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1. Introduction

1.1 This draft Strategy aims for the first time to provide 

a comprehensive plan for reducing the harm to 

health caused by alcohol in the Greater Glasgow 

Health Board area. 

1.2 The main evidence for the Strategy was gathered 

by a multi-disciplinary working group with 

representatives from public health, commissioning, 

psychiatry, general practice, accident and 

emergency medicine, health promotion and social 

work. The working group carried out surveys of 

general practitioners, hospital medical directors, 

specialist addiction services, housing agencies and 

prisons. A study of accident and emergency 

attendances was carried out by the Public Health 

Department. 

1.3 The Strategy primarily aims to reduce the harm to 

health caused by alcohol in the Greater Glasgow 

Health Board area. Its main focus is therefore the 

effect of alcohol on health and its consequences 

for the provision of health services. However, the 

Strategy also recognises that alcohol's effects on 

health cannot be isolated from its social 

consequences. In addressing these complex issues 

there is therefore an essential contribution to be 

made by central and local government and by other 

sectors including education, social services, the 

criminal justice system, the media, industry and the 

non-statutory sector. 

1.4 The Strategy begins by examining trends in alcohol 

consumption within Greater Glasgow and relating 

these to the rest of Scotland, the United Kingdom 

and Europe. It places alcohol within the context of 

the use and misuse of a wide range of other drugs. 

The evidence for the harmful effects of alcohol in 

Greater Glasgow is then considered in some detail. 

1.5 This is followed by a review of the current treatment 

and care services for people with alcohol-related 

problems and their families in the Greater Glasgow 

area. The main elements of treatment service 

provision are then outlined. Finally, current 

preventive initiatives are summarised and proposals 

described for taking this work forward. 

1.6 The Greater Glasgow Alcohol Liaison Committee 

(GGALC) has a government remit to promote multi

agency working on alcohol issues. Its membership 

has wide representation from the statutory and non

statutory sectors. Committee members have helped 

prepare the strategy both in terms of providing 

information and identifying service proposals. 

1.7 The Greater Glasgow Alcohol Liaison Committee 

held a seminar on 7th March 2000 to identify key 

issues arising from analysis of the problems and 

current service provision. Proposals for future 

treatment services have been finalised in the light 

of discussion and written comments on the first two 

drafts that have been received. 

Alcohol in Greater Glasgow 

Numbers to remember 

Drinking more than twice 

the recommended limit 

Proportion of attenders at A&E 

Departments with alcohol-related 

problems 

Alcohol-related emergency 

admissions to hospital in1998 

Proportion of all acute admissions 

to hospital who drink excessively 

Estimated number of patients 

with severe drinking problems 

seen monthly by GPs 

Number of deaths in1997 

certified as alcohol-related 

30 000 males 

3 000 females 

8-15%

6200 and rising 

20-30%

4700 

350 and rising 
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2.2 Alcohol consumption in Scotland was at an all time 
high in the 1830s, falling steadily through the 
nineteenth century as various controls were 
introduced1

• It fell further after the First World War 
due to strict licensing laws, high taxation and 
economic depression. Alcohol consumption per 
capita in Scotland and the rest of the United 
Kingdom then increased steadily again between 
1960 and 1980 as the relative retail price of alcohol 
fell. Since then it has remained fairly steady. (Figure 
2.1) During the 1990s the average per capita alcohol 
consumption in the United Kingdom in general and 
Scotland in particular was around 7 litres per year. 
T his places the UK only 20th among European 
nations, with the heaviest dr inkers being in 
Luxembourg. (WHO 1997) Nevertheless, it is clear 
that alcohol consumption in Scotland over the past 
20 years has been higher than at any time since 
the First World War. 

Figure 2.1 
Retail price of alcoholic beverages relative to personal 
disposable income and consumption of pure alcohol per capita 
aged 14 and over in UK, 1960-1991
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Table 2.3 
Alcohol consumption levels by region in Scotland 1995 

Greater 
Glasgow 

Highlands 
& Islands 

Grampian 
& Tayside 

Men 

Mean weekly units 
% drinking over 21 units 
% drinking over 50 units 

Women 

Mean weekly units 
% drinking over 14 units 
% drinking over 35 units 
Source: Scottish Health Survey 1995 

4 

25.6 
37 
12 

7.0 
14 
1 

18.4 
34 
8 

5.6 
11 
1 

19.7 
33 
8 

6.0 
13 
1 

2.3 In the Scottish Health Survey of 1995, 1245 Greater 
Glasgow residents aged 16 to 64 years were 
questioned about their consumption of alcohol. 16% 
of men and 30% of women said they normally had 
less than one drink per week or did not drink at all. 
On the other hand, 37% of men and 14% of women 
said they normally drank more than the 
recommended weekly limit of 21 units of alcohol 
for men and 14 units for women, with 12% and 1 % 
respectively drinking over twice the upper limit. If 
representative of Greater Glaswegians generally, 
this indicates there are over 100,000 men and 
40,000 women who regularly drink over the 
recommended limits in Greater Glasgow and over 
30,000 and 3,000 respectively drinking more than 
twice the upper limit. Men in Greater Glasgow drink 
more than men in other parts of Scotland, with 
current drinkers averaging 28 units per week, 
compared with 21 units in Scotland as a whole. 
Women in Glasgow drink an average of 7.7 units 
per week compared with seven units for women in 
Scotland as a whole. (Table 2.3) It is probable that 
the survey did not include some excessive drinkers 
who were unable or unwilling to cooperate with the 
survey or who were living in hostels for the 
homeless. Consequently these figures may 
underestimate the true extent of the problem. 

2.4 Men in Greater Glasgow are also much more likely 
than women to take at least five drinks on the same 
occasion, with 12% of men doing so at least twice 
a week compared with only 2.3% of women. 
Frequent heavy drinking is commonest among men 
aged 18 to 23. Over the period 1988-95, the 
proportion of the respondents in Greater Glasgow 
reporting heavy drinking increased significantly for 
both men and women2

• 

Lothian 
& Fife 

18.4 
32 
7 

7.6 
16 
2 

Borders, 
Dumfries 

& Galloway 

15.7 
31 
3 

5.3 
8 
0 

Lanarkshire 
Ayrshire 
& Arran 

20.3 
34 
8 

5.8 
11 
0 

Forth Valley Total 
Argyll & 
Clyde 

19.1 
31 
8 

5.5 
11 
0 

20.1 

33 

8 

6.3 

13 

1 
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Table 2.4 

Percentage drinking more than 21 (men) or 14 (women) units of 
alcohol by sex, and social class in Scotland 1995 

Men 

Women 

Social class of main income earner 

I & II ill non-manual ill manual IV & V 

28 31 36 34 

14 13 11 11 

Source: Scottish Health Survey 1995 

2.5 In Scotland as a whole, the average level of alcohol 

consumption was similar across social classes for 

both men and women. (Table 2.4) However, drinking 

patterns are not the same in different social classes. 

Frequent heavy drinking was more common among 

unskilled workers. Over the past 15 years there has 

undoubtedly been a trend among professional and 

skilled workers (I, II & ill) towards drinking wine 

with food and a reduction in the use of beer and 

spirits2
• More traditional patterns of drinking remain 

among unskilled workers.

2.6 The Scottish Health Survey relies on self-reports of 

alcohol consumption which research has shown 

tend to under-report true consumption. 

Unfortunately, more accurate consumption figures 

are not available for the Greater Glasgow area. 

Whilst United Kingdom Customs & Excise data 

suggest fairly stable consumption since 1980, during 

this period there has been a huge increase in the 

number of outlets selling alcohol and the number of 

hours a day they are open for sale. Alcohol 

consumption figures may also not take into account 

alcohol brought into the country free of UK duties 

since Customs controls at entry points from the 

European Union were relaxed several years ago. 

Consequently, actual alcohol consumption over the 

past 20 years may be greater than is recorded by 

official figures. 

2.7 Alcohol use by young people 

Young inexperienced drinkers have a lower 

tolerance to alcohol than adults, and even small 

quantities of alcohol significantly affect their 

judgement and control. As a result, young people 

are at particular risk from the consequences of 

careless and excessive drinking. Alcohol dependence 

usually takes many years to develop and is therefore 

far less common among 15-24 year olds than in 

older age groups. Nevertheless, if unhealthy 

patterns of drinking are established in the teens 

these may have serious consequences in later life. 

2.8 Scotland 

A recent Scotland Against Drugs survey of Scottish 

school children found that 74% of the sample aged 

between 11 and 17 had drunk alcohol at some point 

in their lives. A survey of Dundee schoolchildren 

aged 12-15 showed that 66% had ever had a whole 

alcoholic drink. Experience of drunkenness was 

also common, with 19% of 12-year-olds reporting 

lifetime experience of drunkenness. By the age of 

14, 53% of the sample said they had been drunk 

on at least one occasion3
• A study of alcohol use 

and drunkenness among 15-16 year old 

schoolchildren in Scotland4 showed that 94% had 

ever consumed alcohol. In this study, levels of 

lifetime use of alcohol did not differ between males 

and females. Among these 15-16 year olds, 77% of 

males and 78.5% of females reported ever having 

been drunk. The mean number of units drunk on 

the last drinking occasion was nine for males and 

seven for females. 

2.9 Greater Glasgow 

Surveys of alcohol and drug use among 16-19 year 

olds and 12-15 year olds in Glasgow were 

undertaken by the Health Promotion Department 

in 1995-1996. These found similar patterns to those 

of the national survey. The Glasgow data were also 

analysed by deprivation category to examine the 

relationships between drinking patterns and socio

economic status (see Section 3.4) 5
·
6

. As Table 2.5 

shows there was no clear pattern although by 16-

19, heavy drinking was reported more often by the 

most affluent and the most deprived than the 

moderately well-off. However, it should be noted 

that it was not possible to obtain an adequate 

sample from the most deprived areas (Depcat7), 

where drinking patterns may be different. 

Table 2.5 

Levels of alcohol use and drunkenness among a sample of 
Glasgow youth by deprivation category (Health Promotion 

Department, GGHB 1995, 1996) 

12-15 year olds:

Depcats 

1-2

% 

Ever drunk alcohol 38 

Consumed alcohol at 
least once in past week 

As % of drinkers 24 

As % of total sample 9 

Get drunk weekly or more 

As % of drinkers 

As % of total sample 

13 

5 

Depcats 

3-5

% 

30 

27 

8 

21 

6 

Depcats 

5-6

% 

34 

39 

13 

5 

2 

5 
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Liao (1995), in a survey of health issues in the 

Chinese community indicated very little alcohol use7
. 

Anecdotal evidence indicated an inter-generation 

difference in drinking patterns with increasing 

numbers of Chinese young people drinking in clubs. 

2.11 Minority ethnic communities in Glasgow are not a 

homogenous group. Drinking is prohibited by some 

religions, although levels of cultural acceptance of 

it vary. A recent unpublished survey8 has indicated 

that 21 % of Asian* men in Glasgow drink alcohol, 

with 5% drinking over the recommended limit. 

Patterns of use seem to be binge drinking with many 

men drinking very late after long working days. This 

pattern was repeated in all age groups in the survey 

with a high rate in 25 to 44 year olds. 

2.12The prevalence of alcohol use in the deaf community 

in Greater Glasgow is also difficult to ascertain. 

