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Dlrectors Report 2006/200F

Welcome to the annual report for the year ending March 2007 and what
an eventful year for the service it has been with many exciting
achievements.

We begin this year with the news of the Comic Relief grant to fund a
dedicated young person’s worker. As many of our supporters Rmnow, we
have campaigned for government funding for a number of years to
employ a dedicated worker to deliver this work. The rationale behind this
post has always been evidenced, based and centred on best practice in
working with affected young people, as young people on the (OM have
some of the highest levels of aleohol conswmption and problems from
aleohol use in Burope.

As this funding was never forthcoming, the AAS wade a bid to Comic
relief and following a rigorous assessment process they appreciated the
neeol for this provision and awarded us funding of £120,000 for the next
three years to develop this dedicated outreach service.

what s particularly unique about this post is the support for young
people who Llive with parental problem drinking.

We are also delighted that curvent staff member Jenny Fong has been
successful tn securing this position and she is conducting a consultation
with all potential refervers and Young people on how this service should
best be developed.

We are grateful to the young people tnvolved in our Aleohol Peer
Education project who voluntarily gave up their time to meet with the
assessor and convey their thoughts on teen aleohol problems on the IOM.
Thawnks also to Michael TagLor, (committee Member) who gave an account
of his experiences of teen drinking in his role as a detached youth worker
for the Department of Education.



Members of the Peer Education Group celebrating the news about the Comic Relief Grant

Client numbers continue to tnerease annually with no slow down in
demand. A total of 654 clients made contact with the service and a
mammoth 2821 support § counselling sessions were conducted. The
Likelihood of us continuing to meet this demand is unlikely to continue
due to the loss of Jenny’s part-time post within normal services.

The last financial year saw a deficit in funding from the DHSS with a
shortfall tn the budget of approximately £15,500. Although we were able
to buffer this with our reserve fund, we knew that this 07/0€ funding
was not going to meet basic running costs. Thus cutting a part-time post
has been our only option. This, of course, has a knock on effect in service
delivery.

Aspects of service delivery which have beew affected are:
W extending the time Limit for an initial assessment appolntment to
5 working days
B g reduction in home visits.

Sowe services have been withdrawn and the decision to do this was not
taken lightly - one casualty being the work we do for Probation. This
work is often challenging as clients are frequently attending under
duress following involvement with the Criminal justice system. We
are curvently in discussions with the Department of Home Affairs
with the hope that they will be interested in developing a separate



service level agreement for this work. For the time being, until staffing
Levels tinerease, we have hao wo chotee but to withdraw this service.

This service is not alone in facing reduced funding and many other
charities in the voluntary sector have also felt the pinch whilst the DHSS
attempts to reigwn in its spending. Many organisations in the voluntary
sector though provide a substantial amount of social care provision on the
islana and the squeeze will ultimately impact on those most in need.
Often organisations in our sector provide a service at a Lesser cost than
statutory services, so the economics of under-funding this sector are
debatable.

Owne positive consequence of the funding situation has been the formation
of a new fund-raising committee. A number of events have been held this
year and the service raised wore charitable funds thaw ever before. You
can read the enclosed report on thelr first year’s achievements and other
initiatives that are generating montes, including financially contracted
education and training work. The service has had to become
entrepreneurial in marketing its education and training programme.
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Minister for Education Anne Craine MHK, IOM College Principal tan Killip, and Anne Gundry head
of student services attempt the Board game ‘wasted’ designed by Jeany Fong of the AAS at the IOM
College Health Fayre March 2007



The above achievements would not be possible without the dedication of the
staff who have diligently gone beyond the call of duty to keep to the
service standards and still matntain high standards of client cave. The
expertise and qualifications that the staff have amassed between them
show them to be some of the most qualified tn the (sland’s addiction field
and they have been incredibly loyal to the service in these difficult times,
whewn salaries have been frozen and training opportunities reduced.

