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Table 1: Average weekly alcohol consumption (units), by sex and age
(1998-2006) (Source: Goddard, E. (2008) Smoking and Drinking among Adults, 2006,
London: Office for Natfonal Statistics. p.61.)

Age 1998 2000 2001 2002 2005 2006 2006
(improved
method)

Men 4

16-24 25.5 259 248 215 182 16.4 18.6

25-44 171 177 18.4 187 16.2 186 197

45-64 17.4 16.8 16.1 178 17.7 16.0 208

65 & over 106 110 108 107 10.4 104 135

Total 171 174 17.2 17.2 15.8 148 187

Women

16-24 1.0 12.6 141 141 108 9.0 108

25-44 71 8.1 8.3 8.4 71 6.8 10.1

i 4564 6.4 6.2 6.8 67 6.3 6.2 98
|65 & over 3.2 35 36 38 35 35 51
65 71 7.5 7.6 65 8.2 9.0
* 2005 data Include last quarter of 2004/5 due to survey change from financlal to
calendar year
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Chairman’s Report

Winston Churchill once said (at a dinner hosting an abstinent Arab Leader) “I must point out that my rule of life prescribes as an absolutely sacred right...the drinking of alcohol before, after and if need be during all meals and in the intervals between”.  One wonders, since he survived into his nineties (remarkably so), what he would have made of ‘Responsible Drinking Guidelines’ from NICE or anywhere else or, indeed, for a policy of minimum unit pricing!

The MCA has never been primarily a campaigning organisation but ‘Tempora mutantur nos et mutamur in illis’ (Times change, and we change with them) and we are supporting our sister organizations in pressing for more radical government action in the light of the colossal impact on society alcohol is now making.  We actively engage with the UK Alcohol Health Alliance chaired by Sir Ian Gilmore (2010 Max Glatt Lecturer) and with Scottish Health Action on Alcohol Problems chaired by our Vice-President, Dr Bruce Ritson.  

Affordability is the single most firmly evidence based factor among the measures available, as the Sheffield studies and others have shown.  Minimum unit pricing appears the best way of implementing measures to reduce alcohol harm on present evidence. We strongly support its introduction. Although a substantial proportion of the population exceed the currently accepted responsible drinking limits, they remain the basis of our teaching on prevention of alcohol problems.

A less well known role of the MCA almost since its inception is the aid given to doctors themselves suffering from alcohol problems – hitherto mainly as a channel of advice to the various aid groups.  We attach importance to supporting this, especially in the light of Sir Liam Donaldson’s recommendations, and three members of our Executive Committee are involved in the Practitioner Programme for addicted doctors; Dr Clare Gerada (Director), Dr Alastair Young (Chair of the BDDG) and Dr Doug Fowlie.

One of the most important events in this year for the MCA has been the publishing of a completely new edition of our Handbook.  This is an impressive piece of work that is already very much in demand.  We owe Dr Marsha Morgan and her co-author Dr Brice Ritson a great debt of gratitude for the many hours of their time they have put into this book. 

Our other publication, the Journal ‘Alcohol & Alcoholism’, continues to increase in impact and influence thanks to our two excellent editors Professor Jonathan Chick and Professor Phillip De Witte.  In addition we are also exploring ways of making our attractive quarterly bulletin Alcoholis more widely available and thus increase the MCA’s profile.

Our student activities continue, with the assistance of medical students themselves, including regional symposia, the essay competition and a new poster competition referred to elsewhere in this report.

Our president, Sir Michael Marmot, gave a stimulating Max Glatt lecture on a most important and under-estimated subject as it relates to alcohol.   We thank him for his continuing support of the MCA.  

The workload in the office has increased – in part owing to the very successful Alcohol and the Brain conference in June.  It was very well attended and received, rewarding the efforts of Dr Allan Thomson and his colleagues.

In May we said goodbye to Dr Guy Ratcliffe who had been the Medical Director for the last ten years.  He has done so much to advance the cause of the MCA and I would like to highlight but two; his very successful re-launching of Alcoholis and his important development of direct relations and involvement with the BMA Students.   We sincerely thank him and wish him and Maggie many years of relaxed “Retirement”.  

On a happier note, it is a pleasure to welcome our new Medical Director, Dr Dominique Florin to the MCA.  I am sure she will have the support of us all in her new role.

Dr Joan Trowell has retired as Vice-Chairman after many years of dedicated support to the MCA and has been replaced by Professor Robin Touquet.   She will be replaced as convenor of our Audit subgroup by Dr Iain Murray-Lyon, along with Professor Colin Drummond and Sir Richard Thompson, PRCP.

The Executive Assistant, Katie Faye has decided to leave her post in July and we thank Katie and wish her well in her (temporary) return to Australia.   We warmly welcome her replacement Sapphire Ellison who has taken on the very important role of “front door” of the organisation.

We were all saddened to hear of the sudden tragic death of Professor Martin Plant just prior to his Spring Kendal Research meeting.  Martin and Moira Plant have been good friends of the MCA for many years and Martin served on our Journal sub-committee.   The alcohol field has lost one of its most respected and dynamic leaders.

I cannot complete my annual report without again drawing attention to the serious financial situation the MCA is facing.  Our income does not cover our expenses despite the increasing success of the journal, cost cutting to a minimum of our office expenses, generous terms with the Royal College of Physicians and the wise advice and help from our treasurer, John Harries, FCA.  Not surprisingly Government aid is not hitherto forthcoming and our policy has been not to seek financial support from the beverages industry.  Unless some help is forthcoming we shall be on the rocks in five years time.

Professor PW Brunt, CVO, OBE, MD, FRCP, FRCP(Ed), FRCS(Ed)
Chairman.
Medical Director’s Report

I am delighted to be writing my first report as Medical Director of the MCA.  I joined the organisation in April 2010 so my predecessor Dr Guy Ratcliffe was in post for the first part of the period covered in this Annual Report.  I am indebted to Dr Ratcliffe for his help during the transition period. He had made himself available for all sorts of queries from me, no matter how large or small.  In my first weeks in post I attempted to meet as many as possible of those involved with the MCA. In these meetings I was invariably struck by the liking and high esteem in which Dr Ratcliffe was held by all those with whom he worked. Many officers and members of the MCA have offered me great support in these early stages. I have been helped by others as well, not least by the team in the office, Mrs Katie Fay, Mrs Anne Brennan and Miss Sapphire Ellison.  At the end of July, Katie resigned and has been replaced by Sapphire, who has joined us from the Worshipful Society of Apothecaries’.  Katie of course has been an invaluable presence in the office and will be hugely missed. However Sapphire has taken over with confidence and aplomb and I am sure the office will continue to run smoothly.
It is an exciting time in the area of alcohol policy and practice and a challenging time at the MCA, particularly in the light of the financial situation both in the organization and more widely. There is a growing recognition of the effective interventions which could significantly reduce the negative impact of alcohol. I hope to build on Guy’s good work in many areas.  Guy had forged excellent links with the medical students on the BMA student welfare committee, which is a crucial link for the MCA to continue. Likewise the Newsletter must continue – this depends on contributions and I would welcome input from members or others – articles typically should be 1000 – 1500 words long.  On the back of our very successful symposium on Alcohol and the Brain in June which was attended by over 100 medical and non-medical alcohol professionals, there has been talk of organizing another symposium or even making it an annual event. The splendid new edition of the handbook Alcohol and Health by Marsha Morgan and Bruce Ritson is being distributed by the office to medical students through their medical schools.  We are also trying to get it distributed more widely, both to increase the impact and to raise money for possible further printings.  

The prizes for the two student competitions – the NAAD poster prize and the Frowen essay prize – have been allocated. This year we have struggled to find suitable placements for students at home or abroad and suggestions for placements from members would be welcome. We have been contacting our network of Regional Advisors and discussing ways of increasing the influence on the undergraduate curriculum in medical schools. In the light of disappointing discussions with the Department of Health, income generation is an issue and we have applied for some small project grants. Fortunately our Journal goes from strength to strength and is an increasingly important contributor to our financial viability. We continue to take calls from and about doctors affected by alcohol misuse and benefit from our links with the specialist organizations – the SDT, BDDG and PHP.  The links with other organization in the alcohol field have also been strengthened through membership of the Alcohol Health Alliance. The secretariat of the AHA has been very helpful, not least on the occasion of two recent television appearances I was called to make on the subject of alcohol pricing and licensing.
Dr D Florin, MD, MB BS, MA, MFPHM, MRCGP
Medical Director.
The Journal Committee Report.

The Journal earns approximately £60,000 per annum and is the main source of income to the charity now that the Robertson Trust has withdrawn funding.  The Department of Health has been approached for funding and discussions about this are currently underway.
The majority of papers submitted are from the UK, USA and Europe, but there are a few papers from elsewhere.  Approximately 1/3 of all papers are accepted by the editors Dr Jonathan Chick and Professor Phillip DeWhitte and the delay on decisions is approximately 45-61 days and the page volume is well within the limits set by the publisher. The impact factor is 2.1. 
It should be remembered that the Alcohol & Drug Journal industry is very competitive.  Good relations are maintained with ESBRA and representatives of ESBRA are being appointed for the editorial board of the journal.
I would like to thank Oxford University Press for their excellent contribution.