However, Crawford stated in 19979 that 

"Deaf people do drink and some experience alcohol

re lated problems. Deaf problem drinkers are 

undiagnosed, untreated and uncounted. There are 

considerable barriers preventing deaf problem drinkers 

receiving assistance and conventional alcohol sen,ices 

are unlikely to meet the needs of hearing-impaired 

clients." 

*Asian refers to people whose ethnic origin is Pakistan, Indian, Bangladeshi, Bengali.

7 



3. Adverse effects of alcohol on health in Greater Glasgow

Summary 

Alcohol-related death and emergency admission 

numbers and rates provide a useful indicator for 

alcohol-related problems in the general population. 

Between 1981 and 1997 death rates in Greater 

Glasgow increased by 109% and admission rates 

by 278%. These mirror increases in Scotland as a 

whole, although their scale is generally greater in 

Greater Glasgow. Alcohol-related rates for 

admissions and deaths are about six and 3.5 times 

greater than drug-misuse related admissions and 

deaths respectively. Rates of general hospital and 

psychiatric admissions for alcohol-related problems 

are about ten times greater for people from the most 

deprived areas compared with the most affluent. The 

much greater levels of socio-economic deprivation 

in Greater Glasgow largely explain why alcohol

related problems are much commoner in Greater 

Glasgow than elsewhere in Scotland. 

An estimated 4500-4900 individuals with serious 

alcohol-related problems are being seen by general 

practitioners in Greater Glasgow each month. Many 

GPs think they have seen an increase in the number 

of alcohol-related problems during the past five 

years - especially those involving family, 

unemployment and teenage drinking. Alcohol 

accounts for probably 8-15% of attendances at 

accident & emergency departments, with many 

subsequent admissions to hospital apparently not 

being recorded as alcohol-related. Alcohol is 

recorded as a diagnosis in about 13% of acute 

psychiatric admissions, but only 2% of attendances 

at mental health resource centres, suggesting that 

the resource centres are failing to engage with a 

major area of psychiatric morbidity. 

Around 2 0-50% of prisoners and 50-60% of 

homeless people have a history of excessive 

drinking or alcohol dependence. 

Given these increasing rates it seems certain that 

levels of alcohol-related ill-health are higher in 

Greater Glasgow than at any time since the First 

World War. Given the strong links with deprivation 

Greater Glasgow probably has the most serious 

alcohol-related health problems of any health 

authority area in the United Kingdom. 

3.1 Measurements of alcohol-related ill-health 

This chapter looks at the evidence relating death 

and serious ill-health to alcohol in Greater Glasgow 

and Scotland as a whole. 

3.2 There are few direct measures of the prevalence of 

alcohol-related ill-health in the general population. 

The diagram below shows the different sources of 

data that can be used to measure the extent of 

alcohol-related health problems. The sources of data 

can be presented as an iceberg structure. Although 

representing only the tip of the iceberg, routinely 

collected mortality and hospital discharge data are 

frequently used as measures of the prevalence of 

alcohol-related ill-health. Information about 

attendances at accident and emergency 

departments and GP consultations are not routinely 

collected in a way that can be analysed, although 

patients with alcohol-related disease often make 

their first contacts with these services. Studies of 

alcohol-related problems in the community are time 

consuming and expensive to undertake and none 

has been conducted in Greater Glasgow. 

Sources of data used to measure alcohol-related 
health problems 

Mortality 

2 Hospital admissions 

3 A&E attendances 

4 GP consultations 

5 Community studies 

3.3 Methods 

We identified all deaths and emergency admissions 

to general hospitals of i) Greater Glasgow and ii) all 

Scottish residents where any alcohol-related 

diagnostic code (ICD9 or 10) was recorded on the 

death certificate or the hospital discharge form 

(SMR1 ). These codes included alcohol dependence 

syndrome, alcohol non-dependent abuse, alcoholic 

psychosis, alcoholic liver disease and alcohol other 

(polyneuropathy, cardiomyopathy, gastritis and 

pellagra). 

9 
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0 
0 

Figure 3.3 

Standardised alcohol-related death rates for Greater Glasgow 

and all Scotland residents, 1981-1997 
40 

35 

0 30 

0 
CV 2s 

2 20 

£ 15 
ro 

10 

1981 1982 1983 1984 1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 

3.11 Figure 3.4 shows age and sex standardised rates 

for alcohol-related emergency admissions of 

Greater Glasgow and Scottish residents between 

1985 and 1998. The annual rate increased by 278% 

from 17 4 to 658 per 100,000 in Greater Glasgow 

and by 212% from 141 to 441 per 100,000 in 

Scotland. 

Figure 3.4 

Standardised admission rates for alcohol-related emergency 

hospital admissions of Greater Glasgow and all Scotland 

residents, 1985-97 
700 
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3.12Figure 3.5 shows the changes in rates of admission 

of Greater Glasgow residents that have been 

reported between 1985 and 1998 for three types of 

alcohol-related problems: 

• Injury and poisoning

• Digestive system disease

• Epilepsy, blackouts and collapse

3.13This shows that the increase in admission rate has 

been greatest for injury and poisoning (450%) and 

least for digestive problems (165%). 

0 
0 
0 
0 
0 

Figure 3.5 

Standardised alcohol-related emergency hospital admission 
rates of Greater Glasgow residents by main diagnosis, 1985-97 
(SMR1 data) 
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3.14Do these huge increases reflect a real rise in 

alcohol-related harm, changes in admission policies, 

better recording practices or a bit of each? Whilst 

recording of alcohol-related diagnoses for hospital 

admissions has undoubtedly improved in recent 

years, it is implausible that this could explain the 

large and progressive increases that have occurred 

in admissions and death rates across the country. 

Nor can it easily explain the much greater increases 

in admissions for injury and poisoning than digestive 

problems. As will be described in Figure 3.10, 

psychiatric admissions for alcohol problems have 

decreased somewhat since 1992, but this is most 

unlikely to have contributed to the huge rise in 

emergency admissions. We are forced to conclude 

that most if not all of the observed increases are 

real and reflect a genuinely increasing problem. 

3.1 STrends in teenage drinking problems 

The increase in emergency hospital admissions of 

teenagers in Greater Glasgow has been particularly 

marked. From 1991-96, admission rates per 10,000 

increased 2.4 fold and 1.8 fold for male and female 

15-19 year olds respectively and 5.1 fold and 3.2

fold for male and female 10-14 year olds. Thus, whilst

the number of teenage admissions remains

relatively small (182 males and 7 4 females in 1996)

it reflects a disturbing trend. Two-thirds of the cases

were for injury and poisoning with 40% being for

head injury.

3.16Relationship with deprivation 

The Greater Glasgow area includes some of the 

most healthy and least healthy localities in Scotland. 

84% of the most deprived people in Scotland live in 

the Greater Glasgow area. 50% of GGHB residents 

live in the most deprived areas compared with 10% 

for the rest of Scotland. The degree of deprivation 

within the most deprived areas is also greater than 

elsewhere in Scotland. Alcohol-related death and 

11 
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Table 3.1 

Alcohol-related hospital admissions of Greater Glasgow 
residents in 1998 by local authority area of residence 

Population % Total Admissions % Total 

Glasgow City 623139 67.6 5240 84.4 

West Dunbartonshire 47100 5.1 179 2.9 

East Dunbartonshire 112678 12.2 346 5.6 

East Renfrewshire 64303 7.0 105 1.7 

North Lanarkshire 17299 1.9 48 0.8 

South Lanarkshire 57404 6.2 292 4.7 

TOTAL 921923 6210 

Figure 3.9 

Alcohol-related emergency hospital admission rates by local 
authority area 1998 

Glasgow West East East North South 

E1! Male 

D Femat, 

■ Total 

City DunbartonshireDunbartonshire Renfrewshire Lanarkshire Lanarkshire 

3.20Alcohol problems as seen by general 

practitioners 

As only a proportion of problem drinkers are 

admitted to hospital, admission rates only represent 

the tip of the iceberg. As most residents in Greater 

Glasgow are registered with a GP, the work of GPs 

is another useful measure. A survey of a randomly 

selected 1 in 3 sample of GPs in the Greater 

Glasgow area was carried out in late 1997. 160 GPs 

replied, giving a response rate of 70%. The average 

number of patients per GP said to have a serious 

drinking problem was 11, ranging from 0-100. 

Assuming the sample is representative of all GPs 

in Greater Glasgow, this implies there are probably 

4500-4900 patients with serious alcohol problems 

known to GPs in the Greater Glasgow area. 

Respondents were asked whether certain types of 

alcohol-related problems had increased or 

decreased among their patients over the last five 

years. Less than 6% of GPs felt that any problem 

was decreasing. Around 30% felt that the incidence 

of trauma, liver disease and nervous system or brain 

damage problems had been increasing. Around 

50% thought that family or employment and teenage 

drinking problems had been increasing. There were 

some notable geographical differences. GPs in the 

North and East were most likely to report increases 

in problems due to trauma, liver disease and 

nervous system or brain damage. Over 70% of G Ps 

in the west of the area reported increasing family or 

employment problems. 

3.21 Alcohol-related attendances at accident and 

emergency departments 

It is clear that a high proportion of attenders at A&E 

departments are under the influence of alcohol. 

However, as A&E records in Glasgow are not 

computerised, current data are not readily available. 

In order to address this, a study was carried out of 

all attendances at the A&E department in Glasgow 

Royal Infirmary during the two weeks 17-31 March 

1997. Of the 1880 attendances recorded during the 

period, 9% were overtly alcohol-related. The male 

to female ratio was 5: 1. 58% of alcohol-related 

attenders presented between 6pm and 6am and 

25% between 1 0pm and 2am. 46% of alcohol

related attendances were for acute condition, 29% 

for chronic alcoholics with acute problems, 15% 

were for long-standing conditions, 8% involved other 

drugs and only 2% were for psychiatric conditions. 

Almost 40% were for accidental injury or assault 

including 22% with head injuries. Gastrointestinal 

problems accounted for 16%. Evidence from other 

studies of the involvement of alcohol in assaults, 

head injuries and patients leaving without instruction 

suggests that the true proportion of alcohol-related 

attendances is likely to be around 15%. 

3.22Of all the alcohol-related attendances during the 

two weeks of the study, 46% were discharged from 

the department, 42% were admitted to hospital and 

12% left without instruction. An alcohol-related 

diagnosis was recorded in the discharge record for 

only half the attenders in the study who were 

admitted to hospital for alcohol-related reasons. This 

suggests there is serious under-reporting of alcohol

related hospital admissions. The main reason for 

admission was head injury. The male to female ratio 

for admissions was 10:1 and the average length of 

stay was 1 .8 days. 

3.23 The study therefore confirms that alcohol-related 

problems make up a substantial proportion of 

attendances at the largest A&E department in 

Glasgow. It is likely that a similar situation exists in 

other A&E departments in the city. Males greatly 

outnumbered females and the commonest problems 

were accidents and assaults. There was serious 

under-reporting of alcohol as an underlying problem 

among those cases who were admitted to hospital. 

13 
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3.27 Alcohol and homelessness 

In a survey of mental disorders among homeless 

people throughout the UK carried out in 1996, 16% 

of hostel dwellers and 44% and 50% respectively 

of night shelter and day centre attenders were found 

to be alcohol dependent11
• In a survey of residents 

in Glasgow hostels for the single homeless carried 

out in 1996, hostel managers reported that 37% of 

the 2028 residents had an alcohol problem. A 

detailed survey of a representative sample of 225 

homeless persons in Glasgow was carried out in 

August 199912
. Figure 3.11 shows that levels of 

hazardous drinking range from 37% among 16-24 

year olds to 63% among those aged 55 and over. 

