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Section 1 Executive Summary

Tackling  hazardous  and harmful  drinking  is  a government  priorit y, The National Alcohol

Harm Reduction Strategy puts joint action across the public sector and through communities at

the heart of a series of measures which are intended to tackle alcohol-related disorder in town

and city centres; improve treatment and support for people with alcohol problems, clamp down

on irresponsible promotions by the industry and provide better information to consumers about

the dangers of alcohol misuse.

Alcohol  consumption  is  a particular  problem  in  the North  East  and in  Sunderland. The

Health Survey for England indicated that  44% of men in Sunderland consumed more than 21

units per week compared to the UK average of 30% and  19% of women in Sunderland 

consumed more than 14 units per week compared to the UK average of 16%.

Hazardous  and harmful  drinking  is  directly  linked  to  health  inequalities,  crime,   anti

social  behaviour  and health. The National Alcohol Harm Reduction Strategy and the Interim

Analytical Report indicates up to 70% admissions to accident and emergency departments at

peak times are alcohol related, 47% of victims of violence described the assailant as being

drunk and Alcohol is a factor in 30% city centre arrests. As well as obvious harms there are

more subtle costs; 17 million working days per annum are lost through alcohol related

absences and approximately 1 million children are affected by their parental alcohol problems. 

Alcohol  related  harm  in  Sunderland  makes  demands  on our   health  services ; for example

in 2002 admission rates to hospital for alcohol related mental  health and liver disease in

Sunderland (estimated 1998 - 2000) were twice the level for England, and 578 hospital 

admissions 2002/3 directly related to alcohol. An estimate of 40%  of all Gastro enterology

patients had alcohol related liver disease per year; this constitutes 455 follow up patients and

105 new referrals

High  levels  of  drinking  contribute  to  mor tality  due to  acciden ts. In Sunderland in 2003

there were 33 drink-driving accidents resulting in 54 casualties and 480 people committed drink 

driving offences in Sunderland. In the same year, 642 adults received cautions for drunkenness

and alcohol related offences. In 2003/04, there were 5,054 alcohol related incidents in

Sunderland as recorded by Northumbria Police, 34%  more than the previous twelve months.

We know  that  alcohol  is  an impor tant  issue  for  the people  of  Sunderland. In Sunderland’s

Fear of Crime Survey 2004, 27% of respondents remembered feeling worried about ‘people

drinking or being drunk in the street or public places’ and  36% of respondents believed that

people drinking in public places was a serious problem in the Sunderland area. The worry of

‘people drinking or being drunk in the street or public places’ rated second highest out of twelve

issues. Tackling underage and street drinking were top priorities for making people feel safer in

Sunderland.
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It is essential to adopt a strategy that coordinates efforts across a range of agencies in the

public sector to engage health, police, social care, planning, education and most of all engages

members of the public and users of services. The City of Sunderland Alcohol Strategy brings

together a strategic vision for the development of services for prevention, for 

treatment and for the control of alcohol related problems. 

There is a growing evidence base of research indicating effective interventions. In

treatment for example it is clear that brief or minimal interventions are effective in reducing 

alcohol consumption. Screening in primary care, hospital or other settings can be effective and

will help to reduce alcohol related harm in Sunderland.  In prevention and in control priority will be

given to identifying and verifying effective interventions to make best use of available resources.

Action plans for developing Prevention will include the production of a substance based 

prevention strategy that identifies resource implications and funding.  Within schools and youth

settings, a strategic approach to substance information and education will be developed 

considering the Principles into Practice “Blueprint” model; this is a long term approach. Training,

education and awareness programmes will support local people to deliver change within their

communities. This will be supported by Substance Misuse Training Team and signposting to 

higher level courses will be available. Workplace policies will be developed within a ‘holistic’

framework, and supported through  work presently taking place within the TPCT Health

Development Unit. 

Action plans for developing Treatment will ensure the establishment of common pathways for

alcohol to improve access to the range of service available. Primary care based services will be

developed through  commissioning from GP’s and based upon an Health Action Zone pilot to be

completed in the summer of 2005. The appointment of specialist alcohol workers, establishment

of protocols and assessment for detox, relapse prevention and rehabilitation and the development

of supported residential services and facilities.  Service development will also include improving

provision for young people and those within the criminal justice system.

Action plans for Control including a Conference in June 2005 to focusing upon control and 

licensing and agree an action plan, and the development of a strategy for safe late night transport

within the City.  There will be a review of the programme of attempt test purchasing particularly in

relation to off licences, an Under 21’s scheme on Friday and Saturday nights and the 

development of Good Trader scheme for off licences. In addition a review of alcohol designation

order areas and future use of PCSOs in helping address problems in the night-time economy.

Differing approaches will be required such as those to tackle issues relating to local housing

estates. 

Monitoring and evaluation of progress to ensure implementation will be coordinated through

Sunderland’s Alcohol Action Team which is a multi agency group tasked with agreeing and taking

forward the alcohol strategy. This group will function as a Delivery Group within the Safer

Sunderland Partnership developing linkages with a range of networks and strategic groups to

ensure real progress is achieved for people in Sunderland. The Chair of the group will report  to

the Safer Sunderland Partnership Board. 
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Section 2 : The Strategic Vision

“Reducing the harms caused by alcohol to individuals, families and communities in order that
Sunderland is a healthy and safe place to live, work and visit”

The majority of Sunderland’s residents

consume alcohol. There is recognition 

that alcohol sales contribute to the 

local economy in terms of jobs, 

regeneration and derived income. 

Every resident is directly or indirectly 

affected by the impact of alcohol use. 

Measures for reducing the overall 

harm rest not only locally but also with 

regional and national action. 

Government action in this area is 

crucial particularly relating to supply 

and availability.

We also recognise the need for 

appropriate prevention, treatment and 

control which are sensitive to and 

appropriate for needs of our residents 

and communities. It is also recognised 

that alcohol is related to other lifestyle 

choices for instance smoking, drugs 

and associated risk taking behaviours. 

