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On 18th April 2016, the Scottish Alcohol Research Network (SARN) and Scottish Health Action on Alcohol
Problems (SHAAP) held their first PhD and Early Career Research Symposium in the Royal College of Physicians
of Edinburgh. This report details proceedings from the day.
The day consisted of eight short presentations from researchers at varying time-points within the academic
journey from a range of institutions across Scotland, the UK and Europe. The presentations were followed by
three roundtable sessions where participants had the opportunity to discuss the PhD journey, share experiences,
identify opportunities for collaboration and understand where and how SARN and SHAAP can help in the future.
The symposium was brought to a close with a plenary session from Dr Edward Duncan, Senior Research Fellow,
University of Stirling. The session was chaired by Dr Aisha Holloway, Chair of SARN and Eric Carlin, Director of
SHAAP.
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Karen Matthews
Karen has 4 years’ experience as a Hepatology Nurse Practitioner and is studying part-time
towards a Professional Doctorate in Health Sciences at Queen Margaret University (QMU),
Edinburgh. She is currently investigating the feasibility of screening for liver disease, using
non-invasive techniques, in a high risk population attending a local community alcohol support
service; aiming for earlier identification and improved outcomes than is currently seen in this
group. Karen has over 15 years of experience in the field of Sexual Health and BBVs; having
worked as a Sexual Health Adviser then BBV Nurse Specialist before taking up her current
post. She has a keen interest in learning and teaching which led to her graduating with a
Masters in Professional and Higher Education from QMU in 2010.

Cirrhosis Screening with a Portable Fibroscan® Device in a
Community Alcohol Support Service Feasibility Study
Karen presented details from her research using a
feasibility study to examine the role of screening in
one alcohol service in Edinburgh.
Alcohol misuse is the major cause of the increase in
deaths from liver disease in the UK. Chronic liver disease
is the third largest cause of death in the UK. Scottish
standardised death rates from chronic liver disease,
including cirrhosis, in 2013 were in line with the UK at
16 per 100,000. Deaths in the most deprived quintile
were 4.7 times higher than in the least deprived quintile
between 2011 and 2013, clearly demonstrating significant
inequalities in health. Patients with alcohol misuse in areas
of social deprivation are a “hard to reach” population. Liver
disease usually presents late, and advanced liver disease
and cirrhosis are often asymptomatic. Early diagnosis
of cirrhosis allows assessment for complications and
surveillance, treatment and lifestyle changes to prevent
progression of the disease; thus improving survival even in
advanced cases of cirrhosis. Liver stiffness is an indicator
of fibrosis or cirrhosis. A Fibroscan® is a quick, painless,
non-invasive method for measuring liver stiffness which
gives an instant result in kilopascals (kPa) with a reading
>7kPa suggestive of possible fibrosis or cirrhosis.
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The aim of the study was to monitor the uptake of
Fibroscan® in individuals accessing one community
alcohol support service. This service is located in
North East Edinburgh and is a one-stop, multi-agency
collaborative space offering housing support, drug
and alcohol services, and further support from visiting
agencies and other service providers. The study further
aimed to determine the extent of undiagnosed cirrhosis
in these individuals accessing the service, and to monitor
engagement of those requiring onward referral to specialist
liver services at Edinburgh Royal Infirmary.
Participants were recruited via convenience sampling.
The study was advertised within the community setting
and numbered research information packs were available
on request to individuals who self-identified as harmful
drinkers. Consented individuals with a Fibroscan® result
of above 7kPa were then referred onto a nurse-led service
for further tests; the results of which determine onward
referral to a liver specialist. Participants were monitored
for early compliance with appointments and follow-up
interventions.
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Sara Wallhed Finn
Sara Wallhed Finn is a clinical psychologist at a specialized alcohol clinic, Riddargatan 1,
within the Stockholm Centre for Dependency Disorders. She is also a doctoral student of
Social Medicine at Karolinska Institutet, Stockholm. Her doctoral education is focused on
treatment preferences and treatment methods for people with moderate alcohol dependence.
She is a co-author on publications about preferences for treatment and also SUD and ADHD.