Hazardous drinking was much more common 

among men (60%} than women (16%). Since early 

1998, information has been gathered from around 

1000 individuals attending services in Glasgow 

funded under the Rough Sleepers Initiative. Of 

these, around 20% reported they had an alcohol 

problem whilst 25% were considered to have an 

alcohol problem by the reporting worker. Around 

23% said they currently wanted or needed help with 
their drinking problem. These data confirm the high 

frequency of alcohol problems among homeless 

people in Glasgow today. Difficulty in accessing 

addiction services was the obstacle to progress 

most commonly cited by workers in Rough Sleepers 

Initiative services. 

Figure 3.11 
Hazardous drinking by homeless people in Greater Glasgow 

70 

60 

% reporting 50 

hazardous 

drinking 40

30 

20 

10 

0 

16-24

No. in sample 36 

25-34 35-54

44 62 

Age 

55+ 

77 

Male Female 

186 33 

Gender 

Source: Health and well-being of homeless people in Greater Glasgow, 
ONS, 2000 

All 
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3.28Alcohol and the Elderly 

Many people continue to drink heavily in older age. 

Some start drinking heavily as a result of 

bereavement, retirement and a general loss of 

purpose in life. Increased drinking may be a sign of 

underlying brain disease or a depressive illness. 

People who have been drinking heavily throughout 

their lives may have a wide range of physical and 

mental health problems as a result. As Figures 3.1, 

3.2, 3.7 and 3.8 show, emergency admissions and 

alcohol-related deaths remain common in the 60 to 

75 age group. 

3.29Alcohol and illegal drug problems compared 

Over the past 15 years, considerable attention has 

been paid to health and other problems resulting 

from the misuse of illegal drugs and particularly from 

drug injecting. In contrast, alcohol-related problems 

have been largely ignored. The following 

comparisons suggest this is entirely inappropriate. 

In 1997, there were 82 drug-related deaths recorded 

by the Registrar General in Greater Glasgow 

compared with 351 alcohol-related deaths. There 

is undoubtedly under-reporting of both types of 

death. However, because special efforts have been 

made since 1994 to detect and record drug-related 

deaths, it is very unlikely that there is 

disproportionate under-recording of drug-related 

deaths. During the five years 1991-95, there were 

3857 drug-related emergency hospital admissions 

in Greater Glasgow compared with 19,296 alcohol

related admissions, an exact five-fold difference. 

These data provide compelling evidence that 

alcohol continues to have a much greater negative 

impact on health in Greater Glasgow than the 

misuse of illegal drugs. There is also growing 

evidence that many people are misusing alcohol in 

conjunction with other drugs, often with 

unpredictable short and long-term effects. Alcohol 

is but one of a wide range of drugs which individuals 

may misuse either concurrently or in sequence. 

Typical patterns include alcohol and benzodiazepine 

tranquilliser use and increasing heavy alcohol use 

by patients receiving methadone prescriptions for 

heroin dependence. For example, among the 276 

drug-related deaths in Scotland in 1998, alcohol was 

detected in 31 % of cases. Among the 117 

admissions of Greater Glasgow residents to a drug 

and alcohol rehabilitation centre in 1998, 26% had 

severe dependence problems with both alcohol and 

other drugs. The links between heavy drinking and 

heavy smoking should also not be forgotten. 
Consequently, prevention and treatment strategies 

are needed that can address the reality of poly-drug 

misuse and multiple drug-related harm in Greater 

Glasgow today. 
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Table 4.2 
Non-specialist services for problem drinkers in the Greater Glasgow area 

NHS Social Care 

General Practitioners Community care teams 

A & E Departments Children & family teams 

General hospitals Criminal Justice teams 

Psychiatric hospitals Homeless persons teams 

Pharmacists 

Non-GP Primary Care Staff 

Services in ( ) are outside the Greater Glasgow area 

4.3 The key findings from these extensive enquiries are 

listed below. The main services are listed in Tables 

4.1 and 4.2. More detailed descriptions of the 

specialist services are included in Appendices 1-3. 

Greater Glasgow Primary Care Trust 

4.4 Survey of General Practitioners 

18 

Summary of GP Survey 

T he survey has shown that many GPs have large numbers 

of patients with serious alcohol-related problems. Very few 

GPs have a special interest in alcohol problems or access 

to nursing or counselling staff trained in their management. 

Most say they use brief intervention techniques, counselling 

and community detoxification. Most referred patients to a 

wide range of services. The GPs' assessments of their value 

varied enormously. Overall 58% of GPs found the alcohol 

services to be reasonable, good or very good and 42% poor 

and very poor. 

In December 1997, a random sample of 227 GGHB 

GPs (1 in 3) was sent a questionnaire on managing 

alcohol-related problems in general practice. 160 

responded (70%). The responding GPs were from 

111 practices in the GGHB area, representing 52% 

of the GGHB practices and two-thirds of the GGHB 

area population. 

Non-statutory Scottish Prison 

Loretto Housing Barlinnie 

Talbot Association Low Moss 

Kingston Halls (Cornton Vale) 

Bob Mc Taggart hostel 

Calderbank house 

Hill Street 

Govanhill 

Riverside project 

Church of Scotland 

Whiteinch project 

Kirkhaven project 

Tom Allan Centre 

Simon Community 

Glasgow City Mission 

Greencross Nursing home 

(Murdostoun Castle) 

(Eastercroft House) 

Wayside Club 

Employee Counselling Service 

4.5 On average, individual GPs had seen 11 patients 

with serious alcohol problems in the past month. 

Based on this finding, it is estimated that 4745 (95% 

confidence interval - 4560 to 4930) patients with 

serious alcohol problems had been seen by GPs in 

Greater Glasgow in the month before the survey. 

The trends in alcohol-related problems reported by 

GPs are summarised in Section 3.20. 

4.6 Only five of the 160 GPs indicated that either they 

or another GP in their practice had a special interest 

in alcohol-related problems. Only four had received 

additional training and five had time reserved for 

treating patients with alcohol-related problems. In 

four practices, nursing staff had received additional 

training in the management of alcohol-related 

problems (two practice nurses, two health visitors). 

Five GPs reported having input from a national or 

local counselling agency. 

4.7 Seventy percent of GPs said they employed brief 

intervention techniques, almost 90% home 

detoxi fication and over 60% some form of 

counselling technique. The exact nature of the 

technique and the number of patients treated with 

them were not specified. 
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4.8 Almost all GPs referred patients with alcohol-related 

problems to psychiatry and Alcoholics Anonymous. 

In the south sector, 95% of GPs used the community 

alcohol service. Far fewer did elsewhere as such a 

service is either poorly developed or non-existent. 

Around 70% use the Glasgow Council on Alcohol. 

The proportion using Castle Craig ranged from 46% 

in the west to 82% in the north and east sectors. 

Referral to social work addiction services range from 

40% in the north and east to 64% in the south. 

Between 25% and 40% of psychiatric referrals were 

seen within one month, with the rest seen within 

three months. The vast majority of referrals to 

Alcoholics Anonymous and between a third and a 

half of all referrals to the Glasgow Council for Alcohol 

were seen within one week of referral. 

4.9 GPs varied widely in their perception of how often 

services were beneficial to their patients. The 

community alcohol service in the south sector was 

the most favourably rated, with 50% of GPs reporting 

that it was usually beneficial. Overall provision of 

alcohol-related services was considered 

reasonable, good, or very good by 58% and poor 

or very poor by 42%. A wide range of specific 

deficiencies in services were identified. The two 

most frequently cited deficiencies were a lack of 

inpatient facilities and the absence of a crisis 

intervention or rapid response service. Over 70% 

of GPs gave a high priority to extending community 

detoxification. Interestingly, only 50% of GPs in the 

south sector gave a high priority to additional 

inpatient detoxification compared with 80% in the 

west sector. 

4.1 0Mental Health Services Division - Alcohol & Drug 

Directorate 

This Directorate was created in October 1995 to 

bring together the Mental Health Division addiction 

services in a more coherent form. The services 

inherited by the Directorate were developed over 

many years to serve four separate sectors of Greater 

Glasgow rather than the whole. Five consultant 

psychiatrists with dual training in general psychiatry 

and addiction currently lead teams of medical, 

nursing, paramedical and administrative staff in 

providing a variety of inpatient, community and day 

services. The Directorate provides treatment and 

care for people with problems due to alcohol and 

other drugs. The balance between these varies from 

sector to sector and is largely the result of historical 

factors or the interests of individual consultants 

rather than population need. In 1997-98, the total 

cost of the Directorate's services was estimated at 

£1.7m. 

4.11 North Glasgow alcohol services are based at 

Orchard Four in Ruchill Hospital. This is the only 

dedicated inpatient addiction detoxification unit (six 

beds) provided by the Trust. The unit also provides 

day detoxification, individual interventions, group 
support and a satellite service for Strathkelvin at 
Woodilee Hospital. Outpatient services are provided 

at Denmark Street in Possil and Woodilee Hospital. 

A Community Psychiatric Nurse providing 

community detoxification was appointed in 1999. 

South Glasgow Community Alcohol Service, based 

in Florence Street, is a specialist alcohol service 
that covers the whole of the south sector. The team 

is multi-disciplinary and has two consultants, one 
covering the South-East and the other the South

west. The service provides individual counselling, 
targeting client needs which may be abstinence, 

moderate drinking or harm reduction and group 
work. This is largely an outreach service working in 
local health centres and clinics and clients' homes. 
There is a well-developed home detoxification 

service provided by CPNs in liaison with clients' GPs 
and liaison work with psychiatric and general 

hosptial wards. Inpatient detoxfication is provided 

in general psychiatric wards at Leverndale and the 
Southern General Hospital. Outpatient services are 

provided at Leverndale, Southern General and 

Florence Street. Drug problems are dealt with by 
the consultant psychiatrists in liaison with local 

social work addiction services. 

East Glasgow alcohol services are based at the 

Alcohol Day Hospital in Parkhead Hospital which 

provides outpatient consultations, day patient 

detoxification, individual interventions, group 

programmes and group work. CPNs provide 

individual interventions, outreach, hospital liaison 

and follow-up. Inpatient detoxification is provided in 

eight dedicated beds in a general psychiatric ward 
in the hospital. This sector looks after most of 
Glasgow's hostel population with addiction 
problems. 

West Glasgow alcohol services are based at the 
Alcohol Problem Treatment Unit in Gartnavel Royal 
Hospital. Services include a multi-disciplinary 
assessment clinic, day detoxification, individual 
interventions, group programmes and treatment with 
antabuse or acamprosate. Four CPNs provide an 
individual counselling and home detoxification 

service to Clydebank and Riverside localities. 
Inpatient detoxification is provided in eight dedicated 
beds. Day patient and outpatient services are also 
provided. The day hospital is open seven days a 

week. 
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4.21 Social Work 

GGHB works with the six councils wholly or partially 

within its boundary. Although the following summary 

covers service provision in each council, most of 

the specialist services are within the Glasgow City 

Council area. Social Work Services are now 

provided within three main sections: Community 

Care; Children & Families and Criminal Justice. 

These are considered in turn. 

• Community Care - The NHS and Community

Care Act specifies persons with drug and/or

alcohol problems as a client group. This requires

councils to develop community care plans for this

group in conjunction with the NHS and the non

statutory sector. At the core of community care

work is the systematic assessment of the needs

of individual clients, followed by planning and

implementation of comprehensive care

packages. All councils were required to finalise

a revised community care plan in 1999. Glasgow

City Council, in particular, has subsequently

developed planning and implementation groups

to oversee the provision of services for each

client group. There are important areas of overlap

with other client groups especially those for

people with mental health problems and the

elderly.

