure used to 
show whether a death or hospital 
admission is wholly (alcohol-specific) 
or partly linked to the consumption 
of alcohol.

Alcohol dependence A cluster  
of behavioural, cognitive and 
physiological factors that typically 
include a strong desire to drink 
alcohol and difficulties in controlling 
its use. Someone who is alcohol-
dependent may persist in drinking, 
despite harmful consequences.  
They will also give alcohol a higher 
priority than other activities and 
obligations.

Alcohol poisoning A condition  
in which a toxic amount of alcohol 
has been consumed, usually in a 
short period of time. The individual 
with alcohol poisoning may become 
extremely disoriented, unresponsive, 
or unconscious, with shallow 
breathing.

Alcoholic liver disease Damage  
to the liver caused by excess alcohol 
intake. Typified by three stages:  
1. Fatty liver disease, 2. Alcoholic 
hepatitis, and 3. Cirrhosis. 
Progression to each type of  
liver disease is variable.

Alcohol-related conditions 
Includes all alcohol-specific 
conditions plus those where  
alcohol is implicated in some  
but not all cases of the condition, 
for example, high blood pressure, 
cancers and falls.

Alcohol-related crime Offences in 
which a police officer suspects that 
either the suspect or the victim of  
a crime was under the influence of 
alcohol at the time, and recorded as 
such on the Crime Related Incidents 
Database.

Alcohol-related harm Physical or 
mental harm caused either entirely 
or partly by alcohol. If it is entirely  
as a result of alcohol, it is known  
as ‘alcohol-specific’ harm. If it is 

only partly caused by alcohol it is 
described as ‘alcohol-attributable’ 
harm.

Alcohol-specific conditions 
Includes those where alcohol  
is implicated in all cases of the 
condition, for example alcoholic 
liver cirrhosis and poisoning from 
alcohol.

Alcohol-use disorders 
identification test (AUDIT) AUDIT 
is a screening tool used to identify 
people who may be at risk of 
developing alcohol problems.  
It covers the three domains of 
hazardous drinking: quantity  
and frequency, and dependence 
symptoms and other problems  
from alcohol use. The quantity and 
frequency domain is an effective 
brief screening tool which is known 
as AUDIT-C; following a positive 
result on AUDIT-C the full AUDIT 
screen should be offered to 
determine the severity of the 
person’s alcohol use.

Antisocial behaviour Denotes 
behaviour that violates the rights  
of others, society, or the law. 

Best Bar None A national award 
scheme supported by the Home 
Office. It promotes the responsible 
management and operation of 
alcohol licensed premises with the 
overall aim to reduce the harmful 
effects of drinking, as well as 
alcohol-related crime and disorder 
by building a positive relationship 
between the licensed trade, police 
and local authorities.

Binge drinking Binge drinking 
usually refers to drinking a large 
quantity of alcohol in a short space 
of time or drinking to get drunk.  
It is sometimes defined as women 
drinking 6 or more units and men 
drinking 8 or more units in a single 
session.

Case management The process of 
planning, coordinating, managing 
and reviewing the care of an 
individual.

Child neglect The persistent failure 
to meet a child’s basic physical and/

or psychological needs, resulting in 
serious impairment of health and/or 
development. Neglect is a serious 
form of maltreatment.

Child protection Child protection 
aims to promote, protect and fulfil 
children’s rights to protection from 
abuse, neglect, exploitation and 
violence as expressed in the UN 
Convention on the Rights of the 
Child and other human rights, 
humanitarian and refugee treaties 
and conventions, as well as national 
laws.

Chronic disease Chronic diseases 
are conditions persisting for more 
than three months.

Cirrhosis The scarring of the liver  
as a result of continuous, long-term 
liver damage. It severely affects liver 
function and reduces life expectancy. 
Alcohol misuse is a leading cause of 
cirrhosis.

Clinical Commissioning The 
process whereby GPs and other 
clinicians assess population health 
and social care needs, prioritise 
health outcomes, procure products 
and health and social care services, 
and manage service providers.

Common Assessment 
Framework (CAF) The Common 
Assessment Framework (CAF) is  
an assessment that is designed  
to get a complete picture of a child 
or young person’s additional needs 
at an early stage.

