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Cambridgeshire Alcohol Harm Reduction Strategy

2008 – 2011


Calling ‘Time’

 To manage the change and reduce alcohol related harm

across Cambridgeshire

This strategy was commissioned by Cambridgeshire County Council in 2008 on behalf of the Drug and Alcohol Action Team and 

	Cambridge University Hospitals NHS Foundation Trust
	Cambridge Street Outreach Team
	Cambridge City Council

	Cambridgeshire County Council
	Cambridgeshire Drug and Alcohol Action Team
	Cambridgeshire PCT

	Cambridgeshire and Peterborough NHS Foundation Trust
	Cambridgeshire Child and Adolescent Mental Health Services
	Cambridgeshire Constabulary

	Cambridgeshire Office of Children and Young People
	Cambridgeshire Probation Service
	Drinksense

	Cambridge City Community Safety Partnership
	East Cambridgeshire Community Safety Partnership
	East Cambs District Council

	Safer Fenland Partnership 


	Fenland District Council
	Hinchingbrooke NHS Trust

	Huntingdonshire Community Safety Partnership
	Huntingdonshire District Council
	South Cambridgeshire Crime and Disorder Reduction Partnership

	Personal, Social Health, Education Service
	South Cambridgeshire District Council
	Youth Offending Service


This document should be read in conjunction with the governments national harm reduction strategy of 2007; “Safe, sensible, social. The next steps in the national alcohol strategy” and can be found at: www.homeoffice.gov.uk/documents/alcohol-strategy-2007

Forward

The focus of the Cambridgeshire Alcohol Harm Reduction Strategy 2008-2011 is to bring together relevant organisations and operate a multi agency approach to reduce the harm caused by alcohol to individuals, families and communities.

It is not just Governments responsibility to change drinking culture. The negative consequence of alcohol affects us all. By working together we can all actively promote sensible drinking, lesson the harms, and make Cambridgeshire a safer and healthier place to live.

The strategy is based on empirical and robust evidence, and the action plan sets out key tasks, for the next three years that will make a positive difference to the people of Cambridgeshire. 

It is important to recognise that if we are really going to reduce the harm alcohol currently causes across Cambridgeshire, we have to further build on our joint working. The strategy includes significant contribution from a diverse range of partners from alcohol specialist and non-specialist providers, health and community safety networks education and care services, across health, criminal justice, local government and voluntary sector. 

While we do not presume all facts and opinions have been fully captured within this document, the focus for change across Cambridgeshire will be in the full commitment of all agencies to work together to deliver the strategy over the next three years.
This Cambridgeshire Alcohol Strategy is the vehicle to develop that change.

This strategy has been endorsed by the following organisations and partnerships:

	Gordon Jeyes

Chair

Cambridgeshire Drug & Alcohol Action Team
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Cambridgeshire County Council
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Chief Executive
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Chief Executive
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Chair
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	Liz Bisset

Chair
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Summary of the Cambridgeshire Vision and Strategic Objectives for Alcohol

The Cambridgeshire Alcohol Strategy 2008 - 2011 represents the multi agency working between, primary care, secondary care, PCT, local government departments, district councils, crime and disorder reduction partnerships, police, children’s services and providers, specialist alcohol services and homelessness services across Cambridgeshire.

The cross cutting nature of what influences alcohol related harm and the impact that harm has on the wider community means that getting alcohol on the agenda in as many forums as possible will be beneficial to health. 

Alcohol and its related harm are rising up everyone’s agenda. Despite violent crime falling by 43% since a peak in 1995, surveys show that there is an increase in the proportion of the public who perceive that crime and disorder is on the rise.

Although the number of young people aged 11–15 who drink alcohol appears to have reduced, those who do consume alcohol are drinking more and more often, with higher levels of alcohol consumption being associated with a range of high-risk behaviours including unprotected sex and offending.

The general rate of decline in all drink-driving casualties has slowed significantly over the last 10 years.

Deaths caused by alcohol consumption have doubled in the past two decades, with more people becoming ill and dying younger.

It is indicated that people may be drinking more than they think they are. HM Revenue and Customs data indicates that the actual amount of alcohol being sold is significantly higher than the self-reported information on drinking habits in the General Household Survey (GHS) suggests.

It should be noted that patterns of alcohol use are changing and people and increasingly choosing to mix alcohol with other drugs. This can cause extra problems for the user, and requires clear links and protocols between alcohol and drug strategies and alcohol and drug treatment providers. 
Health, Treatment and Prevention

The strategic intent is to provide cost effective, community based provision across the county.

With available resources (950K at 2008) work in collaboration with existing alcohol providers to ensure that the alcohol treatment system develops in line with Models of Care for Alcohol Misuse (MoCAM) and best meets the needs of the population and reflects the evidence base for effective interventions

To support GPs to develop primary care interventions

Work with A&E and hospital departments to invest in brief intervention and referral processes for those who present with alcohol related injuries 

Improve the access routes for those in need of different levels of intervention – stepped care approach

Develop integrated care pathways to ensure the smooth transition for service users and the efficacy of the process. Core community based provision equally available across the county, with opportunity for additional resources to be purchased to meet locality specific need

Further develop outreach services across the county

Develop training and information provision for tier 1 and primary care practitioners 

Ensure that the treatment approaches are accessible and relevant to all communities and groups including BME, LGBT communities, older people, women (particularly those experiencing domestic violence), Economic Migrants and disabled people 

Develop information strategies and campaigns to increase levels of awareness about alcohol and its harms 

Cambridgeshire DAAT to provide assistance to partner agencies and local treatment providers across the county to robustly and consistently collect and record alcohol data

Specialist Alcohol Treatment 

Ensure there is sufficient balance in capacity provided by all providers, to meet the demand for tier 2 and tier 3 services, equitably across the county 

Develop services for the families and carers of alcohol misusers, whilst ensuring that all services adopt a family focussed approach

Develop integrated care pathways and protocols to ensure that those experiencing mental health and alcohol problems receive accessible and appropriate care 

Ensure that services for the most vulnerable alcohol users, homeless, ex offenders etc are fully integrated within the treatment system

Provide a full range of provision to support improvement in quality of life 

Community Safety, Crime and Anti-Social Behaviour

Tackling alcohol-related problems involves many different organisations working in partnership with each other.  An effective approach should map out a joint strategy, identifying the linkages between agency responsibilities whilst leaving individual organisations (i.e. police) the freedom to make separate detailed plans as required. 

The major components of the community safety elements of the action plan fall into the following areas:

The management of the retail of alcohol / night-time economy by

· Engaging with the licensed trade

· Where necessary, putting specific measures in place to support the management of the night-time economy

· The management of the ‘off-licence’ retail of alcohol

· Direct engagement with the ‘off-licence’ trade through Community Alcohol Partnerships’.

· Bringing together local partnerships to build longer term solutions to specific problems

The control of violence and anti-social behaviour by

· Implementing and supporting neighbour policing and neighbourhood level working

· Appropriate use of enforcement measures such as Dispersal orders and Designated Public Place Orders

· Effectively dealing with alcohol related ASB

· Developing and implementing targeted local action plans

Working effectively with offenders to reduce alcohol related re-offending


· Fulfilling the requirements of ‘Alcohol Treatment Orders (ATR) through to completion

· Delivering brief interventions to address the identified alcohol needs of offenders


Diversionary and educational work (particularly with young people) by

· Engagement at a neighbourhood level lead by neighbourhood policing teams

· Direct work with young people through Community Alcohol Partnerships

· Providing education and advice directly to young people through a variety of methods 

· Running specific media / public awareness campaigns e.g. related to drink driving

Children, Young People and Families

Targeted Education and Prevention 

Develop and target programmes of education and prevention for vulnerable groups of young people including young offenders, Children Looked After and children in high need areas. 

Develop and ensure strong links with sexual health services

Substance misusing parents 

Address the needs of children of problem alcohol users by ensuring common approaches to service delivery and clarity of responsibilities via integrated care pathways agreed by the Local Safeguarding Children Board.
Treatment and Care 

Enhance and develop, in partnership with alcohol services, treatment and aftercare services for young people who misuse alcohol

Strengthen outreach service provision to support young people in the community and the tier 1 staff who may be supporting them.

Ensuring clear pathways are in place for access to tier three/four provision 

Access to alcohol and working with licensees 

Work with the license trade to ensure they are meeting their obligations under the 

Licensing Act 2003 in relation to the protection of children from harm 

Training and Development 

Develop a robust alcohol-training programme for professionals working with children and young people 

Design training for alcohol professionals to raise competency in their work with alcohol misusing parents and to increase their knowledge and understanding of the safeguarding agenda through joint training under the auspices of the Local Safeguarding Children Board.

Infrastructure and organisational lines of responsibility and accountability

Cambridgeshire experiences the same difficulties in responding and addressing the problem of alcohol misuse as other local authorities around the country.

There is ample data to demonstrate that the cost of alcohol misuse is rising and the signs are that it is moving up the social policy agenda. In the absence of additional funding, sustaining planned progress and service development will be difficult.  

All agencies will work collaboratively to shape an environment that actively promotes sensible drinking. 