• Children & Families - Drug or alcohol misuse

by their parents may adversely affect children's

development in many ways. It is also clear that

many children themselves start using alcohol

before their teens leading to high levels of alcohol

misuse among teenagers. A large proportion of

social work provision for families, children and

young people now involves addressing drug and

alcohol problems. Drug and alcohol misuse is

also a significant factor in many cases of

persistent offending by young people.

• Criminal Justice - Offences can be committed

by people under the influence of drugs or alcohol

in attempting to raise money to buy drugs or

alcohol. A high proportion of criminal justice

social work clients are therefore problem

drinkers.

4.22 Summary of current Social Work service 
provision 

The following is a summary of current provision. 

More detail on individual services is provided in 

Appendix 2. 

4.23 Glasgow City Council 

Specialist addiction services 

There are 14 social work department specialist 

alcohol and drug services within the Glasgow City 

Council area. Of these, eleven deal routinely with 

clients with alcohol problems. All offer advice and 

information; harm reduction; counselling; individual 

and/or group work; advocacy on behalf of clients 

with other professionals and services; and support 

to those affected by clients' alcohol or drug use. 

Many projects offer outreach services. 

4.24Glasgow City Council recently carried out a review 

of community based addiction services managed 

by Social Work Services. This is the first phase of 

the review, due to be implemented in Autumn 2000. 

The aims of the review were to:-

• Realign current services to meet a higher

proportion of need on a more equitable

geographic basis;

• Establish social work addiction services as an

integral element of social work area services in

all parts of the city on the basis of a consistent

core service structure;

• Estimate the level of additional resources

required to reduce the gap in unmet need;

• Improve service quality and effectiveness through

development of a core service specification with

appropriate targets and standards.

4.25Review proposals 

Addiction services will become an integral part of 

social work area services. This will entail a move 

from the current 14 service units to 9 larger units to 

bring the service into line with proposals from the 

wider strategic review of social work area services. 

Addiction services will be organised around three 

core functions:-

• Receiving services - a direct public access point

providing information and advice, initial

assessment and crisis intervention.

• Assessment, care planning and management -

packages of care including directly provided

services such as counselling and purchased

services such as rehabilitation.

• Community involvement / development - linking

in with local networks to develop local action plans

to respond to addiction issues.

4.26Core target groups for the service 

• People with alcohol problems with complex needs

• People with chronic drug misuse problems

• Family members and carers where a relative/

partner is involved with the service

• All reconfigured services to be alcohol and drug

services
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4.40 North Lanarkshire Council 

Clients with addiction problems access services 

through social work area teams. 

4.41 Non-statutory services 

Non-statutory services, some of which are outwith 

the Greater Glasgow area make a substantial 

contribution towards the care and support of Greater 

Glasgow residents with alcohol problems and their 

families or partners. These are listed in Tables 4.1 

and 4.2. Most have charitable status or are religious 

organisations but a small number are privately 

owned. Most exist primarily to provide care and 

support for drug or alcohol users but others help 

homeless or elderly people, a proportion of whom 

will have problems with alcohol or other drugs. Non

statutory services provide non-residential and 

residential services. 

4.42Information on services provided by these agencies 

for the financial year 1997/98 is summarised in 

Appendix 3. The non-residential services include 

Alcoholics Anonymous, Glasgow Council on 

Alcohol, Greater Easterhouse Alcohol Awareness 

Project (GEAAP) and the Lifestyle Project (run by 

Dumbarton Area Council on Alcohol). AA runs 250 

meetings in Glasgow each week and many 

meetings elsewhere attended regularly by Greater 

Glasgow residents. Meetings are attended by an 

average of around 20 people with attendances of 

between 60 and 70 not unusual. AA also runs a 

national telephone helpline manned by volunteers. 

AA does not seek external funding. Glasgow Council 

on Alcohol provides individual counselling to 

drinkers and their families through their city centre 

headquarters and a variety of other locations 

including health centres. The Lifestyle Project 

provides similar services in Clydebank as does 

GEAAP in Greater Easterhouse. 

4.43The Church of Scotland and the Talbot Association 

provide residential facilities for problem drinkers. 

Castle Craig, situated near Peebles, provides an 

intensive six-week programme, followed by 

extended care where appropriate using the 

Minnesota Model based on the principles of 

Alcoholics Anonymous. The Aberlour Child Care 

Trust offers residential care for women who have 

serious drug or alcohol problems and have young 

children. Turning Point opened a temporary six bed 

residential unit, Link Up in mid-1999 designed to 

provide accommodation and intensive support for 

homeless people with serious alcohol and mental 

health problems. They will move into larger, 

permanent accommodation in the near future. 

Langside Priory is a private centre offering treatment 

for mental health problems including alcohol 

dependence. 

4.44Referra/s to and coordination with non-statutory 

services 

Given the wide range of different organisations, 

varying greatly in size, purpose and methods, it is 

not surprising that there is enormous variation in 

how the services can be accessed, who can use 

them and what level of continuing contact and 

support is available after the main service is 

delivered. Some services e.g. Alcoholics 

Anonymous and the Glasgow Council on Alcohol 

can be accessed directly by the client. Others e.g. 

Castle Craig require a doctor's referral. Many of the 

residential services require a social work community 

care assessment and agreement on local authority 

funding before they can be used. Access to these 

services by an individual client can depend on many 

factors: Does the client or an involved professional 

or advocate know of the service? Do they fit the 

service's criteria? Is there a place and funding 

available? There would often appear to be an 

element of chance involved in determining whether 

or not individuals are able to connect with and 

benefit from a given service. 

4.45Funding of non-statutory services 

The sources of funding and their duration vary from 

service to service. Most depend upon local authority 

social work funding or access to housing benefit. 

Some receive funding from charitable bodies. Those 

receiving funding from Greater Glasgow Health 

Board are Glasgow Council on Alcohol, Castle Craig 

and Aberlour Child Care Trust. More details on 

funding sources and costs are given in Appendix 3. 

4.46Services outcomes 

It is apparent that each of the non-statutory services 

is meeting a need and that collectively they provide 

considerable assistance to people with severe 

alcohol problems and their families. To the extent 

that the statutory services clearly could not cope in 

their absence, they make an indispensable 

contribution to the overall provision of services. 

However, little information is available about the 

extent to which statutory and non-statutory alcohol 

treatment services improve the health and well

being of problem drinkers and their families. Through 

its formal contract, GGHB has monitored short-term 

outcomes of residents at Castle Craig. A significant 

proportion of individuals with alcohol problems are 

found to have stopped or substantially reduced 

drinking and so improved physical and mental health 

following their stay. It is hoped that similar 

evaluations can be developed with other services. 

The standards of residential services registered as 

residential care homes are subject to inspections 

by social work services and those registered as 

nursing homes by a health board inspection team. 
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5. Treatment methods, settings and roles and the organisation of services

5.1 This section draws heavily on "The Treatment of 

Drinking Problems - A Guide for the Helping 

Professions" by Griffith Edwards, Jane Marshall and 

Christopher Cook13 and "Proposals for a National 

Alcohol Strategy for England" by Alcohol Concern 14• 

The section briefly outlines the aims and scope of 

treatment, where and by whom the treatment can 

be provided and how treatment services might best 

be organised. 

5.2 The challenge of treatment 

As outlined in the previous sections, excessive 

drinking and alcohol dependence typically result in 

a host of health and social problems. In seeking to 

provide effective help for problem drinkers, there 

are multiple challenges to be confronted. There may 

be the immediate consequences of intoxication such 

as physical injury following an accident; the physical 

damage caused by long term drinking such as liver 

disease and stroke; psychological problems such 

as insomnia, depression and attempted suicide; and 

a host of social problems including family conflict, 

employment difficulties and offending. The range 

and nature of these problems will vary from person 

to person and in each person will change over time. 

No single type of treatment and no single individual 

or agency can provide all the answers, nor can 

overnight success be expected. An effective system 

of alcohol treatment services must therefore 

necessarily involve a wide range of professionals 

and organisations, ideally working in a co-ordinated 

way. 

5.3 The aims of treatment can be summarised as 

follows: 

• To enable the drinker to recognise that his or

her drinking is a problem.

• To enable the individual to stop or reduce

drinking to a level that is no longer damaging.

• To provide treatment for any co-existing physical

or psychological problem.

• To provide help in resolving co-existing social,

legal and f inancial problems.

5.4 Methods of treatment and support 

"Effective treatments cannot be imparted without a 

good therapist and it appears that therapist 
characteristics are often as important as the 
treatment approach chosen. The qualities of empathy, 

non-possessive warmth and genuineness on the part 
of the therapist are likely to facilitate improvement. 
Support, training and prevention of burn-out are 

important. "
Edwards, Marshall & Cook 

Help with a drinking problem is unlikely to be 

possible unless the problem has been recognised. 

Accurate assessment of the drinking problem and 

its consequences is therefore an essential 

prerequisite to effective treatment. The immediate 

consequences of drinking e.g., a fractured skull or 

bleeding stomach, may be treated without reference 

to the underlying drinking. However, tackling the 

underlying drinking requires the individual himself 

or herself to have sufficient motivation to change. 

This is unlikely unless there is a trusting relationship 

between the individual and those trying to help. The 

potential therapist should be aiming to help the 

individual feel better about himself or herself and 

have some hope for the future; to avoid being overly 

directive; and to be realistic in what can be achieved, 

taking one step at a time. By the time treatment is 

sought, the person may have been drinking 

excessively for years with resultant behaviours 

having become deeply ingrained. The box below 

summarises the main guiding principles. 

Working with a Problem Drinker: 
Guiding Principles 

• Seek to maintain continuity of purpose. Use the

initial assessment and goal-setting. Check on

what has been achieved, set further goals in

concrete terms.

• Be flexible.

• Hold on to the family perspective.

• Monitor progress and engage the patient in self
monitoring.

• Keep a balance between the desirable and the
possible.

• Keep a balance between drinking and other areas

for work.

5.5 Special techniques 

While much can be achieved through careful 

assessment, an empathic relationship between the 

drinker and the helper and the use of common sense 

methods, special techniques may often be needed 

to tackle underlying alcohol dependence and 

compulsive drinking behaviour. These include: 

motivational interviewing; cognitive behavioural 

therapy; relapse prevention; psychotherapy; and 

pharmaco-therapy. No single treatment approach 

is effective for all individuals but there is evidence 

that when properly applied, these can often achieve 

substantial improvements. 
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recognise the need for intensive inpatient services 

for a minority: those with serious physical conditions 

such as liver failure and psychiatric conditions such 

as delirium tremens; those with few social resources 

whose circumstances are not conducive to recovery 

in the community; and those with particularly severe 

dependence or other severe alcohol-related 

problems. This would include alcohol-related brain 

damage where long-term care may be necessary 

in many cases. 

