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Welcome to the 
Summer 2024 issue of 
Alcoholis.  

At the MCA we are 
running a range of 
activities including 
several in-person 
meetings which are 
so important for 

networking and communication, as well 
as online events which allow us to widen 
participation to include those unable to 
be present in person. 

In this issue

We publish two important articles in 
this issue. Eileen Brobbin is conducting 
research on the role of transdermal 
alcohol sensors, particularly used in the 
criminal justice system but with other 
applications also. In a second article 
colleagues from Scotland give an update 
on the LEAP project on alcohol and 
drug rehabilitation, including residential 
elements, which is so important but also 
becoming so much more difficult to 
access.

2024 MCA Symposium and Max Glatt 
lecture

The 2024 Symposium will be held in 
person at the RCP in London on 27 
November. The programme which is 
available to view in this issue of Alcoholis 
includes a particular focus on the role 
of stigma in the alcohol field, as well 
other talks of relevance to clinicians and 
researchers across the disciplines working 
on alcohol and health. We are delighted to 
announce that the Max Glatt lecture will 
be given by Dr Lorenzo Leggio, the joint 
Editor in Chief of Alcohol and Alcoholism, 
who will be joining us from Baltimore, 

Maryland.  Dr Leggio is a physician-
scientist whose illustrious body of work 
has focussed on the treatment and 
consequences of alcohol and substance 
use. We are also hoping to run a session 
at the end of the day focussing on the 
important problem of the lack of alcohol 
treatment services in the UK, which has 
only got worse over recent years. Tickets 
are available now through the MCA 
website, do book as soon as possible to 
take advantage of the early bird offer. 

MCA Competitions

Two competitions are running this year. 
The medical student Essay Prize on the 
theme of stigma has now closed. The 
biennial Health Improvement Prize, open 
to qualified doctors up to consultant 
grade, is closing on the 1st July. Any 
readers of this issue of Alcoholis please do 
pass on the details to relevant audiences, 
all the details are also available on the 
MCA website. All prize winners will be 
invited to attend the MCA Symposium.

In memoriam

We note the passing of two prominent 
colleagues in the Alcohol and Health 
field.  Peter McCann was the founder of 
Castle Craig and previously Clouds. He 
had a personal recovery story and his 
wife and children continue to contribute 
to inpatient recovery for addictions. 
Professor Paul Wallace was an academic 
GP in London and an early researcher 
into the use of screening and brief 
intervention for alcohol in the primary 
care setting, most recently moving on to 
digital approaches. 
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From the Editor
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Dr. Nina MacKenzie, NHS Lanarkshire and University of St Andrews
Dr. David McCartney, Clinical Lead at LEAP, NHS Lothian

Higher-risk alcohol use and problematic drug use are significant issues in Scotland, causing damage to people’s 
lives, families and communities. Tackling the high level of drug-related deaths in Scotland is a priority of the 

Scottish Government, which recently set out a National Mission to reduce drug deaths through improvements to 
treatment, recovery and other support services. Deaths from alcohol have now risen in each of the last 3 years by a 
total of 25%, following a 10% fall in 2019. The 1267 deaths from alcohol in Scotland are the highest number of alcohol-
specific deaths since 2008. The Scottish Government is currently increasing capacity and improving access to 
residential rehabilitation. 

Research in recent decades had highlighted that, although a significant proportion of substance misusers desire 
abstinence, the choice of treatment options is limited as most services are aimed at harm reduction. Research 
conducted by the Scottish Government over the last three years found multiple barriers preventing access to 
abstinence-based residential rehabilitation.  Indeed, most residential rehabilitation episodes were self-funded or 
funded through insurance. The paucity of public funding and a post code lottery meant that in many cases, to access 
rehab you had to be lucky or wealthy.