Delivery of this strategy will draw on the knowledge, skills, commitment and ability of local communities, the police, local authorities, prison and probation staff, the NHS, third sector organisations, the alcohol industry, the wider business community and the media to achieve its objective.

Low cost but high impact deliverables are

· A robust and clear framework of accountability can be implemented and achieved at a modest cost.

· Stronger coordination of services and ownership of the County Alcohol Strategy and its Action Plan

· Leadership by a DAAT Alcohol Co-ordinator accountable to a multi disciplinary Commissioning Group that is in turn, accountable to the wider stakeholder set across the county
· Local areas increasing the flexibility to plan and use resources, with performance management arrangements in place

Background

In 2004, the Government published the Alcohol Harm Reduction Strategy for England.  This was a major milestone: it was the first cross-government statement on the harm caused by alcohol, which included a shared analysis of the problem and the programme of action to respond.  Key activities included:

· Better education and communication 
· Improving health and treatment services

· Combating alcohol-related crime and disorder

· Working with the alcohol industry 
The renewed strategy “Safe, Sensible, Social: The next steps in the National Alcohol Strategy 2007” takes stock of progress since then.  The focus has shifted towards firstly, ensuring that the laws and licensing powers introduced, to tackle alcohol-fuelled crime and disorder, protect young people and bear down on irresponsibly managed premises and are being used widely and effectively.

Secondly, to sharpen the focus on the minority of drinkers who cause or experience the most harm to themselves, their communities and their families.  These are:

· Young people under 18 who drink alcohol, many of whom we now know are drinking more than their counterparts did a decade ago

· 18–24-year-old binge drinkers, a minority of whom are responsible for the majority of alcohol-related crime and disorder in the night time economy

· Harmful drinkers, many of whom don’t realise that their drinking patterns damage their physical and mental health

Finally, working together to shape an environment that actively promotes sensible drinking, through investment in better information and communications, and by drawing on the skills and commitment of all those already working together to reduce the harm alcohol can cause, including the police, local authorities, prison and probation staff, the NHS, voluntary organisations, the alcohol industry, the wider business community, the media and, of course, local communities themselves.

There needs to be a clear and focused programme of action that meets the shared stakeholder and community, long-term goal:

To minimise the health harms, violence and antisocial behaviour associated with alcohol, while ensuring that people are able to enjoy alcohol safely and responsibly
National and local data on alcohol-related crime and ill health will be used to track progress against shared stakeholder goals and to identify where more effort is needed in the future.

As well as giving an update of progress since 2004, the Safe, Sensible, Social: The next steps in the National Alcohol Strategy 2007 sets out the Government’s ambition to achieve significant reductions in the harms and cost of alcohol misuse in England over the next 10 years.  It identifies next steps which will build on the existing programmes of work that the Government has developed since the launch of the National Alcohol Strategy of 2004.

Most important of all, it explains how these actions will support the vital work being carried out by the police, local authorities, the NHS, voluntary organisations, the alcohol industry and wider society to tackle this issue.

The next steps in the national alcohol strategy are to have:

· A sharpened criminal justice response to drunken behaviour

· A review of NHS alcohol spending

· More help for people who want to drink less

· Toughened enforcement of underage sales

· Trusted guidance for parents and young people

· Public information campaigns to promote a new ‘sensible drinking’ culture

· Public consultation on alcohol pricing and promotion

· Local alcohol strategies

Government has established 30 Public Service Agreements, which underpin public service delivery.  PSA 25 relates to reducing drug and alcohol related harm; PSA 23 to safer communities and the reduction of violent crime; and PSA 14 emphasises reducing young people’s use of substances including alcohol.

Nationally the NHS the operating framework, Vital Signs, includes a specific indicator to reduce the rate of hospital admissions per 100,000 population for alcohol related harm. Other indicators concerning all age all cause mortality, cancer mortality, cardio-vascular disease, and under age conception rates are all influenced by alcohol consumption and misuse. The Public Service Agreements (PSAs) also include alcohol related targets:

· Reduction in alcohol use by young people (PSA 14)

· Reduction in the rate of hospital admissions for alcohol related harm (PSA 25)

The World Health Organisation (WHO) has identified the most cost-effective approaches for reducing alcohol related harm is to implement the following policies

· Increase in alcohol prices

· Reducing the availability of alcohol

· Measures against drunk driving and underage drinking.

The East of England NHS strategy Improving Lives: Saving lives sets out a series of eleven pledges to deliver the vision of providing the best health service in England. Considering the impact alcohol related harm has both directly and indirectly on the health and life expectancy of the population then its inclusion within several of the pledges is key to delivering this objective. 

· Pledge 2 - we will extend quicker access to our services 
· Pledge 3 - we will ensure that fewer people suffer from, or die from heart disease, stroke and cancer
· Pledge 8 - we will halve the difference in life expectancy between the poorest 20% of our communities and the rest of the East of England
· Pledge 9 - we will ensure that healthcare is as available to marginalised groups and ‘looked after children ‘as it is to the rest of us
The Government Office regional strategy to reduce health inequalities Equitable East 5 also identifies the impact that alcohol has on health and health inequalities. 

The Local Area Agreements (LAAs) include performance indicators directly and indirectly linked to alcohol related harm. There is a requirement for PCTs to include alcohol harm reduction and service provision in the joint strategic needs assessment (JSNA) process. PCTs are also required to ensure compliance with Models of Care for Alcohol Misuse (MoCAM) and support the roll out of targeted alcohol Identification and Brief Advice services (IBA). 

The new Comprehensive Area Assessment (CAA) process will focus on outcomes across councils, health bodies, police forces, fire and rescue authorities and other local public services. Review of progress against the LAA will form a major part of the CAA process and clearly alcohol harm reduction cuts across all of the areas covered by the CAA.

The Current Position in England

Alcohol can play an important and positive role in British culture.  It is part of our social and family life, and can enhance meal times, special occasions and time spent with friends.

However, more needs to be done to promote sensible drinking.  Excessive alcohol consumption among some sections of the population is a cause for considerable concern; a concern that is shared by both the Government and the general public.

National Context

The majority of adults in England consume alcohol.  In the 1990s, consumption of alcohol increased.  This was especially true for women and children.  The way we drink is also changing, with more alcohol being bought from off-licences and consumed at home.

Government guidelines suggest that women should not regularly exceed 3 units per day and that men should not regularly exceed 4 units per day because of the progressive health risks associated with this.  Most people have heard of units and say they do not regularly exceed the Government’s sensible drinking guidelines.  Even among 16–24-year-olds, the group most often associated with drunkenness, approximately six in 10 young men and young women, when asked to record how much they drunk, were found to be drinking within the sensible drinking guidelines.  Of those young people who do binge drink, only a quarter actually become involved in antisocial behaviour or disorder.  However, very few people are able to estimate accurately how many units they drink, which suggests that more needs to be done to help them do this.

Drinking above the sensible drinking levels, particularly when this is done regularly over an extended period of time, causes risks to health.  Drinking above sensible levels also contributes to crime and disorder.  Alcohol-related deaths and disease have increased.  However, at low levels, alcohol consumption can offer some health benefits to those over the age of 45 years.

In addition to communicating these messages concerning sensible drinking, effort needs to be focussed on the significant minority of drinkers who are at greatest risk of harming themselves or others.  Analysis suggests that this fall into three main groups:

· Young people under 18 and in particular between 11 and 15 years. This is the age when most young people start to drink alcohol

· Young adults, especially 18–24-year-old binge drinkers, who are responsible for a disproportionate amount of crime and disorder

· Harmful drinkers, whose patterns of drinking damage their physical or mental health and who may be causing substantial harm to others.

Women who drink over 35 units a week (or who regularly drink over 6 units a day) and men who drink over 50 units a week (or who regularly drink over 8 units a day) are at high risk of such harm.  Too many people drink in this way without realising the harmful consequences.

Governments National Vision

The Government’s vision is to produce a long-term and sustainable reduction in the harms associated with alcohol, where:

· There is a safe, sensible and social drinking culture where violent and antisocial behaviour is not tolerated; where young people are prevented from experiencing poor outcomes resulting from alcohol misuse; where those who drink alcohol are aware of the risks involved; and where those that are drinking too much receive the advice and support they need

Harmful alcohol use is a public health and social issue which has a significant impact on society as a whole, but disproportionately affect the most deprived communities and the most vulnerable individuals. Around a third of acquisitive crime is believed to be undertaken to fund a substance addiction and alcohol is a factor in around a half of violent crimes. Harmful alcohol use destroys families and contributes to a cycle of deprivation and lost opportunity. The harms are significant, wide-ranging and cost an estimated £18-£20 billion for alcohol.

