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SCOTTISH BRANCH

Response to the Scottish Government consultation:
Consultation on Alcohol Misuse

The Scottish Branch of the British Psychological Society thanks the Scottish Government for
the opportunity to respond to this consultation.

The British Psychological Society (“the Society”) is the learned and professional body,
incorporated by Royal Charter, for psychologists in the United Kingdom. The Society is a
registered charity w ith a total me mbership of almost 50,000, almost 3500 of w hom are based
in Scotland. Under its Royal Charter, the key objective of the Society is "to promote the
advancement and diffusion of the know ledge of psychology pure and applied and especially
to promote the efficiency and usefulness of members by setting up a high standard of
professional education and know ledge". The Society maintains the Register of Chartered
Psychologists and has a code of conduct and investigatory and disciplinary systems in place
to consider complaints of professional misconduct relating to its members. The Society is an
examining body granting certificates and diplomas in specialist areas of professional applied
psychology.

We are content for our response, as w ell as our name and address, to be made public. We
are also content for the Scottish Government to contact us in the future in relation to this
consultation response. Please direct all queries to:-

Policy Support Unit, The British Psychological Society,
48 Princess Road East, Leicester, LE1 7DR.

Email: psu@bps.org.uk Tel: (0116) 252 9926/9577  Fax: 0116 227 1314

This response w as prepared on behalf of the Scottish Branch by Dr Barbara Duncan,
CPsychol, Division of Health Psychology Scotland committee member and Michael Hopley,
CPsychol, AFBPsS, committee member and former Chair of the Division of Clinical
Psychology Scotland’s Faculty for Addictions, w ith contributions from Dr Richard Cooke,
me mber of the Division of Health Psychology and Martin Gemmell, Scottish Division of
Educational Psychology committee member. The response has been authorised by the
Chair of the Division of Health Psychology Scotland and the Chair of the Division of Clinical
Psychology Scotland. We hope you find our comments useful.

Dr C M Crawshaw, CPsychol, AFBPsS
Chair, Professional Practice Board
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RESPONDENT INFORMATION FORM

Please complete the details below and return it with your response. This will help ensure we
handle your response appropriately. Thank you for your help.

Name:

Frances Mielew czyk/Suzanne Jefford

Postal Address:
Policy Support Unit, The British Psychological Society, St Andrews House,
48 Princess Road East, Leicester, LE1 7DR.

1. Are you responding: (please tick one box)

(b) on behalf of a group/organisation (go to Q3 and then Q4)

ON BEHALF OF GROUPS OR ORGANISATIONS:

3 The name and address of your organisation will be made available to the public (in
the Scottish Executive library and/or on the SE website). Are you also content for
your response to be made available?

Yes

SHARING RESPONSES/FUT URE ENGAGEM ENT

4 We will share your response internally with other Scottish Executive policy teams
who may be addressing the issues you discuss. They may wish to contact you again
in the future, but we require your permission to do so. Are you content for the
Scottish Executive to contact you again in the future in relation to this consultation
response?

Yes
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Response

INTRODUCTION

The Society w elcomes the opportunity to comment on the proposals contained w ithin the
recently published document, “Changing Scotland’s relationship w ith alcohol: a discussion
paper on our strategic approach”. Alcohol misuse in this country has become a feature of
society and does bring distress and hurt to many w ithin the population. Alcohol is also a
substance that brings huge benefits to the same society and this must also be considered in
any proposals to change the relationship that currently exists.

Man has had a relationship with psychoactive substances since the beginning of time, w ith
alcohol being one of those substances, but by no means the most dangerous. Alcohol is
generally used in a ritualistic manner in many societies and it is that ritual that promotes its
continued and safe use. In the history of the w orld, many attempts have been made to ban
alcohol use completely, but without lasting success. During the A merican prohibition in the
early tw entieth century, alcohol use actually rose in some US states and huge profits w ere
made by some on the illegal alcohol markets. Legislation can have an influence on patterns
of alcohol use, but changing the culture w ithin a society is more likely to change patterns of
behaviour.