Treatment of alcohol dependence: a randomised controlled trial
comparing treatment in primary care with specialised addiction
treatment
Alcohol dependence has the largest treatment gap
between the number of people affected and the
number in treatment, of all psychiatric disorders.
While there is good evidence that treatment is
effective, only one-in-ten in Sweden are reached
by the present treatment system. There are several
reasons for not seeking treatment, among the most
important is the stigma attached to drinking problems
and seeking treatment. One possible alternative
approach involves a greater role for primary care
in the treatment of alcohol dependence. Seeking
treatment in primary care can reduce the stigma.
Furthermore, there are a number of treatment methods
that can be applied by generalists in primary care.
One such method is ‘The 15 method’, a stepped care
model in three steps. The name the 15-method refers
both to that the length of the sessions is 15 minutes,
and that the target group for the interventions in the
last two steps are patients scoring above 15 points
on the AUDIT-questionnaire. Step one in the method
is screening and brief interventions. Step two is an
assessment with questionnaires and biomarkers and
a feedback session. This acts as a check-up for the
patient. Finally, step three, includes pharmacological
and/or psychological treatment with four manual
based sessions based on CBT and motivational
interviewing, also known as guided self-change. The
model emphasises a person-centred approach, where
the patient chooses the direction of treatment.
The aim of the study is to evaluate whether a new form
of treatment, in this case the 15 method, for alcohol
dependence in primary care is as effective as conventional
treatment in a specialised alcohol treatment clinic. The
study hypothesises that treatment in primary care with the
15 method is just as effective as usual treatment used in a
specialised alcohol treatment service.

Two hundred and eighty eight adults with alcohol
dependence were recruited through media advertising and
questions at primary care consultations. Participants were
randomly assigned to treatment at either a specialised
addiction clinic or at a primary care centre. Treatment
at the addiction clinic was treatment as usual, including
pharmacological and/or psychosocial programmes.
Practitioners in the primary care centres were during one
day trained in the ‘15 method’. In the study the treatment
starts on step two, and patients are in the first session
offered feedback on their baseline assessment and advice.
Patients requesting more treatment are offered four brief
advice sessions together with pharmacological treatment.
The primary outcome measure in this study is change
in alcohol consumption measured in grams of alcohol.
Secondary outcomes include changes in the number
of heavy drinking days, severity of dependence,
consequences of drinking, levels of anxiety and
depression, quality of life and biomarkers. These are
followed up at six and twelve months.
The six month follow-up has been completed, with a
follow-up rate of 80% (n=230) and data analysis is ongoing. Fifty five per cent of the participants were male,
and 45% female; 73% were in employment, and 53%
were educated to degree level or above. More than two
thirds (61%) were married or co-habiting, and 23% also
used a tobacco product. The mean number of years of
problematic alcohol use was 11.
Preliminary findings show that across all participants there
has been a reduction in alcohol consumption. There has
also been a reduction in the number of drinking days and
the degree of alcohol dependence. Based on Swedish
units of 12g of alcohol, this equates to a reduction in the
number of glasses of alcohol from 31 to 19 among the
participants treated by primary care. The present findings
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suggest that there is a slight advantage to specialist
addiction services but this is not statistically significant.
The results indicate that alcohol dependence can
successfully be treated in primary care. Further analysis
is needed before comprehensive conclusions/outcomes
can be drawn. The 12-month follow-up is on-going and is
expected to be completed in May 2016.
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Jean Hannah
Jean Hannah is currently a third year PhD Student at the University of Stirling School of
Applied Social Science and Education. The research being undertaken centres upon a realist
inspired evaluation of services and supports for people with problematic alcohol use and
cognitive impairment. Jean works as a General Practitioner, with previous roles in the Nursing
Homes Medical Practice, Epilepsy Unit Western Infirmary and Blood Pressure Clinic, all within
Glasgow.

Three strikes and you’re welcome: a realist evaluation of Salvation
Army supports for people with alcohol problems and cognitive
impairment
Jean presented findings from her on-going PhD
research using realist inspired evaluation to
evaluate Salvation Army support services for people
suffering from problematic alcohol use and cognitive
impairment.
Brain damage including cognitive impairment associated
with alcohol-related brain damage (ARBD) is not easy to
diagnose. Few UK services have been established for
people with diagnoses related to misuse of alcohol and
cognitive impairment or dementia. Care providers are
not always skilled in ARBD and statutory provider staff
may be reluctant to offer care and support. ‘The Seeds
of Exclusion’ Salvation Army (SA) research found that
59% of 967 homeless people accessing SA services
screened positively for alcohol dependency. One in five
hostel dwellers were found to have ARBD, and it is likely
that ARBD also exists among SA service users. There
is a potential ‘good news’ aspect to ARBD. If identified
and treated within two years of onset, three quarters
experience some level of recovery.
The Salvation Army is the largest provider of
accommodation for homeless people in the UK. It is likely
that people accessing Salvation Army support services
will not be accessing support from statutory providers.
This could be for a number of reasons including forgetting
(appointments) associated with ARBD, lack of permanent
address, alienation and disengagement, and an overall
crisis management approach to life. Salvation Army
services adapt locally to fit needs. In 2008, they developed
a Drug and Alcohol Strategy for Scotland. This was based
on Community Reinforcement and aims to eliminate the
positive reinforcement to drink and enhance the positive
reinforcement for sobriety.
The study aims to establish levels of knowledge
about ARBD amongst Salvation Army clients, staff