Community A group of people 
living, working or studying in  
a geographically defined area 
(geographical community) or who 
have a characteristic, cause, need or 
experience in common (community 
of interest).

Comorbidity The presence of  
more than one diagnosed health 
condition occurring in an individual 
at the same time.

Coronary heart disease A 
condition characterised by the 
narrowing of small blood vessels 
that supply blood and oxygen to 
the heart. CHD is also called 
coronary artery disease.
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Cumulative impact policy Under 
the Licensing Act 2003, a licensing 
authority has the power to consider 
the impact of granting an additional 
licence to sell alcohol in an area  
that already has a high number of 
licensed premises. The impact must 
refer to one or more of the licensing 
objectives.

Dementia The significant loss of 
intellectual abilities, such as memory 
capacity, that is severe enough to 
interfere with social or occupational 
functioning.

Dependent drinking Heavy 
drinking, but the overriding criterion 
is the presence of dependence (see 
alcohol dependence), rather than 
the volume of alcohol consumed.

Depression A common mental 
health disorder that presents with low 
mood, loss of interest or pleasure, 
feelings of guilt or low self-worth, 
disturbed sleep or appetite, low 
energy, and poor concentration. 
These problems can become 
chronic or recurrent and lead  
to substantial impairments in an 
individual’s ability to take care of  
his or her everyday responsibilities.

Detoxification (alcohol) Medically 
assisted withdrawal from alcohol, 
frequently using a scheduled 
programme of gradually decreasing 
doses of a sedative or tranquilizer 
such as chlordiazepoxide (Librium).

Disability adjusted life year The 
sum of years of potential life lost 
due to premature death and the 
years of productive life lost due to 
disability.

Domestic violence Any incident  
of threatening behaviour, violence 
or abuse (psychological, physical, 
sexual, financial or emotional) 
between adults who are or have 
been intimate partners or family 
members, regardless of gender  
or sexuality.

Emergency care Patients admitted 
without having planned for the 
admission ahead of time, generally 
via A&E.

Ethnic group A social group 
characterised by a distinctive social 
and cultural tradition, maintained 
within the group from generation 
to generation, a common history 
and origin, and a sense of 
identification with the group. 
Members of the group have 
distinctive features in their way  
of life, shared experiences, and 
often a common genetic heritage. 
These features may be reflected in 
their health and disease experience.

Harmful drinking Harmful 
drinking is defined as where an 
individual is drinking at a level that 
is causing physical or mental harm.

Hazardous drinking Hazardous 
drinking is defined as where an 
individual is drinking at a level that 
increases their risk of physical or 
mental harm, and sometimes social 
harm is included in this definition.

Health and Wellbeing Board 
Health and wellbeing boards are  
a forum for local commissioners 
across the NHS, public health and 
social care, elected representatives, 
and representatives of health service 
users. They discuss how to work 
together to improve the health and 
wellbeing outcomes of the people 
in their area.

Health promotion The delivery of 
basic health messages, e.g. around 
alcohol, to the general public.

Higher risk drinking Refers to a 
pattern of consumption where an 
adult man drinks over 50 units per 
week or an adult woman drinks 
over 35 units per week.

Identification and Brief Advice 
(IBA) Refers to opportunistic case 
finding (identification) followed by 
delivery of simple (brief) advice (IBA) 
to those not typically complaining 
about or seeking help for alcohol 
related problems.

Incidence The number of new 
events, e.g. new cases of a disease 
in a defined population, within a 
specified period of time.

Increasing risk drinking Refers to 
a pattern of alcohol consumption 
where an adult man regularly  
drinks between 22 and 50 units  
of alcohol per week or an adult 
woman regularly drinks between  
15 and 35 units of alcohol per week.

Indirectly standardised rate 
(IDSR) Comparison of the actual 
number of events in an area with 
the expected number of events 
based on mortality rates of a 
reference population (e.g. England).

Ischaemic heart disease A 
condition of the heart where the 
heart muscles are damaged or do 
not work as efficiently due to a 
reduced blood supply to the heart. 
The decreased blood flow is most 
often caused by narrowing of the 
coronary arteries, a condition called 
atherosclerosis. The risk of getting 
this disease increases with age, and 
is more prevalent among smokers 
than non-smokers. Also at risk are 
people with diabetes, high blood 
cholesterol levels, high blood 
pressure (people suffering from 
hypertension), and individuals who 
have family history of the disease.