Figure 1 below shows the main 

elements of the strategy.
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Fig. 1. Sunderland Alcohol Strategy

Developing a Preventative Approach to
Alcohol in Sunderland



Section 3Section 3:  Aims Objectives and Principles
3.2 Objectives

• Developing a Preventative approach to Alcohol  in Sunderland

• Providing Services to Support Those with Harmful, Hazardous and Dependant Drinking

• Providing Public Protection Through Law & Policy Enforcement

3.3 Core beliefs  and values

The strategy is based upon certain core beliefs and values in relation to the individual’s 
freedom and choice. There is the recognition of individual and collective responsibilities in
terms of behaviours and associated actions which affect individuals, communities and families. 

Communities and individuals have the right to:

• Live in a safe environment

• Have available information on which to make health choices.

• Support and treatment service’s which are accessible and appropriate to their needs

• Have their views represented at local and national level

3.4  Principles

The Sunderland Alcohol Strategy is based on the following underlying principles that are seen
as fundamental. These are a broad set of statements, which should serve to guide and inform
the delivery of the strategy across the City into the future.  The alcohol strategy will:

• Collective  action  / partnership  working: require the active participation of the 
statutory and voluntary sectors as well as the business and private sectors including 
community groups, families and individuals particularly service users.

• Personal  skills  and responsibility: encourage the development of personal skills and
confidence in professional staff to identify alcohol related harm, encourage and support
help seeking and to support recovery.

• Environmen ts: encourage the creation of physical and social environments that 
reduce harmful drinking.

• Equity: aim to reduce inequalities in the extent to which individuals, families and 
communities are exposed to risk of alcohol related harm.

• Cultural  appropriateness: recognise and respond to the differing needs of 
disadvantaged and vulnerable groups.

• Evidence-based  decision-making: be based on evidence and verifiable information, 
made available for scrutiny wherever possible.

• Effectiveness: focus on identifying and implementing interventions that are effective 
and make the best use of resources (both human and financial).

• Integration: be coordinated so that interventions will be mutually reinforcing and 
complementary, and avoid unnecessary duplication.

• Antici pate and respond  to  change: anticipate and respond to changes in alcohol 
consumption, differing exposure to risks, population trends, and emerging knowledge 
about proven or promising interventions.
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Section 4Section 4:
Policy context and the National Strategy
4.1  National Alcohol Harm Reduction Strategy (2004).

The ‘Alcohol Harm Reduction Strategy for England’ puts joint action at the heart of a series of
measures which are intended to:- 

• tackle alcohol-related disorder in town and city centres 

• improve treatment and support for people with alcohol problems 

• clamp down on irresponsible promotions by the industry

• Provide better information to consumers about the dangers of alcohol misuse.

4.2 Choosing Health (2005)

The Government’s White Paper Choosing Health: Making Healthier Choices Easier was published
in November 2004. It sets out how the Government will make it easier for people to make healthier
choices by offering them healthier lifestyles. 

• build on the commitments within Alcohol Harm Reduction Strategy England by
investing to improve services to help the NHS tackle alcohol problems at an early stage.

• guidance and training to ensure all health professionals are able to identify alcohol 
problems early 

• piloting approaches to targeted screening and brief intervention in both primary care and 
hospital settings, including A&E departments

• similar initiatives in criminal justice settings with the aim of reducing repeat  offending, by 
ensuring that alcohol treatment needs are met alongside drug misuse treatment needs; 
and

• developing a programme to improve alcohol treatment services, based on the findings of 
an audit of demand for and provision of alcohol treatment in England and the Models of 
Care Framework for alcohol treatment

4.3  Models of Care 

By the summer of 2005 the National Treatment Agency (NTA) will publish ‘Models of Care’
guidance on the organisation of alcohol treatment and a road map detailing how to put this into
practice. This will establish the agenda for the development of alcohol treatment services.

From April 2006, additional funding will be provided through the Pooled Treatment Budget for
Substance Misuse.
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4.4  Control  and crime  reduction  : National  Strategy

The National Alcohol Strategy recognises that alcohol misuse is a major contributor to crime 
costing society up to £7.3 bn per annum. The most visible areas of concern to most people are:

• Alcohol related disorder and anti-social behaviour in towns and cities at night

• Under age drinking

Less  visible  but  equally  significant  are:

• Crime , disorder and anti-social behaviour - often caused by repeat offenders

• Domestic violence

• Drink-driving

Government  will:

• Reduce problems caused by drinking in town centres by making greater use of existing 
legislation - fixed penalties. New code of practice and joint funding with alcohol industry.

• Tackle underage drinking by greater enforcement of existing laws/improving information
about alcohol misuse. Encouraging provision for alternative activities for young people

• Piloting arrest referral schemes for repeat offenders. Seek better identification of 
alcohol problems and referrals relating to domestic violence.

Controls on the number and design/management of premises is also likely to be a useful
measure. Combining this with improved powers for police and licensing authorities will go a
long way towards improving the ‘town centre’ culture in which a large volume of the binge
drinking takes place. This is recognised as a particular issue within Sunderland with the 
development and expansion of the night time economy. 
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Section 5Section 5 : Alcohol Consumption 
5.1  National  Trends

Alcohol consumption continues to increase as illustrated in Fig 2. Of particular concern is the
consumption by young females in terms of “binge drinking”. The ONS general household 
survey (2001) estimated that nationally there are 8.2 million people who are alcohol misusers.
Of these 5.9 million are “binge-drinkers” and 1.8 million are heavy drinkers. 

Fig 2. Alcohol consumption in the UK: 1900 - 2000 per capita consumption of 100% alcohol

Interim Analytical  Report,  p13

Fig 3 indicates alcohol related harms and costs which in total exceed £1.5 bn. It is also 
recognised that there are financial benefits in terms of employment and local income derived
from sales and services. Alcohol is a part of our culture, however there are significant health
and social costs attributed to this. For instance in Sunderland (see Figs 4 and 5 )it is estimated
that over 20% of the population are drinking at the level that that their health could be effected.