and volunteers. It also aims to show which Salvation
Army supports and services work best for whom and
in what circumstances, and why this is case, and as a
result to establish learning to more closely tailor these
services to client need. Finally, the study will provide
recommendations for staff support and training around the
gaps identified.
Fieldwork was undertaken at three Salvation Army walk-in
centres. At the centres, focus groups and interviews were
carried out with 57 people including clients, volunteers,
Salvation Army Staff, people on placement and external
agency staff. Realist evaluation is about identifying
contexts, mechanisms and outcomes to address gaps
in scientific knowledge and offer guidance for Salvation
Army service provision. In terms of outcomes identified
from the fieldwork, indicators of an increased likelihood of
cognitive impairment in problematic alcohol use are when
the client is homeless or a street drinker; has difficulty
concentrating; is a self-identifier of cognitive impairment; is
easily distracted and forgetful; and when they do not know
what day it is. In terms of severity of cognitive impairment,
forgetting an appointment which would have a significant
detrimental impact including loss of accommodation or
financial benefit is a key indicator.
The findings so far suggest that there is evidence that
Salvation Army engagement is addressing the health
and wellbeing of people medically described as ‘hard to
reach’ but who may be accessing Salvation Army services
on a daily basis. The Salvation Army offers a wide range
of services from general support and alcohol and drug
addiction advice/support, to information on food and
nutrition and support for learning, all of which are designed
to change the ‘context’ in which individuals live, so that
the ‘right mechanism’ will be triggered to give the desired
result.
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The overall intended outcome of the study is that key gaps
in scientific knowledge will be addressed which will help
The Salvation Army further develop their services. Three
strikes and you’re welcome reflects repeated Salvation
Army salutogenic engagement with people affected by
exclusion and alienation. Non-judgemental welcomes at
support and services enable the opening of otherwise
firmly closed doors to recovery. Learning is applicable to
other agencies supporting similarly affected people.
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Peter Hillen
Peter is a doctoral researcher in the final year of a PhD in Social Work at the University
of Edinburgh. His research interests include drug and alcohol studies, recovery, religion,
spirituality and cultural competence. He has been involved in the evaluation of two social work
services, including an alcohol and drug service. He has co-authored published articles about
evaluating services, service user voices and recovery. He previously worked a residential
addictions unit and in an emergency access hostel for the homeless.

The role of personal belief systems (secular, spiritual, and religious)
in recovery pathways from problematic alcohol use
Peter presented findings from his Scotland-based
study into the role of personal belief systems in
recovery from problematic alcohol use.
It has been suggested that pathways to recovery
are diverse, ‘spanning secular, spiritual and religious
frameworks of personal transformation’. The role of
spiritual and religious beliefs and practises have been
the focus of many research studies conducted in North
America. However, there have been few UK or Scotland
based studies and a number of key Scottish reports
suggest that secular, spiritual and religious belief
frameworks are important to recovery. The study therefore
aims to shed light on the role of the secular, spiritual, and
religious beliefs in recovery experiences in the Scottish
context.
Participants were recruited for the research from health
and social care centres, recovery communities and
organisations, and mutual aid groups. Eighteen semistructured interviews, influenced by narrative theory, were
undertaken in these settings. The interviews addressed
problematic substance use, recovery, and the role of
beliefs. For eleven, alcohol was their primary problematic
substance. For the remaining seven, alcohol was one
among several other equally problematic substances. The
age range of participants was 31-60 with a mean of 47,
and there was an equal gender split. All were living in and
around the Scottish central belt (Glasgow, Fife, Edinburgh,
and Lothian), and the length of time in recovery ranged
from 15 months to 15 years (a mean of 6 years).
The findings suggest that (re)constructing and utilising
a personal belief system is important for many people
in recovery. Personal belief systems among people in
recovery are idiosyncratic, but they also draw on normative
resources available in the recovery community and the
local community in general. Personal belief systems,

whether secular, spiritual or religious, provide structure
for building a new identity, belief communities in which to
find support (e.g. AA, SMART, churches), rituals to provide
a framework for a new lifestyle (e.g. meditation, prayer)
and cognitive resources such as meaning, purpose and
hope. Spirituality in particular, whether religious or secular,
is a common resource for most people in recovery from
problematic alcohol use.
Overall, for many of the participants (two thirds (n=12)),
spiritual or religious belief was fundamental to their
recovery experiences. Such beliefs can be particularly
important in early recovery (0-1 year) and can help to
establish sustained recovery (1-5 years). Personal belief
systems provided resources, such as philosophies,
rituals, role models, narratives, and values, which help to
construct a recovery orientated identity. However, there
were also negative aspects to personal belief systems for
some, in particular shame and social alienation.
The findings imply that professionals supporting individuals
to recover need a greater awareness of how individuals
utilise personal belief systems including community
engagement and personal rituals. Going forward, this may
be achieved through exploring personal belief systems
in recovery within a framework of cultural competence
training; incorporating discussion about personal belief
systems into assessments, care plans, and interventions
to develop a holistic approach; enable professionals to
support clients to explore the personal belief systems
through information or referral; and nurture openness and
tolerance towards beliefs that may be incongruent with
their own.
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Nathan Critchlow
Nathan Critchlow is a research student at the Institute for Social Marketing (ISM) based at the
University of Stirling. His main research interest is critical social marketing, with a particular
focus on how new media influences health-risk behaviours and cognitions. After graduating
with a BSc (Hons) in Psychology from Manchester Metropolitan University in 2011, he
completed an MSc in Investigative and Forensic Psychology at the University of Liverpool in
2012, working in partnership with Merseyside Police. He then undertook a Salvation Armyfunded studentship into digital alcohol marketing and alcohol consumption in young people. He
also works in a policy role for the Salvation Army’s Scottish Drug and Alcohol Strategy Group,
and has delivered workshops to young people through the ALOVE youth group.