ISIS A direct access drugs service  
in Islington offering psychosocial 
and prescribing interventions. It is  
a consortium of providers: Crime 
Reduction Initiative (CRI), Cranstoun 
and Whittington Health.

Islington Alcohol Directly 
Enhanced Service (DES) A service 
introduced in GP practices to screen 
new patients aged 16 years and 
over for alcohol use disorders and 
deliver brief advice to patients 
identified as increasing and higher 
risk drinkers.

Islington Community Alcohol 
Partnership (CAP) A 9 month pilot 
programme started in April 2011  
in Caledonian and Holloway wards 
to address local concerns about 
alcohol-related crime and antisocial 
behaviour resulting from underage 
drinking.
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Islington Community Alcohol 
Service (ICAS) A service which 
aims to prevent alcohol-related 
harm by addressing the diverse 
range of individual and community 
needs in relation to alcohol. It covers 
the full spectrum from health advice 
for the general public to individual 
treatment for dependent drinkers.

Licensing objectives The licensing 
objectives establish the tests against 
which a licensing authority carries 
out its duties for the new licensing 
regime. In England, they are: the 
prevention of crime and disorder; 
public safety; the prevention of 
public nuisance; and the protection 
of children from harm.

Life expectancy (at birth) The 
average number of years that a 
newborn is expected to live if current 
mortality rates continue to apply.

Lifestyle The set of habits and 
customs that is influenced, modified, 
encouraged, or constrained by  
the lifelong process of socialisation. 
These habits and customs include 
use of substances such as alcohol, 
tobacco, tea, coffee, dietary habits, 
exercise, etc. which have important 
implications for health and are 
often the subject of epidemiological 
investigations.

Local deprivation quintile 
Calculated by ranking small areas 
within each local authority based  
on how deprived they are and then 
grouping the areas in each local 
authority into five groups (quintiles) 
with approximately equal numbers 
of areas in each. Quintile 1 
corresponds with the 20% most 
deprived small areas within that 
local authority, whereas quintile 5 
represents the least deprived group.

Long term condition An illness 
which cannot currently be cured  
but can be controlled and managed 
by medication, other therapies, and 
adoption of healthier behaviours.

Lower Super Output Area 
(LSOA) A LSOA is a geographical 
location with a minimum of 1,000 
residents and 400 households, but 
average 1,500 residents.

Mental health A state of wellbeing 
in which the individual realises his  
or her own abilities, can cope with 
the normal stresses of life, can work 
productively and fruitfully, and is 
able to make a contribution to his 
or her community.

Middle Super Output Area (MSOA) 
A MSOA is a geographical location 
with a population of a minimum of 
5,000 up to 7,200 people.

Morbidity Any departure, 
subjective or objective, from a state 
of physiological or psychological 
wellbeing (i.e. illness).

Mortality Death.

Multidisciplinary approach An 
approach where patients are looked 
after by a number of different 
professionals providing holistic care. 
Patients with alcohol-related liver 
disease would be seen in clinics  
by a gastroenterologist, psychiatrist 
and psychiatric liaison nurse.

National Institute of Health and 
Clinical Excellence (NICE) 
Develops independent, evidence-
based guidance and other products 
to help resolve uncertainty about 
which medicines, treatments, 
procedures and devices represent 
the best quality care and which 
offer the best value for money  
for the NHS. It also produces  
public health guidance for local 
authorities, the NHS and all those 
with a remit for improving people’s 
health in the public, private, 
community and voluntary sectors.

NHS Health Checks A service 
provided by general practitioners 
and some other qualified providers 
which helps people to assess their 
risk of developing a stroke, heart 
attack, diabetes, chronic kidney 
disease and then gives personalised 
advice on how to reduce it. In 
Islington this service is available to 
people between the ages of 35-74 
who do not have diagnosed high 
blood pressure, heart disease, stroke 
or diabetes, and who have not 
already had an NHS Health Check.