Supporting Families and Communities

The actions planned are commendable and emphasis should be given to supporting parents
in their efforts to socialise children into the appropriate use of alcohol. Other countries w ithin
Europe have a proven record of success in educating children w ith regard to alcohol use and
published research findings of this process should be considered. Young people are
experimenting w ith maturity during their teenage years and this includes the use of alcohol
and the establishing of a criminal record at this time could have serious implications for their
future career development. The modern trend w ithin the younger population of drinking a
measure of beer, a dilute alcohol, follow ed by a spirit “chaser”, which is consumed in one
draught, is of concern, however, as this does lead to rapid intoxication in a “naive” drinking
population. The consumption of alcohol, often spirits, prior to going out for the evening,
know n as “pre-drinking”, is designed to off-set the costs of alcoholic beverage purchased in
licensed premises, but can result in an unpredictable blood/alcohol level being experienced
during the course of an evening out. The suggestion that raising the legal age to tw enty-one
for the purchase or consumption of spirits in any location w ould be w orthy of serious
consideration.

REDUCED CONSUMPTION

Linking Alcohol Volume to Price

The Society considers that linking price to Alcohol by Volume (ABV) is likely to result in
reduced consumption of high ABV drinks such as strong ciders and high ABV wines.

How ever, care will be needed w hen deciding upon the formula used to deter mine the price
per unit as consumers may react to this change by drinking more, low er ABV drinks.
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This proposal also assumes that increasing the price of high ABV drinks w ill make them less
desirable, w hich may not be the case; instead, the increased price may lend these products
an unw anted cachet (e.g. being associated w ith w ealth and w ith being ‘cool’).

In addition, low er ABV alternatives need to be widely available, requiring the cooperation of
the alcohol industry.

Promoting Choice in Standard Measures of Alcohol

We support this recommendation and think 125ml and 250ml measures should be available.
For wine, how ever, we would suggest the legislation is amended so that only measures of
125ml or multiples thereof can be sold, removing the 175ml measure from circulation on
premises. Given the evidence that there is low unit aw areness (e.g. Gill & O’May, 2007),
such a move w ould mean that consumers could more clearly see the difference between a
small (125ml) and a large (250ml) glass of wine. This should increase aw areness of the
difference in alcoholic content and may promote more informed choice.

Drinking and Driving

A reduction in the drink drive limit from 80mg/100ml to 50mg/100ml w ould receive support.
Brain functioning, and thus cognitive functioning and decision making, become impaired in
the presence of psychoactive substances. There is now ample evidence to support a move
to bring Scotland in line w ith other countries in Europe and adopt a 50mg/100ml limit. There
is also some research evidence w hich suggests people have a poor aw areness of units
consumed (Gill & O’May, 2007) and some psychologists w ould therefore recommend a
complete ban on drink driving. Either strategy may be made more effective by the reduction
of prices for soft drinks and alcohol free beer in licensed premises. Preventative initiatives
should also be included in any penalty handed out by the Court.

Aw areness Raising Campaigns

We believe there is a need for Aw areness Raising Campaigns to be consistent in their
approach and in the messages that are given. The Safe Drinking Limits appear to be
understood by only a minority of people and it has been found in an English survey that only
13% of drinkers keep a check on the units of alcohol they consume. Similarly, the definition
of a “binge” is not universally agreed and in the UK Government publication, “Safe. Sensible.
Social. The next steps in the National Alcohol Strategy” (2007), the definition of a “binge” is
for afemale to drink in excess of 6 units of alcohol or for a male to drink in excess of 8 units
of alcohol, on any one occasion in a w eek. This is the same standard that has been defined
by the Scottish Health Survey. Many drinkers disassociate themselves from this definition,
how ever, and therefore do not respond to other attempts to have them address their drinking
behaviour. New messages to the general public about alcohol use need to acknow ledge
actual behaviours w hilst seeking to sensitively influence the beliefs and attitudes associated
with such behaviours.
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Labelling of alcohol bottles

There is very little evidence that labelling alcohol bottles reduces alcohol consumption. A
recent Scottish study has suggested that alcohol drinking is rarely driven by unit aw areness
(Gill & O'May, 2007). In addition, alcohol consumption impairs decision-making (e.g. Curtin &
Fairchild, 2003) so information provision on labels is not necessarily going to reduce alcohol
consumption.