Dr B Hore, BSC, MB, Mphil, FRCP, FRCPsych

Chairmain, Journal Committee.

Education Committee Report

The major event in the Council’s educational activities this year was the publication of Alcohol and Health: A Handbook for Healthcare Practitioners.  This was the product of a large amount of work by the authors, Dr MM Morgan and Dr EB Ritson and the committee is justifiably enthusiastic about the quality and appearance of the final product which is now being distributed to medical students throughout the UK.  It is also available at a modest charge to members and to medical practitioners on application to the office.

The prize competition in National Alcohol Awareness Day 2010 took the form of a poster competition which attracted a number of excellent entries.  The winning entries will be used to promote the work of the MCA and the four winners receive assistance towards relevant elective studies.  A further NAAD is planned for 2012.

The Frowen Essay competition posed the question “Can the Government, Drinks Industry and the Medical Profession Collaborate to Reduce the Health Risks Associated with Alcohol?”  This thought provoking title attracted a slightly smaller entry than usual but the quality was high and the winning essay of Adam Walton is published in this Annual Report.

A symposium on Alcohol and the Brain was held in the Royal College of Physicians of London on Wednesday, 8th June 2010.  It was organised by Executive Committee member Dr AD Thompson and sponsored by the MCA.  This attracted an international panel of expert speakers and an appreciative audience.

The committee expressed its appreciation to the past Medical Director, Dr Guy Ratcliffe to whom tribute is paid elsewhere in this report.  He made an enormous contribution to our educational events including the regular publication of Alcoholis with which he continues to be associated.

Dr AD Beattie   MD, FRCP, FFPM

Chairmain, Education Committee.
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WINNING ESSAY: MICHAEL FROWEN MEMORIAL ESSAY PRIZE 2009-2010

Adam J. Walton, University of Southampton
“Can government, drinks industry and the medical profession collaborate to reduce the health risks associated with alcohol?”
In the UK mass alcohol misuse is a prevalent, brutal phenomenon. In 2006 annual ethanol consumption stood at 8.3 litres per capita, with 5.9 million people drinking twice the recommended guidelines.1 2 Consequently considerable pressure has been exerted upon national resources and NHS infrastructure, with 180,000 alcohol-related hospital admissions occurring in 2009 and costing the government £20-25 billion annually.1 Current efforts to purge alcohol abuse consists of both government and drinks industry-led initiatives, with government policies influenced in turn by professional medical opinion. The three camps therefore theoretically strive for the same outcome, yet paradoxically remain estranged over future alcohol strategies.3 

This essay will examine the medical profession, drinks industry, and government, and evaluate their contributions towards current and proposed anti-alcohol policies. Crucially the financial motives of the drinks industry will also be discussed, and its ability to act in a socially responsible manner questioned. A conclusion will then be drawn as to whether the present scenario of cooperation is effective, and whether it remains a viable approach towards halting the epidemic of alcohol misuse in the future.

Medical Profession Overview and Concerns Regarding Alcohol Misuse
2.1. Medical Profession Overview

As from October 2008 there have been 250,000 fully and provisionally GMC-registered medical practitioners, representing approximately 4.1 doctors per 1,000 of the UK population.4 5 In contrast to the nursing profession, doctors enjoy substantial autonomy, orchestrated through self-governing institutions responsible for education, licensing, and control of clinical standards.6 However such independent regulation has been increasingly scrutinised by political-interest groups, with patients, NHS trusts and other healthcare professionals becoming directly involved in policy-making.6 7 Furthermore a growing rift between the state and the medical associations has intensified current hostilities, undermining the implicit compact which has historically underpinned medicine since the founding of the NHS.7
Arguably the main representative organisation for British doctors is the BMA, of which three quarters of medical professionals are members. Whereas the GMC is primarily concerned with the regulation of medical education and professional conduct, the BMA focuses upon sectional issues such as working conditions and pay.6 However the BMA also lobbies on public health issues such as alcohol misuse. Other pressure groups include the craft committees, each of which conducts negotiations in the interests of their specific professional branch.6 Additionally the medical specialties are politically represented through the Royal Colleges, who energetically challenge the DoH over both occupational and public health contentions.6 8
The diversity of medical specialties and the ensuring conflict of interests has led many sociologists to question the profession’s unity. Health policy researcher Juan Baeza for instance emphasises a lack of homogeneity between general practitioners and hospital consultants.9 However others argue that the interests of doctors are harmonious. Indeed there are numerous relevant examples of intraprofessional collaboration; for instance the RCPsych and RCGP’s combined call for action against alcohol misuse.6 Furthermore the high socioeconomic class doctors typically occupy, coupled with their fundamental purpose of treating illness, have served to galvanise professional interests and foster political solidarity.7  Consequently the medical profession, regardless of all its imperfections and recent limiting of self-regulation, remains a crucial driving force in public health policy, and a key player in the struggle against alcohol misuse. 

2.2. Professional Concerns Regarding Alcohol Misuse

To the doctor on the front line of patient care, alcohol is the scourge of innumerable patients, a destructive agent of morbidity and mortality. Over sixty different physiological and neuropsychopharmaceutical pathologies result from alcohol abuse, and its effects are encountered by doctors irrespective of specialty. Emergency physicians for example are routinely exposed to the acute effects of bingeing. A recent cohort study at a London A&E department found 15% of patients to have a BAC of >10mg/100ml, with presenting complaints varying from gastrointestinal bleeding to NCCP (see figure 1).10 Perhaps more alarmingly, 10% of trauma and half of DSH patients had positive BACs.10 Nationally 40-55% of assaults are also alcohol-related, and in 2006 44% of patients with maxillofacial deformity had consumed alcohol prior to sustaining injury.11 12

[image: image3.emf]
Fig. 1. Comparative bar graph to show BAC: prevalence by Y90 coding. DSH, deliberate self-harm; GI, gastrointestinal; NCCP, non-cardiac chest pain.
The harms of alcohol are not confined to emergency departments. Hepatologists know all too well ethanol is the most common cause of chronic liver disease, with cirrhosis morbidity among alcoholics being between 10-30%.13 Acute alcoholic hepatitis has a mortality rate of 35%, progressing to cirrhosis in over 25% of cases.13 For psychiatrists the situation is equally bleak: 10% of psychoses are attributable to ethanol, with Wernicke’s encephalopathy having a 20% mortality rate and typically degenerating into Korsakoff psychosis.14 15 Such concerns have resulted in the formation of the Alcohol Health Alliance under the RCP; a coalition striving to prevent the rise in alcohol related diseases by encouraging public health strategies.8 Although under medical leadership, the Alcohol Health Alliance also contains other professional bodies and research groups, including the British Liver Trust and RCN.8 Additionally to the Alcohol Health Alliance, the BMA has reviewed the UK alcohol misuse epidemic, liaising with the Cabinet Office Prime Minister’s Strategy Unit to reduce alcohol-related harms.1 16 It is here, on the interface between medical profession and government, where progress can made, providing politicians are willing to act in accordance with the advice offered. 

3. Government Overview and Concerns Regarding Alcohol Misuse

Her Majesty’s Government exercises legislative and executive power, with the Prime Minister being the de facto head of state through the Royal Prerogative. Governmental departments are headed by Ministers selected from the House of Commons, with Andy Burnham appointed Secretary of Health in June 2009.17 The DoH holds responsibility for supervising the NHS through managing the Strategic Health Authorities (SHAs). The DoH also works with arms-length bodies, thus providing a contact point for the BMA, Alcohol Health Association, and other lobbying groups.18
Fig. 2. Diagram providing a basic structural overview of the NHS in England.

[image: image4.emf]Alcohol results in 8,500 UK deaths annually, and is a grievous concern for the government.8 16 

The DoH consequently welcomes insight from the medical profession regarding alcohol-related strategies.18 However the government has also identified the drinks industry as a key partner in combating alcohol misuse, a move hotly criticised due to the industry’s obvious commercial interest.19 Yet the drinks industry remains a prime player in the development of public health policy and, for better or worse, holds considerable influence over the implementation of the government’s alcohol strategy.

4. Drinks Industry Overview and Perception of Alcohol Misuse
4.1. Drinks Industry Overview 

The drinks industry is an economic colossus, an assortment of enterprises commanding 6% of UK Gross Domestic Product.3 8 12 Members of this £40 billion market range from global production corporations such as Scottish and Newcastle to niche ‘microbreweries’, from multinational supermarkets and pubcos to independent corner shops.3 19 Such variety is reflected in the industry’s vast assortment of representative organisations, the two most prominent being the BBPA and the Portman Group. Other notable trade associations include the British Retail Consortium, the Scotch Whiskey Association, the Association of Multiple Retailers, and the Advertising Association.20
The BBPA represents 50% of pubs and all large breweries, and has helped to address numerous social responsibility issues, particularly regarding point of sale promotions.3 However it is the Portman Group which is chiefly concerned with alcohol misuse, outlining a code of practice on the naming and promotion of alcoholic drinks.20 21 The Portman Group has also been commended for its educational initiatives and has encouraged many consumers to drink responsibly. 