Office of National Statistics 
(ONS) survey ONS is the UK’s 
largest independent producer of 
official statistics and the recognised 
national statistical institute of  
the UK. They play a leading role  
in the development of national  
and international good practice in 
the production of official statistics.

Outreach A method of delivering 
interventions in settings away  
from a service’s usual site. The 
purpose of outreach may be to 
deliver interventions to clients not 
accessing site-based services or 
facilitate their access to site-based 
services.

Pancreatitis Inflammation of  
the pancreas, an organ important  
in digestion and metabolism.  
The most common causes are 
alcohol and gallstones.

Partnership A partnership (for 
health) is a voluntary agreement 
between two or more partners  
to work cooperatively towards  
a set of shared health outcomes.

Pharmacotherapy Treatment of 
disease through the use of drugs.

Population attributable fraction 
(PAF) The estimated reduction of a 
disease in a population that would 
occur if risk factor levels were 
reduced.

Premature mortality Deaths 
occurring before the age of 75. 
Many of these deaths are 
considered to be preventable.

Presenteeism The practice of 
coming to work despite illness, 
injury, anxiety, often resulting  
in reduced productivity.

Prevention Actions aimed  
at eradicating, eliminating, or 
minimising the impact of disease 
and disability, or if none of these  
is feasible, retarding the progress  
of disease and disability.

Primary care The collective term 
for all services which are people’s 
first point of contact with the NHS.
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Proxy sales When a person over 
18 years old purchases alcohol on 
behalf of a person who is under  
18 years old.

Public health The science and art 
of preventing disease, prolonging 
life, and promoting health through 
organised efforts of society.

Public Health Observatory There 
are 12 Public Health Observatories 
(PHOs) working across the five 
nations of England, Scotland, 
Wales, Northern Ireland and the 
Republic of Ireland. They produce 
information, data and intelligence 
on people’s health and health care 
for practitioners, policy makers  
and the wider community. Their 
expertise lies in turning information 
and data into meaningful health 
intelligence.

Pubwatch A borough wide 
network where licensees regularly 
meet with the licensing team,  
the police and other relevant 
authorities. This scheme provides  
a network for licensed premises to 
share information and disseminate 
best practice.

Quality and Outcomes 
Framework (QOF) A voluntary 
annual reward and incentive 
programme for all GP surgeries  
in England, detailing practice 
achievement results.

Registered population Refers to 
the population registered with a 
general practice within a defined 
area, e.g. a primary care trust.   

Rehabilitation A range of 
interventions, following a period  
of treatment, to assist a person to 
return to, and cope with, day-to-
day living.

Resident population A population 
with a usual address within the 
geographical boundary (e.g. in 
Islington).

Responsible authority 
Responsible authorities include the 
police, environmental health and 
child protection services, fire and 
rescue, trading standards, and local 

health authorities, as defined in the 
Licensing Act 2003. Responsible 
authorities must be notified of  
all licence variations and new 
applications and can make 
representations regarding them. 
Responsible authorities are also able 
to apply for a review of an existing 
licence where it believes one or 
more of the licensing objectives  
are being breached.

Risk factor An aspect of  
personal behaviour or lifestyle,  
an environmental exposure, or an 
inborn or inherited characteristic, 
that on the basis of epidemiological 
evidence, is known to be associated 
with health-related condition(s) 
considered important to prevent.

Secondary care Refers to a  
service provided by medical 
specialists who generally do not 
have first contact with patients. 
Usually, a general practitioner or 
other health professional will refer 
someone to a secondary care service.

Social harm The damage to  
a person’s role, e.g. family life, 
relationships, employment, etc.  
as opposed to physical, mental  
or emotional harm experienced  
by an individual.

Socio-economic group A method 
of dividing the population into groups 
based on the occupation, or job,  
of the head of a household. People 
from lower socio-economic groups 
generally experience poorer health 
than those from higher groups.

Standardisation A set of 
techniques used to remove,  
as far as possible, the effects  
of differences in age or other 
confounding variables when 
comparing two or more 
populations.

Substance misuse Use of a 
substance for a purpose not 
consistent with legal or medical 
guidelines, as in the non-medical 
use of prescription medications.