Digital alcohol marketing, user-created alcohol promotion and
consumption in young people: The role of drinking motives and
outcome expectancies
Nathan presented findings from his PhD study which
reviews the role of social cognitions in explaining
the association between exposure to digital alcohol
marketing, user-created alcohol promotions, and
drinking in young adults.
Digital marketing is simply defined as ‘achieving marketing
objectives through applying digital technologies’. This
represents a combination of paid media (e.g. display
advertisements), owned media (e.g. websites and social
media presence) and earned media (content created
through user-generated branding). Alongside digital
marketing there has also been a large increase in the
amount of user-created content which promotes alcohol
use. Such content is called user-created alcohol promotion
and it includes non-fictional pictures, fictional images,
public groups and pages, apps, videos, games, instant
messages and so forth. The unique and defining feature of
such content is that it does not contribute to, and is formed
with creative input outside of, the professional practice of
alcohol marketing.
Literature heavily supports that exposure to digital
marketing and user-created promotion is associated
with increased consumption. This evidence, however,
mostly only reports a dose-response relationship between
exposure and consumption. This is problematic for
three reasons - 1) it does not actually explain how this
influence occurs nor does it identify which psychological
processes are vulnerable to the effects of alcoholrelated media; 2) it ignores consumer autonomy by not
accounting for existing cognitions about consumption or
how individuals respond to marketing in different ways;
and 3) it is offensive to marketers. Marketing is a highly
specialised and refined business. To assume it is only
exposure which leads to consumption does not account
for creativity associated in marketing content, target
audiences, or the importance of constructing a desirable
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brand. It is for this reason literature has begun to argue
although exposure represents a critical first step; the later
information processing stages are just as important. This
approach, based on the Message Interpretation Process
model, suggests how young people interpret stimuli such
as alcohol marketing shapes and reinforces their social
cognitions about alcohol use. These cognitions then, in
turn, influence consumption behaviour.
If social cognitions may help to explain the link between
exposure and consumption it is important to consider
which cognitions may be applicable. One framework is the
Motivational Model of Alcohol use. This model understands
an individual’s decision to drink is a combination of
emotional and rational processes, grounded in the
affective changes they perceive will occur following
consumption. This is divided into two components. The
first is drinking motives. These suggest the decision to
consume alcohol is grounded in the desire to attain a
valued outcome. Accordingly these motives are classified
into four dimensions; enhancement (‘I like the feeling’),
social (‘improves parties and celebrations’), conformity (‘fit
in with a group I liked’) and coping (‘helps me to forget my
problems’). The second is outcome expectancies. These
represent the changes an individual expects to experience
following consumption. At the highest order, expectancies
are grouped into two dimensions, positive and negative.
Bringing all of this together, the study had two aims.
Firstly, it aimed to measure young adults’ awareness of,
and participation with, digital alcohol marketing and usercreated alcohol promotion and the association this has
with increased consumption; and secondly, to explore
whether the association digital marketing and usercreated promotion had on drinking motives and outcomes
expectancies helped to explain the link between exposure
and consumption.

Scottish Health Action on Alcohol Problems www.shaap.org.uk
12 Queen Street, Edinburgh EH2 1JQ • Tel. 0131 247 3667 • Fax 0131 247 3664 • Email: shaap@rcpe.ac.uk

PhD and Early Career Research Symposium – 18th April 2016, Royal College of Physicians of Edinburgh
The study was an online cross-sectional questionnaire
with young adults (18-25, n=405) in the UK. The survey
measured awareness of, and participation with, eleven
forms of digital marketing and eleven examples of
user-created promotion. It also included awareness of
traditional marketing as a control variable. Alcohol use
was measured using the AUDIT-C. Drinking motives were
measured using the drinking motives questionnaire revised
short-form. Expectancies were measured using the Brief
Comprehensive Effects of Alcohol scale.

consumption, are important in the initial exposure. The
results highlight a need for further research to consider
how other marketing-specific and social cognitions are
influenced by exposure to digital marketing and usercreated promotion, and how motives and expectancies
could be used to enhance the efficacy of social marketing
campaigns that promote responsible consumption.