The Alcohol Peer Education Project - a jolnt effort set up between
Ballakermeen High School, the IOM College and Peel Youth Club has been
running throughout this year under Kay's guidance and we consider
this activity to be one of our most successful youth projects to-date. There
are plans for this group of Yyoung people to continue working together with
the formation of an aleohol youth form and you can read all about this
initiative in this year’s report.

our education programwme for offenders in the prison was successfully re-
established through a link with the Dept of Education. The link between
Leaving prison and contact with the community has now beew ve-
established. The service has conducted wore alcohol awareness group
sessions in this last 12 months thaw in previous years, and has also been
paid to conduct this work. An evaluation of these groups, which is wost
favourable, is contained within this report.

There are also two other reports on special projects completed by staff
namely, the Alcohol and the Elderly Workshops, by Debbie Doyle and the
Foetal Aleohol Spectrum Disorder awareness project, by Jeany Fong.

Another major achievement has been the service involvement in the
development of the ‘Natlonal implementation plan for supporting
significant others affected by substance misuse on the IOM’. This
document has been produced by Professor Richard Velleman and his team
at the Research § Development Unit at the University of Bath.

Richard who is a prolific author and world renowned figure in promoting
family interventions first became associated with this service as a speaker
to celebrate our 25 anniversary. Another guest at this event was



the Carer’s Co-ordinator david Gawne MBE, who Linked up with the
service in the following year for the carer's conference in 2005 when
Richard was the Reywnote speaker. His presentation, coupled with our
service user’s stories on living with a problem drinker in the family,
proved very moving and fortuitous, in that the bmpact made on the
audience enabled us to secure funding for the plan to be drawwn up and to
form a Family working Group to oversee this process. This document has
also been able to make use of the GENACIS research.

The GENACIS study conducted in 2005 surveyed 1000 Manx residents
on a range of subjects related to aleohol consumption, health and Llifestyle.
Much scientific data was accumulated from this research incluoding
experiences of problem drinking in the family. This research reported that
up to a quarter of the island’s population, (20,000 individuals) have been
affected by a relatives drinking.

we believe that this research alone justifies the AAS's existence and its
long standing approach to offering family members/significant others a
service in thelr own right.

Our work with families is underestimated as a social intervention on the
(stand and if we were able to employ wmore staff we could probably do so
much more. Although many believe there is Little that can be done, much
success can be achieved with family members by working on tnereasing
resilience and altering family dynamics. There is even some research
that states working with the family menbers alone delivers more success
for the problem drinker in a family, even if they never attend a treatment
service.

Both the GENACIS research and the mplementation Plan for families §
significant others have been useful in showing us where the priority areas
of future work are for the AAS and unquestionably, have put this service
on the international addiction fielod map.

This research though does bring into question the approaches that we have
in relation to alcohol problems not just tn the Isle of Man, but tn the
adoliction field overall.



The Island’s response to aleohol problems this past 10 years has seen the
predominance of a medical/detox wmodel for dependent drinkers and early
soctal ntervention approaches have not been appreciated to the same
extent. This wmodlel is too individualistic and Lacks support for the
spectrum of aleohol problems experienced in the population and the many
family members that GENACIS shows are great in number.

The now widely accepted model of aleohol problewms Lists the following
classifications: severely dependent, moderately dependent, through to
harmful and hazardous drinkers. The latter problem drinking client
groups are far greater in number and research shows if they access
services n the earlier stages, a successful treatment outcome is more
Likely.

It is worth noting that we are currently the only service that offers help
for the complete spectruum with a variety of approaches. From brief advice,
support and case co-ordination and also more skilled counselling and
addiction interventions. This can involve early intervention/controlled
drinking/ harm reduction approaches through to preparation for detox. it
also nvolves harm reduction strategies for severely dependent drinkers
who are unable to abstain and relapse prevention for successful
abstainers.

Our outcomes programme included within is the newly adapted outcomes
spioer from Alcohol Concern. This programme s being used throughout
the UK and demonstrates the holistic benefits of our alcohol treatment
interventions.

Looking at topical issues around aleohol. (ncreased population
consumption and concern tn health issues is hitting the headlines. An
analysts of mortality statistics for the UK shows that the death rate from
aleohol defined conditions, mainly liver disease, virtually doubled
between 1991 and 2004. The link between high blood pressure and
soaring obesity rates is also being linked to tncrensed consumption in the
general population.