NTA Models  of  Care for  Alcohol  2005
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5.2 National  Alcohol  Harm Reduction  Strategy

Alcohol is directly linked to health inequalities, crime and anti social behaviour. This has 
recently been exemplified by the National Alcohol Harm Reduction Strategy and the Interim
Analytical Report which indicates:

• Peak times up to 70% admissions to accident and emergency departments are alcohol 
related

• 47% of victims  of violence described assailant as being drunk

• Alcohol factor in 30% city centre arrests

• 17 million working days per annum are lost through alcohol related absences

• Approximately 1 million children are effected by their parental alcohol problems

• Between 30 – 60% of child protection cases involve alcohol 

• 50% of homeless people are dependent upon alcohol.

5.3  Local  Data

Alcohol  Consumption  is  high  in  Sunderland

Alcohol consumption is a particular problem in the North East and in Sunderland.  The Health
Survey for England indicated that 44% of men in Sunderland consumed more than 21 units per
week compared to the UK average of 30%. Similarly, 19% of women in Sunderland consumed
more than 14 units per week compared to the UK average of 16%. Consequently, Sunderland’s
‘vibrant night time economy’ has been directly linked to the cheap availability of alcohol to
Sunderland’s population, indicating that without strict licensing controls crime and disorder will 
continue to rise.

The average male in Sunderland consumes 18.0 units of alcohol each week, compared to an 
average of 17.2 units across Great Britain in 2002.  For females the corresponding average 
consumptions were 8.5 units in Sunderland and 7.6 units across Great Britain. Nationally, weekly
consumption of alcohol has been steadily rising in recent years, so the gap between local and
national figures may turn out to be smaller when national figures for 2004 are released. The
proportion of males and females in Sunderland drinking above the recommended weekly safe 
limits (21 units for males and 14 units for females) are 28% and 16% respectively which compares
to 27% and 17% for males and females across Great Britain in 2002.

Fig  4: Average  weekly  consumption  (Sunderland  Lifestyle  Survey  2004)
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Fig 5: Percen tage of  people  in  Sunderland  drinking  above  recommended  weekly  limi ts.

31% of all males in Sunderland and 14% of females reported drinking heavily weekly or more
frequently (10 or more units on one occasion for males, 7 or more units for females). Heavy
drinking follows a similar age pattern to drinking above the weekly safe limit with the percentage
falling with age.  Amongst the 16-24 age groups the comparative percentages drinking heavily
weekly or more often were 47% for males and 24% for females.

The General Household Survey asked what was the maximum amount of 
alcohol that people had consumed on a single occasion in the previous week 
and published the percentage in the 16-24 age bands which had consumed 
more than eight units for males and six units for females.  The percentages 
should be higher than the Sunderland figures as the definition of heavy 
drinking is less stringent and only focuses on the previous week. However, the 
figures were lower for males at 35% and higher for females at 28%.  Amongst 
young males, heavy drinking is significantly more prevalent in Sunderland than 
across Great Britain.

5.4  Health  and social  inequalities  

There was a significant positive correlation between the percentage across all age bands 
drinking heavily monthly or more often and deprivation at ward level (Pearson’s r = 0.48,
p<0.02), with the percentage for three wards, Central, Thornholme and Town End Farm, being 
significantly higher than the percentage for Sunderland as a whole.

Alcohol consumption is a particular problem in the North East and in 
Sunderland.  The Health Survey for England indicated that 44% of men in 
Sunderland consumed more than 21 units per week compared to the UK 
average of 30%. Similarly, 19% of women in Sunderland consumed more than 
14 units per week compared to the UK average of 16%. Consequently, 
Sunderland’s ‘vibrant night time economy’ has been directly linked to the cheap
availability of alcohol to Sunderland’s population, indicating that without strict 
licensing controls crime and disorder will continue to rise.
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Section 6 : Alcohol related harm.
6.1 National  Picture

As previously stated alcohol is directly linked to health inequalities, crime and anti social behav-
iour. This has recently been exemplified by the National Alcohol Harm Reduction Strategy and
the Interim Analytical Report 2003 

6.2  Alcohol  related  harm;  local  data 

Demands upon Health Services are estimated as follows:-

• In 2002 age standardised admission rates to hospital for alcohol related mental  health 
and liver disease in Sunderland estimated 1998-2000 were twice the level for England 

• 217 referrals to Cherry Knowles Hospital  for  2002/3 for alcohol related dependency

• 578 hospital admissions 2002/3 disease directly related to alcohol.

• Reported estimate of 40 % patients all Gastro enterology alcohol related liver disease
per year, this constitutes 455 follow up patients and 105 new referrals

6.3 Accident s and related  harm.  National  Picture

There is a clear association between alcohol consumption and accidents. While all activities
carry a risk of accident, drinking alcohol prior to an activity clearly increases the risk. In
2002/03 there were 21,000 NHS hospital admissions caused by accidents due to ‘injuries’
relating to “mental and behavioural disorders due to use of alcohol.”  Nearly three quarters of
these admissions were males. 

Besides the direct risk to the health of the individual, there are implications for the safety of the
individual and others from alcohol misuse - for example, criminal offences, and motor vehicle 
accidents caused by driving while under the influence of alcohol. There are also a number of other
possible consequences of excessive alcohol consumption, including injuries leading to attendance
at an accident and emergency centre; however these are difficult to measure reliably.

6.4 Road Traffic  acciden ts

Provisional estimates suggest that in Great Britain in 2002, 6% of road traffic accidents
involved illegal alcohol levels, and that these accidents resulted in a total of 20,140 casualties:
15% of road deaths occurred when someone was driving while over the legal limit for alcohol.
The number of people killed or seriously injured in drink-drive accidents in Great Britain each
year fell below 3,000 in 1998 and 1999. Since 1999, however, it has been rising by just under
5% a year. There were 530 drink-drive related deaths in 2001 and provisional estimates 
suggest that around 560 people were killed in 2002.

In addition to those fatalities around 2,700 people were seriously injured in drink-drive 
accidents in 2001 and provisional estimates for 2002 are of the order of 2,800. It is estimated
that there were around 18,800 drink-drive casualties of all severities in 2001 and the 
provisional estimate of over 20,000 in 2002 is the highest level since 1990.