5.11 There is therefore a need for a spectrum of services 

that can appropriately meet the wide range of needs 

and that are sufficiently well resourced to address 

those needs across the Health Board area. There 

should be clear lines of referral from one service to 

another. Given the complexity of needs, there also 

requires to be close co-operation between physical 

and mental health services and between health and 

social care services. 
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6. Proposals for future treatment and support service development

6.1 Confronting the growing need 

In Chapters 2 & 3 evidence was presented that 
alcohol consumption in Greater Glasgow is at its 

highest for at least 80 years. Severe alcohol-related 

harm as indicated by deaths, admissions to hospital 

and diagnoses of alcohol-related brain damage 

have risen markedly over the past 20 years. A 

majority of GPs believe that the number of alcohol

related problems they are seeing has been 

increasing in recent years. Recent surveys have 

underlined the continuing strong links between 

severe problem drinking and homelessness and 

imprisonment. It is also clear that there is a very 

strong relationship between alcohol-related 

problems and socio-economic deprivation. 

6.2 Current services: strengths and weaknesses 

Current service provision for problem drinkers has 

been summarised in Chapter 4 and the appendices. 

This has demonstrated the wide range of services 

that are engaged in providing much valued health 

or social care and support for problem drinkers and 

their families. However, despite the growth in alcohol 

related problems over the past 20 years, there has 

been little corresponding growth in service provision. 

Key aspects of current service provision are 

summarised in Table 6.1. 

Table 6.1 Summary of key issues for treatment and care services 

1. Primary Care disproportionate development of drug misuse services 
Although all GPs have patients with serious alcohol- and little or none in alcohol-related work. Glasgow City 
related problems, few have a special interest or training Council Social Work Services recently carried out a 
in treating problem drinking and alcohol dependence or major review of its addiction services. A priority will be 
have access to other primary care staff with relevant to increase the level of services provided to chronic 
additional training. problem drinkers. 

2. General Hospitals 8. Joint Working
With few exceptions (e.g. the Stobhill Minimal Intervention There is currently insufficient joint work between the
Project) there is little evidence that most problem drinkers specialist mental health and social work addiction
entering hospital are having their drinking problem services. There is also a need to further develop and
recognised, assessed and appropriate action then taken. sustain close working relationships between the statutory

3. Young People and non-statutory sectors and, where possible, to ensure

There is a particular need to develop service models a stable funding base to enable the non-statutory sector

aimed at meeting the needs of the apparently growing to maximise its contribution.

number of young people with alcohol problems. 9. Homelessness

4. Minority Groups
Minority ethnic communities may be under-represented
as users of alcohol services.

5. Mental Health Services
Throughout the area, many problem drinkers are
admitted to acute psychiatric beds where they are treated
by general psychiatric staff without specialist interest or
expertise in alcohol dependence. Treatment may thus
often be suboptimal. On the other hand, very few of the 
mental health resource centres provide any service for 
problem drinkers. There is thus a need to increase the
level of awareness and training of general psychiatric
staff regarding problem drinking and liaison between
general psychiatric and specialist addiction staff.

6. Psychiatric Addiction Services

The provision of specialist mental health addiction
services is patchy across the Greater Glasgow area. In
the South, home detoxification services are well
developed but there are no dedicated inpatient beds. In
the North and East, home detoxification facilities are more 
limited but developing.

7. Social Work Addiction Services
The availability of specialist alcohol social work services
across the area is patchy. In particular, alcohol services
in North Glasgow are limited. The rapid increase in the
misuse of illegal drugs and drug injecting has led to a

Given the large proportion of homeless people with
evidence of severe alcohol-related problems, there is a
serious lack of availability of specialist addiction services
for the homeless.

10. Alcohol-related Brain Damage

There is a need to develop a more comprehensive and
co-ordinated care management system for persons with
alcohol-related brain damage.

11. Elderly People

GPs and other services for the elderly, including mental
health services, need to be aware of the possibility and
consequences of heavy drinking.

12. In-service Training

Whilst many categories of social work staff including
specialist addiction project staff, residential childcare staff
and criminal justice service managers have received
significant training in alcohol and drug-related skills, there
has been relatively little in-service training in these areas
provided for either general or specialist health care staff.

13. Evaluation
There are very few outcome data available on whether
problem drinkers are benefiting from the treatment given
in Greater Glasgow. There is therefore a need for the
development of clinical information systems which can
enable such data to be recorded and analysed.
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has demonstrated that there is the potential in 

hospital and primary care settings to help heavy 

drinkers significantly reduce their alcohol 

consumption through the provision of brief 

counselling, support and education (brief 

interventions). In these studies, extra work was 

carried out by dedicated and enthusiastic staff with 

sufficient time to do it. However, in the everyday 

hospital or surgery setting, there has been little 

enthusiasm for adopting this approach. The main 

reasons cited are lack of time, interest and training 

of healthcare staff. 

6.6 Recent pilot projects in North Glasgow have shown 

that where a trained alcohol counsellor is employed 

to work in a primary care setting, this is much valued 

by patients and general practitioners. The limited 

outcome data available are also encouraging. In 

addition, it has been shown that many individuals 

will self-refer directly to alcohol counselling services 

such as Glasgow Council on Alcohol and the 

Lifestyle Project. An independent evaluation of the 

latter reported very encouraging reductions in 

problem drinking. 

6. 7 Another good example of a locality based approach 

is provided by Greater Easterhouse Alcohol 

Awareness Project which provides counselling and 

prevention services. Recent developments include 

the recruitment of local people who can obtain a 

recognised qualification in counselling skills and 

opportunities to gain experience working in this 

challenging field. 

6.8 Action: Brief intervention counsellors 

It is proposed that over the next five years, there is 

an expansion of the availability of alcohol 

counsellors trained in brief intervention techniques 

available via referral by staff in primary health care 

services and in acute hospitals and by self-referral. 

The five-year target should be to have a brief 

intervention counsellor attached to every Local 

Health Care Co-operative and each of the five acute 

general hospitals in the Greater Glasgow area. The 

number of counselling sessions required will vary 

according to the size of the co-operative population 

or the hospital and the level of the demand. To 

ensure a uniform standard of training and service, 

the counsellors would be managed by an 

appropriate counselling agency. In addition to these 

developments through primary care and the acute 

hospital, the aim should be to continue to support 

the provision of counselling to self-referring 

individuals at at least the present level. Those local 

authority areas in which there is no such provision 

currently should aim to rectify this. 

6.9 Action: Services for young problem drinkers 

Chapters 2 and 3 have provided evidence of high 

levels of excessive teenage drinking and a growing 

frequency of associated problems. However, current 

services are not designed to address the needs of 

teenagers. It is therefore proposed that existing 

counselling agencies or addiction services are 

invited to tender for establishing a small pilot service 

designed to reduce alcohol-related harm among 

teenage problem drinkers. This should be able to 

accept referrals from professionals and self or family 

referrals. 

6.1 0Moderate alcohol dependence 

Individuals who seek help for problem drinking and 

who on assessment by health or social work 

addiction staff are found to be alcohol dependent 

should have access to a full specialist assessment, 

usually by referral from their GP to specialist staff 

in the Alcohol & Drug Directorate of the Primary 

Care Trust. Following discussion with the individual, 

clear aims should be established. Where the aim is 

abstinence and the individual's accommodation and 

social circumstances permit, home detoxification 

should normally be offered in the first instance. 

6.11 Action: Home detoxification 

There is unequal provision of home detoxification 

across the health board area ranging from a team 

of ten WTE nurses in the South to three WTE nurses 

in the Nor th. It is recommended that home 

detoxification services in the West, North and East 

Sectors are enhanced to bring them up to the level 

of the South Sector. On a rough per-capita basis 

this would require increasing the home detoxification 

nurse complement from the current 20 WTE to 26. 

In addition, it is recommended that the Alcohol and 

Drug Directorate develops a weekend and public 

holiday rota system to enable home detoxification 

patients to receive support seven days a week when 

appropriate. 

6.12Action: Longer term rehabilitation 

In conjunction with the development of the home 

detoxification service, it is essential that there is 

effective co-ordination between the short-term 

detoxification and rehabilitation programmes and 

longer term provision of structured counselling such 

as relapse prevention and support for dealing with 

issues like relationships, financial problems and 

employment. These arrangements will inevitably 

vary in different parts of the area but unless they 

are in place, the gain achieved through detoxification 

is much less likely to be maintained. They will usually 

involve close liaison with local social work addiction 

services who should ideally carry out a community 

care assessment at an early stage. All individuals 
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prevalence of problem drinking within these 

communities and limited ethnic monitoring of 

service users by service providers makes this an 

indeterminate figure. There is a need to quantify 

the issue and develop services which address 

unmet need. 

6.22Action: Research/two year pilot 

A research strategy should be developed to 

determine levels of drinking in minority ethnic 

communities across Glasgow. This would include 

ensuring monitoring use of services by these 

communities to identify patterns of service use and 

gaps in service provision. It is also intended to 

develop a model of good practice looking at 

culturally competent service delivery. This will be a 

2 year pilot providing bilingual counsellors to deliver 

an accessible service within a counselling agency 

for those whose first language is not English. In 

the longer term, this pilot will inform the work of 

other addiction services by providing training for staff 

on culturally sensitive and inclusive service delivery 

and anti-discriminatory practice. The pilot will be 

developed in the context of an expansion of services 

for minority ethnic young people by GCC as part of 

the review of Social Work Addiction Services. 

6.23Homelessness and alcohol dependence 

As set out in Chapter 3, the recent survey of 

homeless people in Glasgow showed clearly the 

high level of hazardous drinking and alcohol 

dependence in this population. Current service 

provision is insufficient to provide many homeless 

people with opportunities for treatment, thereby 

denying them the means to address what is often a 

major underlying cause of their homelessness. 

6.24Action: Homeless Addiction Team 

It is proposed that a multi-disciplinary and multi

agency team be established with the aim of 

providing accessible and effective treatment and 

support for homeless people with alcohol or other 

drug dependence. The key elements of this proposal 

are as follows: 

• The development of suitable clinical and

counselling facilities in six larger hostels to enable

health and social care staff to assess, treat and

support homeless individuals close to where they

live. Once in place, these facilities could be used

by a wide range of disciplines.

• The creation of additional psychiatric and mental

health nursing posts within the Alcohol and Drug

Directorate of the Primary Care Trust with specific

responsibilities for working directly with addicted

homeless people.

• The creation of additional medical and nursing

staff within the Glasgow Drug Problem Service

with specific responsibilities for assessing and

treating opiate dependent drug injectors who are 

homeless. 

• The creation of additional social work addiction

posts to enable homeless people with major drug

or alcohol problems to have their social care

needs assessed and met through implementation

of an individualised care plan in cooperation with

other staff and agencies as appropriate.

Funding for the first two years of this project has 

been obtained from the Rough Sleepers Initiative 

2000-02. 

6.25Action: Primary care for homeless people 

The recent ONS survey of homeless people in 

Glasgow and the Rough Sleepers Initiative have 

shown that whilst many homeless people in Greater 

Glasgow with alcohol or other drug problems are 

registered with a GP, many find it difficult to use 

their services adequately. The additional health care 

needs of homeless people have been recognised 

by the Primary Care Trust which has initiated a local 

development scheme for GPs who have homeless 

people registered in their practice. The scheme 

enables such GPs to receive additional payment in 

return for contracting to provide homeless patients 

with primary care services to a defined standard. 

At the outset, around 20 GPs with about 1000 

patients registered for the scheme. This represents 

less than half the single homeless people in 

Glasgow. Further analysis is needed to determine 

the extent of coverage of patients by the scheme, 

especially those with alcohol or other drug problems. 

Further measures may need to be taken to ensure 

that all homeless problem drinkers have access to 

satisfactory primary care services that can co

operate with specialist addiction services as 

appropriate. The Health Board set up a Homeless 

and Health Group in June 2000 to decide what 

health service action is required and take 

responsibility for making it happen. 