The Lothians and Edinburgh Abstinence Project (LEAP) was set up in Edinburgh in 2007 with the aim of supporting 
substance-dependent patients to achieve and maintain abstinence-based recovery. The service was initially funded 
as a pilot project for two years. LEAP was founded on NHS principles – free at the point of delivery with access based 
on need and substance dependence treated as any other health condition – without stigma – indeed with respect. 
Having close connections to other NHS and third sector services was an important principle. A significant number 
of staff members recruited had lived experience of addiction and recovery. LEAP is a mixed-gender 12-week, quasi-
residential (treatment and accommodation are on different sites) drug and alcohol rehabilitation programme based 
on a therapeutic community model. Patients are housed offsite in two accommodation units provided by the City of 
Edinburgh Council and the Cyrenians solely for LEAP patients. 

Patients attend a day programme consisting of psychosocial interventions delivered by a team of NHS Lothian 
staff. The team includes medical staff (GPs with special interest and a consultant psychiatrist), a pharmacist, clinical 
psychologist, therapists, registered mental health nurses, an occupational therapist, a peer support coordinator, 
peer support workers and administration support staff. Similar to other residential rehabilitation facilities, the 
programme consists of groups, meetings, duties, teaching and a focus on relationships and social roles within the 
community. 

There are one-to-one sessions with a therapist and group therapy, using a blend of therapeutic techniques, including 
cognitive–behavioural therapy. The community of patients and peer support workers act as agents of change. 
Further additions to the LEAP model include physical and mental health assessment and care, housing and benefits 
support, a comprehensive family programme, education, training and employability provision, a 12 week pre-care 
programme, aftercare for up to 2 years and assertive linkage to mutual aid before and during treatment. All patients 
are local to the Lothian area, which means that new social networks developed during treatment can continue to be 
accessed after treatment is concluded.

On establishment of the service, an outcomes evaluation was planned and conducted. Andrew Rome and colleagues 
(2017) reported 6-month and 1-year outcomes following attendance at LEAP and found significant positive changes 

The impact of rehab on alcohol and other 
drug disorders
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in participants’ physical health and social well-being and a reduction in harmful alcohol and heroin use. MacKenzie 
and colleagues (2023) reported on the 4-year outcomes of the same cohort. 

The study recruited 145 participants (every patient admitted to the facility between April 2008 and March 2009), of 
whom 87 were followed up at 4 years. Ages of the participants ranged from 21-60 years old, and 71.7% were male. 
Participants fell into one of three groups: problem alcohol and drug use (47%); problem alcohol use only (32%); or 
problem drug use only (21%). Of the 99 participants who had problem drug use, 30 were using a single substance and 
69 were using two or more substances. Polydrug use was more common than single drug use. The most common 
substance of use was heroin.

Approximately 55% of the participants completed the rehabilitation programme (‘graduated’). Retention in 
treatment to programme completion was highest for those in the ‘alcohol only’ group, where 65.9% graduated 
(compared with 50% of those reporting ‘drug only’ problem use and 49% of those who reported having problematic 
alcohol and drug use). 

There were 12 deaths within the cohort over the 4-year follow up period, all occurring more than 6 months after 
leaving the rehabilitation programme. 42% were classed as drug-related deaths, alcohol related health complications 
accounted for one-third of the deaths, and 25% of the deaths were secondary to respiratory conditions.

Attending the LEAP abstinence-based rehabilitation programme was associated with positive changes in 
psychological and social well-being and harm reduction from substance use at 4-year follow-up, regardless of 
whether the programme was completed or not. However, completing the full 12-week programme was associated 
with drinking less alcohol and drinking less frequently, and with improvements in work satisfaction score and mental 
health score, in comparison with non-completion. 

Abstinence rates improved from 12% at baseline to 30% at 1 year and 48% at 4 years. This improvement in abstinence 
was most marked in those who graduated the programme, where rates rose from 14.5% to 60.7%. On assessment, 
those who reported being abstinent from all substances at 4 years showed improved physical health and mental 
health. These results add to the growing evidence that positive changes in behaviour after residential rehabilitation 
for substance misuse can be maintained over time.