It is estimated that in 2002, more than twice as many men as women were casualties in 
alcohol related road accidents: almost 90% of alcohol related road accident casualties were
adults aged 16 to 59.  Up to 35% of all accident and emergency (A&E) attendance and 
ambulance costs, £500 million, are estimated to be alcohol related.
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6.5  Acciden ts and related  harm.  Local  Data.

In Sunderland in 2003 there were 33 drink-driving accidents resulting in 54 casualties. In 

addition there were 27 deaths in Sunderland in 2002 due to alcohol-related disease. Drinking

above the recommended guidelines leads to increased risk of harm, both in the short and 

long-term.  Immediately, high levels of drinking contribute to mortality due to accidents, while in

the longer-term, excessive drinking increases the risk of a number of diseases including 

cirrhosis of the liver, heart disease, strokes and some cancers.

6.6  Alcohol  and Crime

In Sunderland’s Fear of Crime Survey 2004, 27% of respondents remembered feeling worried

about ‘people drinking or being drunk in the street or public places’ in the last twelve months,

with around a third of these people worrying about this on a daily basis .  Consequently, 36% of

respondents believed that people drinking in public places was a serious problem in the

Sunderland area.  When this was weighted to include the frequency and intensity of the worry

‘people drinking or being drunk in the street or public places’ rated second highest out of twelve

issues. When people in the survey were asked to identify what activity would help them feel

safer, tackling underage drinking and street drinking were very high priorities.

Over the audit period of drunkenness offences increased by 9.2% in 2002 and then a further

12% in 2003 .  Drink driving offences increased by 17% between 2002 and 2003.  In 2003,

there were 924 recorded proceedings in the Sunderland petty sessional area against people in

relation to drunkenness. This was nearly a 20% (151 proceedings) increase on 2002.  In 2003,

802 recorded proceedings involved men and 122 involved women.  Of these 3 involved

persons who were drunk in charge of animals or carriages on a highway and 37 involved 

persons who were drunk in or entering a sports event.

6.7 Drink  Driving

In 2003, 480 persons aged over 17 committed drink driving offences in Sunderland.  In the

same year, 642 adults received cautions for drunkenness and alcohol related offences. 

In 2003/04, there were 5,054 alcohol related incidents in Sunderland as recorded by

Northumbria Police.  This is a large growth of 34% (1,285 incidents) from the previous twelve

months. This was following a growth of 12.7% (425 incidents) between 2001/02 and 2002/03. 
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Section 7: Evidence based Interventions
7.1 Prevention

Evidence based developments should cover (Reilly et al 2000):

• Information campaigns which improve knowledge and raise awareness

• Campaigns are more likely to direct behaviour change if supplemented with interactive 
interventions

• Education messages need to be targeted at specific sub groups

• Minimal interventions in primary care are effective in reducing alcohol consumption 
especially among male excessive drinkers

• Characteristics of effective school based interventions include:

– Target specific needs of individual groups
– Use interactive methods with follow up sessions
– Supported by parental training and local training and community groups
– Use of credible messages and focus upon drinking patterns that cause harm

7.2  Education  based  interventions .

Evaluations of school-based programme have produced relatively weak evidence of effectiveness,
mainly showing changes in knowledge rather than behaviour (Foxcroft et al; Gorman 1996). The
health promoting schools approach has been shown to have some positive impacts but is less 
successful at changing health damaging behaviours, such as alcohol misuse (Lister - Sharp et al
1999). The National, Alcohol Strategy whilst recognising

“School  programmes  impart  information;  there  is  little  evidence  that  they  are effective
in  changing  drinking  behaviour”

also seeks to develop and provide alcohol education in schools that can change attitudes and
behaviour. By 2007 following the ‘Blueprint’ research programme provision of alcohol 
education in schools will address attitudes and behaviour as well as providing information.

7.3  Public  information  

With regards to alcohol the actual and potential ‘Consumers’ are not generally well enough
informed to enable choices to be made regarding their drinking behaviours. Recognition of the
Government’s ‘sensible drinking’ message is relatively high: with 80% of drinkers having heard
of units. This has little impact however on behaviour; only 10% check their consumption in units
and just 25% know what a ‘unit’ is. In general mass media campaigns show some effect on
knowledge and attitudes but little in behaviour (Raistrick et al 1999). 

Published review of the Health Education Drinkwise campaign, 1989 - 1994 (Wright 1995) 
indicated the need for a more informed and less sensational treatment of alcohol by the media.
Further, the development of a broad base of local participation in alcohol education by professional
groups, health and social care agencies proven to be effective.

C I T Y O F S U N D E R L A N D ’ S A L C O H O L S T R A T E G Y 2 0 0 5 - 2 0 0 8  
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7.4 Treatment

From the National Alcohol Strategy, and the Review of Effective Interventions conducted for
Sunderland (D.Bennett 2005) it is clear what the essential ingredients for an effective strategy
should be:

• the early identification of people with alcohol problems 
• the ‘on the spot’ delivery of brief interventions particularly in primary care
• referral to appropriate pathways for assessment diagnosis and care planning 
• treatment tailored to differing individual needs and motivations, including support 

for families where appropriate
• Services that are effective in helping vulnerable and at-risk groups.

Figure 6 below provides a table summarising what is currently known about effective 
interventions in this field. (D Bennett Effective Interventions 2005) 

Figure  6 Summary  of  Interventions  for  tackling  Alcohol  Misuse.
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Aim

Screening for 
excessive drinking

Brief intervention. 

Counselling

Counselling drugs.
Alcohol Advice 

Services
Social Skills Training

Motivational
Interviewing

Therapeutic

Self Help

Detoxification

Rehabilitation

Pharmacological

Service Quality 
and Access

Type of Intervention

General and Specific

Hospital A/E Setting/Primary Care 
Very Brief/Extended Brief. 
Non treatment seeking. 

Criminal Justice Intervention

Primary Care GP
or alcohol worker

Structured Counselling 
as adjunct to prescribing.

Counselling services
Client focussed any setting

Client centred counselling

Cognitive Behavioural Therapy
Motivational Enhancement. 

Twelve Step Facilitation

Alcoholics Anonymous.
Secular Organisations  for Sobriety

Measured withdrawal under supervision
at home / community

Inpatient where severe 

Independent and profit making 
residential rehabs, 

Twelve Step and other methodologies.