6.26Alcohol-related brain damage (ARBD) 

It was estimated in 1998 that approximately £3.3 

million was being spent annually on inpatient and 

residential care for approximately 140 Greater 

Glasgow residents with severe alcohol-related brain 

damage. As discussed in Chapter 2, there is 

evidence that the prevalence of such cases is 

increasing and that the current provision of care is 

uncoordinated, with insufficient attention being paid 

to early assessment and diagnosis, initial treatment 

and rehabilitation. 

6.27 Action: Comprehensive service network 

The following proposals were prepared by a multi
agency sub-group of the Greater Glasgow Mental 

Health Framework Steering Group. The aim is to 
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Figure 6.1 

Proposed model of treatment, rehabilitation and care of people with alcohol-related brain damage 

Existing Services1 

General Hospitals 

Acute Admissions 

Primary Care NHS Trust 

Diagnosis, Assessment beds, 
Detoxification, Treatment ----

Residential Services 

Nursing Homes 
Elderly Homes 

Alcohol Rehab Units 

Homeless Hostels 

Link Up Project 

Proposed Developments 

2 Core Units 
(8-10 Beds) 

(Length of Stay <6months) 
Assessment/review, 24 hour care 

Rehabilitation, Respite 
Outreach support to scatter flats 

2 Day Care Facilities 
Community Assessment 

Rehabilitation 
Support for Carers 

(? Places) 

Existing Services·1 

Community Care Services 

Social Work Services 

Addiction Projects 

Housing Alarms 

Clearing House 

Day Care Services 

Primary Health Care 

Supported Housing 

Supported Accommodation Schemes 

Very Sheltered Housing Developments 

Own Home + Visiting Support 

*1 There will need to be a clearly established two-way referral route between the proposed new developments and the existing services
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7 Preventing excessive drinking and alcohol-related harm in Greater Glasgow 

Evidence for Effectiveness of Preventive Measures 

Some strategies to prevent harm from alcohol are clearly effective. The most effective approaches are briefly summarised here:-

Pricing Reducing drinking and driving 
When other factors remain unchanged, a rise in the price of alcohol Such measures are effective if vigorously enforced and given a 
has generally led to a drop in consumption. Similarly, a decrease high public profile. There are a number of approaches which make 
in price usually leads to a rise in consumption. There is evidence it less likely that people will drink and drive. Deterrence and the 
from the USA and the UK that heavy drinkers are more sensitive strict enforcement of drink-driving laws are of fundamental 
to price changes than moderate drinkers. Overall, the evidence importance. The provision of transportation to enable customers 
shows that a population's consumption of alcohol will usually be to get home safely can also be extremely effective in deterring 
influenced by price. Taxation of alcohol is therefore a public health drink-driving. 
lever of wide potential effectiveness. 

Environmental measures 
There is evidence from many studies that altering the environment 
in which alcohol is sold and consumed can influence the way 
alcohol is used and influence the frequency and seriousness of 

alcohol-related problems. 

Safer licensed premises 

Well-trained staff in licensed premises can do much to reduce 
alcohol-related harm by discouraging excessive drinking and 
diffusing conflict situations. 

Specific measures include better interior design, use of games, 
use of safer glassware and encouraging eating while drinking. 
These have all been shown to lead to a reduction in aggression 
and violence, binge drinking and intoxication. 

Other useful measures 
These include enactment of a minimum legal drinking age; 
restrictions on hours or days of sales; and policies on number, 
type or location of sales outlets. 

Approaches with less evidence for their effectiveness 
There is little current research evidence that school-based 
education, public education, warning labels and advertising 
restrictions have a direct impact on alcohol-related harm. 

Whilst evaluation indicates that alcohol education is ineffective at 
reducing problem drinking, it is inappropriate to assess education 
in terms of behavioural objectives alone. Education can increase 
knowledge and skills and affect attitudes. Education is thus an 
essential component of a strategy for prevention and should be 
undertaken with the whole population and specific target groups 
in all settings. 

The concept of personal drinking limits is useful for discussion 
between doctor/counsellor and patient and for setting and 
monitoring individuals' drinking goals. However, as a basis for 
campaigns, which seek to set or influence population drinking 
behaviour, the approach does not seem to be helpful. 

Drink-driver rehabilitation programmes have been shown to have 
modest effects on recidivism and drinking behaviour. 

Summary of current preventive measures 

A number of agencies are engaged in initiatives 

aimed at preventing excessive or inappropriate 

drinking or reducing alcohol-related problems in 

Greater Glasgow. These include Strathclyde Police, 

Glasgow City Council Licensing Board, local 

authority education departments, the GGHB Health 

P romotion Department Addictions Team and 

specialist addiction projects. Locally supported 

national programmes include the Server Intervention 

Project for Scotland (SIPS), Drinkwise and the 

Portman Group proof of age scheme. There has 

been little evaluation of the impact of any of these 

initiatives. 

communities. The Greater Glasgow Alcohol Liaison 

Committee provides a forum through which many 

of these partners can share information, agree 

strategic direction and adopt shared approaches 

and actions. 

7.1 Introduction 

Greater Glasgow Health Board recognises that the 

reduction of excessive drinking and alcohol-related 

harm in Greater Glasgow requires the combined 

efforts of a range of agencies, organisations and 

This section briefly describes the range of alcohol 

prevention initiatives which are currently being 

implemented within the Health Board area. The 

action points that follow represent those which 

GGHB is committed to support through the work of 

the Greater Glasgow Alcohol Liaison Committee 

and through work directly with other partners. 

7.2 Strathclyde Police 

As part of the Spotlight Initiative, Strathclyde Police 

target alcohol abuse in various ways. Reducing 

under-age drinking is a main objective because of 

its links with disorder, violence and vandalism. 
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concept of units and associated messages in 

relation to health. The consequences for personal 

and public safety are within the scope of this work. 

This work is progressed through the development, 

production and dissemination of materials for the 

general population and through training for health 

and related professionals. 

Support for national initiatives 

Drinkwise and the Server Intervention Project 

Scotland are supported by the Addictions Team (see 

below). 

7.8 Greater Easterhouse Alcohol Awareness Project 

School-based work 

The Team began this work in 1993 and now provides 

comprehensive alcohol awareness packages for 

P5, 6 &7 pupils and those in S1-S6. Twenty-three 

primary and six secondary schools are involved. 

The package offered consists of 2, 3 or 4 sessions 

for each class. 

Training packages 

Greater Easterhouse Alcohol Awareness Project 

provides a variety of training programmes tailored 

to the needs of a range of professionals. 

Women's group 

A ten-week programme of sessions is offered to 

women attending for counselling. The programme 

looks at issues such as general health, use of 

alcohol, stress, assertiveness and fitness. 

7.9 Statutory & non-statutory sector addiction 
projects 

Training and presentations on alcohol issues are 

offered to statutory & non-statutory workers and a 

wide range of groups by a number of addiction 

projects throughout the city. In the majority of 

projects this work is secondary to the provision of 

counselling and support for clients with addiction 

problems. 

7 .1 0 National programmes which are supported locally 

Server Intervention Project Scotland (SIPS) 

The SIPS programme is a Scottish Council on 

Alcohol initiative. The main aim of SIPS is to reduce 

the incidence of alcohol misuse in Scotland by 

promoting responsible, professional standards for 

servers of alcohol in the licensed trade, through 

education and training. Each SIPS course covers 

licensing law, alcohol facts and good practice. 

The Glasgow training team includes staff from 

Health Promotion, Glasgow City Council, Glasgow 

Council on Alcohol, GEAAP and Strathclyde Police. 

Problems have been encountered in attracting 

commitment for this scheme from local licensees. It is 

hoped to re-launch the scheme and in so doing 

generate greater awareness, interest and participation 

from licensees in the Greater Glasgow area. 

Drinkwise 

The national Drinkwise campaign presents a 

framework for local action to complement what is 

being done nationally. The Glasgow Drinkwise 

Committee supports this campaign, taking its annual 

theme from those given by the National Committee. 

Representatives from GGHB Health Promotion 

Department, Glasgow Council on Alcohol and 

Strathclyde Police are members of the local and 

national Drinkwise committees. 

7.11 Action plan for future prevention initiatives 

Main aims 

• To reduce the proportion of the Greater

Glasgow population drinking in excess of the

recommended weekly limits of 21 units for

men and 14 units for women.

• To reduce the levels of teenage drinking.

• To reduce alcohol-related road accidents

involving drunk drivers or pedestrians.

7.12Action: Influencing central government 

It is recognised that the greatest opportunities for 

the prevention of alcohol-related harm lie outwith 

the control of agencies within Greater Glasgow. 

These include levels of duty on alcohol set by the 

UK government and now influenced by European 

Union legislation. Licensing laws and other bye-laws 

relative to drunkenness lie with the Scottish 

Executive and Parliament and national advertising 

campaigns, for example, on drinking and driving are 

led by the Health Education Board for Scotland. 

Given the high and growing levels of alcohol-related 

problems in Greater Glasgow, it is recommended 

that efforts are made by agencies within Greater 

Glasgow to encourage government policies 

designed to reduce excessive drinking and alcohol

related harm. This should be done through the 

Greater Glasgow Alcohol Liaison Committee by 

direct communication with the Scottish Advisory 

Committee on Alcohol Misuse. GGHB and the local 

authorities within the Greater Glasgow area may 

all also have other opportunities to emphasis to the 

Scottish Executive the importance of national 

policies aimed at reducing alcohol-related harm. 

7.13Action: Public education 

The promotion of a sensible, responsible and / or 

less risky approach to alcohol use should be 

supported within the general public and identified 

groups including young people, prisoners and 

people who are homeless. This should be delivered 

through support for the National Drinkwise 

Campaign at a local level, the availability of 

educational materials and specific initiatives for 

identified groups. 
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8. Consultation, implementation and monitoring of the Strategy

8.1 This Strategy has demonstrated the increasingly 8.4 The second crucial step is the endorsement of the 

serious and pervasive extent of alcohol-related strategy by the Greater Glasgow Alcohol Liaison 

problems in Greater Glasgow. Working to prevent Committee. This is the primary coordinating 

or treat these is no small or simple matter. It must committee for alcohol-related issues in the Greater 

involve dozens of agencies and groups and Glasgow area and on it are represented the Health 

thousands of individuals who work for them. The Board, six local authorities, police, Barlinnie Prison 

key players are GGHB, the Primary Care Trust, the and the non-statutory sector. 