The Public Service (Delivery) Agreement (PSA 25) will aim to reduce the harms caused by alcohol and drugs to:

· The community as a result of associated crime, disorder and anti-social behaviour

· The health and well-being of those who use drugs or drink harmfully

· The development and well-being of young people and families

Public Opinion – A Call for Action

Surveys of public opinion in England and the UK as a whole suggest that alcohol is a major cause of concern.  Typical findings of surveys include the following:

· Most people (80%) think more should be done to tackle the level of alcohol abuse in society

· Most people (78%) feel informed about the risks of alcohol, although 40% would like more information

· Eight in 10 people support the current legal age for purchase but think there should be tougher penalties for retailers who sell alcohol to underage drinkers

Recent Drinking Trends

According to self-reported data in the General Household Survey (GHS), alcohol consumption rose between 1960 and 1980, then stabilised.  Consumption by young women and children increased significantly in the 1990s.

HM Revenue and Customs (HMRC) excise data on ‘duty paid’ clearances for the UK domestic market shows a longer sustained, continuing rise in overall consumption to 2004, with a fall in 2005 and 2006 (provisional data).

There is conflicting data on consumption and trends in consumption. HMRC data on clearances for 2005 suggests that the average adult purchased the equivalent of 11.3 litres of pure alcohol over the year.

This is almost double an estimate based on the GHS data reported by the Office for National Statistics (ONS).  This suggests that the average adult drank 10.8 units of alcohol weekly in 2005, equivalent to 5.6 litres of pure alcohol over the whole year.  The GHS data, based on the number of drinks people remember having in the past week, shows that a trend of increasing consumption stabilised after 1980.  By contrast, HMRC data on clearances indicates a continuing increase, particularly since 1995, with a rise of 24% between 1995 and 2004 and a fall of 2% in 2005.  Provisional data suggests that a further fall took place in 2006.

While both sets of data show a fall in consumption in 2005, it is still too early to be sure that the consumption of alcohol is no longer rising.

Local Cambridgeshire Context

Health, Treatment and Prevention

Over the past year a number of health needs assessments have been carried out, which analyse the relevant information and statistics relating to the health of a particular population group or to a particular condition. These are used to inform changes and developments in local health services. Some of this work has been done jointly with Cambridgeshire County Council as Joint Strategic Needs Assessments – looking at a wider spectrum of needs and services including social care.

Health Needs Assessments and Joint Strategic Needs Assessments carried out in Cambridgeshire in 2007 include the ‘Health Needs Assessment for Reduction of Alcohol Related Harm’.

Current Situation

In order to assess the extent of the problem of alcohol misuse in the county a range of data sets were accessed from both health and community safety.  Unfortunately the quality and quantity of the locally produced data varied and there was some doubt as to the reliability of nationally produced data. E.g.

· The number of Tier 3 and Tier 4 alcohol detoxifications over the previous 5 years is not readily available

· There is no patient screening at accident and emergency departments or GP Practices

· The National Drug Treatment Monitoring System will start to receive reports from all treatment agencies from April 1st 2008. There had been no national requirement to report on alcohol performance historically, however, locally robust data has been collected by alcohol specialist providers and used for performance management and the commissioning in service developments

· Local hospital and Primary Care Trust statistics are compiled from coded returns with little confidence that the coding is done in a uniform way

· The Eastern Region Public Health Observatory (ERPHO) historically received no alcohol data from the Cambridgeshire Drug and Alcohol Action Team. However, from April 1st 2008 Cambridgeshire DAAT will provide assistance to partner agencies and local treatment providers across the county to robustly and consistently collect and record alcohol data
· The ‘alcohol flag’ on some crime and disorder data is inconsistently applied

A number of reasons for the above findings included;

· No commonality of definitions or interpretations

· No actual requirement to gather data

· Staff work given a lower priority than other areas which have targets
· No agreed sharing information protocol across agencies
· Lack of clarity of the importance of why the data is required

· The manpower cost is not justified

· Governance arrangements were unclear

To compensate for the absence of some local data, national data sets have been used.  Resultant figures for Cambridgeshire were then calculated to produce what is known as ‘synthetic data’.  The accuracy of the calculations was based on the reliability of the original data sets and the presumption that the demography of Cambridgeshire is similar to the national scene.

The results from the Department of Health’s commissioned Alcohol Needs Assessment Research Project (ANARP) 2004 were used locally, but with the caution that it is not possible to ensure its accuracy.

· Most adults (90%) consume alcohol and there is ambivalence towards ‘official’ interference with its consumption

· It is a legal substance

· Many dependant drinkers refuse to accept they have a problem with alcohol so do not become known to services

· When service availability increases- so does the demand for services

· Serious alcohol related health conditions may take several years to manifest themselves, by which time the link to alcohol may be obscured

· Alcohol may be a secondary substance of choice but equally problematic at the primary

· Alcohol misuse can be associated with mental health conditions (dual diagnosis) with no clarity as to which precipitated the other, or whether they are co-existing problems

· Severely dependant alcohol misusers are more likely to be aged over 30 years

· The highest percentage of moderately dependent alcohol misusers is in the 15-19 year age range

· In all categories alcohol is more a problem for men than women

· Huntingdonshire has the highest numbers in all categories with about 30% more dependent alcohol misusers than Cambridge City

Alcohol related Deaths

Between 1998 and 2004 Cambridgeshire had 275 alcohol-related deaths, 61% of which were males. Huntingdonshire was the district with the largest number of recorded alcohol-related deaths (87).

The male alcohol-related death rate in Cambridge City doubled between 1991-97 and 1998-04 (from 8.3 to 16.7 deaths per 100,000 of the population). Huntingdonshire also experienced a relatively large increase in both the male, and particularly, the female alcohol-related death rate within the same period.

Males in Fenland were the only population to experience a reduction in the alcohol-related death rate between 1991-97 and 1998-04, although this was only a reduction of 3 deaths. However there was an increase in the female rate during the same period. Compared with the national average the Cambridgeshire Districts have an alcohol related death rate below the UK average.

There is some indication that the prevalence of alcohol misuse is increasing amongst females in the Fenland district. This may be linked to the high migrant population although there is no data to support this observation.

Hospital Admissions

Incongruous to this data is that for alcohol related hospital admissions Cambridge City experienced the largest male alcohol-related hospital admission rate in 2004-05. Both Cambridge City and Fenland districts experienced a rate above the national average for males and females, while all other districts experienced a rate closer to that of the East of England.

Fenland had the largest female alcohol-related hospital admission rate in 2004-05. In terms of numbers Huntingdonshire was the highest.

The impact of the student population in Cambridge City anecdotally would suggest adds significantly to the demand on alcohol related services particularly during the ‘Ball’ season although the evidence is less clear with no significant increase in Accident and Emergency admissions during the period of the student balls. Students are a transitory population with a binge drinking characteristic which tends to be short lived as they leave the city and embark on careers. They are unlikely to generate individual long term demands on the alcohol services in the county.

The figures for alcohol specific hospital admissions 2004-2005 show the rate for Cambridge City is over 70% higher than the regional average for women and over 100% higher for men and in both cases significantly above the national figure. The actual numbers are also the highest for any of the 5 districts.

Data supplied by Cambridgeshire’s Drug and Alcohol Action Team (DAAT) to the National Drugs Treatment Monitoring System (NDTMS) for Cambridgeshire shows that in the first 3 quarters of 2006/7, of the service users with alcohol listed as the primary or secondary substance of misuse, 24 were given in- patient detoxification; approximately 90% with Cambridge Drug and Alcohol Service (CDAS), the rest at Drug and Alcohol Services for Huntingdonshire (DASH). Unfortunately the data for alcohol is not systematically completed for alcohol and is unreliable. In Fenland, 15 people underwent detox, through Drinksense during 2006/07.

In-patient detoxification is the only Tier 4 intervention offered in Cambridgeshire. Tier 4 provision for rehabilitation is offered out of the county.

In the first 3 quarters of 2006/7 63 structured alcohol interventions were given; 98%. at CDAS.  It is not recorded what particular interventions were given nor the intensity of the intervention (session length, frequency and length of engagement) nor the outcomes for the users. As a result it is difficult to put a meaning to this number.

Eastern Region Public Health Observatory supplied data for the 10 months from April 2006 to February 2007 which shows that 376 service users aged 20 or over, were seen in treatment with alcohol as the primary substance of misuse. If only 63 structured alcohol interventions were given in this period it would seem that at least 5 out 6 service users with alcohol as a primary substance of abuse received no relevant structured interventions. Again it has to be said that the data is incomplete and therefore unreliable.

17% of all clients in Tier 3 or 4 treatments for substance misuse in Cambridgeshire presented with alcohol as a primary or secondary substance of misuse. CDAS, (known as Mill House) had the highest number and proportion of clients presenting with an alcohol misuse problem, while Fenland Community Drugs Team had the lowest proportion. This will be influenced by Drinksense having a heavier presence in Fenland .
Structured psychosocial interventions accounted for 41% of all treatment modalities for clients presenting with alcohol as a primary or secondary substance of misuse. Specialist prescribing accounted for 20% of all treatment modalities and 11% of clients were on structured alcohol interventions. Other treatment options made up the balance. 

Community Safety, Crime and Anti-Social Behaviour

Though alcohol-related crime remains the overall responsibility of the police, tackling it effectively involves many different organisations working in partnership with each other.  An effective approach should map out a joint strategy, identifying the linkages between agency responsibilities whilst leaving individual organisations (i.e. the police) the freedom to make separate detailed plans as required.  