Detox; Benzodiazepines.
Reduce drinking, Relapse prevention:

Acamprosate.
Relapse prevention :Disulfiram

Accessible, user friendly services

Perceived Value and Effectiveness

CAGE, FAST, AUDIT, MASTeffective tools for
screening in different settings.

Most effective for low dependence drinkers, 
particularly for women.

More cost effective than CBTand
more involved treatments.

Modest improvements reported 
from Cochrane review.

NTAreview reported positive effects.
Alcohol Concern 

report good outcomes.
Evidence of positive outcomes.

Evidence as effective and efficient.

NTAreview positive outcome for drugs.
Positive outcomes for alcohol. 
TSF for higher dependency

Accessible, no cost, 40 to 50% effective 
abstinence for addictive’drinkers

Effective at home if support.
Inpatient where medical complications

Alcohol Concern report good outcomes but no 
systematic evaluation. SLAmonitoring essential 
to verify outcomes. AA12 Step positive reports.

Effective and safe for detoxification.
Some evidence for effectiveness 

Limited efficacy in recent research.

Evidence for stronger engagement of users and
compliance with treatment better in 

user friendly services
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7. 5 Control

Alcohol use is integral to our society and is economically important, playing a vital role in the
leisure and tourism industries. However, it also inflicts large social and economic costs on most
aspects of the local community and its services, and adds to health inequalities. This is 
particularly notable in the North East of England.

The Licensing Act 2003 aims to achieve a more integrated and efficient licensing system and
has a number of central purposes which include more flexible opening hours, apparently with
the intention of creating a more measured, safer drinking culture.

The recent report “Public Health Implications of the Licensing Act 2003 (Thomas & Hilton) 
states that:

• There is evidence from controlled studies and previous experience in other 
jurisdictions that increasing the availability of alcohol may exacerbate the 
problem of alcohol misuse and its consequences.

• There is little evidence to support the Government’s claim that the 2003 Act will
decrease the problem of binge drinking. 

• The new legislation will increase alcohol availability, and appears to offer little 
opportunity for control to local authorities, especially in relation to minimising 
the impact of alcohol abuse on the local community. This could lead to higher 
costs for local services.

• In addressing this, local authorities need to use the powers that they will be 
given under the Act and work in partnership with other agencies, including
public health services, in order to maintain the security and well-being of the 
community. Beneficial cultural changes can only be achieved by supporting a 
variety of initiatives to tackle alcohol misuse. 
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Section 8Section 8 :
The action plans for Sunderland.
8.1  Priorities  for  Action

• Introduction of screening and brief intervention particularly within primary care

• Development of clear pathways in line with Models of Care for Alcohol

• Coordinate approach to licensing and policing particularly in relation to the night time 
economy including action to tackle underage drinking out in our communities e.g. on 
local housing estates.

• Introduction of effective and targeted prevention activities within school and 
youth settings. 

8.2  The target  population

Hazardous  drinkers

Using alcohol, as “an occasional, repeated or persistent pattern of use… which carries with it a
high risk of causing future damage to the medical or mental health of the user but which has
not yet resulted in significant medical or psychological ill effects”. 

Harmful  drinkers

Using alcohol, as ‘A pattern of use which is already causing damage to health. The damage
may be physical or mental.’ This group, as defined, does not include those who develop 
alcohol dependence. 

Dependent  drinkers

Dependence is essentially characterised by ‘psychological dependence’ with an increased drive
to use alcohol and difficulty controlling their use, despite the consequences. More severe
dependence is usually associated with physical withdrawals upon cessation of use, but this is
not essential to the diagnosis of less severe cases. 

Moderately  dependent  drinkers

Drinkers in this category show moderate levels of dependence. Moderately dependent drinkers
may recognise that they have a problem with drinking, even if this recognition has only come
about reluctantly through pressure, for example from family members or employers. 

Severely  dependent  drinkers  or  drinkers  with  complex  problems

People in this category may have serious and long-standing problems and in older language,
have included individuals described as ‘chronic alcoholics’
home or community settings. 
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8.2  Action  on Prevention

“Developing  a preventative  approach  to  alcohol  in  Sunderland”

Public information and programmes operate at a range of levels at a community, regional and
national level. It is therefore necessary to be specific about what we can realistically achieve
in Sunderland. 

• national campaigns supported locally with clearly focused targeted messages will be 
taken forward 

• local information campaigns and related activity will be coordinated within for example 
the Safer Sunderland Partnership Communications Marketing Group

• Schools programmes will be developed within the model framework of ‘Blueprint’

Safe drinking messages are being reviewed as part of the National Harm Reduction Strategy
for England. The present unit system is unclear and it is suggested a system which describes
both drinking style and units is adopted (as indicated in The Models of Care for Alcohol 
consultation document 2005) as indicated in figure 7 which gives an estimation of Sunderland
population.

Within Sunderland there is the opportunity to develop a robust and targeted prevention 
programme; this is particularly relevant within schools and youth settings. A Conference 
focusing upon this element of the strategy (Prevention) will take place late in 2005.

The present effectiveness of substance education within schools is limited by the allocation of
staff resources. Blueprint requires investment to effectively deliver its broad agenda. This
model also has application within youth offending and also for example within Connexions.
During 2005 - 2007 the following action will be required:

• Strategy to deliver schools and youth based prevention work produced in conjunction 
with Young Persons Substance Misuse Planning Group, Alcohol Action Team and Safer
Sunderland Partnership

• Resources identified initially one full time post – to take forward pilot programme and 
identify links with other youth settings

• Blueprint evaluation to inform work programme
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S evere ly dependen t d rinke rs (<  0 .1% )

M ode rate ly dependent d rinke rs (<  0 .4% )

H arm ful drinke rs (4 .1% )

H a zardous  d rinke rs (16.3% ) 

Lo w-risk d rinke rs (67 .1% )

N on-d rinke rs (12.0% )

Sunderland
Population

1000

250

10250

40750

167750

30000

Fig 7 : Typology  of  Drinkers  to  Aid  Commissioning
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8.3   Action  on Treatment  

The growth and development of treatment services in Sunderland will be achieved through the
expansion of community based services and by creating additional capacity to provide brief
and minimal interventions for people in primary care. The expansion will be achieved through
the development of locally enhanced services for alcohol provided by GPs specially trained and
supported.