The costs now andl in the future to the public purse for the health of the
nation are arguably outweighing the original public disorder concerns
and rationale behind 24 hour Licensing. It was hoped that Liberalisation
would help us to adopt relaxed continental sty le drinking habits, but
some quarters argue it’s going to take more than an act of Parliament to
achleve this cultural shift. How we reverse these trends coupleo with ever
tnereasing concerns surrounding aleohol fuelled anti-social behaviour,
has prompted a review by Gordon Brown into the tmpact of relaxation of
the licensing laws tn 2005 as he states,

“The change in the Law has prompted very strong views and it is right to
Look at the evidence”.

It is almost universally accepted that strategies aimed at prohibition of
aleohol ave not vinble, but going too far the other way has inadvertently
conveyeo the wrong psychological message to the nation.

Historically we have a complex relationship with alecohol which will
certainly need a multifaceted response if soctal change is to be achieved.
The Likelihoool of this happening would appear to be in the distant future
as aleohol Ls viewed as the lesser problem, with investment being ploughed
nto tackling illegal drugs through enforcement, the police, customs and
drug treatment medical services. The very nature of tllicit drug use
stmplifies soclety’s response to control it and politically ‘a war on drugs’
ls always a vote winner.

Paradoxically, we are going through an especially Liberal period in history
towards aleohol anal its use has never been more tolerated with 90% of the
population indulging regularly. This coupled with a self-regulated
drinks industry, which spends more on advertising thaw the alcohol
treatwment fieldl receives in government funding per annum.

Ow the darker side of this cultural acceptance, there are estimates of 1.2
and possibly 2.5 million children, living with parental problem drinking
inthe UK alone. ndeed, some commentators have made modern day



comparisons to Hogarth's Gim lane in drawing attention to the social anol
famdilial impact of aleohol-misuse facing modern day society.
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The British Government has wmade some efforts to begin this process with
the publication and update on its aleohol strategy, “safe sensible and
Soctal - the next steps in the National Alcohol Strategy)”.
Recommendations in this report tnclude the acknowledgement that an
aleohol policy shoulol not just be about supporting dependent drinkers but
others within the spectrium of aleohol problems and the divective to the
previously unencumbered drinks industry, that units should be
displayed on all cans and bottles amongst other tightening up mensures.

And finally......

The service has thus far in the face of the funding crises continued to
offer a quality service and the challenge for the immediate future is how
we continue to do this whilst funding from the DHSS has been frozen for
2007/08. As a supporter of this service reading this report there are a
number of things you can do to help, support us by passing on the word
to frienos and colleagues the details of planned fund-raising events, or,
pass this report around to local wmembers of Your community in order to
raise the profile of the valuable work of the service. Lastly, thank you to
the committee members and officers of the service, who have supporten us
during this enjoyable, but at times challenging year. This has been
greatly appreciated by all staff and let’s hope we can continue to strive to
meet the demand for our services which sadly never seem to decline.

Thea Ozenturk September 2007
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Comments and trends

The five year comparison chart shows 2006/07 te een our busiest year to date with
a total of 654 new and repeat referrals and an28#2d contacts with 1683 of those being
counselling and support sessions. This is a megrdonsidering the staff to client ratio
but, as previously mentioned, this growth will continue with the loss of a post in the
next financial year.

Also of interest is the steady amount of repeaindd which appears to increase slightly
year on year. These clients are often individudle way have relapsed following a
period of abstinence or stabilisation or significatiners, who have concerns about a
family members return to drinking.

Self referrals continue to be the main route ih®gervice, the majority of clients
reporting to find us through the local phoneboo# emcomparison, referrals from
outside agencies are still disappointing.

This past 12 months as a way of improving referirals statutory agencies we put a
good deal of thought and effort into creating aratkating a referral pack. This was sent
out to all potential referring bodies in the hopattwe could improve links and thus



increase referrals. This also helped us to meebboar own self improvement targets
from the recommendations of the Commission of Ingui

Alas, this has not proved very useful with onlyaatiful of referral forms being utilised.
Possible reasons for this include potential refesmet being aware that at the root of a
family’s or individual’s difficulties is an alcohgdroblem or they prefer to send clients to
statutory services with the old view that voluntarynon-statutory services provide a less
specialised response. There may be other reasoe#her way this remains an area of
disappointing performance and will only improve wttbe value of an integrated referral
pathway for all potential clients is put in place.