Partnership Organisation

Partnership arrangements for community safety currently operate on two levels within Cambridgeshire.  In each district area there is a Crime & Disorder Reduction Partnership (CDRP) that has a statutory requirement to put in place plans and strategies to tackle crime, disorder and substance misuse.  Each area has carried out its first annual ‘strategic assessment’, and has used this analysis to prioritise actions related to alcohol misuse alongside other issues within their community safety plans.

At county level representatives of each CDRP come together with countywide organisations quarterly at the ‘County Community Safety Strategic Board’ CCSSB to discuss issues of countywide concern and oversee joint work.  In some cases CCSSB will lead in addressing some issues e.g. domestic violence.

As well as working together in partnership individual organisations will address alcohol related issues separately as part of their mainstream work or to fulfil specific statutory duties.  This ‘mainstreaming of activity across all agencies is an effective way to bring about longer-term benefits.  Examples of wider involvement includes the role of the Security Industry Authority in regulating pub and club door-staff; the role of planners in setting policies to encourage or discourage the night time economy and the role of district council licensing.

Summary of Strategic Assessments 2007/08

The partnership strategic assessments were written to provide an accurate overview of the current and longer-term issues facing Cambridgeshire in respect of crime, disorder, anti-social behaviour, substance misuse and behaviour adversely effecting the environment.  The following are the main issues raised in respect to alcohol.

· Anti-Social Behaviour

This was identified as a priority for all CDRPs.  The analysis showed a direct relationship between problematic alcohol consumption and ASB.  It is important to note that a distinction was made between ‘on’ licence consumption leading to ASB within city and town centres and consumption contributing to youth related ASB in mainly residential neighbourhoods.


· Reducing Serious Violent Crime
This was identified as a countywide priority within the strategic assessment and again analysis showed a direct relationship between problematic alcohol consumption and violence.  Particular ‘hot spots’ and ‘hot times’ were identified as well as impacts across a number of service areas.  

Analysis demonstrated that alcohol consumption increases the risk of an individual becoming involved, either as victim or offender, in a range of serious offences; including sexual assault, rape, domestic abuse, physical assault and robbery.

Overall, alcohol was identified as being a significant factor for many offenders with 38% of offenders supervised within the community by Cambridgeshire Probation Area being identified as having an alcohol problem that had led to their offending.


· Reducing Domestic Violence
The British Crime Survey indicates that approximately one third of incidents of domestic violence are committed whilst the perpetrator is under the influence of alcohol
.  Local information supports this view and all CDRPs adopted reducing domestic violence as a priority with addressing alcohol related abuse being of key importance.
· Acquisitive Crime
Within this recommended priority alcohol was identified as one of the contributory factors to repeat offending


· Neighbourhoods
Alcohol misuse in various forms was identified as a recurring theme within neighbourhood action plans


The problematic consumption of alcohol was identified as contributing to a range of different crime types and problem behaviours.  Each CDRP has developed a local package of measures to address alcohol problems in their particular area.  In addition specific projects such as the establishment of Community Alcohol Partnerships have been piloted with a view to being rolled out across the County.

Action Plans

Partnership action plans, supplemented by individual agency work, can be organised around three distinct areas.  These reflect the findings of the partnership strategic assessments, identified priorities and the mainstream work of local agencies.  These are: 

· The management of the retail of alcohol / night-time economy

· The control of violence and anti-social behaviour

· Working effectively with offenders to reduce alcohol related re-offending

· Diversionary and educational work (particularly with young people).

In addition there are clear linkages with justice agencies working directly with offenders and broader based community development and regeneration initiatives.  There are also obvious links to the other parts of this strategy relating to children and young people and Health, Treatment and Prevention.

Partnership Performance

There are a number of alcohol related indicators within the LAA that directly relate to community safety.  The directly relevant national indicators are:

· NI 15 – Serious violent crime rate

· NI 17 – Perceptions of anti-social behaviour

· NI 20 – Assault with injury crime rate

· NI 32 – Reduction in domestic violence incidents

· NI 41 – Perceptions of drunk or rowdy behaviour as a problem

· NI 115 – Substance misuse by young people

Detailed partnership action plans will contribute to the achievement of reductions against each of these indicators.

Details of current performance against each of these indicators will be measured at a county level and many of the CDRPs have adopted these for local measurement as well.  It is acknowledge that the successful delivery of the alcohol strategy will also have an impact on a wider number of indicators.  Partnerships have also adopted unique local indicators in a reflection of the diversity of problems encountered at a local level.

With regard to police performance, the new performance framework for policing, APACS contains a number of indicators directly relating to alcohol misuse.  In all cases these indicators are the same, as national indicators so will be delivered jointly alongside CDRPs.

A more detailed template has been developed reflecting the current CDRP / local agency action plans to tackle alcohol issues related to Community Safety, Crime and Anti-Social Behaviour.  The actions have been grouped into four areas:

· The management of the retail of alcohol / night-time economy

· The control of violence and anti-social behaviour

· Working effectively with offenders to reduce alcohol related re-offending

· Diversionary and educational work (particularly with young people)

The template will be circulated separately as a wealth of data had been collected and warrants being an adjunctive document, to the Cambridgeshire Alcohol Strategy in its own right.

Children, Young People and Families

“All children and young people have the right to feel included and able to participate as active citizens in our communities”

‘Children in need’ are defined in the Children’s Act (1989) as those in need of additional services from the local authority in order to attain a reasonable standard of health and development, including children with disabilities.

In December 2006 there were nearly 3,500 children in need in Cambridgeshire aged 0 to 16 years of age. This equates to approximately 1 in 33 of all children in Cambridgeshire. Nearly a fifth has a main category of need of a physical and/or learning disability and another fifth of child neglect. Over 13% have a main category that included physical abuse and 12% had carers who were in erratic or in violent relationships. Nearly 8% were identified as children in need because of sexual abuse and 5% of children in need had drug taking or alcoholic parents.
The Cambridgeshire County Alcohol Strategy will support the Office of Children and Young Peoples partnership in ensuring all children and young people in Cambridgeshire achieve their potential.

Additionally the Cambridgeshire County Alcohol Strategy will aim to make progress against the five Every Child Matters outcome areas identified by government for children and young people:

· Be healthy

· Stay safe

· Enjoy and achieve

· Make a positive contribution

· Achieve economic well being

Cambridgeshire’s Children and Young People

There were 119,000 children and young people (aged 0 to 18) in Cambridgeshire at the 2001 Census, including 32,000 under 5. In 2001, 29% of Cambridgeshire households included dependent children. There are 42,800 children in Cambridgeshire primary schools and 30,300 young people aged 11 to 15 in secondary schools. Overall numbers are expected to be similar in five years’ time, but East and South Cambridgeshire will see slight rises.

About 400 children and young people are Looked After by Cambridgeshire County Council and in one week in February 2005 Cambridgeshire Social Services had contact with over 3,110 needy children, of whom over 600 had a disability and almost 700 were aged 0 to 4. Educational achievements at GCSE and at the end of Key Stage assessments are generally above the national average but there are areas of relative underachievement. At 16+ most young people choose to remain in education, or enter employment or training, but again rates vary across the county. In 2004 three quarters of young people aged 16 to18 in Cambridge were in education, employment or training, but only two thirds in Fenland.

Alcohol misuse does not occur in isolation. It is associated with other problems such as offending, truancy, school exclusion, family problems, living in deprived communities and being in local authority care. It is important that prevention programmes are targeted at the most vulnerable young people.

The Safe, Sensible, Social: The next steps in the National Alcohol Strategy 2007 noted that nationally the amount of alcohol consumed by younger adolescents (11-13) has increased whilst that for older adolescents has stabilised and that overall although the prevalence rates have declined the consumption rates have increased. The key turning point is 13 years when the proportion of those who have drunk alcohol exceeds those who have not. Children’s levels of drinking are associated with their parents drinking habits and other family factors. The most common location for young people to drink is in their home or someone else’s home.

Alcohol policy for young people in the county is governed by the Children and Young People’s Strategic Partnership. The Children and Young People’s Plan includes priority actions:

‘Improve the health and safety of children and young people in relation to alcohol misuse’

This is complimented by the Young People’s Substance Misuse Strategy 2008 - 2011 and the annual supporting action plan facilitated by the CDAAT Young People’s coordinator and the Young People’s Commissioning Group.

The importance of early intervention to prevent long term health and community problems is recognised by the more comprehensive and cohesive commitment to alcohol misuse evident within the approach to children and young people.

Figures indicate that between 2002 and 2005 in the county there were 250 males aged less than 18 years and 275 females aged less than 18 years admitted to hospital with alcohol specific conditions. Again Cambridge City had the highest number per 100,000 of the population for both males and females exceeding the eastern region and national figures. The remaining areas in the county had figures below the eastern region and national rates.

This pattern is partly reflected in the number of failed test purchases (unlawful sales to young people) conducted by Trading Standards, which has Cambridge City at 52% for 2006-2007 and the next highest Fenland at 24%. The trend in failed test purchases overall is improving from 58% failure in 2004 - 2005 to 23% failure in 2006-2007.