SEPARATEALCOHOL CHECKOUTS

This proposal does not appear to be based on any evidence; in fact it could facilitate
purchase of alcohol, as there w ould be no need to queue w ith the general retail population.
How ever, if the proposalw as to be implemented (w here feasible), it is likely that those
serving at these checkouts would have primary responsibility for refusing sales to some
customers. The proposal that such sales personnel be over 18 years of age does not go far
enough: they should also be trained adequately to cope with potentially hostile situations
and there should be aw areness of the potentially stressful nature of such a position.

MINIMUM LEGAL PURCHASE AGE FORALCOHOL

Given the evidence that young people often use peer group members at the upper age limit
of the group to buy alcohol (Gallow ay, Forsyth & Shew an, 2007), the proposal of raising the
age limit to 21 for off sales alcohol purchases may have some effect in reducing young
people’s ability to procure alcohol. How ever, it is likely that persons over 21 will be
approached to buy alcohol for younger people, so it is not a complete solution.

SCHOOL BASED ALCOHOL EDUCATION AND INFORMATION FOR
PARENT S/ICARERS

Substance Misuse Education in Schools

While the consultation paper cites evidence of good practice in alcohol education in schools,
there is, at present, little available evidence that alcohol education is effective. There is no
mention in the consultation paper of w hether current educational efforts are evidence-based
or if they are currently, or will be in the future, subject to evaluation. The Society considers
systematic evaluation of evidence-based alcohol education/intervention in schools to be
necessary in order to distinguish those factors which are effective and those that are not
(Cuijpers, 2002).

In addition, it has been demonstrated that peers are a primary influence on shaping attitudes
to, and use of, alcohol in adolescence (e.g. Jorgenson, Curtis, Christensen & Gronbaek,
2007; DAmico & Mc Carthy, 2006) and, thus, there is a real chance that alcohol education in
schools delivered by adults may fail to engage the target population. We recommend that
the use of peer education be considered.
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Information for Parents and Carers

It has not been established w hether parents perceive it to be their responsibility to teach
their children about alcohol. If parents are to be encouraged to become actively involved in
alcohol education, then they should be made aw are of the content of the alcohol education
which is delivered to their children by the school. if they do not know this, then their advice
(and their ow n behaviour) may conflict w ith or contravene school-based information.

Evidence also suggests that parental influence on children’s drinking behaviour is complex —
for example, research has demonstrated that parental discouragement to drink has
differential impacts according to gender (Marsden, Boys, Farrell, Stillw ell, Hutchings,
Hillebrand & Griffiths, 2005). In addition, it has been found that parents of youth from
backgrounds w here there are multiple indicators of deprivation may endorse, to an extent,
their children’s alcohol use (Gallow ay et al, 2007). Thus, a ‘one size fits all’ approach to
providing information to parents and carers is not recommended.

SOCIAL RESPONSIBILITY FEE

It would be our view that any Social Responsibility Fee should contain an element dedicated
to specialist alcohol treatment provision. Services are patchy across Scotland and have
frequently developed as a result of local initiatives, rather than as a result of national
planning. Most treatments used in the field of addictions are based on psychological
principles; how ever, specialist Clinical Psychologists are few in number given the enormity of
the problem in Scotland. In a recent Scottish Government publication, “Essential Care: A

Report on the Approach Required to Maximise Opportunity for Recovery from Problem
Substance Use in Scotland”, published in 2008, it w as noted that increasing access to

psychological therapies and specialist clinical psychologists should be a national priority.
Such a development could be part funded fromthe Social Responsibility Fee.

ALCOHOL AND THE WORKPLACE

The development of w orkplace alcohol policies in all w orking environments is to be
applauded; how ever the contribution of the w orkplace to levels of stress and anxiety must be
addressed as well. It has become common practice w ithin our culture to w ork long hours
and meet deadlines and alcohol is often used as aw ay of coping w ith such workplace
stress, if notw ithinw ork time, then outw ith it. Recognition of the w ork environment must
become a feature of w orkplace policies.