Alcohol Industry representatives depict the Portman Group to be independent from commercial interests, with many of its stakeholders belonging to academic, charitable and health-related organisations. However this ignores the fact that the Portman Group is financed and governed by multinational drink producers, who collectively control over 60% of total UK alcohol production.19 21 Furthermore the Portman Group is often accused of being a lobbyist for the drinks industry; an allegation which the group vehemently denies.3 Therefore despite reassurances from the group’s Head of Communications that alcohol misuse does not serve as a long-term financial advantage for the drinks industry, the motives of the Portman Group are, at best, dubious.21 The recent disagreement between drinks industry, medical profession and indeed government over alcohol pricing has intensified such distrust, and raises into question whether the Portman Group is as dedicated to social welfare as it claims.

4.2. Drinks Industry Perception of Alcohol Misuse

To the drinks industry, alcohol misuse is a cultural as opposed to socioeconomic phenomenon. Indeed historically references to bingeing in Britain date as far back as the seventh century, resulting in alehouse regulation laws under the Anglo-Saxon King Ethelbert.1 Furthermore societies derived from Nordic peoples such as ours are believed to have a penchant for strong drinking.1 The Portman Group’s Head of Communications Michael Thompson for example claims Scandinavians are the heaviest drinkers in Europe: research conducted by the BBPA however demonstrates this is incorrect, with Germany, France, and Romania holding higher alcohol consumption per capita than Finland or Norway (see table 1).1 21 Incidentally Thompson’s statement may have more to do with financial insight than proto-ethnic conviction: Scandinavia has high alcohol prices so depicting its peoples as excessive drinkers discourages alcohol tax raises, a move which the drinks industry fervently opposes.21 22
Table 1. Table to compare alcohol consumption per capita in Europe. Data from BBPA.
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The drinks industry also depicts the UK population to be responsible drinkers overall, with certain sections of society indulging in alcohol misuse.3 Although true to some extent, the reality is certainly more complex. Young males are often depicted as the heaviest drinkers, yet statistics suggest most people drink similar amounts irrespective of age (see table 2).8 11 Again such a belief ostracizes any approbation of raising alcohol prices, as this would affect responsible drinkers also.3 Therefore the drinks industry’s perception of alcohol misuse is oversimplified, and may be utilised to support commercial gain as opposed to fostering social welfare.

Table 2. Table to compare average weekly alcohol consumption (units) by sex and age. Data from the Office of National Statistics.
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5. Current Strategies for Combating Alcohol Associated Health Risks

In light of the growing menace of alcohol abuse, many strategies have been implemented both a national and local scale, each enjoying mixed success.1 8 16 20 The viewpoints of the medical profession, drinks industry and government regarding such strategies will be discussed, and an evaluation of overall strategy effectiveness provided.

5.1. Marketing Restrictions

There is much debate over whether drinks marketing increases consumption, with many econometric studies finding no significant correlation between alcohol advertising and levels of consumer spending.20 Regardless the government regulates alcohol marketing and labelling under the 1990 Food Safety Act, enforced by Trading Standards officers. Indeed numerous advertisements have been banned, for example Dooleys, WKD, and ‘Viagra pop’ Roxxoff.20 The alcohol industry itself is compliant, and even introduced additional regulation under the Portman Group Code.23 24 

For the medical profession however more can be done, the Alcohol Health Alliance campaigning for a ban on drinks advertising before 9.00pm and in cinemas apart from 18 rated films.8 Such a stance, although founded upon noble intentions, is questionable considering the subjectivity surrounding advertising effectiveness and the drink industry’s willingness to respect current regulations.20 23 24 Therefore the issue of marketing regulations remains controversial, and is unlikely to be resolved until definitive research into consumer behaviour has been accomplished.1 20
5.2. Responsible Drinking Campaigns

It is an established scientific consensus that media campaigns only have a limited impact upon drinking behaviours.1 In spite of this anti-alcohol campaigns are continuously implemented by Her Majesty’s government, the most recent of which costing £100 million.25 26 The campaign, dubbed “Know Your Limits”, specially targets a younger audience, so may yield results considering this age group are believed to be most likely to binge.2 11 12 The medical profession appears wholly supportive, the BMA commending government campaigning efforts.16 The alcohol industry is also complaisant, with Fullers, Tesco and Spar providing financial backing for the campaign.26 Thus responsible drinking campaigns enjoys mutual approval, although the overall effectiveness of campaigning is questionable.1
5.3. Proof-of-Age Scheme

The proof-of-age scheme is again an area of little contention, with each camp recognising the necessity of preventing underage drinking. Ethanol consumption during growth irrefutably impairs physiological development, culminating in shorter stature and diminished neurological function.14 27 28 Proof-of-age is required to be shown when purchasing alcohol or entering on-license venues, with operators complying or facing legal consequences.12 The Portman Group did support the proof-of-age strategy by issuing identity cards, though this was axed in 2007 due to adequate means of identification already existing.29 However the industry is cooperative, and will hopefully continue to liaise with the government over this strategy.12
5.4. Taxation

In addition to VAT, excise duties are also paid for alcohol in the UK. This is in accordance with the WHO’s European Charter on Alcohol, which proposes nation states should maximise alcohol pricing to promote public health.30 Such a policy is supported by substantial evidence that increased price discourages alcohol misuse.3 31 Currently the medical profession believe existent excise duties are unacceptably low, the BMA advising the government to raise taxation on alcoholic beverages at higher than inflation rates.16 Likewise the Alcohol Health Alliance demand increased excise duties on alcohol.8 The drinks industry however refuses to acknowledge the association between alcohol misuse and low pricing, and unsurprisingly challenges raised excise duties.3 21 Thus the disagreement over alcohol tax increases remains unsolved, and is one of the most important issues to address in determining future public health policy.

6. Proposed Strategies for Combating Alcohol Associated Health Risks

The medical profession, alcohol industry and government have agreed and collaborated over numerous initiatives to reduce alcohol associated harms, crucially launching responsible drinking campaigns, imposing restrictions on drink marketing, and upholding current excise duties on alcoholic beverages.20 25 31 Indeed there is evidence that excessive ethanol consumption is less prevalent, with the proportion of people drinking above the recommended weekly unit intake decreasing slightly between 1988 and 2006 (see figure 3).16 Yet in defiance of such efforts alcohol abuse levels still remains hazardous high, the Cabinet Office Prime Minister’s Strategy Unit recently reporting that over 70% of late night hospital admissions are alcohol related.1 Therefore it is apparent that current public health strategies are inadequate, and that new, more radical policies are required if alcohol associated health risks are to be tackled. The main emphasis from the medical profession is to raise alcohol pricing, although the drinks industry opposes such a move as already discussed.3 8 30 
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Such conflict in opinion has resulted in substantial debate regarding the relationship between alcohol costs and consumption levels, and the government itself appears overall undecided.

Fig. 3. Line graph to show the proportion of men drinking above 21 units per week, and women drinking above 14 units per week: Great Britain 1988 to 2006. Data from Office of National Statistics.

6.1. The Sheffield Report and the Relationship between Alcohol Pricing and Consumption
Substantial evidence exists of correlation between alcohol pricing and drinking rates. The affordability of alcohol increased by 65% between 1980 and 2006, and the BMA believe this to be a major contributing factor in the rise in alcohol misuse.16 Arguably the most momentous study into costs and consumption is the 2008 Sheffield Report, which after investigation estimated that 3,393 deaths could be prevented annually should a 50p minimum price per unit be introduced.31 This conclusion impelled Portman Group Chief Executive David Poley to speak at the House of Commons; an unusual move considering the group’s denial of lobbyist activities.3 Poley, despite acknowledging the relationship between alcohol misuse and low price, stressed that high alcohol pricing penalises responsible drinkers also.22 Although Poley’s argument irrefutably champions the financial interests of the alcohol industry, his point regarding moderate drinkers being affected does bear weight. Therefore the government remains undecided whether to increase alcohol pricing as advocated by the medical profession, or sticking to targeted measures which the drinks industry champions.8 16 20
6.2. Proposed Methods of Increasing Alcohol Pricing

The idea of minimum price per unit was originally suggested by CMO Sir Liam Donaldson, and provides a relatively simple approach to controlling alcoholic beverage consumption in relation to alcoholic strength.32 Furthermore this method would specifically target alcohol sold at a loss by supermarkets, thereby not having a significant impact upon responsible drinkers.1 Alternatively raising excise duties is another viable means of controlling drink price.30
In conclusion the alcohol industry, medical profession and government have worked together with limited success, and have supported numerous public health initiatives including drink awareness campaigns, proof-of-age schemes and numerous marketing restrictions.3 25 Despite not all demands of the medical profession being met regarding the above strategies, the drinks industry has nonetheless made a commendable effort in adhering to such policies, and has even introduced its own regulations to demonstrate social responsibility.8 12 21 However it is pricing which will determine the course of future alcohol policy, with current strategies being inadequate to halt the detrimental effects of alcohol associated morbidity and mortality.16 30 31 It is over this issue where the drinks industry chooses to betray responsible conduct for financial greed, callously contradicting the overwhelming evidence that high alcohol pricing saves lives and deliberately undermining the WHO’s European Charter on Alcohol.3 16 31 Such behaviour draws into question the motives of the drinks industry, and whether the terms of future cooperation with government need to be revised. 