The SHEU Health Related Survey (which canvasses nationwide, year 8 (12 to 13 years) and year 10 (14 to 15 years) pupils about their alcohol consumption habits using a questionnaire completed by a sample of young people every 2 years) in 2006, had 9005 Cambridgeshire children completing the survey. 

Between 2002 and 2006 there was a decrease in the proportion of males in both year 8 and year 10 who had consumed alcohol in the week previous to the survey. The result for females showed an increase albeit the total numbers were similar to males except in the category of consumption of more than 14 units of alcohol in the previous 7 days when the female numbers were about half the male. Another positive measure from the survey is the reduction for both males and females in the number of purchases of alcohol from off licenses in the previous 7 days. When the data is examined on a district basis it shows that Cambridge City had the lowest percentage of year 8 and 10 consuming alcohol in the previous 7 days. At the high end of the scale Fenland had the highest percentage of young people who reported consuming more than 14 units in the previous 7 days.

This data appears to conflict with hospital admissions data for under 18s which indicates Cambridge City had the highest rate of hospital admissions for alcohol specific illnesses for both sexes with males in Fenland in the lower quartile. The highest actual number of admissions in both sexes was for Huntingdonshire. These figures may be a consequence of the availability of an Accident and Emergency facility and the night time economy, rather than a reflection of the extent of the problem.

Alcohol Misuse and Domestic Violence

In Cambridgeshire, a quarter of all children subject to a child protection plan have parental alcohol misuse as part of their assessed risks and problems; often in conjunction with domestic violence. 

Children’s Social Care Service along with the Local Safeguarding Children Board (LSCB), localities and other agencies will work in partnership to safeguard children, living with alcohol abusing parents and who are at risk of significant harm, and reduce alcohol related domestic violence through sustained improvement in the way services are delivered to victims, their children and the perpetrators. 

Implementation Action Plan

	No
	Local Action
	Performance Indicator/ Milestone
	Lead
	Date by

	Health / Treatment / Prevention/ Housing and Homelessness /  Workplace /  Workforce
	
	

	1.1
	Full countywide implementation of Models of Care for Alcohol Misuse

Reduce the gap between the need for alcohol treatment and access to treatment

Improve access to services to increase engagement 

Increased capacity and improve referral mechanisms into alcohol services to eradicate waiting lists/times


	Alongside existing alcohol service providers, remap and commission  the local system of alcohol intervention and treatment, incorporating integrated care pathways (ICP)

Implement commissioning framework and contract review processes incorporating performance monitoring of treatment systems and of alcohol treatment provision Ensure services

· Are in line with population needs

· Address local service gaps

· Are delivered  equitably

· Are evidence based

· Are developed in partnership with NHS bodies and local authorities and other partners

· Offer value for money
Commission and provide core community based alcohol treatment services offering equity and parity across the county, to meet a diverse range of local need.  Identify need for 7 day support, an on and off site structured day programme offering skills and training opportunity in addition to therapeutic interventions (i.e. adult education, community facilities). Opportunity for additional resources to be purchased to meet locality specific need
Review countywide service provision and need for in patient and community detoxification for all including homeless drinkers

Review budgets and commissioning arrangements for Tier 4 detoxification and rehabilitation, both local and national. Work towards a 7 day support service

Implement widely available protocols for the pharmacotherapy of detoxification

Offer early assessment of dependence severity by appropriately trained staff. Develop joint working systems and sensitive approaches to identify,  meet and support  the needs of women (and men) who are victims of domestic violence

Develop robust links with committed liaison or specialised alcohol psychiatry services for the management of patients with more complex alcohol withdrawal and who may be homeless

Implement a defined hospital alcohol strategy within each hospital
	Alcohol Service

Providers

Primary Care

PCT

CPMHPT

All CDRPs

Vol. Sector

CDAAT

+ DV Forum

+ Acute trusts
	Dec 2008

“

Sept 2009

April 2009

“

Sept 2009

April 2009

Sept 2009

April 2010

	1.2
	PCT to work in partnership to assess local need, current investment and provision of screening and brief interventions and services for all drinkers across the local health, social care and criminal justice pathways and to consider the different needs and priorities within each community
	Assess local need, current provision and levels of investment for screening and brief interventions and services for dependent drinkers across the local health and social care system

Assess entire pathway, consider whether screening and brief interventions are offered to hazardous and harmful drinkers who:

· Attend primary care as a new registration or with a pre-existing condition where alcohol may contribute to the harm, or are perceived by the GP as being at an increased risk of developing health conditions because of excessive drinking

· Attend other hospital health care settings; for example STD clinics or fracture clinics or

· Attend a non-NHS service

PCT to work in partnership with Practice Based Commissioners on a pan-PCT or wider basis, to secure services
	PCT

Primary Care

Acute Trust

CJS

Social care services

CDAAT

Sexual health services
	April 2009

Sept 2009

Dec 2008

	1.3
	Eradicate local service gaps
	Identify local champions to support partnership working (Such as a hospital consultant, regional and local public health leads, a mental health alcohol lead and consultant, PCT alcohol lead, GPs with a specialist interest, voluntary services, and service users)

Appoint A DAAT Alcohol Co-ordinator.  Develop countywide alcohol joint commissioning group and budgetary arrangements. Post will work with and liaise with all relevant and key stakeholders and directly link into the DAAT Executive and PCT

Alcohol Strategy Delivery Group to oversee the implementation of the Strategy and support the DAAT Alcohol Co-ordinator

Publish a guide to local service provision in a number of formats

Use opportunities available within the new General Medical Services (GMS) contract to deliver enhanced services and a range of models of prevention to meet need
	All

Alcohol Commissioning Group

Alcohol Strategy Working Groups

CDAAT

LSPs

Primary Care/PCT
	Dec 2008

Sept 2008

On going

Sept 0210

April 2010

	1.4
	Increase the number of alcohol misusers recorded as being in effective treatment
	Screen the target population and take action with individuals who are hazardous and harmful drinkers

Assess the needs of individuals with identified alcohol problems

Care plan to meet the assessed needs of individuals with

alcohol problems

Provide a range of structured treatment interventions to meet

the needs of alcohol misusers

Help individuals maintain the gains they have made from

alcohol treatment

Cambridgeshire DAAT to provide assistance to partner agencies and local treatment providers across the county to robustly and consistently collect and record alcohol data
	Alcohol Service

Providers

Primary Care

PCT

CPMHPT

All CDRPs

Vol. Sector

CDAAT
	On going

April 2010

On going

“

	1.5
	Reduce the number of alcohol-related hospital admissions


	Increase opportunities through training for targeted and opportunistic screening systems and simple brief interventions for hazardous and harmful drinkers

Implement a ‘teachable moment’ ethos within hospital departments when follow up intervention is carried out

Assess and appropriately co-ordinate care-planned treatment for

moderately dependent drinkers and for severely dependent drinkers or those with complex problems associated with their alcohol use
	ALL
	Sept 2009

Sept 2010

“

	1.6
	Implement routine

identification in A&E

departments and provide

brief advice to those identified
	Reduce re attendance for alcohol related conditions and ultimately reduce alcohol related A&E attendances

Develop a data capture system (i.e. Cardiff Model) to establish accurate linked picture of victim (age/gender), date/time, location, weapon,  injury, assailant (age/gender), ?repeat offender, relationship between victim/assailant (domestic violence issues)  and police report

Reduce alcohol consumption for patients given brief advice, at 3-month follow-up

Deliver brief interventions for coincidental hazardous drinkers in primary and secondary health settings, including A&E

Implement a screening strategy for early detection of  harmful/coincidental hazardous drinkers

Develop screening and assessment tools for  referral to on-going support services by appropriately trained staff with knowledge of local services

Offer education, training and support for general staff
	Alcohol Service

Providers

A+E

Acute Trusts

PCT

Primary Care

CDAAT

Police
	April 2011

“

April 2010

“

April 2011

April 2010

April 2011

	1.7
	Develop system of recording of alcohol involvement in injuries in emergency departments
	Trusts to commit to ongoing training to raise awareness of the extent to which hazardous and harmful use of alcohol is contributing to the health of patients

Develop clinical practice guidelines for the emergency departments as an effective mechanism for ensuring the routine documentation of alcohol involvement

Include a special section recording alcohol involvement as a part of the standard surveillance form used in emergency departments

Report back to emergency department staff on the usefulness of data including validation and reliability of the data collected

Link/integrate screening and recording of alcohol involvement in injuries in emergency departments with specialist services and resources
	A+E

Acute Trusts

PCT

Primary Care

CDAAT


	April 2010



	1.8
	Identification and brief advice in primary care
	Scope the current situation, sustainable capacity and training needs of GPs and primary care staff to be able to offer identification and brief advice for people who are consuming alcohol