North and South Hospital Trusts, the six local 

authorities in the Greater Glasgow area and the non- 8.5 Through the Alcohol Liaison Committee, it is hoped 

statutory sector. that the local authorities and other agencies can 

endorse the Strategy and incorporate the relevant 

8.2 As was noted in section 1.7, the Greater Glasgow recommendations in their own service and financial 

Alcohol Liaison Committee has played an important planning. The key mechanisms for taking the 

role in the consultation on earlier drafts of the Strategy forward on a joint basis at a local authority 

Alcohol Strategy. An extensive consultation exercise level are through the Glasgow City Implementation 

will now be undertaken by GGHB to target a wider Group for Drugs and Alcohol, East Renfrewshire 

audience. The overall aim is to consult with Substance Misuse Forum and West Dunbartonshire 

professionals, members of the public, service users, Alcohol Sub-group. (It is hoped that a Substance 

socially excluded and special interest groups on the Misuse Forum will soon be established in the East 

proposals for future service delivery and prevention Dunbartonshire Council Area). 

initiatives. Following feedback from the consultation 

exercise, the Strategy will be re-drafted. The final 8.6 Because persons with alcohol or other drug 

Strategy will include a detailed implementation plan dependence are a key client group under 

with explicit resource implications. Community Care legislation, it is essential that the 

Joint Community Care Planning Groups involving 

8.3 The essential first step in implementation is the each local authority, the health board and the non-

formal adoption of the Strategy by GGHB and statutory sector have plans for services for people 

incorporation of its key recommendations in the with alcohol problems and their families which 

Greater Glasgow Health Improvement Programme adequately reflect the scale of the problem as 

(HIP). Those parts of the strategy which relate to described in the Strategy and the types of services 

primary care and mental health services should be which have been identified as effective. 

incorporated into the Primary Care Trust 

Implementation Plan (TIP). Those parts of the 8.7 The main bodies for monitoring the implementation 

strategy relating to the work of general hospitals of the Strategy should be GGHB and the Alcohol 

should be included in the TIPs of the North and Liaison Committee (particularly through the 

South Hospital Trusts. The relevant preventive Glasgow City Implementation Group and local 

initiatives should be incorporated into the annual authority forums), utilising a wide range of 

work programmes of the Greater Glasgow Health information drawn from routine statistics, regular 

Promotion Department. monitoring of services and relevant research. 
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GREATER GLASGOW PRIMARY CARE NHS TRUST 
Alcohol Services for GGHB Residents and Inpatient Services Outwith Greater Glasgow 

Please note that the information for the appendices was originally collected for the Strategy in 1997/98. Some of the detail 
on services was updated in 1999 but it would have been an extensive exercise to ask each agency to update the 
attendance and financial figures. 

Community/Day Hospital Service 
Services 

North Glasgow Communtty Alcohol ⇒ Day Detoxification 
Service, 

⇒ Individual Counselling 
101 Denmark Street, 
Glasgow G22 SEU ⇒ Maintenance Groups

⇒ Outreach Clinic 
Orchard 4, The Orchards, 12 Place Day Hospital (Drugs & Alcohol) 
Panmure Street ⇒ Detoxification 
Glasgow G20 9NB 

⇒ Individual and Group Intervention
South Glasgow Community ⇒ Community Service 
Alcohol Service, Florence Street , 

⇒ Home Detoxification
Glasgow GS OYX 

⇒ Counselling
⇒ Outreach Work
⇒ Maintenance Group 

Alcohol Day Hospttal, ⇒ Day Hospital 
Parkhead Hospttal, 

⇒ Detoxification 
81 Salamanca Street, 

One Week Alcohol Programme Glasgow G31 ⇒ 

⇒ Interim Group 
⇒ Maintenance Groups 
⇒ Abstinence Group 
⇒ Women's Group
⇒ Antabuse and Acamprosate Therapy 

East Glasgow Community Alcohol ⇒ Community Service 
Service, Parkhead Hospttal, 

⇒ Home Detoxification 
81 Salamanca Street, 
Glasgow G31 ⇒ Individual Counselling 

⇒ Outreach
⇒ GRI/Social Work Department

West Glasgow Community Alcohol ⇒ Community Service 
Service, West House, 

⇒ Home Detoxification 
Gartnavel Royal Hospital 

Individual Counselling Glasgow G12 0XH ⇒ 

⇒ Outreach Work 

Alcohol Problem Treatment Untt ⇒ Day Hospital 
Gartnavel Royal Hospital, 

⇒ Multidisciplinary Assessment Clinic 
1055 Great Western Road, 
Glasgow G12 0XH ⇒ Day Detoxification

⇒ Individual Intervention 
⇒ Group Programmes 
⇒ Antabuse and Acamprosate Therapy 

1. Drug and alcohol patients although the vast majority have alcohol problems. 

Inpatient Services No. of Addiction Beds Admissions 

Orchard 4, The Orchards, 6 152 (IJ 

Panmure Street 
Glasoow G20 
Ward 4, Parkhead Hospital, 8 126 "' 
81 Salamanca Street, 
GlasoowG31 
McNair House, 8 154 (1) 

Gartnavel Royal Hospital, 
1055 Gt.Western Road, 
Glasqow G12 0XH 

1. Drug and alcohol patients. 

Referrals 
1997/98 

430 

204 

1278 

609 

416 

272 

117 

%Occupancy 
1997/98 

85 

85 

N/A 

Attendances Staff 
1997/98 

4192 4 WTE Nurses 
1 WTE Senior 1 OT 

2699 ,,, 0.7 Consultant Psychiatrist 
15 WTE Nurses 

5978 0.7 Consultant Psychiatrist 
1 0 WTE Nurses 
1 Occupational Therapist 
1 Secretary 

3739 0.7 Consultant Psychiatrist 
0.8 Staff Grade 
1 Manager 
6 WTE Nurses 
1 Occupational Therapist 
0.8 Psychology Assistant 
2 Secretaries 

2306 2.5 WTE Nurses 

3490 4 WTE Nurses 
1 A & C Grade 3 

2009 0. 7 Consultant Psychiatrist
5.6 WTE Nurses 
1 Occupational Therapist
0.3 Psychologist 

Average Length 
Of Stay 
14 days 

17 days 

14 Days 

N.B There are no dedicated alcohol beds in South Glasgow. Alcohol related admissions are made by the general psychiatrists. 

Annual 
Budget 
1997/98 

£ 

83,258 

352,234 

276,066 

155,825 

73,597 

106,553 

121,451 
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Name Of Project Staffing 

Maryhill 1 Project Leader 
Addiction 1 Senior Project Worker 
Service formerly 4 Project Workers 
ADAPT 0.5Admin 
59, Ruchill Street, 2 Sessional Workers 
Glasgow 

Partick 1 Project Worker from 
Addiction Team Maryhill Addiction 

Service based at area 
team 

Drumchapel 1 Project Leader 
Addiction 1 Project Worker 
Service 3 Outreach Workers 
Social Work 2 Clerical Assistants 
Department 
234 Kinfauns 
Drive 
Drumchapel 
Glasgow 
Castlemilk 1 Project Leader 
Alcohol Project 1 Counsellor 
1 o, Ardencraig 0.5 Clerical Assistant 
Place, 
Castlemilk 
Glasgow 
Supporting 1 Counsellor 
Alcohol Affected 1 Admin Worker 
Families Project 
Linked with 
Castlemilk 
Alcohol Project 
East End 1 Project Leader 
Addiction 1.5 Sen Project Workers 
Service 3 Project Workers 
117 Brook Street 1 Detached Worker 
Glasgow 1 Homemaker 

1 Typist 
Officially opened 1 Detached Worker 
in September based at Parkhead 
1997 Hospttal 

Children's The above staff cover 
Addiction both projects 
Support Project 
Based within 

EEAS above 

Gorbals 1 Project leader 
Addiction 1 Ass Proj. Leader 
Service 2 Senior Project Workers 
Twomax Building 2 Project Workers 
187 Rutherglen 2 x 0.5 Dev Workers 
Road Youth 
Glasgow 1 Dev Worker Women 

1 I.T. Officer Drugs 
6 Sessional Workers 
1 Sen Admin 
2 Admin 

Rough Sleepers 2 Rough Sleepers 
Initiative Initiative Workers 
From February 1 RSI Volunteer 
1998 
Eshara 2 Project Workers 

Staff attached to 
Gorbals Addiction 
Service 

Alcohol Strategy 2000 

Local Authority Social Work Services 
Glasgow City Council Social Work Department 

Main Functions Priority Number Of Clients 

Information and advice on alcohol, Alcohol / drug service Primary 14 
prescribed and illegal drugs, Secondary 2 
tobacco and solvents. Percentage of alcohol Tertiary 4 
Counselling, harm reduction, family related work 11.6% 
support, training and education. 

Information, advice, one to one Drug / alcohol service Primary 36 
and group work counselling on a Secondary 2 
range of dependence matters, both Percentage of alcohol Tertiary 1 
to clients and significant others. related work 31.4% 
Assessments carried out for other 
groups wtthin the area team, court 
reports and GPs. 

One to one counselling for people Alcohol service Information not 
with alcohol problems, and/or available 
others affected by clients' alcohol Percentage of alcohol 
use. related work 100%. 

Support through counselling and Alcohol service 
group work to partners and families 
of people with alcohol problems. 

Counselling, group work, advice AlcohoV drug service Information not 
and information to individuals and available 
families affected by alcohol and 
drug misuse. % alcohol not available 

Support and counselling for Children of carers who 
children whose parents / carers have alcohol /drug 
have alcohol problems. Social and problems 
therapeutic groups for children. 
Family counselling. Counselling 
for parents / carers wtth alcohol % alcohol not available 
problems. 
Advice, information, counselling, Drug/ alcohol service Primary 42 
group work support to individuals Secondary 16 
and families with alcohoVdrug Tertiary 10 
problems. Outreach work. Specific 9.1 % percentage of 
services for women. alcohol related work 

Information and support to Alcohol / drug service Information not 
individuals and families of black available 
and ethnic minority communities in 
Govanhill, who are experiencing % alcohol not available 
difficutties because of alcohol or 
drug use. Project staff are 
bilingual. 

Appendix 2 

Main Funding Source Budget 
Allocation 
1997198 

Social Work Mainline £99,150 

Social Inclusion 
Funding 

Heatth Board Service £54,000 
Aqreement 
Social Work Mainline 

Social Work - Mainline £47,389 

Heatth Board Service £70,000 
Agreement 

Social Work - Mainline £37,830 

Social Work - Urban £65,090 
Programme 

Social Work - Mainline £143,679 

Health Board Service £85,000 
Agreement 

Social Work - Mainline The above 
allocation 
covers both 
projects 

Social Work - Mainline £ 177,817 

Health Board Service 
Agreement £76,000 

Rough Sleepers Information 
Initiative not available 

Social Work - Mainline £40,105 
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Welcome datacompNon-Statutory Alcohol Services For GGHB Residents 

Service Staff 

Dedicated Addiction Services 
Glasgow Council on 
Alcohol 
(a) Bath Street

(b) Greater
Easterhouse Alcohol
Awareness Project (now 
an independent 
organisation)

(c) Alcohol Community
Care Project · 
began September 1996
Royston and East
Dunbartonshire

(d) Possilpark,
Pollokshaws and
Parkhead Health Centres

(e) Rough Sleepers
Initiative
(Began January 1998)

Clydebank Counselling 
Initiative -name 
changed to Lifestyle 
Project 
(Managed by Dumbarton 
Area Council on Alcohol) 

Aberlour Child Care 
Trust 
(a) No. 1 Project 

(b) Scarrel Road

87 Volunteers 
1 Director 
1 Depute Director 
1 Counselling Services Man. 
1 Practice Supervisor 
1 Counsellor (Offenders) 
2 Counsellors (Hostels) 
1 Counsellor (General) 

1 Manager 
1 Senior Counsellor 
1 Counsellor 
2 Outreach Workers 

2 Counsellors 
1 Senior Counsellor 

1 PT Counsellor 

2 Counsellors 

3 Counsellors 
4 Sess 
8 Vol. couns. 

Project Manager 
2 Asst. Project Managers 
1 Link Worker 
6 Project Workers 
1 PT Play Worker 

As per No 1 Project 

Main Functions 

Individual counselling to drinkers 
and their families. Special 
hostel, offender, company and 
employee services. Method of 
referral: any. 