Because of the design of the study, we can’t say with authority that the changes observed were directly or all due to 
the treatment. However, regardless of whether the results are directly attributable to the treatment programme, 
the outcomes reflect the participants’ recovery progress over 4 years. The discovery that outcomes were better for 
those who completed the residential programme compared with those who did not would support the conclusion 
that at least some of the positive outcomes at 4 years is attributable to the intervention. 

The impact of having a residential rehab that serves a local population can be positive in other ways. The recovery 
community in Lothian has grown significantly as a result, with LEAP graduates being active in a variety of roles 
including in launching and facilitating mutual aid groups and other recovery supports. Visible recovery in 
communities is likely to attract others to treatment and support services and most community services now have 
peers with lived experience working in paid and volunteer roles.

The service has recently been developed. This involved an increase in capacity, improved pathways into rehab and 
augmented aftercare. As a result, referrals have more than doubled from 20 per month to around 50 per month. 
There is a significant demand for residential rehab.

More widely in Scotland there is a focus on improving rehab pathways, creating standards of care, developing 
recovery housing and understanding access, throughputs and outcomes. The Scottish Government is investing 
£100M in residential rehab over 5 years.

 Addiction affects not only the individual, but their families, their communities and, indeed countries. An 



intervention such as residential rehab has the capacity to reduce harms, promote recovery, change life trajectories 
and improve on quality of life for all those affected. Promoting visible recovery challenges stigma and offers hope to 
those suffering from alcohol and other drug dependence. Our findings provide an encouraging view of residential 
rehabilitation programmes. Wherever an individual lives in Scotland, or further afield, they should be able to access 
an array of substance use services, both harm reduction and abstinence focused, at the point of need.

Quotes from LEAP patients:

“LEAP saved three lives when my son went into treatment; they saved my son’s life who had already been on the edge 
of death twice due to substance overdoses. They also saved my wife’s life, and my own”.

“My life now is so different. I don’t wake up thinking about drinking or using now, I have my family back in my life 
who trust me and also want to be around me. I am currently seeking work and am able to plan my life without being 
chained to substances”. 
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This competition is open to all qualified 
doctors in any specialty working in the UK, 
in any non-consultant training grade.  You 
should report a completed audit, clinical 
governance or quality improvement project 
on an alcohol-related health harm topic 
and reflect current best practice guidelines/
evidence.  

The topic can reflect the full range of 
interventions from prevention to detection 
to treatment.

Please submit your entry as one A3 size 
poster in a structured abstract format 
describing a Quality Improvement project. 

Medical Council on Alcohol

2024 Quality 
Improvement Prize 

To apply go to: m-c-a.org.
uk/education and upload 
your A3 poster (in both pdf 
and jpeg formats). 

You will also need to include 
the following: 

•	 Full name

•	 Contact e-mail

•	 Contact telephone 
number

•	 Contact address

All winners shall receive free 
attendance at the MCA 2024 
Annual Symposium.

If appropriate the winning 
entries will be published 
in the MCA newsletter 
Alcoholis and exhibited 
at the MCA Annual 
Symposium.  

Entrants must be current 
qualified trainee doctors 
working in the  
United Kingdom.

Word count: 500-700 words 
(figures and references not 
included in word count). 

If your submission is part of 
a team effort with others, 
please confirm your own 
contribution.

Please inform the MCA if 
you have used ChatGPT or 
similar software for any part 
of your entry.
The winning entrants 
will receive:

1st Prize 	 £750

2nd Prize 	 £500

3rd Prize 	 £300

1 March 2024

1 July 2024

Opening Date:

Closing Date:
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2024 MCA Symposium on Alcohol & Health

Wednesday 27 November 2024 at the RCP, London 
#MCASymp2024

Programme									       
09:00	Registration & Refreshments

09:40	 Welcome

09:50	 Alcohol and Stigma, Prof Danny Hames

10:20	 'What can the alcohol field learn from initiatives for reducing the stigma of mental health?’, 