Fig 8 represents the proposed treatment system in a triangular shape indicating the majority of
patients being treated in the community. This broad base of treatment will be provided through
GPs working at different levels of specialisation either from their own surgeries offering Locally
Enhanced Services LES, or linking in to more specialised services for therapeutic counselling
and support.

Wherever possible detoxification from alcohol will take place in the community provided that
support is available. Where the support is lacking and where there are physical and or mental
health challenges, inpatient detoxification will be required. Rehabilitation in the community with
support from the independent sector and relapse prevention with social and peer support will
be provided to help people recovering from problem or dependent drinking.

The ‘balance’ of care and treatment shown in Fig 8 shows the position of the  specialist
Community Addiction Team which will deal with the higher levels of complexity presented and
offer clinical  support to practitioners in shared care and  primary care based services. Patients
may be referred to the specialist service where their level of need is considered acute or 
complex, and ‘stepped down’ or referred back when considered to be relatively stable. 

Fig  8 Strategic  Plan for  development  of  treatment.

The Community Addictions Team will refer to inpatient beds for medically supervised 
detoxification and assessment of people who have severe alcohol related problems with 
complications and or lack the community support required for safe community detox.

It is intended that the different elements of treatment will work together as an integrated 
service, with clinical consistency, clear protocols and a clinical governance framework. 
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GP GP GP GP GP

Community Based

Other Hospital
specialist services

AAand 
User led 
12 step 

support for 
relapse

prevention

Supported by
Independent Sector 
tier 3 providers for 

structured
counselling

and other therapies

Inpatient Detox 
if clinically indicated

Supported by 
Independent Sector tier 4
providers for rehabilitation

Tier  2 : Screening  and Brief  interventions

Specialist

Community
Addictions

Team

Tier  3

Tier  1 : Advice  Information  and prevention  of  problematic  drinking

p Citizens and Service Users p

Hospital
A & ELocally Enhanced Services GPs



8.4  Action  on Control

Providing  Public  Protection  through  law and policy  enforcement”

Policing, licensing and planning are integral components in the successful development of   a

local strategy. The strategy requires effective and targeted work with police and local authority

to reduce crime and harm caused by alcohol utilising the enforcement of licensing conditions in

accordance with licensing Policy and Government guidance. The Licensing act 2003 brings

new responsibilities to the Local Authority. Critical to future effectiveness will be the collection

of data and intelligence in order to identify areas for action.

Local action has been identified within the Alcohol Action Team and Safer Sunderland Strategy

(see appendix) re above and additionally will include:

• A conference took place in June 2005 to focus on control and licensing and agree 
action plan

• Efforts to develop a strategy for safe late night transport within the City

• A Review programme of attempt test purchasing particularly in relation to off licences. 
Under 21’s scheme on Friday and Saturday nights

• Work to develop Good Trader schemes for off licences

It is recognised that Sunderland has a developing night time economy and as stated earlier this

has financial benefits for the City. Equally however there are costs if controls and management

of the economy are not effective.This not only results in crime and disorder but also health 

related costs; for instance it has been estimated that 40% (rising to 70% after 10pm) of all A&E

attendances are alcohol related. It is no coincidence that as we progress into late evening the

attendances are increasing. We also have the opportunity to review alcohol designation order

areas and future use of PCSOs in helping address problems in the night-time economy. As

mentioned previously different approaches will be required for instance within communities and

local housing estates where this clearly impacts upon day-to-day quality of life issues and

impacts on feelings of safety - for example - young people gathering outside off-licenses on

housing estates intimidating adults to buy alcohol for them or other adults buying alcohol for

young people. This requires clear and effective sanctions. 
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Section 9Section 9 :
Implementation, Monitoring & Evaluation

9.1 Linkages

Sunderland’s Alcohol Action Team is a multi agency group tasked with agreeing and taking 
forward the alcohol strategy. Functioning as a Delivery Group within the Safer Sunderland
Partnership (See appendix) it has linkages with a range of networks and strategic groups
including:

• Young Persons Substance Misuse Group

• Treatment Provider Forum

• User (alcohol) Forum

• Healthy Schools Programmes

• City Housing Strategy

• Sunderland Accident & Injury Prevention Strategy 2005 - 2008

The drivers both internally and externally include

• National Alcohol Harm Reduction Strategy 

• Choosing Health

• Models of Care for Alcohol 

• Every Child Matters 

• Safer Sunderland Strategy 2005 - 2008

• The Sunderland Strategy 2004 - 2007 (i.e. the LSP’s community strategy) 

During 2005 - 2006 role and process of delivery within the AAT is being reviewed to reflect the
elements of the work programme and the commitment with the Teaching Primary Care Trust to
identify the alcohol element within service delivery. Fig 7 indicates the approximate number of
residents in Sunderland who fit into the typology of drinkers. 
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9.2 Monitoring  & Evaluating  Impact  of  Strategy

Figures 9 below shows the key elements of the strategy, the processes by which it will be 
monitored and the outcomes to be achieved.

Fig  9. Key Elemen ts of  the strategy
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Monitoring

Alcohol Action Team

Treatment (AAT)
- sub group

Safer Sunderland 
Partnership

User Forum

Treatment Forum

YPSMP

Alcohol Action Team

Prevention(AAT) 
– sub group

Safer Sunderland 
Partnership

YPSMP

Alcohol Action Plan

Control(AAT) -
sub group

Safer Sunderland
Partnership - Council
Licensing Strategy - 

Policing plan

Process & Targets

Alcohol Strategy action plan

Targeted action – Treatment 
Client / patient pathways 
(consultation event 09/05)

Priority 7 & strategy

Supporting network

Attending meetings

Against targets - 
mapping commissioned 2005

Alcohol Strategy action plan

Targeted action – prevention
Conference 2005

Priority 7 & strategy
“Blueprint” developed

Training delivered to 
tier 1 & 2 agencies

Alcohol Strategy action

Established 2005

Control conference June 2005

Impact Evaluation

No’s entering treatment

Access time into treatment
Outcomes

SSPreview

Feedback
from users group

Provider activity

No’s in treatment

AATPlan

Action & targets agreed
Time scales set

Worker appointed (schools) 2006 –
school programmes feedback

May 2005 course L2
Autumn 2005 L2

Trainers course Feb 2006

AATPlan

Reduced and perceived levels 
of alcohol related anti social 
behaviour and disturbance.
Measured by SSPsurvey

Element

Treatment

Prevention

Control
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Objective

Improve public and professional 
awareness of sources of help and 

support with alcohol problems

Develop clear management and 
local integrated pathways across 

all tiers which are easily 
accessible to public and workers.