Reduce alcohol consumption for patients given brief advice, at 3-month follow-up

Increase referrals to alcohol services
	PCT

Primary Care

CDAAT

MHT

CMHT
	Sept 2010

April 2011

On going

	1.9
	Train and support relevant

front-line staff to identify

hazardous and harmful

drinking and provide brief

advice
	Measurably increase numbers of staff trained

Measurably increase staff skills and confidence

Measurably increase numbers of hazardous and harmful drinkers identified and

given brief advice
	CDAAT

PCT

CCC

A+E

Acute Trust
	Annually

“

“

	1.10
	Reduce the harm caused to the health and well-being of those using alcohol in harmful ways
	Commission public health campaigns and education to raise awareness of the harms associated with alcohol use and sources of support

Design services and deliver in collaboration with all relevant organisations and communities to promote, protect and improve the health of the population served and reduce health inequalities between different population groups and areas

Promote and endorse national information campaigns that tackle the problems of binge drinking
	ALL
	Annually

April 2010



	1.11
	Help people who use alcohol harmfully to live healthier lives
	Provide information and advice and for those that need it, treatment and support in re-establishing their lives, including the identification and referral of offenders of alcohol related crime and disorder to treatment in prison and in the community
	ALL
	April 2010

	1.12
	Reduce the trend in alcohol related hospital  admissions
	Use Audit Commission costing tools in the commissioning of cost effective treatment

Develop strong working relationship with LSPs in the delivery and performance management of LAA 
	ALL
	April 2010

“

	1.13
	Narrow the difference in life expectancy between the 20% of areas in Cambridgeshire with the highest IMD2004 scores and the average
	Establish baseline for referrals to alcohol services

Establish baseline from QOF data, community based projects and current practice. Review and evaluate screening tools
	ALL
	Sept 2010



	1.14
	More help for those who want to reduce their alcohol consumption

improved public information around alcohol


	Inform the public about the risks associated with drinking alcohol through a major national communications campaign linked to the labelling of bottles and cans to assess daily consumption

Support the development of a range of new kinds of information and advice aimed at people who drink at harmful levels and their families and friends, including telephone help lines, interactive websites and support groups

Plan local investment and health to implement identification and brief advice in a range of health, criminal justice and community settings

Offer choice of services and treatments and respond as promptly as possible without unnecessary delay at any stage of service delivery or individual care pathway (ICP)
	ALL
	On going

“

“

Sept 2010

	1.15
	Full adherence to relevant quality standards
	All services and their staff to ensure criteria for Quality in Alcohol and Drug Services (QuADS) and Drug and Alcohol National Occupational Standards are met (DANOS)
	ALL
	Dec 2010

	1.16
	Reduce alcohol related absenteeism
	Develop a template alcohol workplace policy to be adopted/adapted by employers/organisations

Develop a database of employers/organisations and ensure updates are distributed

Offer a point of contact for enquiries and direct employers/organisations to appropriate literature/websites etc
	CDRP

Environmental Health

CDAAT
	April 2011

“

“

	1.17
	Implement routine workplace

screening and brief

interventions for targeted

organisations, in agreement

with Human Resources

departments and trade unions
	Measurably increase number of employees screened

Measurably increase number of employees receiving brief advice

Measurably increase referrals to specialist services
	ALL
	April 2011

“

“

	1.18
	Introduce regular alcohol

health-promotion sessions

with the major local

employers
	Measurably increase number of sessions held

Raise awareness
	ALL
	April 2011

“


	No
	County Action
	Performance Indicator/ Milestone
	Lead
	Date by

	Community Safety, Crime and Anti Social Behaviour
	
	

	2.1
	Target irresponsible promotion and sales
	Work with OfCOM and the Advertising Standards Authority; industry self-regulation bodies such as the Portman Group; and the alcohol industry itself through a range of codes and standards

Develop intelligence by working in partnership with local agencies

Work with businesses to provide education and training in the area of underage sales

Following educational work, undertake test purchasing activities and prosecute persistent offenders

Evaluate and improve the effectiveness of these bodies and take action and tackle the irresponsible sale and promotion of alcohol. Where appropriate, action can be taken at a local level by Licensing Authorities on a case by case basis where there is evidence of a causal link between irresponsible retailing in an individual premises and threats to licensing objectives such as crime and disorder

Reduce the number of premises illegally selling alcohol to young people under 18 to 25% by 2009/10

(Benchmark 40%, 35% - 07/08, 30% - 08/09)

Maintain sales of alcohol to minors at randomly sampled premises below 15%
	All District CDRPs

Trading Standards

Police

CDAAT


	Sept 2010

Sept 2010

“

“

On going

Sept 2010

“

	2.2
	Monitor and assess the performance in policing and community safety and the

services delivered by the police working on their own or in partnership, as part of overall performance management arrangements being developed by other partners
	Align local frameworks (e.g. criminal justice, local authorities and transport) to Home Office frameworks

Develop a data capture system (i.e. Cardiff Model) to establish accurate linked picture of victim (age/gender), date/time, location, weapon,  injury, assailant (age/gender), ?repeat offender, relationship between victim/assailant and police report

Integrate APACS vision with policy, delivery and support functions plus associated regimes related to good practice, inspection and audit

Support a balanced regime of accountability, building on the roles – including any collaborative arrangements – of partners locally, regionally and nationally

Cover policing and community safety issues in a balanced way which reflects relative seriousness and which minimises data demands on partners

Make best use of performance data, diagnostic data and professional judgements in producing analysis and assessments which:
(a) show whether services are effective, equitable and provide value-for-money and whether they are perceived as such
(b) reflect relevant Public Service Agreements (PSAs) d other strategic priorities, standards and targets as well as performance against priorities for improvement selected locally
(c) use data focused on results (outcomes) but with the capability to use data on inputs, processes or outputs and
(d) can monitor implementation of key operational strategies such as neighbourhood policing, alcohol misuse enforcement

Communicate data and assessments in a timely manner and in a way which:
(a) demonstrate service delivery to citizens, communities and opinion-formers so as to promote visibility, accountability and responsiveness and
(b) describe performance to service providers so as to support day-to-day management.
	Police
	April 2010

“

Sept 2010

On going

“

“

April 2011



	2.3
	Reduce the percentage of the public who perceive alcohol use or drunk and rowdy behaviour to be a problem in their area
	Develop questionnaire/crime audits/Placed Survey relating to public perception of alcohol related crime and disorder


	CDRP

Police


	Sept 2010

	2.4
	Make communities safer
	Tackle crime and the key drivers of offending, reducing the disorder and anti-social behaviour associated with alcohol

Tackle the irresponsible sale or promotion of alcohol
	CDRP

Police


	On going

“

	2.5
	Reducing the harms caused to the community as a result of associated crime, disorder and anti-social behaviour
	Focus prevention, information and support, and where appropriate the criminal justice system at the minority of drinkers who cause or experience the most harm to themselves, their communities and their families. These are: 18–24 year-old binge drinkers; young people under 18 who drink alcohol; and harmful drinkers

Measurably reduce violence against the person offences committed in the town/city centres, recognised and identified ‘hop spots’ relating to the consumption of alcohol at night, particularly on Friday and Saturdays
	Police

Probation

CJS

A+E
	On going

Annually

	2.6
	Sharpen criminal justice for crime and anti-social  behaviour
	Develop a combination of penalties and health and education interventions to drive home messages about risks associated with alcohol and to promote behavioural change

Measure the indicators for reducing violent crime and disorder, especially assault with injury

Measure the indicator for reducing the percentage of the public who perceive drunk and rowdy behaviour to be a problem in their area

Joint work with police to ensure relevant indicators are embedded within their plans

Develop systems for data collection and analysis from a range of multi-agency sources within the criminal justice system

Pilot screening and brief interventions in criminal justice settings
	Police

Probation

CJS

A+E

CDAAT
	Sept 2010

“

“

“

“

April 2010

	2.7
	Implement routine identification when people are arrested and in custody, or in other criminal justice settings,

and provide brief advice to

those identified
	Reduce alcohol consumption for all those given brief advice in custody, at 3-month follow-up

Measurably reduce offending rate
	Police

Probation

CJS

A+E

CDAAT
	Sept 2011

Annually

	2.8
	Implement conditional

cautioning for low-level and persistent alcohol  related offences
	Liaise with the relevant local authority Community Safety Officer/ASB Officer to monitor cautions and ensure relevant information for consideration Anti Social Behaviour Orders (ASBOs) for individuals.

Agree protocols between police, Crown Prosecution Service and treatment provider

Develop a systematic and criteria based approach to increase the number of conditional cautions given and Alcohol Treatment Requirements (ATR)

Reduce offences
	Police

Probation

CJS

A+E

CDAAT
	April 2010

“

	2.9
	Agree and implement a multi-agency approach to tackling street drinking
	Implement multi agency tailored approach to tackling street drinking to the needs of the area in which it occurs. 
	CDRP

ALL
	April 2011


	No
	Local Action
	Performance Indicator/ Milestone
	Lead
	Date by

	Children, Young People and Families
	
	

	3.1
	All young people to have access to appropriate alcohol misuse interventions across Cambridgeshire
	Ensure a countywide joined-up approach to alcohol services for young people

Implement robust care planning and co-ordination of care pathways across the treatment systems agencies to improve client transfers between agencies and reduce unplanned discharges from the treatment/intervention system

Increase the capacity of Alcohol Outreach Workers for young people ensuring equity and parity across the county.
	DAAT YOUS

CAMHS

Drinksense

PCT

Primary Care

Acute Trusts
	Sept 2010

“

Sept 2011

	3.2
	All OCYPS staff to be given adequate information and where relevant and appropriate, training regarding young people and substance misuse, to ensure care pathways are co-ordinated in all cases.
	Training programme for frontline workers to be amalgamated with a wider OCYPS programme for young people’s workers. 