In the mean time, another route that we have egglas a potential referral booster is

our specialised substance misuse training progranhreelast few years has seen
growing interest in the work of the service in fueial care field and we have been asked
to provide training in specialist areas such astdbalcohol spectrum disorder; drug
awareness sessions for teachers and studentgjeffeorking with the children of
problem drinkers; detainees at the IOM prison dodhel and workplace training for the
corporate field. Following on from a training iritive, agencies refer to the service and
links improve dramatically and this does seem tthieeway forward.

Alas though, the dilemma we face is if we incredsmand from outside agencies and the
referral rate, will we be able to meet it with @urrent staffing levels.



Outcomes 2006/2007
Introduction

Outcome measures have become increasingly impdaiawbluntary organisations as
funders and commissioners in all fields want towribe outcomes of projects they fund
and the effectiveness of their interventions.

Since 2003 the service has been using Alcohol Garg@utcomes Programme and this
year has seen us introduce their latest tool theot#ol Outcomes Spider’.

This programme developed in consultation with 4®hbl services around Britain,
represents a natural progression of the sustaioekl @arried out by them in developing
innovative outcome tools for alcohol services ffast ten years.

Since introducing this programme in April 06, wesddeen conducting a base line
interview with clients on assessment in 8 key asgaka follow up on review or
discharge. If clients show improvements in anyhele key areas from assessment to
review they have thus achieved a positive outcdre®iews take place every 6 months
(maximum) per client or upon discharge.

The results detailed below show the eight key atlea@isare measured: alcohol
consumption, social contact/networks, managing ighaykealth, mental and emotional
health, employment, crime and community safety,ilfaemd relationships and internal
journey (or clients understanding and acknowledgermttheir personal difficulties and
motivation to change).

Looking at the charts in detalil, it is clear thagmyg clients have made positive
improvements and the clients who have negativeomus and those with no change in
their circumstances are low in comparison. Ovehalprogramme reveals many positive
changes undergone by the clients who have attethéeskrvice.

This programme not only demonstrates the valuenfamey this service brings to the
DHSS but the positive changes problem drinkers aduessed this service have made
holistically to theirs and their families lives atite community in the past 12 months.

Results

Alcohol Consumption

Lower down the scale clients can be drinking abhtfal levels, binge or other harmful
drinking patterns or showing strong signs of depacg. Scoring lower on the scale can
also indicate mixing substances. They may be afttgrttie service intoxicated and/or not
engaging in therapeutic strategies with no recagmuf severity of their problem with
alcohol. Higher up the scale the client may beiabst or have achieved their goal of
less harmful drinking patterns with a good undeditag of triggers to drinking and
acknowledgement of the scale of the problem. Thay hrave developed strategies to
avoid alcohol misuse and have a relapse preveptaoon



Alcohol consumption

clients with a Clients with a  Clients with no
positive change negative change change

Social Contact/ networks

People may have very different starting points initocial networks and this scale is
drafted to cover both those who are isolated and wareduce isolation and those who
have plenty of social contact, but within a drirkitulture or one that holds them back
from alcohol recovery. Improvement within the ssademes with: Contact with people
and activities outside of drinking friends/cultutiepose who are isolated reporting greater
ease around other people or greater satisfacticarafort within their situation;
Integrating into less damaging social networks.

Social contact /networks

clients with a Clients with a  Clients with no
positive change negative change change




Managing physical health

This scale covers actual improvement in physicaltheand also user involvement in
managing any health problems. Some physical hpatihlems may be too entrenched to
see actual health improvements (liver cirrhostghis is the case the user may still show
improvements by managing health problems. Lowendthe scales the client may be
drinking at high risk levels and suffering multigiealth problems with frequent
attendances at A & E and few planned GP or hosptpbintments. Higher up the scale
the client may be taking responsibility for headtid attending planned appointments;
gaining or losing weight, improvements in liver @tion tests, reporting feeling healthier.