To include Pathways for 
excluded groups 

and criminal justice

Development of screening and 
brief intervention programmes 

within - Primary Care - 
Secondary Care Children’s Trust -

Client services
Screening tools developed

Independent and 
voluntary sector 
fully engaged

User group involved

To actively develop and collect 
alcohol data and information. 

Agree information pathways and 
evidence based materials and 

communications plan

Source

AATPlan

Safer Sunderland
Strategy

AATPlan
MOCA- NTA

Safer Sunderland
Strategy
AATPlan

Safer
Sunderland

Strategy

Safer Sunderland
Strategy
AATPlan

AATPlan

Safer Sunderland
Strategy

Lead Agency

STPCT- SSP
Communication Group -

All SSPMarketing /
comms group

AAT
TPCT

Providers
SSP

TPCT
CHS (AATsub group)

SSP

Providers sub Group
AAT SSP

DAT– AAT

SSPMarketing
and Coms Group

Action

Service Directory
Web Site established 

July 2005
Substance Misuse 

Training Team
DATComs Strategy 

Alcohol Vision produced 
Evidence base available
MOCAPathways profile 

by
August 2005,

Criminal Justice 
April 2006

*HAZ Programme pilot practice
Sunderland dissemination 

September 2005
Appointment alcohol worker 

TPCTA&E Audit 
September 2005

Alcohol Vision
User involvement Group 

established
September 2005

Agree data collection processes
within DAT/ SSP

2006
SSPBusiness unit 

(as above)

Fig 10 Sunderland  Alcohol  Strategy  - TREATMENT
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Objective

To address conflict which 
presently exists in provision of 

public information - promote clear 
and consistent messages. 
Increasing awareness of 

alcohol issues within communities

Agree definition - 
safe, hazardous and 

binge drinking

Development of Tier zero 
information services - 

accessible information to the 
total population

To ensure schools provide 
alcohol education and have 

written procedures for managing 
alcohol incidents. “Blueprint to be
developed as educational model 
for alcohol within schools and 

associated setting
Linking with FE & HE 

established

Training 
to be available to 

communities and workers

Produce voluntary code 
regarding alcohol

To raise specific risks relating 
to alcohol consumption, such as 

hazards through driving. 
Work or sport.  Development of
‘holistic’ health in the workplace

trainings and interventions

Source

AATPlan

National Alcohol
Strategy

Safer
Sunderland

Strategy

National
Strategy

Safer
Sunderland

Strategy

AATPlan

Safer
Sunderland

Strategy

Safer Sunderland
Strategy
AATPlan

Safer Sunderland
Strategy

AATPlan
Safer Sunderland

Partnership

Lead Agency

SSP TPCT
Government

Marketing  Group
AAT– SSP

Government

Service Providers TPCT

Education
Children’s Trust
YPSubstance 
Misuse Team

LocalAuthority
Education

HDU
Healthy Schools Team

SSP

TPCTSubstance
Training Team

SSP

TPCT
LocalAuthority

Action

Development of 
strategic approach 
SSPcoms Group. 

Government message - 
safe- drinking 

September 2005

Continue with existing units 
measure – awaiting 

(June 2005)

SSPMarketing and coms group
via plasma screens, web site 
and standardised information 

within Answers 2006

“Blueprint to be developed 
within settings and 
agreed strategy

Prevention conference August /
September 2005

Appointment of Drugs & 
AlcoholTrainer (schools)

April 2006

Training Team fully established 
April 2005 

Level 2 course established 

To be 
actioned

Discussion document produced
Working group established

withinTPCT

2006

Fig 11 Sunderland  Alcohol  Strategy  – PREVENTION
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Fig 12 Sunderland  Alcohol  Strategy  - CONTROL

Objective

To control the availability of alcohol 
specifically underage sales and 

server responsibility

Actively work with police and local 
authority to reduce crime, disorder 

and harm caused by alcohol

Actively work with Police, Local 
Authority and Responsible Authorities
as defined by Licensing Act 2003 to 

effectively police all operating 
schedules of licensed premises 

to enforce compliance

To develop a strategy 
for safe late night transport 

within the City

Proactively assess the suitability of 
those involved in the licensing trade 

especially with regards to 
money laundering

Work proactively with Security Industry
Authority (SIA) to ensure high 

standards of provision relating to 
Door Supervisors and Taxi Marshals.

Proactively target drunken behaviour 
and deal with  by appropriate 
interventions (usually arrest)

Encourage at every opportunity the 
promotion of good practice within the 

licensing trade

Target locations and hot spots where 
young people consume alcohol

Promote
(where appropriate) 

expansion of 
Alcohol Restricted Zones.

Source

Safer
Sunderland

Strategy

AATPlan
Safer Sunderland

Strategy

Safer
Sunderland
Partnership

Police Strategy

Police Strategy

Police Strategy.
Drunkenness,
Violence & 

Disorder Campaign

Police Strategy

Pub Watch Policy

Police Strategy

Police Strategy

Safer Sunderland
Partnership

Lead Agency

Local Authority
Trading Standards

Police

SSP Police
Local Authority

Local Authority
Police

Trading Standards

SSP
Local Authority

Police

Police

Police
Local Authority

Police

Police

Local Authority

Police

Local Authority

Police

Local Authority

Action

Undertake programmes of attempt test 
purchase. Develop Good Trader scheme for off

licences. Tackling adults buying alcohol 
for young people. 2006

Identification of hot spots
Police targeting  ASBO’s

Operation  Gryphon (Police)

ConferenceJune 2005 to agree action *

Police lead identification of premises through
monthly top 10 list 

with appropriate actions

Establish new sites in conjunction with 
partners and users. Consider provision of Taxi

Marshals at ranks and review
adequacy of Hackney Carriage numbers.