This will be a staged process that should eventually be mapped against job descriptions, and training provided as part of the induction process.
	ALL
	Sept 2009

Sept 2010

	3.3
	Young people actively engaged in the planning and commissioning of alcohol services 
	Actively engage with specialist and non- specialist providers/agencies who come into contact with children and young people.

Ensure that any consultation carried out with young people by any of these providers is used to inform service planning.
	ALL
	On going

	3.4
	Tackle underage alcohol consumption in town/city centres and reduce those negative effects of underage drinking such as harm to young people and society (including anti-social behaviour and crime and disorder)
	Support and develop the network: Community Alcohol Partnership (CAP)

Increase joint working, partnership membership and liaison with key agencies to ensure comprehensive sign up and sustainability.

Build on and take ‘lessons learnt’ from the Huntingdonshire Pilot to roll programme out across the county. Use this joint approach to work within its three core themes addressing; Education, Enforcement and Public Perception

Police to use powers allowing them to seize alcohol from under 18s and disperse groups of young people causing anti-social behaviour. 

Use of these powers to be monitored and their effectiveness evaluated. Evaluation to take place in 2010.
	ALL
	On going

2010

	3.5
	Improve the health and safety of children and young people in relation to alcohol misuse
	Year on year measurable percentage increase of schools achieving ‘Healthy Schools’ status  (50% at 2006/07)

All schools to be ‘working towards’ the standards’ by 2009

Reduce the number of young people who have had an alcoholic drink in past week to 35% by 2009 (38% at 2006/07)

Reduce the number of young people whose intake of units in past week was over 14 to 4% by 2009 (5% at 2006/07)
	ALL
	Annually

April 2009

“

“

	3.6
	Children and young people are supported to make healthier choices
	Alcohol Young People Service to promote awareness of the risks associated with alcohol use to allow young people and their parents to make informed choices
	ALL
	Annually

On going

	3.7
	Specialist alcohol services to support delivery of the PSHE curriculum in schools and other educational settings
	Support the on going delivery and development of the Cambridgeshire Community Drug and Alcohol Programme

· The parents and community drug and alcohol awareness evenings

· The PSHE Schemes of Work for PSHE (Primary Schools)

· Personal Development (Secondary Schools, Special; Schools and PRUs)

· The Life Education programme in primary schools

Each district to measurably increase the number of schools receiving PSHE sessions, including delivery of STAY campaign and links to wider risk taking e.g. sexual health

Each district to measurably increase the year on year number of PSHE sessions delivered in schools

Each district to measurably increase the number of Pupil Referral Units receiving PSHE/ number of sessions delivered
	ALL
	On going

Annually

“

“

	3.8
	Provide a consistent, high quality universal entitlement programme of alcohol education for all young people aged 4-18 years
	Identify those young people most at risk of failing to reach their potential because of alcohol misuse and provide tailored support for them

Focus prevention, information and support, and where appropriate the criminal justice system at the minority of drinkers who cause or experience the most harm to themselves, their communities and their families. These are: 18–24 year-old binge drinkers; young people under 18 who drink alcohol; and harmful drinkers

Deliver information on alcohol  at an appropriate level to ensure a consistent, county-wide approach to delivering messages on substance misuse, in particular cannabis and alcohol 


	ALL
	On going

“

“

	3.9
	Improve the  Education and Information on Drug and Alcohol Issues for Young People aged 11-18 
	Adopt the recommendations of the Cambridgeshire County Council Health and Adult Social Care Scrutiny Committee: December 2007
	All
	2011

	3.10
	Young travellers not in mainstream school to have access to alcohol education
	Sustain and deliver targeted PSHE sessions with young travellers where required

Achieve 25 young travellers engaged in project work by 2009

Proactive encouragement of parents to attend to ensure opportunities for family based learning
	ALL
	On going

April 2009

On going

	3.11
	Follow guidance for social care staff on appropriate information resources
	All young people aged 11 – 17, who are looked after to have their needs addressed using the substance misuse screening questionnaire. (developed in 2007). The effectiveness of the screening tool to be evaluated in 2009 and potentially rolled out to be used with all young people coming into contact with social care staff.

Staff to be confident that they have the right level of  information and support on alcohol to be able to  screen young people for  substance misuse
	ALL
	April 2010

	3.12
	Reduce by 45% (by 2009)

the teenage conception rate

(under 18 year olds) per 1,000

population aged 15-17 years
	Address risk-taking behaviour related to alcohol use through sexual health programme. Through brief interventions and attendance on training courses and evaluation of the effectiveness of these

Develop a referral baseline to sexual health and alcohol services for under 18s based upon current definitions and guidance.

Alcohol and sexual health services to reduce the link between alcohol and unprotected sex leading to teenage pregnancy and sexually transmitted diseases through identification and education.

Intensive Assertive Outreach worker to work with young people to explore options around pregnancy and where appropriate prevent second pregnancies


	ALL
	April 2010

“

	3.13
	Increase the number of children and young people on the path to success
	Support and train Tier 1 services in the identification of levels of alcohol use in children and adolescents who are presenting overtly for help 

All partner agencies to consider how they can contribute through their mainstream activity and resources towards sustaining and developing preventive work with young people over a longer time scale
	ALL
	April 2011

	3.14
	Reduce the harms caused to the development, achievement and well-being of young people and families
	Address alcohol misuse amongst young people through early intervention with those we know to be most vulnerable

Identify and support the most at risk families who are experiencing multiple problems, where parental alcohol misuse is often a key factor
	ALL
	On going

“

	3.15
	Reduce harms to children of alcohol misusing parents


	Increase annually number of schools offering alcohol awareness sessions for parents and carers

Measurably increase number of parents receiving information about the effects of substance misuse and where they can get help, support and advice

Develop protocols with adult services to record details of children affected by alcohol misusing adults and ensure such children are risk assessed and safeguarded.
	ALL
	Annually

“

	3.16
	Children and Young People have the Best Possible Emotional Health


	Intensive Assertive Outreach project to work with young people to measurably improve emotional health. Accessible specialist services recognising the diverse needs of those presenting are delivered and address

· Waiting times for referral and treatment 

· Crisis assessment for those who self harm 

· Services for those with learning disabilities 

· Services for those in care 

· Specialist services for 16-17 year olds
	ALL
	On going

	3.17
	Vulnerable Children and Young People and their parents and siblings are supported to achieve the best possible outcomes
	Education, Prevention and Engagement Workers to work in Children’s Homes and develop links with the Travelling Communities to measurably increase the numbers of engaged hard to reach groups. 

Targeted groups

· Looked after children

· Children with disabilities

· LGBT young people

· Children from Gypsy and Travelling Communities

· Young Carers

· Siblings

Ensure outreach is adequately resourced; making best use of the preventive role of youth services; strengthening support for young carers, young people referred to PRUs, care levers and children of substance misusing parents.

Develop resources in conjunction with parents/carers to assist them in developing effective strategies for bringing a family member/young person’s drinking within safe limits
	ALL

CCC
	Annually

April 2009

	3.18
	Improve provision of Young Users and Child and Adolescent Mental Health Services to vulnerable children, particularly in vulnerable circumstances and for those placed out of county
	All stakeholders to work with YOUS and CAMHS to continue work through service transformation to improve waiting times to assessment and treatment for children with mental health problems, so that the national target for referral to treatment of 18 weeks is fully achieved for all children.


	ALL
	Sept 2010





















CURRENTLY UNDER REVIEW

Provisional map showing groups and lines of communication, responsibility and accountability (This is intended to indicate possible groups and memberships for the evolving multi agency working, influencing, purchasing, delivering and monitoring of alcohol provision and addressing the harm caused. This process has not been finalised and comments still welcomed until September 1st 2008.

	County Health and Wellbeing Group
	
	LAA Board


	
	Children and Young People's Strategic Partnership

	
	
	
	
	

	
	
	
	Local Safeguarding Children’s Board
	

	LSPs
	
	DAAT Executive Group


	
	Alcohol Commissioning  Group

	
	County Community Safety Strategic Board
	
	
	

	Alcohol, Community Safety, Crime and Anti Social Behaviour Steering Group
	County Level
	Alcohol Health  Intervention and Treatment

Steering Group
	County Level
	Alcohol Children Young People and Families Steering Group

	
	
	

	
	

	Membership-

Police, Probation, Trading Standards, Licensing etc
	
	Membership-

Practice Based Commissioning Groups,

Acute Trusts,

Alcohol Providers, Homelessness Services Drinksense, CPMHPT Alcohol Provider etc
	
	Membership-

Children’s Centres,  YOUS, Drinksense, CAMHS, Independent Sector, schools, PRUs, etc 



	
	
	
	
	

	Community Safety,

Domestic Violence, licensing etc
	Local/District Level
	Improving Health Partnerships, CMHT etc

	Local/District Level
	Area Teams, Youth Service

Outreach Services etc


The new DAAT Alcohol  Co-ordinator will attend the DAAT Executive.