Managing physical health

clients with a Clients witha  Clients w ith no
positive change negative change change

Mental and emotional health

This scale covers both the actual improvement intateemotional health and also
effective management of health issues. Some oéthath diagnosed mental health
issues may not show actual improvements in theirtatdealth. If this is the case, the
user will probably not proceed higher up the sdale,can still show substantial positive
outcomes in taking responsibility and managingassiét the lower end of the scale the
client may be in frequent crises, suffer from siatithoughts/attempts, self-harm,
frequent bouts of depression, anxiety disorders delf confidence and self-esteem.
Higher up the scale the client may be managing ahéealth; starting to receive
counselling from the service for past trauma, cgmpl with medication regimes, have
improved levels of self confidence, self esteerss feequent episodes of depression,
reduction in anxiety disorder.



Mental & emotional health
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Work ready/occupation

This scale includes aspects of worthwhile actiayl structure in the day. Higher up the
scale the focus is on engaging with education/wilidny users may not get to this point
especially those who are unemployed as a resudlawhol-related offences or losing
employment through a drinking problem. They coukbde in retirement. At the lower
end of the scale the user may be chaotic with neesef direction or motivation towards
purposeful use of time during the day. Clients reegre higher when dissatisfaction with
their current situation occurs with motivation txp#re options for education/
training/therapeutic or voluntary work/ hobbies.e®evious research on employment
status has showed many clients to be in employstesws no change is indicated.

Employment- Work ready
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Crime and Community Safety

This scale is included due to the growing inteir@stommunity safety benefits among
some current and potential funders. It coverssgieats of risk, violence or harm to
others, including harm to family and children andluding drink driving. It is relevant
whether or not a person knows they are committiegctime and whether or not they are
caught. However this scale is not relevant for ywee and many will have no past or
present criminal activity and will therefore demtate no change. Clients at the lower
end of the scale will have frequent and recentanwith the police and/or courts and
alcohol use will be a contributory factor. Highgrthe scale they may accept
responsibility and the link between offending almbhol use and be developing
strategies to avoid high risk situations.

Crime & Community Safety

clients with a Clients witha  Clients with no
positive change negative change change

Family/relationships

Lower down the scale a person a client may hatle bt no contact with family
members and there may be very high levels of faoahflict. This could include
loss/risk of loss of contact with partner/childrefhey could be attending the service
because of these conflicts under duress. Furth#éraipcale they could be starting to
explore a way forward in terms of reducing confiod taking the initiative in improving
the family situation. If this is not possible amdations have irrevocably broken down,
acceptance this situation and positive separatoitdde achieved.



Family & relationships
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Internal Journey

This scale measures the internal journey or prategsnight manifest as changes in
other aspects of a persons life (as measured hytliee scales) develop. Some of this
internal journey is indicated by how a person igaging in treatment. At the lower end
of the scale the client may have attended thes=nnder duress with family members;
they may not be acknowledging there is a probleth alicohol. Moving up the scale will
be linked to placement within the stages of changdel e.g. stage of motivation; self
awareness and acknowledgement of drinking probiekmg responsibility for recovery;
exploring treatment options; setting goals; relggaaning and prevention; maintaining
progress.

Internal Journey

clients with a Clients with a Clients with no
positive change negative change
change




Foetal Alcohol Spectrum Disorder Awareness Day
Report by Jenny Fong
September 8" 2006

Foetal Alcohol Spectrum Disorder is the name giteea range of problems in children
whose mother’s drank heavily whilst pregnant.s ithe leading cause of preventable
birth defects in the western world. The disaleitcaused by maternal alcohol use are
lifelong conditions which are preventable. Theidl@al Organisation on Foetal Alcohol
Syndrome estimates that for the UK there are nitae 6,000 children born with the
syndrome and many more with elements of the spaatlisorder.

The Isle of Man'’s drinking habits are similar te@$le in the UK with high rates of binge
drinking. This includes women of reproductive agés therefore reasonable to assume
that there will be children born on the Isle of Maho have learning and physical
disabilities and behavioural difficulties causednhgternal drinking.

Throughout the world there are awareness campaigifigetal alcohol syndrome.
It was therefore decided that an awareness daydbetheld to tie in with the
international campaigns which are held in September

The aim of the day was to:

* raise public awareness on the potential harm tdothteis caused by drinking in

pregnancy

* to answer queries or concerns that people may temading drinking in pregnancy
through the use of an information leaflet, discoissvith AAS staff and the
opportunity to attend the AAS for further infornati advice or counselling.