Respondents, on average, were aware of alcohol
being marketed through 6.23 digital channels, and had
participated with 2.34. They were also aware, on average,
of alcohol being promoted through 7.48 user-created
promotion channels and had participated with 4.38. In
terms of exploring the relationship between exposure,
social cognitions and consumption the first series models
examined the mediating role of drinking motives. Four
models were conducted with each focusing on a different
type of exposure (e.g. awareness of digital marketing etc.)
and found participation with digital alcohol marketing and
both awareness of, and participation with, user-created
alcohol promotion was associated with increased AUDIT-C
scoring; the association between participation with digital
marketing and both awareness of, and participation with,
user-created alcohol promotion was mediated though an
initial association with increased enhancement, social and
coping motives. In each model enhancement motives had
the strongest mediating association, followed by social
motives and coping motives. Conformity motives had no
mediating effect, and user-created alcohol promotion had
a stronger initial association with drinking motives, and a
stronger effect on consumption overall.
The second series of models focused on expectancies.
Again four models were conducted, with each focusing on
a different type of exposure. In this model there were four
more important findings. Again both digital marketing and
user-created promotion was associated with increased
AUDIT-C scoring; the association between participation
with digital marketing and awareness of, and participation
with, user-created promotion was mediated though an
association with expectancies of risk and aggression,
liquid confidence and sociability; and participation with
user-created alcohol promotion also had an effect on
alcohol consumption via an initial mediating association
with tension reduction expectancies. Neither sexual
expectancies of those of cognitive behaviour impairment
had any effect; and user-created alcohol promotion had
a stronger initial association with expectancies, and a
stronger effect on consumption overall.
Overall, young adults are aware of, and participating with,
digital marketing and user-created alcohol promotion
and this is associated with consumption. Digital motives
and expectancies are key cognitions which mediate the
association between exposure and consumption, and
the content of alcohol-related media, and messages of
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Gina Martin
Gina Martin is currently undertaking her PhD at the Child and Adolescent Research Unit
(CAHRU) in the School of Medicine, University of St Andrews where she is examining the role
of the neighbourhood social environment on adolescent drinking outcomes. Prior to joining
CAHRU she obtained an MSc in Health Geography from the University of Victoria, Canada
and worked for several years at the Centre for Addictions Research of British Columbia. Gina’s
research interests include: alcohol policy, substance use, adolescent health, neighbourhoods,
and health inequalities.

Are Neighbourhood Conditions Associated with Adolescent
Drinking Behaviours in Scotland?
Gina presented some preliminary findings from her
PhD research which investigates the effects of urban/
rurality, area level deprivation, outlet density, social
cohesion and neighbourhood disorder on adolescent
alcohol use in Scotland.
The characteristics of the neighbourhood physical and
social environments that young people are exposed to
are known to shape their health behaviours. There is
evidence that rates of substance use vary significantly
across neighbourhood contexts. However, past studies
that examine neighbourhood effects on adolescent alcohol
use yield mixed results. Gaining a better understanding
of the extent to which drinking behaviours are influenced
by the neighbourhood environment in which adolescents
reside can provide a better understanding of the etiology of
alcohol use among adolescents and inform the design of
targeted intervention and prevention strategies.
The aims of the study are to examine to what extent
adolescent drinking behaviours vary by neighbourhood;
to identify which neighbourhood conditions are directly
associated with adolescent drinking behaviour; and to
establish if there is evidence of moderated effects of
neighbourhood conditions.
Data from a nationally representative sample of S4
students in Scotland from the World Health Organization’s
Health Behaviour in School-aged Children Survey
2009/2010 was utilised (n=3951, mean age 15.5). This
survey included a series of questions about adolescents’
perceived local environmental conditions and drinking
behaviours. Secondary data on the neighbourhood
environment was linked by each adolescent’s postcode
(n= approx. 1500 in 192 ‘neighbourhoods’).
Preliminary results show significant neighbourhood
variation in abstinence from drinking, drunkenness, and
weekly drinking; with intra-class correlations (ICCs) for
each drinking outcomes indicating that 10.2%, 4.2%, and
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6.3%, respectively, of the variation in drinking outcomes
exist at the neighbourhood level.
Deprivation was a predictor for adolescent weekly
drinking. Urban/rurality was also an important variable with
adolescents in small rural towns less likely to abstain than
those living in urban towns. Social cohesion was found
to have a greater impact on abstinence in urban areas.
In remote rural areas, as levels of disorder increase,
abstinence increases. This result is the opposite from what
would be expected and the reason for this remains largely
unknown, although it has been suggested that it may be
a result of enhanced parental control in rural areas, in the
context of increased disorder. Differences between rural
areas need to be examined further, for example, around
the differing socio-economic demographics of the (rural)
areas, and whether this has an effect on differences
between rural areas. Further, the results so far show that
outlet density did not appear to be important in influencing
adolescent drinking behaviours, perhaps because they are
adolescents and so unable to purchase alcohol. Related
to this, however, is the issue of third party agent, or proxy,
purchasing, and how this differs in rural areas, where
there are less outlets and where the shop owner is likely to
know the young person, and urban areas with a far greater
number of outlets and as a result retailers are unlikely
to know the young people to the same extent. Nonlinear relationships and sensitivity analysis has not been
examined to date. So these results should be interpreted
with caution.
Overall, neighbourhood conditions are important and
impact on adolescent drinking. Particular attention
should be paid to urban rural differences, and a greater
understanding of the processes underlying these
differences is needed. Neighbourhood social cohesion
is associated with abstaining from alcohol use but the
association is not found in remote areas.
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Amy Chandler
Amy Chandler completed a PhD in sociology at the University of Edinburgh in 2010. She
worked as a post-doctoral research fellow at the Centre for Research on Families and
Relationships, University of Edinburgh, until 2015. Since then she has worked as Lecturer in
Sociology at the University of Lincoln. Her research addresses accounts of self-harm, suicide,
drug and alcohol use, and her first book Self-injury, Medicine and Society will be published by
Palgrave Macmillan later this year.