The new Alcohol Joint Commissioning Group will agree priorities and funding arrangements. This new group will consist of a representative from all the major stakeholders.

Each CDRP will have an Alcohol Lead as member of the Alcohol Joint Commissioning Group and will cascade information to and from the Group and their CDRP.

The Eastern Region Alcohol Steering Group will provide the strategic regional oversight and coordination during the implementation and delivery of alcohol strategies within each locality. 

Glossary

	A&E 
	Accident and Emergency (department)

	ASBO
	Anti Social Behaviour Order 

	ANARP 
	Alcohol Needs Assessment Research Project

	APACS
	Assessment of Performance and Community Safety

	ATR
	Alcohol Treatment Requirements

	CAMHS
	Child and Adolescent Mental Health Services

	CARATS
	Counselling, Assessment, Referral, Advice and Through-care Services

	CDAS
	Cambridge Drug and Alcohol Service

	CDRP
	Crime and Disorder Reduction Partnership

	CJS
	Criminal Justice System

	CPMHPT
	Cambridgeshire and Peterborough Mental Health Partnership Trust

	CPS
	Crime Prosecution Service

	DAAT
	Drug and Alcohol Action Team

	DASH
	Drug and Alcohol Services for Huntingdonshire

	DH
	Department of Health

	DANOS
	Drug and Alcohol National Occupational Standards

	DPH
	Director of Public Health

	DPPO
	Designated Public Places Order

	ERPHO
	Eastern Region Public Health Observatory

	FPN
	Fixed Penalty Notice

	GHS
	General Household Survey

	GMS
	General Medical Services

	GP
	General Practitioner

	HMRC
	HM Revenue and Customs

	ICP
	Integrated Care Pathway

	LA
	Local Authority

	LAA
	Local Area Agreement

	LDP
	Local Delivery Plan (NHS)

	LGBT
	Lesbian, gay, bi-sexual and transexual

	LSP
	Local Strategic Partnership

	MoCAM
	Models of Care for Alcohol Misusers

	NDTMS
	National Drugs Treatment Monitoring System

	NHS
	National Health Service

	NTA
	National Treatment Agency

	ONS
	Office for National Statistics

	PCT
	Primary Care Trust

	PSA
	Public Service Agreement 

	QuADS
	Quality in Alcohol and Drug Services

	SHA
	Strategic Health Authority

	WHO
	World Health Organisation 

	YOS
	Youth Offending Service

	YOUS
	Young Users -  Young People’s Specialist Service in Cambridgeshire 


Appendices

Types of Drinking as defined by the National Treatment Agency

Sensible Drinking

Sensible drinking is drinking in a way that is unlikely to cause yourself or others significant risk of harm.  The Government advises that:

· Adult women should not regularly drink more than 2–3 units of alcohol a day

· Adult men should not regularly drink more than 3–4 units of alcohol a day

· Pregnant women or women trying to conceive should avoid drinking alcohol. If they do choose to drink, to protect the baby they should not drink more than 1–2 units of alcohol once or twice a week and should not get drunk

Harmful Drinking

Harmful drinking is drinking at levels that lead to significant harm to physical and mental health and at levels that may be causing substantial harm to others.  Examples include liver damage or cirrhosis, dependence on alcohol and substantial stress or aggression in the family.

Women who regularly drink over 6 units a day (or over 35 units a week) and men who regularly drink over 8 units a day (or 50 units a week) are at highest risk of such alcohol-related harm.

Women who drink heavily during pregnancy put their babies at particular risk of development of fetal alcohol syndrome or fetal alcohol spectrum disorder.  These disorders lead to lifelong intellectual and behavioural problems for their child.

Hazardous Drinking

The Hazardous Drinking is a pattern of use that increases the risk of harmful consequences for the user. In contrast to harmful use, hazardous use refers to patterns of use that are of public health significance despite the absence of any current disorder in the individual user.

Hazardous drinkers are drinking at levels over the sensible drinking limits, either in terms of regular excessive consumption or less frequent sessions of heavy drinking.

However, they have so far avoided significant alcohol-related problems. 
Binge Drinking

Binge drinking is essentially drinking too much alcohol over a short period of time, e.g. over the course of an evening, and it is typically drinking that leads to drunkenness.  It has immediate and short-term risks to the drinker and to those around them.

Trends in binge drinking are usually identified in surveys by measuring those drinking over 6 units a day for women or over 8 units a day for men. In practice, many binge drinkers are drinking substantially more than this level, or drink this amount rapidly, which leads to the harm linked to drunkenness.

However, there is no single concise way of categorising individuals in need of alcohol treatment. The extent to which individuals would benefit from interventions depends on a number of factors. Key factors include:

· The level of consumption

· The context in which alcohol is used

· The seriousness of the alcohol-related problems

· The severity of the dependence on alcohol

The Department of Health advises that men should not regularly drink more than 3 - 4 units of alcohol per day, and women should not regularly drink more than 2 - 3 units of alcohol per day. After an episode of heavy drinking it is advisable to refrain from drinking for 48 hours to allow your body to recover. This is a short term measure. People whose pattern of drinking places them at significant risk should seek professional advice.

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 
	 2 units 

	A pint of strong lager 
	 3 units 

	A pint of ordinary bitter 
	 2 units 

	A pint of best bitter 
	 3 units   

	A pint of ordinary strength cider 
	 2 units 

	A pint of strong cider 
	 3 units 

	A 175ml glass of red or white wine at 13 percent strength 
	 2.3 units 

	A pub measure of spirits 
	 1 unit 

	An alcopop 
	 around 1.5 units 
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CAMBRIDGESHIRE


Proposed treatment pathway


Referral & Care Pathway for Alcohol Prevention, Treatment and Support Systems





REFERRAL 


To Local Community Based Services in: Cambridge City, East and South, Huntingdonshire and Fenland: 


Client self referral by walk-in (easy access services)/telephone/letter


3rd party professional in writing with client consent, or GP advice


From other service element/locality


(Not currently able to accept referrals via email)








AVAILABILITY OF SERVICES


This is the proposed minimum service model for Cambridgeshire. Localities are at differing stages of development.





WHOLE SYSTEM APPROACH


Access to Interventions/Service element


Seamless access to all interventions is available to clients within the system. Ongoing assessment of need enables identification of necessity of referral to service elements. This includes access to throughcare – life skills and social care





Partnership and Multi-agency Working


Operating as part of a whole system partnership and multi-agency working with key external agencies is central to this pathway:


Primary Care Services


CMHTs/CAMH


Hospitals – including A+E


Social Services


Drugs Services


Housing Providers


Other specialist providers and projects as identified








TRIAGE


All referrals reviewed by Case Manager/Senior Practitioner


Referral response within 48 hours


GP or other 3rd party professional referrer informed of assessment date








INTAKE ASSESSMENT


Initial assessment of alcohol use/ misuse/dependency


Identification of medical/social/mental health and related issues


Assessment of urgency of referral and client's readiness to engage in services








CARE PLANNING PROCESS


Identification of treatment/ care/support needs


Allocation of client to appropriate service element


GPs and 3rd party professional referrers informed of outcome of assessment








INTERVENTIONS


Group and Individual Care Planned Work





MEDICALLY ASSISTED DETOXIFICATION Inpatient/ Community





CRIMINAL JUSTICE


Inc. Alcohol Treatment Requirements


Care planned psychosocial interventions delivered in Probation Settings





ADULT OUTREACH Social Care, Accommodation and tenancy support, debt and benefits advice, access to training & employment





MINIMAL, BRIEF AND CARE PLANNED INTERVENTIONS delivered in a range of settings including Primary Care 





SPECIALIST LINKED THEMES





Anxiety Management/ Depression/Anger Management/Self Esteem/ Bereavement/ Relationships





Access to RESIDENTIAL REHAB 





EDUCATION/ PREVENTION TRAINING for professionals in screening, identification and minimal interventions








NOTES Services within this broken frame may be developed further or funded beyond core service level agreements.





CHILDREN/YOUNG PEOPLE SYSTEM (varies across locality/district)





TRAINING Children and Young People Workforce Development Programmes





ENGAGEMENT, EDUCATION, PREVENTION & RISK TAKING BEHAVIOUR WORK


In Young People Settings





YP TREATMENT & SUPPORT


Complex Needs. Transitional Work (16-19) dependent on age. Links to A&E, CAMH, Criminal Justice








FAMILY/PARENTING SUPPORT


Work with the whole family to reduce the impact of parental alcohol misuse on children and young people








� Alcohol & Intimate Partner Violence, Home Office Research Findings 216, Summary 2004





While the Drug and Alcohol Action Team Executive takes the lead on the implementation of the Cambridgeshire Alcohol Harm Reduction Strategy, this document should be considered as your and your organisation’s strategy.
Page 1 of 43