Non-alcoholic drinks were offered during the dayaasntroduction to alternatives to
alcohol. These were provided by Shoprite plc. Thik $hop at Tynwald Mills funded
the production of alcohol and pregnancy leaflet.

Isle of Man newspapers provided a synopsis ofrifeemation provided on the disorder
in the Isle of Man Examiner.

Members of the public visited the stall rangingiiraewly pregnant women with queries
about drinking in the early stages of pregnanayremdparents wanting more information
on alcopops and teen drinking.

At the time of the awareness day the advice fraanDbpartment of Health was that
pregnant women should drink no more than one toumits of alcohol once or twice a
week. This was put in the leaflets and on the pesteh the added statement that as no
safe level of drinking in pregnancy has not beeal#shed it may be better not to drink
at all.



This advice has since been revised to:

“Pregnant women or women trying to conceive shawiid drinking alcohol. If
they choose to drink they should not drink maw@tone or two units once or
twice a week and should not get drunk”  (Departt of Health 2007)

If you drink when you’re pregnant so does your baby
(Copied with permission from Addaction)



Peer Alcohol Education Project
Report by Kay Mylchreest

The seed was sown for the above project back isghag/summer of 2006. There were
several reasons why conducting such a project stamgeod idea:

* We had pushed for a number of years for fundingiltaw us to employ a separate and
dedicated young person’s worker.

» The EPSAD study of adolescent drink and drug usthenOM had provided us with
some fairly alarming statistics about the levelinfiking amongst our young people.

* We knew that peer projects could be very succe¢shda having run one in conjunction
with the Girls Group at the youth service a nundferears ago)

» Awareness that a variety of educational approatthakcohol are needed to try and reach
as many young people as possible.

» Peer education has been found to be successfalfomber of reasons; young people are
much more likely to respond to education/advicether young people; often the people
who gain the most are the peer educators themselitesin build confidence and other
skills; peer educators do not have to be acadechieweers — this shows young people
that talking/listening skills are more importantianeach a wider audience.

The actual project was taken from TACADE, one @f kading providers of drug and
alcohol school education. The project had beestedland was thoroughly set out in
terms of how to go about organising the project.

We decided that we would like to treat the peerasdseing formally employed by us, so
we set about fundraising so that we could pay theve.hoped to employ 12 young
people and decided to approach them in areas weestready had good contacts.
Ballakermeen High School, IOM College and the Yosémvice were decided upon
because of the existing good communication linksestucation already provided by
ourselves. Ballakermeen and the College weregoioanake one large group and Peel
Youth Club formed the other separate group.

In the end, 20 young people from the areas weesigwed and subsequently chosen to
begin the training side of the project. The tnagwvas done over four 2 hourly sessions
and covered topics such as why young people diveklocal statistics and knowledge on
young people and alcohol, how to listen effectitelyoung people, etc. After this it
was over to the groups to decided amongst thensalkat sort education project they
wanted to come up with, and this was probably thstrdifficult and challenging aspect
of the work. It took several weeks to come witkad, then more time to discover which
of them were actually feasible and workable. Eéhd, 2 distinct projects were made:
Ballakermeen and the College decided to make 2gidene is a drama about the
possible consequences of a night out drinking taochmthe other is a documentary
filmed in Douglas on a Friday night interviewingopde about their worst experiences
through drinking); Peel Youth Club decided to desearch project amongst years 7 — 9
at the QEII around basic alcohol knowledge and fampresentation around the results.



Some 8 months after starting the project, the fimakentations were ready! The
Douglas group finished their 2 films, ‘Too Much TeS8pirit’ and ‘IOM Booze
Confessions’. These have been put on a DVD foirugay educational setting where
alcohol issues need to be discussed with youngl@eop

The Peel group collated all their results and petresearch and presentation onto a
lively PowerPoint display and did this in a comlginarge assembly for years 7, 8 and 9.
Their presentation has also been put onto the D¥/Dwses Q & A which would be
useful for this age range.