Alcohol, self-harm and suicide among men: a qualitative exploration
Amy presented findings from her qualitative research
examining the relationship between alcohol and
suicide and self-harm among men.
There is a complex relationship between alcohol use, selfharm, and suicide. It is thought that higher rates of alcohol
use among men may partially explain men’s greater risk
of suicide. Alcohol use is both a distal and proximal factor
in suicide. Alcohol dependence increases lifetime risk of
suicide and alcohol use is implicated in the act of suicide/
self-harm. Between 40 and 60% of cases involve alcohol
consumption before death. Men in mid–life (35-54) from
lower socioeconomic backgrounds are at greater risk
of alcohol related harm and suicide. There has been
limited qualitative engagement with the accounts of men
themselves regarding the potential relationship between
alcohol use and suicide, despite both having rich social
meanings and cultural histories.
The study piloted the use of life-story methods among a
group of men who had experienced self-harm (suicidal,
non-suicidal or of uncertain intent) to generate qualitative
data about their experiences. The sample was comprised
of 10 men aged 38-61, who were all unemployed, from
a semi-rural, ex-mining community in Scotland. All were
engaged with mental health (7) and substance misuse
services (3). The men reported diverse experiences with
alcohol: three described minimal/no problem drinking; four
were abstinent but reported significant problem drinking
in their past; and three indicated that they were currently
drinking in a hazardous manner. Interviews addressed
alcohol use across the lifecourse, as well as eliciting talk
about wider aspects of men’s lives: work, relationships,
health, leisure pursuits.

Several dominant narratives emerged in accounts of the
relationship between alcohol use and suicide. Alcohol
was framed as an important part of planning ‘successful’
suicides, serving to enhance ‘courage’. Alcohol was
described as a largely ineffective method of managing
isolation, boredom, loneliness, low self-esteem and
depression, although this did not correlate with not using
it. At the same time, alcohol use was framed as a normal,
mundane aspect of Scottish culture, particularly for men.
Particular reference was made to going down the pub as
being associated with ‘masculinity’, and enhanced feelings
of isolation when they did not go. This feature made it hard
for those who had identified having a ‘problem’ with alcohol
to balance their health and social life.
Findings from this pilot study highlight the importance of
attending to the social meanings of alcohol use in attempts
to understand self-harm and suicide among men. Further
research should examine the way in which a broader
range of men (& women/non-binary) use alcohol. Only
a minority of men who die by suicide are involved with
health services (substance use/mental health) at the time
of death. Services should be aware of the range of selfharming practices engaged in by men, and be prepared
to have on-going conversations about self-harm and
suicidality.
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Alexandra Wright
Alexandra Wright is a PhD candidate in International Public Health Policy at the University of
Edinburgh. Her research is exploring the local implementation of alcohol policy in Scotland
and the different ways local implementers use evidence within that process. Prior to arriving in
Edinburgh Alex completed her MSc in Comparative Social Policy at the University of Oxford,
and held positions at WHO in the Department of Mental Health and Substance Abuse and the
University of Melbourne’s Centre for International Mental Health.