Prof Claire Henderson

10:50	 Q&A Discussion

11:10	 Refreshments Break and visit Exhibitor Stands

11:30	 MCA Annual General Meeting (AGM) *MCA members only

12:00	 Competition Winners' Presentations

12:05	 Jonathon Chick Tribute

12:20	 ‘Mind the Gut: Developing New Pharmacotherapies for Alcohol Use Disorder’ Max Glatt 

Lecture, Dr Lorenzo Leggio

13:20-14:05	 Lunch and visit Exhibitor Stands

14:05	 Welcome Back - Afternoon session

14:10	 Conversation Cafés, Dr Seonaid Anderson & Dr Hugo Jobst

14:30	 Lived Experience – Alcohol & Stigma, Dr Raj Bhat

14:50	 TBC

15:10	 Q&A Panel and Discussion 

15:35	 Close – Refreshments available

Booking & Pricing Regular Early Bird 
(available until 29 July 2024)

Member £150 £130
Member - Student & Retired £105 £85
Non-Member £225 £205
Non-Member - Student & Retired	 £150 £130

To book visit: www.m-c-a.org.uk/symposia/2024

Signed up delegates will be able to view the entire symposium online after the event. 
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Eileen Brobbin, King’s College London

Transdermal Alcohol Sensors 

A  transdermal alcohol sensor is a device that can be worn on the wrist or ankle to measure alcohol consumption. It 
measures alcohol through sweat vapours off the skin, detected by the sensor in the device strap which is worn 

snugly against the skin.

Around 20 years ago, there were only two brands of transdermal alcohol sensors available: SCRAM and WrisTAS. Of 
these, the SCRAM is still used today in the US, England, and Wales criminal justice systems with alcohol-related 
offenders. The SCRAM can be part of their criminal sentence to prove abstinence. The SCRAM is the only brand 
which is worn on the wrist and is locked onto the offender. 

The WrisTAS was never made publicly available, but other transdermal alcohol sensor brands have been developed in 
the past 5-10 years which use its technology. One of these is the BACtrack Skyn, which is worn on the wrist and looks 
like a health device rather than a house arrest monitor. The technology used in the BACtrack Skyn also has some 
advancements to the WrisTAS in performance and size. Other brands include ION® Wearable by Milo Sensors and 
press releases by Smart Start on the BARE and ORBIS.

While all brands of transdermal alcohol sensors work by measuring alcohol in sweat vapours off the skin, they do this 
in slightly different ways. SCRAM uses an air pump to generate airflow and an electrochemical fuel cell test at 30-min-
ute intervals. The pump means that it must be a reasonable size. The BACtrack Skyn uses a proton exchange mem-
brane and can measure at 20-second intervals. The ION® Wearable has an enzyme-based sensor embedded into a 
replaceable cartridge that must be replaced every other day and reports data at 30-minute intervals. 

They also report on other data, such as skin temperature to detect if the device is being worn. None are completely 
waterproof and must be removed for baths and showers. As the SCRAM is locked onto the wearer and cannot be 
removed, wearers must be careful with how they shower to not let the SCRAM get wet. 

Our use of Transdermal Alcohol Sensors in South London alcohol services

Interest in transdermal alcohol sensors is growing, and their potential uses include more than the criminal justice sys-
tem. They also have the potential to be used in clinical alcohol treatment, alcohol research, hospital settings, family 
court, and general health and alcohol monitoring. However, the only current real-world use of transdermal alcohol 
sensors is SCRAM in the criminal justice system. 

Our work has focused on investigating their use within clinical alcohol treatment, particularly within alcohol services 
in the community attended by alcohol-dependent individuals seeking treatment. 

As part of an NIHR-funded PhD, I conducted two studies within South London and Maudsley (SLaM) alcohol services. 
One included 16 participants wearing the BACtrack Skyn for one week followed by a post-wear survey and interview 
on their experience, and 10 service staff interviews for their view on transdermal alcohol sensor use in treatment. The 
second study included 32 participants wearing the BACtrack Skyn for two weeks, with half being randomised into a 
contingency management group rewarded for low or no drinking. Contingency management is a type of behavioural 
therapy which reinforces positive behaviour with rewards, for example, abstinence from substances could rewarded 
with vouchers or cash. Attendance, service engagement, medication adherence are also behaviours which may be 
reinforced, depending on the intervention and research goals. Literature shows that contingency management has 
high treatment efficacy in substance use disorders (1). 