To include siting of taxi ranks.
Consideration of using existing 

community transport.

Police to fully satisfy themselves that
money used to finance licensing 
operations is auditable through 

legitimate bank accounts

Achieve clarity of Door Supervision 
licensing documentation

Effective prosecutions where breaches occur
Effective representation to SIAwhere

appropriate

Police lead operation intended to 
change the culture of drunken behaviour and

punish offenders

Develop and participate in Pub Watch schemes
learn from the work in Cardiff (TASC) and their

active licensee forum

Use of good local intelligence to reduce 
disorder and incidents of drunkenness - 

link to Operation Gryphon.
Need to try and reduce the levels of 

repeat underage drinkers coming to the 
attention of the police.

Consider use of intelligence led 
detached youth work to engage young 
people in other positive activities - via 

weekly links to community police teams etc.

To examine closely suitability of all 
proposed zones

To work with Local Authority to create 
suitable zones. 

Utilising resources such as PCSO’s.
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‘Blueprint’ to be developed as educational model for alcohol within schools and associated settings
Education information to public and communities

Increase awareness of alcohol issues within communities
Standardise definitions drinking styles

Agree information pathways and evidence-based materials and communications plan
Target decision makers and groups

Clarify impact of licensing legislation - conference June 2005
Produce voluntary code regarding advertising

Easily and accessible information available about safe drinking levels
Training available to communities and workers

Make safe and accessible late night transport available
Consider re-siting existing Hackney carriage ranks

Establish newsites (Hackney Carriage) in conjunction with Police
Consider provision of Taxi Marshals at ranks and reviewadequacy of Hackney Carriage numbers

Produce voluntary code around advertising alcohol and consider imposing conditions around drinks promotions on licences
Application of the Council’s Licensing Policy and application of appropriate planning constraints

Screening and brief intervention programmes within primary and secondary care
Training of targeted staff

Development of ‘holistic’ health in workplace training and interventions
Delivering workplace prevention and policy development

Identify community needs and appropriate responses
Targeted policing activities (Police)

Information to professionals and public regarding referral pathways and lead agencies
Screening tools being developed within generic client services

Identify priorities for communities and action
Development of targeted activity within city centre

Undertake a programme of attempt test purchases
Utilise powers within licensing act 2003 to reviewlicences where appropriate

Develop GoodTrader scheme for off-licences
Tackle adults buying alcohol for young people

Targeted enforcement of Licensing conditions in accordance with the Licensing Policy and Government / other guidance

Development of Tier Zero information services - accessible information to the total population
Pathways regarding alcohol services easily accessible to public and workers

Patient and client pathways developed across all tiers - level 1 to 4
Independent and voluntary sectors fully engaged

Identification of pathways for excluded groups
Criminal justice pathways established
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n  E A R L Y I N T E R V E N T I O N

n  E N F O R C E M E N T

n  P R E V E N T I O N

AAT, Council - Education
SSPMarketing / Comm.Group
AAT
National StrategyAHRSE
SSPMarketing / Comm.Group
SSPandAAT
Council / Police
SSPandAAT
TPCT. SubstanceTrainingTeam(STT),Providers
TPCT, STT, Providers, AHRSE
SSP
Council, Police
Council, Police
Council, Police
Council
Council

TPCT
SubstanceAbuseTeam
TPCT- HDUProgs Team
TPCT
SSPand Service Providers
Police
TPCT
TPCT, Primary and Secondary Care

SSP, Police, Comm. Forums
Council
Council
Police
Council
Police
Council

Service Providers TPCT
Service Providers
AAT, TPCT, Providers
AAT, TPCTProviders
AAT, TPCT, Providers, SSP
AAT, TPCT, Providers, SSP

Toolkit of Actions n  Who can deliver

n  R E H A B I L I T A T I O N / S U P P O R T
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Strategy
AlcoholSub-groups supporting

the Business Unit, e.g.
marketing, funding

Themed Delivery Groups
Joint Commissioning Management Group
Young People’s Substance Misuse Group

Drug Intervention Programme Steering Group
Youth Offending Service

Prolific and Other Priority Offenders Group
Reducing Re-offending Group
Local Criminal Justice Board

Anti-Social Behaviour Steering Group
Wearside Domestic Violence Forum

*Alcohol Action Team
Hate Crime Group

City of Sunderland Local Strategic Partnership

Multi-Agency Review and Tasking Group

Safer
Sunderland

Forum

Safer Sunderland
Partnership

Strategic Board

Safer Sunderland
Partnership Business

Support Group

Area-based Delivery Groups
Area Partnerships
Area Committees

Multi-agency Problem Solving Groups
Community Engagement

*Alcohol Action Team membership see page 1

11.2 : Safer Sunderland
Partnership Structure HDUHEALTH DEVELOPMENT UNIT
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11.3 : Sensible  Drinking  Guidance

The Department  of  Health  advises  that;

men should not drink more than 3 - 4 units of alcohol per day

women should drink no more than 2 - 3 units of alcohol per day

These daily benchmarks apply whether you drink every day, once or twice a week, 
or occasionally.

What  is  a unit  of  alcohol?

A unit of alcohol is 10ml of pure alcohol. Counting units of alcohol can help us to 
keep track of the amount we're drinking. The list below shows the number of units 
of alcohol in common drinks : -

• A pint of ordinary strength lager (Carling Black Label, Fosters) - 2 units

• A pint of strong lager (Stella Artois, Kronenbourg 1664) - 3 units

• A pint of bitter (John Smith's, Boddingtons) - 2 units

• A pint of ordinary strength cider (Dry Blackthorn, Strongbow) - 2 units 

• A 175ml glass of red or white wine - around 2 units 

• A pub measure of spirits - 1 unit 

• An alcopop (eg Smirnoff Ice, Bacardi Breezer, WKD, Reef) - around 1.5 units 
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