Exploring evidence-based policy implementation: Emerging
findings from Scotland’s Alcohol Strategy
Alex presented emerging findings from her PhD
research looking at the implementation of policies
to prevent or reduce health inequalities, of which
the harmful use of alcohol is a key factor in. She
specifically focused on identifying and understanding
what challenges exist within this process, and what
role does evidence play in reinforcing or mitigating
these problems, using examples related to the
interaction between ADPs and Licensing Boards.
Alcohol and Drug Partnerships (ADPS) are the partnership
responsible for commissioning evidence-based, personcentred and recovery-focused treatment services to meet
the needs of their resident populations. They are thus
responsible for helping to implement any locally-relevant
aspects of the Strategy, for example around the local
availability of alcohol. The Licensing Board plays a major
role in determining the availability of alcohol in a Local
Authority, because they make decisions about rejecting or
accepting applications for both on and off-sales premises
that wish to sell alcohol. The Licensing Board is made
up of a group of elected Councillors. The relationship
between ADPs and the Licensing Board is important
because the ADP’s members can make recommendations
to the Licensing Board to support their decisions, however
the Licensing Board is not obligated to act on those
recommendations. As we will see, this can make the
implementation of a Strategy aiming to reduce alcoholrelated harm more challenging.
The Scottish population experiences high rates of
alcohol-related harms and associated health inequalities.
In response, the Scottish Government has developed
and implemented Scotland’s Alcohol Strategy, a wholepopulation evidence-based approach to changing
Scotland’s relationship with alcohol. Within the process
of implementing this public health policy, little is currently
known about how implementation occurs at Local Authority
level, nor how local implementers use different types of
evidence and information. This is a problem because
12

health policies can often be vague, or neglect to explain
how the actions contained within them will be acted out in
reality. More broadly, the academic literature reveals gaps
in knowledge around the use of evidence in sub-national
health and alcohol policy implementation, having focused
largely on national-level policy and specific interventions.
An understanding of how the process of alcohol policy
implementation occurred at local authority level in Scotland
has not yet been attained, and it is unknown if, how,
and what types of evidence have been used in the local
implementation of the Alcohol Strategy.
The study uses a qualitative, embedded case study
approach incorporating both key stakeholder interviews at
Local Authority level and documentary data. Eleven semistructured interviews with Local Authority implementers
were carried out in the first case study area, which
will be supplemented by an analysis of relevant policy
documents. Initial interviews suggest that alcohol policy
implementation in Scotland is a complex, dynamic process
that is: a) made challenging by the current economic
and cultural context, and b) facilitated and supported by
collaborative working and partnership structures. It is
also suggested that although using evidence is a priority
for local implementers, multiple barriers to evidence use
remain a challenge.
Preliminary findings suggest that there are some
frustrations emerging between actors. Perspectives of
what constitutes good and persuasive evidence differ
between different actors. Among the two actors examined
here, there is a mismatch between the type of evidence
given and the type of evidence deemed effective. There is
a belief among some ADP staff that Licensing Boards are
only interested in hard-facts, whereas certain Licensing
Board staff commented that such information is of little
value, with a preference instead for emotive stories.
Certain Licensing Board members also stated that
continual ‘run-on’ about alcohol policy, health policy, and
Scottish Government policy was irrelevant to local wards
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and of little relevance to them when taking decisions on
local licensing applications. There were also imbalances in
accountability between ADPs and Licensing Boards which
further exacerbated these frustrations.
Interviewees also provided their perspectives on key
lessons for the Scottish Government including increased
accountability for Licensing Boards, and development
of a ‘success criteria’ which can be used to benchmark
Local Authorities. This is an example of how the Scottish
Government can play a role in facilitating the relationships
between ADPs and Licensing Boards. This could involve
establishing what the relationships should be across the
Partnership, publically grading an ADP’s relationship with
its Licensing Board, or using the production of evidence in
the form of evaluation to stimulate change within the policy
implementation process.
Overall, despite the motivation to use evidence, challenges
to implementation remain, as well as broader social
and economic challenges. Use of evidence by local
implementers is varied but all emphasise the utility of local
evidence. Therefore, although using evidence is a priority
for local implementers, multiple barriers to evidence use
remain a challenge.
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Roundtable Discussions
The presentations were followed by three roundtable
discussion sessions where participants had the
opportunity to discuss the PhD journey, share
experiences, identify opportunities for collaboration
and understand where and how SARN and SHAAP can
help in the future
At each roundtable, participants discussed:
• Working innovatively in research
•	How do you successfully engage with different
audiences and promote your work?
• How can SHAAP and SARN support you?
Participant feedback:
1.		 Working innovatively in research
•	Discussed the wide variety of methods used in
research. It was suggested that there were biases
for/against certain types of research, with the ability
to innovate highly dependent on the type of research
being undertaken.
		 –	Different researchers, schools, universities, have a
bias towards specific types of research methods.
•	With regards to ethics, discussed naivety in some
parts of academia regarding how research is used in
the real world. It is often taken out of context and can
be misused.
		 –	There is large variance between University Ethics
Committees with regards to the study of vulnerable
groups.
		 –	Ethics which are too restrictive can raise an ethical
issue of its own; certain groups of people will not
be researched due to too heavily restrictive ethical
considerations which is highly problematic.
•	Discussed alcohol industry funding of research and
how this can often put pressure on researchers to go
against ethics.
		 –	Knowledge of how the industry works has changed,
it is much more overt
		 –	Often the issues relating to industry funding will be
more or less problematic depending on the research
question.
•	Discussed researcher identify and the importance of
the decision of how much to reveal about yourself as
the researcher.