Thea and myself, as well as the rest of the AA&ithave been extremely impressed
with the energy and commitment these young peogle klisplayed throughout their
time with us. They have all gone ‘above and beYyuoridht was expected of them: they
met with Comic Relief to discuss the needs of yopegple on the Island and they
responded to an article in the local newspaperdegg alcohol-related hospital
admissions.

The groups also organised their own launch and ierermof the DVD including fielding
a Q & A session at the end where they were askestigums by MHK’s, the youth
service, education, etc. We felt that the grougp &zhieved so much that it would be a
shame if it could not carry on in some capacityweoare in the early stages of hopefully
getting them together to carry on with a youth foruwvhich will be carried on by our
new young persons post. —




Fundraising

It became very clear in this financial year thatenthan ever we would have to move
into the realm of fundraising — something that vae hot been able to put focus into
because of the nature of our work and the factwleatvere already very busy people!
However, with the enthusiasm and dedication of snawve committee members it was
decided that a separate small fundraising committadd be set up with a view to trying

their hand at some fundraising ventures.

The first venture was an Italian themed eveningd laélLa Piazza with raffle prizes,
themed music and quiz. A very enjoyable evening ad by all and we made around
£600.00 profit. The next activity was made possih} the energy of Olga Gray — a
supporter of the service who threw her all intoamiging a Daffodil Coffee Morning for
us. Complete with donations, raffle prizes andleecstall we made an amazing
£1000.00.

We have also become acutely aware of how n
we need to keep a high profile and we have hagd
some support in this area too this year. Thanks
Paul Bryan we have been nominated as one of
Hilton’s named charities for the year and also bq
given the opportunity to put charity boxes (throu
OFFWatch) in off-licenses. This also encourags
us to write to financial institutions to ask if the
would consider nominating us as one of their
named charities for the year.

Thanks to a connection through one of our
volunteers, we have also had substantial donati
from Zurich — including monies from staff dress
down days and from staff participation in the
Parish Walk.

In fact, we have had 2 people do the Parish Wa
this year for us, including one of our directors —
Rosie Brereton.

to
the
ben

gh
pal

ons

k

The other way of raising money, which we had loetfilagainst, has been charging for
our services. However, it has now become imposéinlas to accommodate the extra
work we do in the form of education, training arelopment, health promotion etc
without financial backing. We have been pleasese®that in the most part, people
seem happy to pay for the work that we do andstdreabled us to keep the professional

standards.

Kay Mylchreest















REPORT ON ALCOHOL AND THE OLDER PERSON WORKSHOPSM®RDED

FOR NURSING AND RESIDENTIAL CARE HOMES.

By Debbie Doyle

Drinking moderate amounts of alcohol is an accdptphrt of everyday life for many of us.

There is no reason why, simply as a result of ggider, this should change. However, there
are times for all of us when drinking alcohol ig advisable, e.g. when taking certain medicine,
to deal with insomnia or to help relieve depressidhe signs of excessive drinking can be
similar to those associated with dementia: confusitumsiness, poor memory, lack of interest in
appearance, mood change and enuresis. For te@redder people’s drinking problems can
sometimes be overlooked or misdiagnosed. Therstaféworking with the older person may
benefit from clear information about alcohol ardétfects.

Alcohol misuse among older people is an issue@Eimsing concern for care workers, health
services, and alcohol services. Care workers adlidplaced to identify problems which their
clients are experiencing, including problems cotegtevith alcohol use. Sometimes they are
unaware of the range of problems which may be &s®atwith alcohol use in the older person,
or do not feel confident in raising the issue. Rheohol Advisory Service set out to remedy this
situation by planning a workshop designed for eawekers about alcohol and the older person.

The course offered to Nursing homes and care gsttininteractive and involves experiential
learning. The lengths of the workshops are orteitohours depending on the amount of
participants taking part. Role play was includdtewthe numbers were sufficient to allow this
to occur.

The aims of the course were three-fold.

*raise awareness of alcohol-related risks for ofpEmple
*education about alcohol and medication
*introduce a harm-minimisation (problem solvingpapach to alcohol use

Evidence for the workshops

The Isle of Man Alcohol Advisory recently took partan international survey entitled

GENACIS or Gender, Alcohol and Culture InternatioBarvey. At this time one thousand

adults were interviewed about their drinking habitgl attitude towards alcohol consumption.
There was a core set of questions asked and ttaishda now been collated and feedback given to
the Manx community. One piece of information gditdghlighted the fact that 9% of women
were drinking above the sensible drinking leveld.these 1% was more likely to be in the age
bracket 65 — 75 group.