IMPROV ED SUPPORT AND TREATMENT

The investment in improving support and treatment for individuals w ith alcohol and alcohol-
related problems is commendable. It is both comprehensive and sensitive to the diverse
needs of the population and accommodates the w orking styles of a range of agencies.
Whilst opportunistic screening is part of the proposals, a need exists for “low threshold” w alk-
in facilities for those individuals that do not wish to be seen by a health care professional.
Many drinkers fear the stigma that a formal assessment might create, but are willing to
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discuss their circumstances in a confidential, but non-threatening environment. Early
interventions can be effective in many cases where the individual does not have to formally
recognise the existence of a problem, yet can modify their life style.

In contrastw ith the low threshold services described above, many people w ith alcohol
problems carry with them problems from childhood and therefore attempting to stop drinking
in young adulthood or beyond highlights that they do not have the social structures around
them to help them develop an adult lifestyle. Residential rehabilitation services would be a
welcome addition w here psychological therapies could be available alongside opportunity to
develop life skills e.g. cooking or budgeting.

The key to delivering comprehensive services is in establishing effective communication
systems that allow individuals to receive the treatment and care that will meet their individual
circumstances. Many agencies operate a secrecy policy, rather than a confidentiality policy,
and this can hinder the effective delivery of appropriate care. There is also competition for
resources, rather than an effort to act collaboratively in the construction and delivery of
services. These are areas that must be addressed if any new alcohol strategy is to succeed.

DEVELOPING THEALCOHOL WORKFORCE

There is no dominant profession in the provision of treatment for alcohol problems, but there
is a need for specialist skills w ithin the cluster of professionals that make up an effective
alcohol treatment team. In addition to doctors, nurses, clinical psychologists, housing
officers, counsellors and youth w orkers, there is also need for local authority socialw orkers
to deal with child protection, and other issues, and Probation Officers to dealw ith matters of
criminal justice and w orkw ith the Courts. Locum General Practitioner clinics have been tried
in some areas to meet the needs of the homeless population, with considerable effect The
drop-out rate from alcohol treatment is know n to be high, but in addition to the ambivalence
tow ards change that is felt by many drinkers, having a range of agencies at different
locations attempting to meet their needs can promote confusion. The construction of
services where many needs can be met on one or more closely linked sites increases
retention rates in services and statutory and non-statutory services canworkwell w ithin the
same w orking environment. A comprehensive examination of drinkers’ needs in a particular
geographical area will give a blue print for the structure of a multi-professional teamto meet
those needs. This should include specific consideration of the skills and training required to
workw ith people w ith alcohol related brain damage.

MENTAL HEALTH AND SUBSTANCE USE

The relationship betw een substance use and mental health is w ell know n, w ith substance
use having the ability to both create and resolve mental health issues. There exist many
people w ithin the general population w ho never avail themselves of professional services,
but self-medicate and control their symptoms w ith non-prescription psychotropic substances.
This is a population at risk of consolidated mental health problems at some later stage.
There is also a population of people with alcohol-related brain damage. This occurs across
a spectrum from mild to severe cognitive impairment including those w ith Korsakov’s
Syndrome, w ho can live successfully within a supportive local community or are looked after
by carers or others. Limited services exist for such people, as they form a hidden population
of souls with hidden needs. It would be commendable if the new strategic approach
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considered how it might make appropriate service provision available for such a population.
It would also be commendable if the old-fashioned concept of Asylumis re-examined. Many
people successfully controlling their mental health difficulties do not require formal ad mission
to hospital at times of crisis, butw ould benefitfrom a period of asylum in w hich they might
re-stabilise themselves. This would be less costly than a hospital ad mission, w ould retain
their control and responsibility for their lives and w ould not introduce a form of dependency
on professional services.

CONCLUSION

The opportunity to comment on the Discussion Paper has been mostw elcome and the
initiatives outlined w ithin the Paper have been w ell received. The paper is comprehensive in

its review of the issues relating to alcohol use in our modern society and has been bold in its
recommendations.
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