as a researcher you need to be genuine. However,
this is different from letting your biases affect your
judgement. You need to be focused as a researcher
on what you set out to achieve and remove
judgements and biases.
•	Alcohol is a near-normative commodity. It is simply
there and part of the fabric of society, and often
because of this, for many, there is no active choice to
drink as alcohol is so prevalent. This impacts on how
alcohol is researched.
2.		How do you successfully engage with different
audiences and promote your work?
•	Discussed the importance of targeting your message
to particular stakeholder(s). Understanding the
agenda of who you are talking to will significantly
increase relevance, impact and accessibility.
•	Social media can be used as an effective
dissemination tool. Twitter is especially helpful for this.
However, there is an issue in that it can be too easy
to like or re-Tweet items of research which are not
evidence based.
• Qualitative examples and real-life stories.
•	Engaging with the media – transferring academic
prose to something that is media friendly is important
for relevance, impact and accessibility. This could
be done through holding panel discussions with
academics, PhD students and journalists and use of
websites like ‘The Conversation’.
3.		 How can SARN and SHAAP support you?
•	Arranging conferences to link with policy makers
i.e. conferences like the symposium which are also
attended by policy makers and key policy influencers.
•	Further reports and publications of new and emerging
alcohol research and evidence.
•	Development/creation of a database/list of
researchers and what they study. This will be highly
beneficial when identifying key targets and for new
students
•	Social media rules or toolkit, such as including @
SARNalcohol, @SHAAPalcohol in all tweets, to
improve knowledge of work/dissemination and reach
as wide an audience as possible.

		 –	Participants are more responsive to the ‘real you’
rather than a false version of you. To properly
engage with and get the most out of participants,
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Plenary Speaker - Dr Edward Duncan, Senior
Research Fellow, Nursing Midwifery and Allied
Health Professions Research Unit, University of
Stirling
Dr Edward Duncan is an applied healthcare
researcher with a particular interest in intervention
development and evaluation. His clinical background
is in occupational therapy and cognitive behavioural
therapy. He received his PhD whilst still working in
clinical practice. In 2004, he was awarded the first
Nursing Midwifery and Allied Health Professions
Research Training scheme’s post-doctoral research
fellowship which he undertook at The University of
Stirling. He is currently a senior research fellow in the
Scottish Government Chief Scientist Office’s Nursing
Midwifery and Allied Health Professions Research
Unit, which is hosted jointly by The University of
Stirling and Glasgow Caledonian University. He is a
founding member of the Royal Society of Edinburgh’s
Young Academy of Scotland.

Presentation: Research careers:
development, opportunities and pathways
In his talk, Dr Duncan discussed/outlined the various
career pathways and options available following
completion of a PhD; where money for research can be
accessed and how to access it; making an impact; and
useful hints and tips and common pitfalls.
There are two key principles which should be followed.
Firstly, primary focus should be on the quality of research,
ahead of scale and complexity. Quality and rigour should
not be sacrificed. Secondly, research should always be
impact focused, not project focused. A greater focus on
impact represents better value of money to funders (thus
greater willingness to fund), and answers/addresses ‘reallife’ problems/issues.

Funding for research is available from a limited number
of resources and is increasingly challenging to get your
hands on, further emphasising the need for research to
be impact focused. In Scotland, money is available from
research grants and the Chief Scientists Office. At the
UK level more broadly, funding can be obtained from the
Medical Research Council, Economic & Social Research
Council, National Institute for Health Research, and a
range of minor and major charities and organisations
with a vested interest in the research topic. In order to
access funding from any of these (and other) sources, it
is important to establish if the research question is worth
answering and can it in fact be answered. To do this, it is
important to provide a thorough outline of the background
to the project, by outlining the importance of the topic, the
existence and importance of the problem, and why we
don’t yet know the answer to that problem for example, to
persuade the reader that the question needs answering.
Similarly, with methodology, you must persuade the reader
that you can provide a robust and reliable answer to the
question(s).
Justification of a research question is crucially important.
A common pitfall in research funding (grant) applications
is failing to give this due precedence and instead choosing
to focus on the methods by which the question will be
answered. Focus initially on the topic and the problem
the research question aims to answer, i.e. the narrative.
A good narrative structure is essential for providing
evidence to support structural elements, and to outline the
theoretical/logical argument.
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