Presently the UK government remains undecided over future policy, although crucially Scotland now has moved further to put minimum alcohol pricing legislation in place.32 Should the rest of Britain follow Scotland’s lead, and act in accordance with the medical profession’s advice, then lives will be saved. How many exactly is questionable. Regardless the current scenario of both the government and drinks industry deciding and implementing public health strategies is not sufficient, and new policies need to be implemented irrespective of the consequences they have on the pockets of the alcohol industry and drinkers.1 2 16 30 Whether such steps will be taken is indeed questionable, although alcohol misuse will continue to afflict our nation if we follow our current course of action.

Figure Index

Fig. 1.
Comparative bar graph to show BAC: prevalence by Y90 coding. DSH, 



deliberate self-harm; GI,  gastrointestinal; NCCP, non-cardiac chest pain.

Fig. 2. 

Diagram providing a basic structural overview of the NHS in England

Fig. 3.

Line graph to show the proportion of men drinking above 21 units per week, and



women drinking above 14 units per week: Great Britain 1988 to 2006.

Table Index

Table.1.

Table to compare alcohol consumption per capita in Europe. Data from BBPA
Table.2.

Table to compare average weekly alcohol consumption (units) by sex and age. Data from 

the Office of National Statistics

Abbreviations

A&E

Accident and Emergency

BAC

Blood alcohol concentration

BBPA

British Beer and Pub Association

BMA

British Medical Association

CMO

Chief Medical Officer

DoH

Department of Health

DSH

Deliberate self-harm

GMC

General Medical Council

NCCP

Non-cardiac chest pain

NHS

National Health Service

RCGP

Royal College of General Practitioners

RCN

Royal College of Nursing

RCP

Royal College of Physicians

RCPsych
Royal College of Psychiatrists

UK

United Kingdom

VAT

Value Added Tax
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Beyond the hospital or clinic, apart from occasional interactions with management, many
junior doctors are not really sure what happens in the upper echelons of the NHS. How
the NHS, the Department of Health and the govemment interact can be hazy, and as for
the various bodies in between, it can seem a little unclear. Even when you think you know, NSprowders [ [

This 5 a smpliied diagram Gving an overview of the NFIS structure i England.

reforms often mean that the structure has changed. If you are going for an interview, have a
particular reason for needing to understand, want an update/refresher, or just think it might Other provider
be useful to know how your organisation actually works (or are embarrassed that you don’t), organisations
you have several options. You could comb the internet. You could look at some of the dense Regulatory 10 Strategic Health
tomes that are published. You could talk to people. Or you could let us do it allfor you and

‘summarise it into what you need to know.

We hope you find A Junior Doctor's Guide to the NHS helpful.

Dr Layla McCay
'ST3 doctor working on secondment with Professor Sir Bruce Keogh i the Medical Directorate,

Department of Health.

Dr Sarah Jonas
ST5 doctor working on secondment with Professor Sir Bruce Keogh in the Medical Directorate,

Department of Health.

June 2009
Commission

1.The Department of Health enacts the will of Parliament through policy development

2.Strategic Health Authorities (SHAS) manage the NHS locally. They occupy the middle tier
between Primary Gare Trusts and the Department of Health. They do not manage NHS Foun-
dation Trusts.

3.Gommissioners are responsible for ensuring adequate services are available for their local
population by assessing needs and purchasing services.

4.NHS providers, independent contractors and other provider organisations are responsible.
for actually providing these services.

5.Regulatory bodies ensure they run appropriately, are well managed (including financally),
and that they provide a safe, quality service.

a.The Care Quality Gommission (GQC) regulates and inspects providers of health and adult
social care in both the public and independent sectors.
b.Monitor regulates the finances and governance of NHS Foundation Trusts.

PS. This information s correct at the time of publication (June 2009), but, as is the nature.
of the NHS, we can't promise that some of it won't change.
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REPORT OF THE TRUSTEES AND DIRECTORS FOR THE YEAR ENDED 31 MARCH 2010

The Medical Council on Alcohol is a Registered Charity (Number 265242) and a Company Limited by Guarantee and not having a share capital (Company Registration Number 952312).  It is governed by its Memorandum and Articles of Association dated 28 February 1969 under which one-third of the Executive Committee is elected or re-elected at each Annual General Meeting. The Executive Committee appoints the Chairman and two Vice-Chairmen and is also entitled to appoint new Trustees and determine the method of their appointment.

Trustees as at 31 March 2010:
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Sir Michael Marmot
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Dr G E Ratcliffe
Medical Director (Resigned 21/05/10)

Dr D Florin
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Registered Office
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Goldwyns

Regents Park
Chartered Accountants
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13 David Mews
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London
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Brewin Dolphin Securities Ltd
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Structure, Governance and Management Organisation

Organisation

The Council is governed by the Executive Committee and its subordinate Committees:  Education and Public Health and Journal. There is a network of Regional Advisers associated principally with Medical Schools and Universities, and a membership of about 133. Members of the Executive are Directors under Company Law and Trustees under Charity Law. They are listed above.  Members of the Company guarantee to contribute an amount not exceeding £1 each to the assets of the Company in the event of a winding-up during his membership or within one year of his ceasing to be a member. The total of such guarantees at 31 March 2010 was £133 (2009:  £225).

Trustee selection methods and Training
The directors of the company are also trustees for the purposes of charity law and under the company's articles are known as members of the Executive Committee.  Under the requirements of the Memorandum and Articles of Association the members of the Executive Committee are elected to serve for a period of three years after which they must be re-elected at the next Annual General Meeting. The directors retire by rotation and, if eligible, can offer themselves for re-election. 

Most trustees are already familiar with the practical work of the Charity.  Additionally, new trustees are encouraged to attend meeting sessions to familiarise themselves with the Charity and the context within which it operates.

Objectives and Activities
Objects

The Council was established for "the benefit of the community to provide an organisation of registered medical practitioners with a view to the co-ordination of effort, the better understanding of alcoholism and its prevention and the treatment and after-care of alcoholics".

When planning the activities of the charity the Trustees have had regard to the guidance issued on public benefit by the Charity Commission in December 2008.

Relationships with others
The Medical Council on Alcohol has formal Agreements only with the Journal Publisher (Oxford University Press) and the European Society for Biological Research into Alcohol (a charity with similar objects, subject to Belgian National Law, but administered from Vienna).

In pursuance of its charitable objectives The Medical Council on Alcohol co-operates with such bodies as Alcohol Concern, the Health Education Authority, the Addiction Recovery Foundation, and the British Doctors' and Dentists' Group but has no formal relationship with these bodies other than, in the case of Alcohol Concern, mutual membership.

The Medical Council on Alcohol became affiliated to the Royal College of Physicians in 2006:  this affiliation does not affect the independence of The Medical Council on Alcohol as a Charity.

Achievements and Performance

The activities of Council resulted in a deficit of £24,043 (2009: surplus of £7,795). During the year incoming resources were adversely affected by the £10,000 reduction in income from the Robertson Trust. The net reduction in total incoming resources amounted to £8,000. Resources expended increased by £30,000, which wholly arises from an incurred cost of £35,000 in the developing and printing of the students’ handbook.  The new edition, entitled “Alcohol and Health – a guide for healthcare professionals”, will allow for a wider distribution, to the medical professions in general, than the more limited distribution of its predecessor.

Although the production cost amounted to £35,000 specific donations towards this cost were received from Mimosa and the Cheshire and Wirral NHS Trust (£5,000 each respectively). 

Reserves

The total funds of the Medical Council at 31 March 2010 amount to £259,187 of which £3,214 represents a restricted fund for educational seminars.  As indicated last year the Council’s principal donation was given for core funding, whilst the Council is actively seeking fresh funding for both core expenditure and charitable projects.  It is estimated that the likely level of deficits in the future years could amount to in excess of approximately £40,000 in the absence of such funding being obtained.  Consequently, the Council’s assets are now held in cash deposits in order to minimise its investment risks.

Statement of Directors' responsibilities

The trustees (who are also directors of The Medical Council on Alcohol for the purposes of Company Law) are responsible for preparing the Trustees’ Report and the financial statements in accordance with applicable law and United Kingdom Accounting Standards (United Kingdom Generally Accepted Accounting Practice).