Transdermal Alcohol Sensor use within 
alcohol treatment
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Findings

The service user interviews allowed us to gain insight into their views after they had the experience of wearing the 
BACtrack Skyn for one week in their environment. This is important, as even if the sensors are shown to be accurate, 
if they are not comfortable or if service users are not interested in them, then this would decrease their practical 
implementation. 

Service users were interested in transdermal alcohol sensors and the potential to be linked to personalised treat-
ment, viewing their data on alcohol consumption and real-time positive feedback. The second key benefit from 
service users was the possibility of transdermal alcohol sensors reducing the need for regular breathalyser tests. 

Findings from service staff interviews were also positive and they were interested in learning more about them. The 
main benefit noted by the staff is the sensor’s ability to monitor alcohol consumption objectively and continuously. 
This is something that has not been able to be done before and addresses some of the limitations of other alcohol 
measurement tools staff currently use, such as drinking diaries and breathalysers, as well as potentially being less 
resource intensive. However the staff did forecast some challenges to transdermal alcohol sensor use in treatment, 
including the frequency of downloading data from the sensor, service users being engaged to use it, service users 
forgetting to wear it or replacing it after a shower, the cost of them and the stigma faced when wearing one. 

While earlier studies had shown SCRAM was able to effectively deliver contingency management for no drinking 
(2–9), there were a few more difficulties when delivering contingency management with the BACtrack Skyn. This is 
due to the way it delivers output. SCRAM delivers an alert when an alcohol event is detected whereas BACtrack 
reports all data but there is currently no standard threshold for an alcohol event. This is why we used data from a 
previous study as our threshold of low drinking. However, we still had to manually check the data each time which 
was time-consuming, burdensome and more susceptible to human error. If delivering contingency management 
with the BACtrack Skyn again, developing an automated process may be beneficial and easier for its use. 

Potential implications for alcohol treatment

Use of transdermal alcohol sensors in clinical settings would allow for objective, continuous monitoring to allow for 
more knowledge of service users’ behaviour patterns and the ability to personalise feedback and treatment. The 
ability to act on this in near-real time could be used to reduce relapses and potentially deliver contingency manage-
ment (2,4,6,7). 

Our findings provided insight into another benefit of Skyn: its ability to act as a drinking deterrent, a signal to ‘stop 
and think’ before drinking. Many of the participants said they were more aware of their alcohol consumption when 
wearing the sensor, even though there was no consequence for alcohol consumption. 

The Skyn could be used for different reasons in various stages of treatment: before detoxification to determine the 
amount of alcohol being consumed and patterns of drinking; during detoxification to ensure no alcohol consump-
tion and to reduce the need for daily breath analysis; post-detoxification to monitor alcohol consumption, to act as 
a deterrent and work towards reduction or abstinence; to provide motivation to maintain abstinence and to 
demonstrate their abstinence to users themselves, clinicians, family and friends. 

However, an aspect that may need more thought is the ethical implication of continuous monitoring. There has 
been an increased interest in continuous health monitoring, with a range of applications (10–13). Being able to 
record health signs 24/7 allows for detailed, in-depth knowledge that can provide a greater understanding of health 
problems and collect and track this health data. However, wearers may be worried about data security and privacy. 
While a common benefit reported by our participants was consistent monitoring, this could also be seen as a 
disadvantage and could seem like an invasion of privacy. If the wearer was involved in a criminal investigation, for 
example driving under the influence, there could be implications of police accessing this data to use as evidence 
within their investigation. 

Also of note, while the focus of our work was on the use of transdermal alcohol sensors in alcohol treatment, many 
of our findings translate to the use of these sensors in alcohol research for collecting continuous alcohol data and/
or delivering contingency management. 
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