Synthetic estimate An estimate 
for a small area where a reliable 
estimate for a large area is used to 
derive an indirect estimate for that 
smaller area, with an assumption 
that the characteristics of the 
smaller area are the same as those 
for the larger area.

Systematic review A detailed 
appraisal and synthesis of previously 
conducted research.

The Annexe Islington’s drugs and 
alcohol service for young people.

Under-diagnosis Failure to 
recognise or correctly diagnose  
a disease or condition especially in  
a significant proportion of patients.

Unit In the UK, alcoholic drinks  
are measured in units. Each unit 
corresponds to approximately 8g  
or 10 ml of ethanol. To calculate  
the number of units in a drink, the 
volume of the drink in millilitres is 
multiplied by the alcohol by volume 
(ABV, stated on the container label) 
and divided by 1000:

For example, a standard bottle of 
wine (750ml) at 13% ABV would 
have

ml x ABV

1,000

750 x 13

1,000
= 9.75 units.

Glossary continued



  ANNUAL PUBLIC HEALTH REPORT 2012  95

Abreviation/  
acronym Full Meaning

A&E  Accident and Emergency

AAF  Alcohol Attributable Fraction

ACT  Assertive Community Treatment

AIS  Alcohol Intervention Service

ANARP   Alcohol Needs Assessment  
Research Project

APHR  Annual Public Health Report

ASB  Antisocial behaviour

AUDIT   Alcohol Use Disorders  
Identification Tool

AUDIT-C   Alcohol Use Disorders  
Identification Tool – Consumption

BBN  Best Bar None

bn  billion (thousand million)

CAP  Community Alcohol Partnership

CARAT   Counselling, Assessment,  
Referral Advice, Throughcare team

CASA   Not an acronym. CASA Social  
Care Ltd provides alcohol treatment 
services in Islington

CCG  Clinical Commissioning Group

CIFT   Camden and Islington  
Foundation Trust

CJS Criminal Justice System

CNWL   Central and North West London  
(NHS Trust)

CQUIN  Commissioning for quality and 
Innovation

CRI  Crime Reduction Initiative

DES   Directly Enhanced Service

DIP Drugs Intervention Programmes

FAST     Fast Alcohol Screening Test

FPF Families Partners and Friends

GHS  General Household Survey

GP  General Practitioner, General Practice

HMRC  Her Majesty’s Revenue and Customs

IBA  Identification and brief advice

ICAS  Islington Community Alcohol Service

IMD 2010   Index of Multiple Deprivation  
(2010 version)

ISATS   Islington Specialist Alcohol  
Treatment Service

ISIS   Not an abbreviation. ISIS provides 
substance misuse services in Islington.

IYPDAS  Islington Young People’s Drug and 
Alcohol Service

LAPE  Local Alcohol Profiles for England

LAS  London Ambulance Service

LSOA  Lower Super Output Area

MAGPI   Multi-Agency Geographical Panel  
in Islington

MoCAM  Models of Care for Alcohol Misusers

MPS  Metropolitan Police Service

MSOA  Middle Super Output Area

MUP  Minimum Unit Price

NHS NCL   National Health Service North  
Central London

NICE   National Institute for Health and 
Clinical Excellence

NRT  Nicotine Replacement Therapy

NSPCC   National Society for the Prevention  
of Cruelty to Children

OCU Opiates or Crack

ONS  Office for National Statistics

PAF  Population attributable fraction

PCADS   Primary Care Alcohol and  
Drug Service

PCT   Primary Care Trust

PHSEE   Personal, health, social and  
economic education

SHAAP   Scottish Health Action on  
Alcohol Problems

SIP  Safer Islington Partnership

SIPS   Screening and Intervention 
Programme for Sensible drinking

SP  Supporting People

Stella   Not an acronym. The Stella Project  
is a UK-wide domestic violence 
partnership.

SUS  Secondary Uses Service

TEN  Temporary Event Notice

UK  United Kingdom

UV  Ultra Violet

VAT  Value Added Tax

WHO  World Health Organisation

Abbreviations and acronyms
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Charlotte Ashton,  Assistant Director of Public Health
Tel: 020 7527 1253    Email: charlotte.ashton@nclondon.nhs.uk