Company law requires the trustees to prepare financial statements for each financial year, which give a true and fair view of the state of affairs of the charitable company and of the incoming resources and application of resources, including the income and expenditure, of the charitable company for the year. In preparing these financial statements, the trustees are required to:

•
Select suitable accounting policies and then apply them consistently;

•
Observe the methods and principles in the Charities SORP;

•
Make judgements and estimates that are reasonable and prudent;

•
State whether applicable UK Accounting Standards have been followed, subject to any material departures disclosed and explained in the financial statements;

•
Prepare the financial statements on the going concern basis unless it is inappropriate to presume that the charitable company will continue in operation.

The trustees are responsible for keeping proper accounting records that disclose with reasonable accuracy at any time the financial position of the charitable company and enable them to ensure that the financial statements comply with the Companies Act 2006. They are also responsible for safeguarding the assets of the charitable company and hence for taking reasonable steps for the prevention and detection of fraud and other irregularities.

In addition the Directors have concluded that the major risk to the Council is that of a reduction in the already insufficient level of external funding. The Executive is pursuing the possibility of raising donations, both core and project based, to overcome this risk.
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On behalf of the board:
Dr D Florin 

Secretary and Medical Director
Dated: 24TH June 2010
INDEPENDENT EXAMINER’S REPORT TO THE MEMBERS OF 
THE MEDICAL COUNCIL ON ALCOHOL

We report on the accounts for the year ended 31 March 2010 set out on pages 19-24.

Respective responsibilities of trustees and examiner
The trustees (who are also the directors of the company for the purposes of Company Law) are responsible for the preparation of the accounts.  The trustees consider that an audit is not required for this year under section 43(2) of the Charities Act 1993 (the 1993 Act) and that an independent examination is needed.  

Having satisfied ourselves that the charity is not subject to an audit under Company Law and is eligible for independent examination, it is our responsibility to:

· Examine the accounts under section 43 of the 1993 Act;

· Follow the procedures laid down in the general Directions given by the Charity Commission (under section 43(7)(b) of the Act, as amended); and

· State whether particular matters have come to my attention.

Basis of independent examiner's statement
Our examination was carried out in accordance with general Directions given by the Charity Commission.  An examination includes a review of the accounting records kept by the charity and a comparison of the accounts presented with those records.  It also includes consideration of any unusual items or disclosures in the accounts, and seeking explanations from you as trustees concerning any such matters.  The procedures undertaken do not provide all the evidence that would be required in an audit, and consequently no opinion is given as to whether the accounts present a “true and fair view” and the report is limited to those matters set out in the statement below.

Independent examiner's statement
In connection with our examination, no matter has come to our attention:

1
Which gives us reasonable cause to believe that, in any material respect, the requirements:

· to keep accounting records in accordance with section 386 of the Companies Act 2006; and
· to prepare accounts which accord with the accounting records, comply with the accounting requirements of section 396 of the Companies Act 2006 and with the methods and principles of the Statement of Recommended Practice: Accounting and Reporting by Charities have not been met; or
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2
To which, in our opinion, attention should be drawn in order to enable a proper understanding of the accounts to be reached.


Signed: 



Dated:   19th October 2010

Goldwyns, 13 David Mews, Porter Street, London    W1U 6EQ



Statement of financial activities for the year ended

31 March 2010




2010

    2009



       TOTAL        Unrestricted         Restricted
    TOTAL



Notes
£
£
£
£

Incoming Resources

Incoming resources from 

General funds:

Voluntary income

Donations
40,466
30,466
10,000
46,131

Membership
5,325
5,325
-
6,160

Investment Income

Investment Income
3,509
3,509
-
10,794

Incoming resources from

Charitable activities:

- Journal
111,578
111,578
-
104,591

- Publication sales
184
184
-
1,510

	
	
	
	
	
	
	


Total incoming resources
161,062
151,062
10,000
169,186

	
	
	
	
	
	
	


Resources Expended

Charitable activities
3a
151,435
141,435
10,000
121,029
Governance & Admin. of Charity
3c
33,670
33,670
-
33,747
	
	
	
	
	
	
	


Total resources expended

             185,105
               175,105
10,000
         154,776
	
	
	
	
	
	
	


Net (resources expended) incoming 

resources before other recognised gains

(24,043)
(24,043)
-
14,410

	
	
	
	
	
	
	


Other recognised gains (Losses)

Realised Investment gains (Losses)

-
-
-
(6,655)

	
	
	
	
	
	
	


Net movement in funds

(24,043)
(24,043)
-
7,755
Reconciliation of funds

Total funds brought forward

283,230
280,016
3,214
275,475

	
	
	
	
	
	
	


Total funds carried forward

259,187
255,973
3,214
283,230
	
	
	
	
	
	
	


The statement of financial activities includes all gains and losses in the year.  All incoming resources and resources expended derive from continuing activities.

Balance sheet as at 31 March 2010




2010

2009


Notes
£
£
£
£

Fixed assets:  
Tangible Assets
5

-

-
	

	
	


Current Assets:
Debtors
6
66,100

58,949


Cash at Bank & in Hand

242,935

245,562

	
	
	





309,035

304,511


Creditors: Amounts Falling


Due within one year
7
49,848

21,281

	
	
	






259,187

283,230

	
	
	


Total Assets Less Current Liabilities


259,187

283,230
	
	
	


Unrestricted Funds
8





General funds



255,973

280,016

Restricted Funds


3,214

3,214

	
	
	


Total Funds

9

259,187

283,230
	
	
	


The company is entitled to exemption from audit under Section 477 of the Companies Act 2006 for the year ended 31 March 2010. 

The members have not required the company to obtain an audit of its financial statements for the year ended 31 March 2010 in accordance with Section 476 of the Companies Act 2006. 

The directors acknowledge their responsibilities for:

	(a)
	ensuring that the company keeps accounting records which comply with Sections 386 and 387 of the Companies Act 2006 and 

	(b)
	preparing financial statements which give a true and fair view of the state of affairs of the company as at the end of each financial year and of its profit or loss for each financial year in accordance with the requirements of Sections 394 and 395 and which otherwise comply with the requirements of the Companies Act 2006 relating to financial statements, so far as applicable to the company. 


The financial statements have been prepared in accordance with the special provisions of Part 15 of the Companies Act 2006 relating to small companies and with the Financial Reporting Standard for Smaller Entities (effective April 2008). 

Approved by the Executive Committee on 24th June 2010 and signed on its behalf,
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Notes to the Financial Statements for the year ended
31 March 2010

1.
Accounting policies


The financial statements have been prepared under the historical cost convention and are in accordance with applicable accounting standards, as modified by the inclusion of fixed asset investments at market value and in accordance with Financial Reporting Standard for Smaller Entities (effective April 2008) and the Charities Accounting Statement of Recommended Practice (SORP) as revised in 2005.

(a) In order that the Financial Statements present the true and fair view required by the Companies Act 2006, the prescribed format for the Profit and Loss Account has been dispensed with because in the opinion of the Executive Committee it would be misleading.  A Statement of Financial Activities has been substituted, in compliance with the SORP.  Compliance with the requirements of the SORP is necessary in order to give a true and fair view required by Company Law.

(b)
Income 


Income is accounted for gross when receivable, as long as it is capable of financial measurement. This includes donations, subscriptions, income from publications and investment income.

(c)
Expenditure

All expenditure is accounted for gross, and when incurred.  Rentals paid under operating lease are charged to the income and expenditure account as incurred. 


75% of staff costs, rent/service charge, rates, insurance, and office expenses have been allocated to the seven charitable activities listed in note 3(b).  

(d) Tangible Fixed Assets


Depreciation on office equipment is provided on a straight-line basis at a rate of 20% per annum.  Items of expenditure are capitalised where the purchase price exceeds £1,000.

(e) Foreign Currencies


Transactions in foreign currencies are translated into sterling at the rate of exchange ruling at the date of execution.  Exchange differences are taken to the SOFA.  Assets and liabilities in foreign currencies are translated into sterling at the rate of exchange ruling at the balance sheet date.

(f) Fund Accounting


General funds are unrestricted funds which are available for use at the discretion of the trustees in furtherance of the general objectives of the charity and which have not been designated for another purpose. 


Restricted funds are funds which are to be used in accordance with specific restrictions imposed by donors or which have been raised by charity for particular purposes. The aim and use of each restricted fund is set out in notes to the financial statements.