Individual counselling to drinkers 
and their families. Information 
and advice. Method of referral: 
any. 

Individual counselling and 
information giving. 

To improve counselling and 
information giving services. 

Alcohol support services 
Prevention work 

Professional counselling, 
complementary therapies, 
education, advisory and 
assessment services to 
individuals, employers, district 
courts and stat. agencies. 
Method of referral: self; GP; 
CPN; family; employer; courts; 
and other voluntary and 
statutory agencies. 
Residential rehab. for women 
wtth drug/alcohol problems and 
their children (up to 12 years 
old). Pre-admission work 
undertaken. Key work, 
counselling, child care, group 
work and aftercare. Average 
stay 8 weeks. Aftercare service 
consists of regular contact with a 
link worker and weekly ex
resident groups for mothers and 
their children. Referrals taken 
from any source but priority 
given to those resident in the 
North West sector. All subject to 
Communtty Care Assessment. 
As above. Pre-admission and 
aftercare work also undertaken. 
Average stay 1 O weeks. 

Main Funding 
Source (S) 

GCC Social Work Section 1 O 
GCC Criminal Justice 
GGHB Contract 
Donations 
GCC Housing 
Tudor 
Other 
Lloyds TSB Foundation 
Erskine Hospital 

GCC Urban Programme 

GGHB North East Sector Funds 
(to March 1999) 

Grant Aiding Trusts 

Scottish Office 

Nat. Lottery Charities Board 
(£202K over 3 years) 

West Dunbartonshire Council 

Donations 

DSS and GCC Social Work (ex 
urban aid) 

GCC Main!. Rate 
GGHB 
DSS 
Aberlour Trust 

No.OfGGHB 
Clients/Residents 

1997/98 
A D A+ D (1) 

1174 

111 

Not available 

Included in figures 
in (a) above. 

A 
245 

D 
25 

+900 at 
Roadshows etc. 

3 12 3 
+ 33 children 

4 9 3 
+30 Children

CostOf GGHB 
Clients/Residents 

1997/98 

140,000 
35,000 
26,500 
25,000 
16,000 
10,000 
9,400 
10,000 
3,900 

170,700 

67,000 

£ 

£20,000 per year for 3 
years beg. 1996/97 

Revenue Funding 
£19,500 -1997 /98 
£47,666 -1998/99 
£48,619- 1999/2000 
Capital Fundinq £1,500 
60,373 

Not available 

Not available 

111,000 (98/99) 
(Alcohol only) 

111,000 
(Alcohol only) 
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Service Staff Main Functions Main Funding No.Of GGHB Cost Of GGHB 
Source(S) Clients/Residents Clients/Residents 

1997198 1997198 

A D A+D (1) £ 

(b) Ma l ta  House ,  Unrt Manager Residential rehabilrtation, group Social Work Not available Not available 
Edinburgh 2 Team Leaders work, counselling, physical work DSS £329 per week 

4 Care Workers and activrties. A residential Clients' own funds 
2 Temporary Care Workers rehabilrtation programme lasts 

for six months and takes up to 
15 male/female clients wrth 
drug/alcohol dependence 
problems. Aftercare is provided 
according to individual need and 
can comprise programmed 
activrties, group work, ongoing 
counselling and support. Home 
visrts are not undertaken. A day 
care service is planned. Main 
referral source: Social Work 
agencies and addiction projects. 
Other referrals come via G Ps, 
hosprtals and prison Social Work 
unrts. 

(c )  Vic tor ia  View ,  1 Unit Manager 16 bed unrt with average stay of GCC Social Work + 45 164,521 
Glasgow 2 Team Leaders 26 weeks. Assessment, Lanarkshire Health Board 

4 Care Workers residential rehabilrtation. GCC DSS Residential Care £342 per week x 45 x 
Relief Workers review, analysis, individual Allowance 481 weeks 
Volunteers counselling and family therapy. Clients' own funds 
Students Open ended programmes 

tailored to meet individual needs 
including group work and work 
programme, skills based 
activities and short term 
aftercare (8 weeks), Main 
referral sources: Social Work, 
criminal justice, prisons, health 
service, non-statutory 
organisations and self. 

(d) Ronachan, Tarbert, 1 Unit Manager Rehabilitation programme for Social Work 43 139,000 
Argyll 2 Team Leaders those who are dependent on (GCC Social  Work 

3 Care Workers drugs or alcohol. Programme supplementation totalled 
2 PT Care Workers lasts six to eight months, £76,214) 
1 Cook depending on need. Work 

programme, group work, one to (1996/97 data) 
one counselling, spirrtual 
dimension, community living, 
educational input, and leisure 
activities on offer. Up to 20 
residents of both sexes. Method 
of referral: Social Worker, self, 
friend, minister of religion, GP 
etc. Main referral sources: Social 
Work and drug and alcohol 
projects. 

Talbot Association 1 Manager Detoxification, rehabilitation Residents' DSS Benefits 82 382,284 
Belmont House, Alcohol 9 Project Workers programme, assist to transfer to DSS Residential (Based on £259 per 
Rehabilitation Unit independent living and aftercare. Accommodation Allowance person per week) 

26 beds. Referral sources: self; GCC Social Work 
GP; prison staff; court Social Care Deficit Funding 
personnel; social work; health SNAP 
care staff; and non-statutory 
organisations. 

Turnaround, Turning 1 Team Leader To work with female drug and Social Work 100% Estimates 101,326 
Point Scotland 2 Project Workers alcohol users involved in the Criminal Justice Funding Arrest Referral 540 
(most elements began in 1 Project Manager (PT) criminal justice system. Main Diversion 90 
October 1997) Admin and Sessional Staff referral source: police, courts, 

(assess) 
Procurator Fiscal, prison and 

+50 (diversions) 
self. 

Court Referrals 
540 (contacts) 
Prison 125 

Throuqhcare 160 
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General (i.e. Not Specialist Addiction) Services 
Service Staff Main Functions Main Funding No.Of GGHB Cost Of GGHB 

Source(S) Clients/Residents Clients/Residents 
1997198 1997198 

A D A+D 111 £ 

Loretto Housing 1 Project Coordinator Provide long and short term GCC Housing Benefit and Impossible to say Impossible to calculate. 
1 Project Leader hostel accommodation for service charge (DSS) due to transient 

(a) 100 Duke Street 5 Team leaders homeless men. Screening and population 
2 Senior Support Workers intervention methods used for 
13 Support Workers those with suspected or actual 

alcohol problems. Every resident 
is allocated a key worker who 
manages support and care. 
Counselling can also be 
provided. Main referral source: 
the Hamish Allan Centre. 

(b) Resettlement 2 Senior Support Workers Supports twenty, 25 to 35 year National Lottery Chartty Board Impossible to say 120,000 over 3 years 
,Project olds with chaotic behaviour. Aim 

to resettle into an independent 
tenancy. 

(c) Keppochhill Road First replacement project for 100 Hospital transfer funding and 
Duke Street. Supports 8 ex- Housing Beneftt 
residents and 2 ex-Woodilee 
Hospital patients. 

Talbot Association 1 Manager Emergency accommodation; 67 Housing Benefit 900 + £22.52 per week 
(a) Kingston Halls 2 Asst. Managers beds; short and longer stay DSS Section 30 

6 Sen. Care Workers beds; 25% of clients have drug Resident's rent contribution 
15 Care Officers problems; 65% of clients have 

alcohol problems; range of 
social care services; medical 
services - access to specialist 
services for drug and alcohol 
issues. 

(b) Bob McTaggart Hostel 1 Manager Continuing care for chronic Housing Benefit 62 £349.00 per week 
2 Asst. Managers homeless clients; 53 beds; 90% Residents DSS Contracts 
4 Sen. Care Workers alcohol problems and associated SNAP 

14 Care Officers physical and mental health 
difficulties; comprehensive range 
of social care services and 
access to care and specialist 
medical services. 

(c) Buchanan House 1 Manager Same services as Bob Resident's DSS Contribution 45 £271.41 per week 
(known as Calderbank 1 Asst Manager McTaggart hostel. Had 45 beds Social Work Department 
House until April 5 Sen. Care Officers until April 2000 when the Top-up Funding 
2000) Care Officers creation of 40 single rooms 

reduced the beds to 40. 

(d) Hill Street 1 Manager Continuing care as above; 40 Same funding arrangement as 23 £319.66 per week 
1 Asst. Manager beds; 90% of residents are Buchanan House 
4 Sen. Care Officers women; previous serious alcohol 
6.5 Care Officers problem; most clients now stable 

and drink socially only; same 
services as Buchanan House. 

(e) Govanhill/Samaritan 1 Manager Supported accommodation for DSS Section 30 funding NA £360.92 per week 
(opened in February 8.75 Project Workers 18-25 year olds; 15 beds; target Social Work Department 

1998) group young women in difficulty Defictt Funding 
wtth drugs and criminal justice Housing Benefit 
system; comprehensive range of 
social care - education; 
counselling; groupwork; medical 
services. 

m Riverside Project 1 Manager Homeless clients with diagnosed Mental Health Specific Grant 25 £437.51 per week 

8 Project Workers mental illness; 12 beds; a SNAP 

number also have DSS Residents Contribution 
alcohol/substance abuse Social Work 'top-up' funding 
problems; rehabilitation and 
training for independent living; 
all medical osvchiatric services. 
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Service 

New Specialist 
Services Since April 
1998 
Link Up, Turning Point 
Scotland 
Commenced August 
1999 in temporary 
accommodation 

Hope House, Glasgow 
Salvation Army 

Staff 

1 Project Manager 
1 Depute Manager 
3Team Leaders 
5 Project Wor1<ers 
5 Team Nurses 
5 Support Wor1<ers 
2 Admin. Staff 
5 Ancilliary Staff 

Additional staff will be 
required to run the addiction 
unit. 

Main Functions 

A direct access crisis service for 
homeless/roofless individuals 
with mental health and/or drug 
or alcohol misuse problems and 
associated chaotic lifestyle. 
One Stop assessment -
signposting facility with 24 hour 
access. Crisis accommodation 
for 12 individuals (6 within the 
temporary building) offering 
care, crisis intervention, alcohol 
detoxification if required and a 
safe haven. Assertive Outreach 
Team providing a 24 hour "one 
stop" service on the streets. 
The permanent building will also 
provide 6 resettlement beds. 

Provides accommodation for 
homeless individuals. In 
1999/2000 there were 800 
admissions, approximately 85% 
of the clients had major alcohol 
and drug problems. The centre 
management has been 
developing a strategy to address 
this issue by setting up an 
addiction support service. The 
strategy is being pursued by the 
refurbishment of 9 bedrooms 
into a self-contained addiction 
unit and by the implementation 
of the Bridge Programme 
Glasgow. 

1. A = alcohol D = drugs A+D = alcohol and drugs. 

Main Funding 
Source($) 

Scottish Office Rough Sleepers 
lnttiative 

Additional funding will be 
required to implement this 
proposal. A funding source has 
not yet been secured. 

No. Of GGHB 
Clients/Residents 

1999/00 

A D A+D (1) 

1108 One stop 
attendances 

135 Admissions 

Appendix 3 

CostOIGGHB 
Clients/Residents 

1999/00 
£ 

Revenue £708,772 

Capttal £1.2m 

NA 

2. Due to the anonymous nature of Alcoholics Anonymous, there is no data available which would fit into this table. However, AA runs 250 meetings in Glasgow each week and many
meetings elsewhere which are regularly attended by Greater Glasgow residents. 
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