Older people drink for many reasons including loSkome, bereavement, failing health, feeling
hopeless, loneliness, to ease pain, isolation amyedue to addiction to alcohol. The problem
often relates in many cases to getting drunk assggbto long term use of alcohol. The ageing
process brings with it a leaner body mass, andvarltevel of tolerance of alcohol use.



Consequently the current daily benchmarks or wegllglelines do not necessarily apply to this
age group.

With this information in mind it was decided to apach some nursing and residential homes
offering an alcohol workshop designed specificfilythe elderly population. Seven of these
homes have requested the workshop. To date s lhwen catered for with one planned for the
coming week

FEEDBACK AND OBSERVATION EVALUATION

All of the staff welcomed the opportunity to acgusome knowledge of alcohol issues in general,
often commenting verbally that they had a familymber who is in need of some advice and
help. The talk was arranged after handover whiagh wsually around 2pm. This time suited a
larger number of staff, as it allowed those who fiaidhed their morning shift to attend before
going home. It also accommodated those who warengpon in the afternoon shift. This time
ensured the maximum number of staff attending ktehal talk. In total 22 staff took part in the
presentation and many were of ethnic origin. Irgtngly they requested more training on health
issues in order to increase their local knowledge.

Occasionally staff had to leave the room and atterudients needs. This however only occurred
twice and only for a short time. Twenty two evaiola forms were returned. During the sessions
staff said they had concerns about four clientsaimous homes.

Evaluation results

Questions in the evaluation included the following:

Do you consider you can now?

*count drinks in units, and state the daily benctksa

*describe the role alcohol can play in older pesdiges

*describe a problem-solving approach to drink edaproblems

*list three points to consider when raising thejsabof drinking

*do you know how and where to refer people whosekitrg is causing problems

Do you have any comments to make?

Almost all of the questions had been answered adthdwo questions were left blank by two
respondents.

20 staff said they understood how to count drinksriits and understood daily benchmarks.

19 staff said they could describe some effectdamfhel of particular relevance to older people
and their carers

20 carers said they knew how to use a problem+splapproach to drink-related problems.

22 carers said they could list three points to ictamsvhen raising the subject of drinking to the
elderly.



20 carers said they had acquired knowledge onetivices available at local level and knew the
process of referral to these agencies.

The following comments wer e made.

*Good presentation in 1 and Y2 hours

*Need to come again and do a follow up

*Informative and enjoyable

*Need more study time?

*Excellent

*Learned a lot

*Need to come back

*Every member of staff needs this lecture

*Excellent session, lots of valuable informatiorcleanged.

*Able to ask questions accordingly

*| found this talk very valuable and will hopefulbe able to pass on and use information learned
today.

*Very interesting, would have been nicer to havagler for discussion etc.
*Interesting, highlighted some issues to think abeupatients coming in.
*No comment

CONCLUSION

Delivering the presentation has proved invaluabtthe feedback was very positive and
encouraging. The older population view alcohobfems as stigmatising, they are often
reluctant to seek help due to fear, their persbabéf system, or feel if they disclose this
embarrassing problem they may lose their homese#&teh says “special alcohol services not
targeted to the needs of older people” and existamgices do not always do home visits. If the
premises is not on a bus route, or on ground el older people are less likely to attend.
(Ward and Goodman, 1995)

Older adults often see many different health capgigers. Each doctor may not have the
complete picture of what is going on with the patieHurried office visits and limited training in
geriatric issues can contribute to the problem.naeople believe that alcohol and substance
abuse problems cannot be successfully treatedi@r aldults. Others think treatment for older
adults is a waste of health care resources.

We need to understand what makes older adultcpkatiy vulnerable to the use and misuse of
alcohol and prescription drugs. Only then can vex@nt, minimise, and reduce the risk.
Learning the facts, developing, the skills, anditgthe tools can go a long way to improving the
lives of those of those affected in the elderly yapon.


