2.
Directors
For the purpose of the Companies Act, the persons regarded as Directors and the Board of Directors respectively, are the Members of the Executive Committee.  Neither the Chairman nor any other Committee Member received any remuneration except as disclosed in Note 3 (d) below.
3.
Net outgoing resources
3(a) 
Breakdown of costs by charitable activities



Direct
Grant
Support
Total
Restricted
 Unrestricted



Costs
Funded






£
£
£
£
£
£

Journal (including Journal Committee)

37,016
-
14,482
51,498
-
51,498

Newsletter

2,416
-
7,241
9,657
-
9,657

Educational seminars (incl/Educ.Comm)

2,153
-
4,344
6,497
-
6,497

Educational printing

35,412
-
7,241
42,653
10,000
32,653
Library, grants & essays

1,179
-
2,896
4,075
-
4,075

Public education, Guidance, etc

185
-
36,204
36,389
-
36,389

National Alcohol Awareness Day (NAAD)

-
-
-
-
-
-

Max Glatt Medal

651
-
-
651
-
651

Website


15
-
-
15
-
15

	
	
	
	
	
	
	
	
	
	
	





79,027
-
72,408
151,435
10,000
141,435
3(b) 
Analysis of costs by financial activity

     
20%
          10%
  6% Educ.
   10% Educ.
  4% Library
50% Publ. Ed
Governance



  Journal
   Newsletter
Seminars
Printing
Grants &
Guidance
  & Admin


TOTAL

etc.
   essay prize
  & Research




£
£
£
£
£
£
£
£

Staff

78,508
11,776
5,888
3,533
5,888
2,355
29,441
19,627


Premises

9,176
1,376
689
412
689
275
3,441
2,294

Other Office expenses

8,860
1,330
664
399
664
266
3,322
2,215



96,544
14,482
7,241
4,344
7,241
2,896
36,204
 24,136
3(c) 
Governance and Administration costs:












2010

2009










£



£

Support costs
24,136
23,210

Accountants’ fee
2,000
3,687

Executive Committee costs
3,728
2,407

Annual General Meeting
3,191
3,976

Annual Report
615
467

	

	

	
	



Total:
33,670
33,747
3(d)  
Payments totalling £3,102 (2009: £1,922) were made to 8 Executive Committee members in reimbursement of expenses incurred in attending meetings.  The total amount was in respect of travelling costs.


Dr J Chick, who joined the Executive on 17th March 2010, received an Honorarium for his editorship of the Journal which totalled £18,350 for the full year 2009-10.
4.
Staff Costs


2010
2009



£
£

Wages and Salaries

70,540
70,006

Recruitment Fee

1,062
-

Social Security Costs

6,906
6,672


78,508
76,678
Average number of employees
3
3
The average monthly number of employees during the year was as follows: 



2010
2009

Medical Director

1
1

Administration & Support 
2
2

	

	
	


No employee received emoluments of more than £50,000.

5.
Tangible fixed assets:  Office Equipment Cost






£

At 1 April 2009




and at 31 March 2010

36,987

	3 


	
	



Depreciation:


At 1 April 2009

36,987


Charge for the year

-

	

	
	



At 31 March 2010

36,987

	

	
	



Net Book Value at 31 March 2010

-

	

	
	



Net Book Value at 31 March 2009

-

	
	
	


6.
Debtors: Amounts Falling Due Within One Year
2010
2009



£
£

Prepayment and Accrued Income
3,405
3,949


Other Debtors
62,695
55,000

	

	
	





66,100
58,949


	

	
	


7.
Creditors: Amounts Falling Due Within One Year:
2010
2009




£
£


Accruals and Deferred Income
49,848
21,281


	
	
	


8.
Company Status
The Company is limited by guarantee and therefore has no Share Capital.  Member guarantors Number 133 (2009:225), each of whom has agreed to contribute a maximum of £1 in the event of winding up during his membership or within one year of his ceasing to be a member.

9.
Analysis of net assets between Funds

Unrestricted funds:
2010
2009




£
£


Net Current Assets
255,973
280,016

	

	
	



Restricted Funds



Net Current Assets
3,214
3,214

	

	
	



TOTAL

259,187
283,230
	
	
	


10.
Movement in Funds

Unrestricted Funds:
£

At 1 April 2009
280,016


Net movement in funds for year



(including losses)
(24,043)

	

	
	



At 31 March 2010
255,973
	

	
	



Restricted Funds:
£

At 1 April 2009
3,214


Educational printing:-


Income

10,000


Expenditure
(10,000)
(10,000)
	

	
	



At 31 March 2010
3,214

	

	
	


The educational printing fund received for £10,000 during the year towards the development and printing of a new education publication titled “Alcohol and Health- a guide for healthcare professionals”.

Restricted Funds as at 31 March 2010 are for Educational Seminars and are to be used for the specific purpose as laid down by the donor.

11.
Operating lease commitments

The following annual payments are committed to be paid in respect of operating leases:




2010
2009 


Expiring:

£
£

Within 2 – 5 years
9,000
9,000
	

	
	


MINUTES OF THE ANNUAL GENERAL

MEETING & SEMINAR DAY

26th November 2009 at the Royal College of Physicians
1.
WELCOME
The Chairman, Professor Peter Brunt, took the Chair and welcomed everyone to the meeting.  

2.
APOLOGIES

37 apologies were reported to the Committee including MCA patrons, Sir Graeme Catto, Sir Miles Irving and Lord Turnberg.
3.
MINUTES OF THE ANNUAL GENERAL MEETING HELD AT THE ROYAL COLLEGE OF PHYSICIANS ON 28th NOVEMBER 2009.

These had been circulated and were agreed to be a true record of proceedings.  

Their adoption was proposed by Dr A Beattie and seconded by Iain Murray –Lyon.

4.
APPOINTMENT OF GOLDWYNS AS REVIEWING ACCOUNTANTS 
Reappointment of Messrs Goldwyns for 2009-10 was proposed by Dr A Beattie and Dr I Murray-Lyon.

5.
ACCOUNTS FOR THE YEAR ENDING 31ST MARCH 2009
The accounts had been approved by the Reviewing Accountants, who were represented at the meeting by Mr Bunmi Ajayi. The accounts were proposed by Dr A Beattie and seconded by Dr J Trowell.

6.
STATEMENT BY CHAIRMAN

The Chairman acknowledged the donation from Archimedes.

He announced Dr G E Ratcliffe, the present Medical Director (at time of 26th November) and acknowledged the hard work that he has done, not least strengthening links with the BMA students. The Chairman informed the AGM that the MCA will put motions in place to look for a successor for the present Executive Director. 

7.
ELECTION OF OFFICERS
Election of Vice-Presidents:

retirement of Vice-President, Dr M Evans and Re-election of Vice-President Dr Bruce Ritson. 

The adoption of both the retirement and re-election of Vice-Presidency was proposed by 

Dr J Trowell and seconded by Dr P Jauhar

Retirement of Vice-Chairman: 

Retirement of Vice-President, Dr J Trowell and Re-election of Vice Chairman, Professor Robin Touquet.   

The adoption of the retirement and Vice-Chairman was proposed by Dr I Murray-Lyon and seconded by Dr P Jauhar.
Resignation and Election of Executive Committee:

Dr Jauhar – to resign

Prof P Howdle – to resign

Dr J Chick – new exec member

Dr I Smith – new exec member

Dr A McCune – new exec member

Dr E Gilvarry – new exec member

Resignation and Election was proposed by Dr P Jauhar and seconded by Dr A Young.
The meeting accepted all proposed nominations.

8. FINANCES

The surplus for the half-year of £17,311 benefits from the inclusion of the full final donation of £30,000 from Robertson Trust, and a donation of £5,000 from Mimosa. These will not recur in the second half, and the running expenses of the office will recur in full, resulting in an operating loss in that period of approximately £18,000, and consequently, a break even position for the full year. This is before the cost of charitable projects, in particular the handbook and the National Alcohol Awareness Day. These were originally anticipated to be £19,000 and £5,000 respectively. The treasurer understood that the handbook costs may be partially offset by a contribution from the BMA students committee. On this basis, the net assets of the MCA at 31st March 2010 will be in the region of £250,000 or greater.

In the absence of charitable funding from a new source, and the adoption of new charitable projects, and subject to the Journal maintaining its current profitability, it can be anticipated that the net running deficit in future years will continue at about £40,000 per annum. This indicates a life expectancy for the MCA of around 5 years.

At present the net assets are held as to £152,000 at Birmingham Midshires a subsidiary of LloydsTSB and the balance largely at the Charities Aid Foundation’s Deposit Account. When the Midshires deposit fell due for renewal at September, the Director and myself (Treasurer) researched the possibility of obtaining a higher rate of interest at other financial institutions, but due to the relative small size of the amount, and it falling into the category of a corporate investment rather than a personal one, we were unable to do so. Accordingly, the investment was rolled forward for one year.

8.    MCA ACTIVITIES
a. BMA Medical Students Committee 

The Chairman reported that the BMA Medical Students continue to be an important link in understanding the student’s needs as well as being strong collaborators for various projects, not least passing the public health messages onto students and bringing awareness amongst them in relation to alcohol issues. 

The Medical Director spoke of the BMA Medical Student Conference at which he gave a presentation and said it was a very useful day, in which he was able to gage from the students on their thoughts and feelings in relation to alcohol issues. The students were shown the draft version of the new Alcohol and Health handbook and they appear to be impressed with its content. 

The establishment of incorporating Medical School Representatives (MSR’s) as MCA messengers within their respective medical schools was bought up with the students, most being very keen to take part in this development and in supporting the positive affects that this could have. 

b. NAAD 2009/2010
The two previous NAAD projects concentrated entirely on education via an internet quiz.  Both attracted large numbers of entries.  On each occasion, four winners spent 3 – 4 week placements in recognised world centres for the treatment of substance abuse. The original team that assisted with this project are unable to assist this year.  

The Medical Director reflected on how the BMA, in collaboration with the MCA, requested medical students in 2007 to produce a poster outlining the dangers of binge drinking. This competition had been very successful. A repeat competition with the BMA Students Committee has been previously discussed. 
The Medical Director explained how the idea of ‘Gin Lane’ for the next NAAD originated,

following a Radio 4 programme in which a gentleman was discussing his alcohol problem. He suggested that a ‘Gin Lane’ picture should be reproduced to reflect the 21st century. The suggestion that such a poster competition would replace the format for previous NAAD’s met with approval.

c. Publications
· Newsletter

The Newsletter continues to be a success with the Medical Director emphasised how keen he is to receive articles for the newsletter and asked those present to contact him if they were interested in writing one.

· New Handbook 
As reported under ‘Finances’ above, donations have been made (Mimosa and Cheshire and Wirral given £5,000) towards the costs, and it was hoped there would be others before its production. 

9.       MICHAEL FROWEN ESSAY PRIZE 2008-09 COMPETITION

· Presentation of certificates for the following essay topic
The essay topic for 2008/09: 

‘How would you deal with the collateral affects of alcohol.’ 

The chairman reported on the essays saying that they are well referenced and acknowledged the immense work load to which has gone into them, he congratulated the following students. 
  Presentation of certificates by President:

1st Prize:    
Luke Holmes                Warwick University


2nd Prize:   
Niru Sritharan              University College London (was absent)
                      3rd Prize:    
Menaka Jayasekera    Southampton Medical School

Thanks were expressed to the judges:

Dr Anne McCune, Dr Bruce Ritson and Dr Guy Ratcliffe

10.       MAX GLATT MEMORIAL LECTURE – GIVEN BY PROFESSOR SIR MICHAEL MARMOT

· Max Glatt Memorial Lecture

Professor Sir Michael Marmot gave a presentation on 'Alcohol and the social determinants of health'. 
We are delighted that Sir Michael Marmot, so well known for his leadership in the epidemiological field and championing of the role of deprivation in these problems. Sir Michael has been the MCA's President since 2006 and after the lecture he was presented with the Max Glatt medal (2009).

11.
ANY OTHER BUSINESS

There being no other business the President declared the meeting closed at 12.30 pm.

Signed as a correct record:


Chairman: 



Dated: 28TH NOVEMBER 2009
2010 SEMINAR ON ALCOHOL & CANCER: Overview

Introduction:  The links between the causative effects of alcohol into the development of various cancers are not as clear cut as the links between smoking and lung cancer.  Nevertheless there is no doubt that alcohol itself or its initial metabolite, acetaldehyde, is carcinogenic either alone or in symbiosis with, say, smoking in the development of oral cancer.  This seminar concentrated on alcohol and breast cancer, oral cancer and primary cancer of the liver.

Alcohol and breast cancer

Dr Gillian Reeves, Reader in Epidemiology, Cancer Epidemiology Unit, University of Oxford

Member of steering committee for collaborative projects in cancer research, and co – principal investigator of the Million Women Study

Results from epidemiological studies over the last few decades have consistently shown that alcohol consumption is associated with an increased risk of breast cancer.  Furthermore, a recent review by the International Agency for Research on Cancer of the potential hazards to humans from consumption of alcoholic beverages concluded that there is sufficient evidence that alcohol causes breast cancer1.  In 2002, a worldwide collaborative re-analysis of data from 53 studies on more than 58,000 women with breast cancer2 found that risk increased smoothly with average alcohol consumption, with an estimated increase in risk of 7.1% for each extra alcoholic drink (equivalent to around 10g of alcohol) regularly consumed on a daily basis.  Since then, several large cohort studies have reported slightly greater increases in risk with increasing alcohol intake,3-5 with estimated increases in risk ranging from 9% to 12% for each additional drink consumed on a daily basis. In the Million Women Study,5 the largest cohort study to examine this question, average alcohol intake was based on repeated measures of alcohol intake, resulting in an estimated increase in breast cancer risk of 12% (95% CI 9%-14%) per additional daily drink consumed on a regular basis. Taken together, these results imply that even relatively moderate intakes, of less than 3 units per day, are associated with a significant increase in breast cancer risk. The effect of alcohol intake on a woman’s risk of breast cancer risk appears to be similar regardless of the type of alcohol drunk,5,6 her age, or indeed any of her other personal characteristics.2,5

On the basis of the results from the Million Women Study,5 together with current estimates of average alcohol consumption among women in the UK,7 the estimated cumulative incidence of breast cancer up to age 75 is 8.2 per 100 non-drinkers, and 9.1, 10.2 and 11.5, respectively, per 100 women consuming an average of 1,2, and 3 drinks per day. It is also estimated that around 11% (5000 annually) of all breast cancers diagnosed among UK women are due to alcohol consumption. 
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The Synergy between Alcohol and Smoking in the Development of Oral Cancer

Professor Graham Ogden, Chair of Oral and Maxillofacial Surgery, University of Dundee

Research interests include the development of novel techniques to facilitate the early detection of oral cancer.

Introduction

There are now over 5000 cases of oral cancer diagnosed in the United Kingdom every year, the incidence having doubled over the last 20 years.   Mortality has not improved for over 30 years, and the condition has an overall prognosis of approximately 50% (when all oral sites are combined).  In Scotland oral cancer in men is as common as cervical cancer in women.  Although the majority of people who develop oral cancer are over the age of 50 it can arise in those younger than 40   The male to female ratios have changed dramatically over the last 50 years from a ratio of 10:1 to now one of approximately 2:1.   From this information it is apparent that all those presenting with an oral lesion should be viewed with a suspicion of early cancer.   Although the chances in younger people are much less likely it is still possible and the risk factors such as alcohol and tobacco are important questions to ask such a patient.

Aetiology

Approximately 80% of patients who are diagnosed with oral cancer consume alcohol and tobacco.   Other contributory factors include an association with a lack of fresh fruit and vegetables, the presence of potentially malignant lesions, previous oral cancer and HPV infections.   Unfortunately alcohol and tobacco act synergistically producing a greater effect than when acting alone.   However it is not all doom and gloom for if oral cancer is caught early enough it is curable.   Prevention is therefore the best way forward.   Yet how do we deal with the UK’s alarming rise in alcohol use in the United Kingdom?   According to the Prime Ministers Special Unit approximately 5 years, ago alcohol was costing us £7.3 billion in crime and public disorder £6.4 billion in work place loss and £1.7 billion in health costs.   In Scotland it has been calculated that alcohol costs the country £2.2 billion every year.   Indeed alcohol consumption is fast approaching the levels that were last seen 100 years ago!    The main difference between the two eras being the marked increase in wine consumption compared to the 1900’s.   

The risk of oral epithelial dysplasia (a precursor to mouth cancer) significantly increases with smoking alone but not with alcohol alone.   Alcohol mainly causes oral problems when combined with tobacco so the simple preventive message is ‘stop smoking’ (and drink in moderation).   One of the most interesting facts surrounding mouth cancer is the difference between men and women as regards its association with Depcat scores.   In men the condition is very much associated with increased levels of deprivation whereas for women it’s approximately the same across the social strata.   Moreover on the other hand it is fascinating to see that as smoking rates decline so have lung cancer rates in Britain.   Over the last 20 years there has been a marked increase in admissions to A & E departments due to alcohol poisoning (such that the rates of liver sclerosis in Scotland attributed to alcohol have been a major concern to the Scottish Government promoting action e.g. Changing Alcohol in Scotland 2008.   Unfortunately this increase in alcohol has also been observed at a time when the mouth cancer rates have been increasing and thus it is tempting to surmise that there is a link between the two.   Incidentally it has been shown that HPV infection is higher within the oral lesions of cancers arising in non-smoking, non-drinking patients i.e. those who get mouth cancer at a younger age than that traditionally seen in the smoking alcohol cohort.  (It begs the question as to whether the introduction of HPV vaccine for teenage girls will lead to a decrease in oral cancer incidence.   If it does, it might prompt calls to vaccinate young men).

Role of Alcohol

Why is alcohol associated with malignant change?   The answer may lie in the metabolism of ethanol by alcohol dehydrogenase (ADH) to acetaldehyde.   Acetaldehyde is known to be a carcinogen and mutagen and given the fact that ADH can be found in the lining of the mouth, salivary gland and that oral bacteria can metabolise ethanol to acetaldehyde it would appear that there are plenty of opportunities for the acetaldehyde levels to rise within the oral environment.   Whilst it is true acetaldehyde dehydrogenase will metabolise the acetaldehyde to the harmless acetate state, none the less in genetically susceptible patients this maybe sufficient (together with the carcinogens in tobacco) to cause initial genetic damage.   Tobacco smoke contains very high levels of acetaldehyde which exert a wide spread influence on the oral lining.    Work by Salaspuro in Finland has shown that the oral bacterial flora have ADH activity and that mutagenic levels of acetaldehyde can be achieved within the mouth after drinking the equivalent of 0.5 grams of alcohol per kilogram of body weight.   In addition mouth cancer patients often have a poor dentition and therefore we can ask the question, what role do these bacteria possibly have in the aetiology or progress of an initial lesion within the mouth and subsequent mouth cancer development?    It has been hypothesised that fast metabolising alleles of ADH quickly give rise to increased levels of acetaldehyde.   If this is associated with slow metabolising alleles for acetaldehyde dehydrogenase then this could give rise to a greatly increased exposure time to the carcinogen within the mouth.   Could this increase the risk for mouth cancer in susceptible patients?   More work needs to be done in understanding the role of polymorphisms in these important enzymes and their gene interaction.   

Public and Professional Awareness
Greater public and professional awareness of the role of alcohol in the development of mouth cancer is required.   For example studies within my department have shown that most General Medical Practitioners do not advise their patients about risk factors for mouth cancer in susceptible patients.   We also know that a significant number of young people still do not appreciate that alcohol excess can lead to increased risk of mouth cancer.    In 2008 during Mouth Cancer Awareness Week we ran a programme within the Students Union at lunch times in which one of the questions related to their knowledge of the number units of alcohol contained within certain commonly consumed drinks.   They frequently underestimated the amount of alcohol in beer although they were quite accurate for drinks such as alcopops.    Only 25% of the students questioned knew the UK safe limits on alcohol use, whilst a significant number regularly admit to exceeding what they regarded as the UK safe limits.

Since the majority of people who consume alcohol in the absence of smoking will not develop mouth cancer, what is it that predisposes those that do develop mouth cancer?   In the meantime it would seem that efforts directed towards prevention and limiting excessive intake of alcohol are likely to prove more effective than defining individual susceptibility to this process.

Warning Signs

Warning signs for oral cancer include red lesions, white lesions, speckled (red/white) lesions, ulcer (single), numb feeling, unexplained pain, change of voice and dysphagia.   Where such symptoms have been present for at least two weeks without signs of improvement (particularly in the presence of a history of smoking and (alcohol excess) then the patient should be referred to an oral health specialist (e.g. Oral & Maxillofacial Surgery, Oral Medicine).   Further information www.rdoc.org.uk , info.cancerresearchuk.org/healthyliving open up to mouth cancer/

Alcohol and Hepatitis C in the Aetiology of Primary Liver Cancer

Dr Stephen Ryder, Consultant Hepatologist, Queens Health Centre, Nottingham

Principle author of the national guidelines on treatment of hepatocellular cancer, and Chairman of the liver section of the British Society of Gastroenterology

Hepatocellular carcinoma (HCC) is a major world health problem and there is strong evidence it is increasing in frequency in the Western World. This appears to be due to the increase in the key aetiological factors responsible for this cancer’s development, viral hepatitis and alcohol excess plus the potential effect of obesity via fatty liver.  In the UK there are approximately 1100 new diagnoses per year and there is a strong link with deprivation and ethnicity (1), the latter probably representing an increase in chronic hepatitis in migrant populations within the UK. HCC is uncommon in that the cause of the cancer is known in almost all cases, yet the relative risks associated with these agents and how they contribute to malignant transformation in the liver is still uncertain.

More than 95% of HCC occur on a background of hepatic cirrhosis, the exception being hepatitis B where direct integration of HBV DNA into the host genome can occur with the potential to disrupt major cell function.  Otherwise the cancer appears to be the result of chronic inflammation and progressive cellular injury.  Alcohol is the commonest cause of cirrhosis and probably HCC in the UK.  Alcohol is thought to be a co-carcinogen. There is a strong dose response relationship between alcohol intake and the risk of HCC (2) and the risk is enhanced in smokers (3). The overall risk of developing HCC in cirrhosis of any cause is around 2% per year. The data relating to the effect of abstinence from alcohol on this risk is poor, and compromised by the high risk of mortality in people with alcohol related cirrhosis who continue to drink, but then the risk does not fall substantially. The overall survival for HCC remains poor, partly because of late cancer presentation but also because of the underlying liver disease. 

There is an additive effect on the risk of developing HCC if multiple aetiological factors are present. In the Bresica HCC Study (3), the relative risk of HCC in patients who had hepatitis C infection rose substantially if they drank alcohol, relative risk of HCV being 26, increasing stepwise with increasing consumption until very heavy drinkers (>80g/day) with HCV had a relative risk of 126. A similar synergistic relationship is likely but less clearly demonstrated with hepatitis B infection.

The mechanisms of HCC development related to alcohol remain unclear. A substantial number of potentially important mechanisms have been identified. Acetaldehyde, CYP 2E1, TNF alpha, retinoids and DNA methylation are all plausible pathways and agents which may contribute to this pathway but their exact role in the process remains undefined (5). Recently technologies such as genome wide analysis have been employed and further targets for study identified.
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 The British Doctors and Dentists Groups and The Sick Doctors Trust Report:

The last year has been a busy one, with dramatic changes affecting the provision of services for addicted and alcoholic doctors. Although an enormous amount has been achieved, we are still some way from the long term, UK-wide provision of a comprehensive service for addicted/alcoholic practitioners.  

Last year’s big news was the opening of the London prototype Practitioner Health Programme (PHP) in November 2008. SDT was then involved in the Stakeholder Group set up by NCAS to assist in the planning and commissioning of PHP, and SDT remains involved in continuing assessment of the service and planning future developments. Indeed throughout the last year SDT has been involved directly with PHP almost constantly, serving individual addicted and alcoholic practitioners. Many enquirers to SDT have been enabled to contact PHP and many PHP patients have through SDT received on-going support – usually in their own locality and with BDDG help. As well as the NCAS stakeholder group, BDDG and SDT members have served on other ad-hoc groups looking at a variety of issues concerning sick doctors – a suggested register of doctors with special skills in helping other doctors, the development of a “user-group” for practitioners involved with the (now and to be) various regulatory authorities and education at under- and post-graduate level. SDT has co-operated with PHP, NCAS, and Doctors Support Network (DSN) on a number of educational occasions.

Our two core activities: the telephone help-line and educational presentations to increase awareness of the existence and needs of affected colleagues have increased. The telephone helpline changed from a 0870....  number to 0370 444 5163 – this gives cheaper and more predictable costs to callers and (unusually in this day and age) is marginally cheaper for SDT as well as making it transparent that SDT does not profit from the callers expense. In order to ensure continuing confidentiality we do not keep records of calls and cannot provide detailed statistics. However it is clear that the publicity surrounding the PHP launch increased general awareness, and the calls to our helpline have actually increased to include:
- 
Callers who are seeking to tap our experience of PHP, prior to themselves contacting PHP.

- 
A significant number where the caller is acting on advice from PHP.
- 
And, most gratifyingly, employers and department heads seeking advice on how they can best assist a colleague in trouble. 

The promise of confidentiality and the opportunity to speak to a colleague who has “been there”, do seem to be important to sick colleagues who call. 

Our visible presence at conferences and in the press does seem to be relevant to employers and others in administration.

Our programme of attendance at academic gatherings and educational exercises continues to increase. Some new and important “firsts” (and we hope not “lasts”), include: 
·   A presence at the RCGP annual gathering in Glasgow last Autumn (stall and lecture/presentation).

·   A presentation at the RCPsych Faculty of Addictions (UK) annual meeting in Edinburgh in the spring.

Our presentations to undergraduate medical school programmes continue to develop in co-operation with MCA and AA.  We are aware that there have been discussions at the Substance Misuse Under-graduate Curriculum Group about making BDDG/SDT/MCA contributions to the curriculum a UK wide recommendation. 

As in previous years SDT is contributing to funding of and arranging the Academic Day at the BDDG Annual Convention: this year the major topic is the anticipated changes in regulation with contributions from GMC and OHPA (a recent ministerial announcement about reconsideration of OHPA means this may be even more topical than anticipated).

In September 2010, SDT is having an “away day” to take stock of where we have come from, what has been achieved and begin to formulate strategy for the future.

Dr RAB Young, MB ChB, MRC Psych
Chairman the Sick Doctors Trust
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Michael Frowen Memorial Essay Prize


2011 Competition


For a paper not exceeding 3,000 words


(The word count is not to include references or title).





“Can the consumption of alcohol during pregnancy be considered a form of child abuse?”





First Prize £500	     Second Prize £300	         Third Prize £200








Closing date 31st March 2011


Details can be obtained from Medical Schools,


The MCA Office, ph: 020 7487 445 and from the MCA


Website:  www.m-c-a.org.co.uk





Previous winners may enter but are not eligible for a prize. Open to current medical students within the United Kingdom only.


The winning essay will be published in the MCA Annual Report and possibly elsewhere.








Michael Frowen Memorial Essay Prize


Competition Winners


2009-2010


		   


Winner:  		Adam Walton


University of Southampton





Second:                    	Ross Elledge	


University of Birmingham





Third: 	     		Nicole McGrath	


University of Leicester


   		          


With grateful thanks to the judges:


Dr D Florin, Dr H Kholi, and Dr G Ratcliffe
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