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THINK BEFORE YOU DRINK 



A Public Health Perwective 

Introduction 

One of the key objectives of the National Alcohol Awareness Campaign, launched by the 
Minister for Health and Children, Mr. Micheal Martin in February 2001 was to raise 
awareness of alcohol as a public health issue in Ireland. The International Conference, 
Alcohol Policy - A Public Health Perspective, hosted in Dublin Castle on 20th November 
2001, provided the forum for international and national experts, academics, policy makers 
and practitioners, to discuss the most up to date research evidence and its implications for 
effective alcohol policy. 

The main aims of the Conference included: 

• Raising awareness of current international research evidence related to alcohol issues 
and in particular to the findings of the European Comparative Alcohol Study, where 
Ireland was a partner in this EU supported research project. 

• Creating a greater understanding of what constitutes effective alcohol policy. 
• Raising awareness of developments at International level, especially to Ireland's 

commitments as a member of the World Health Organisation European Region and as 
a member of the European Community. 

• Identifying current relevant alcohol issues in Ireland. 
• Harnessing support for a greater commitment to a co-ordinated public health alcohol 

policy. 

Speakers from Denmark, Norway, Scotland, Sweden and Switzerland, in addition to many 
national speakers, spoke on a range of issues, such as: effective alcohol policy, the 
marketing of alcohol to young people, the harm done by alcohol, the policy response from 
different sectors, European Region, colleges, healthcare and health promotion. The need to 
reduce alcohol related harm continues to be the top priority among key alcohol policy 
decision-makers at national, regional and local level. This report presents the papers from 
the conference to ensure that the valuable contributions made are disseminated to a wider 
audience and inform the public discourse currently taking place in Ireland. 
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Alcohol Policy Effectiveness 1 

Robin Room 
Centre for Social Research on Alcohol and Drugs 

Stockholm University 

All governments have de-facto alcohol policies, even if the term is never used. To a 
greater or lesser extent, there will be rules about the purity and form of alcoholic 
beverages, about the conditions of their sale as a commodity, and about how drinkers can 
and cannot behave while drinking. 

Alcohol policies can affect rates of alcohol problems. This effect operates in both 
directions: policies which are oriented to public health and order can reduce rates of 
problems, while policies which are oriented otherwise can increase rates of problems. 
Decisions made by governments at every level --local, regional, national, and suprana
tional - thus have the potential both to reduce and to increase rates of alcohol-related 
problems. 

The target of policies and prevention: drinking, intoxication, or harm from drinking? 

We may think of alcohol policies as having three possible goals (Bruun, 1971; Moore and 
Gerstein, 1981). One possible goal is to affect decisions about drinking at all. A minimum 
purchasing-age law, for instance, is intended to discourage younger teenagers from 
drinking at all. A second possible goal is to affect the manner and circumstances of 
drinking. A policy may aim to discourage drinking in inappropriate circumstances - for 
instance, the school or the workplace, or, to discourage getting intoxicated. If a policy 
could successfully prevent intoxication, many serious alcohol-related problems would be 
prevented. A third possible goal is to insulate the drinker - and those around the drinker 
- from harm. Again, the crucial issue here is often intoxication. Policies can help to 
protect others from the intoxicated person, as well as to protect intoxicated persons 
themselves from harm. 

In a public health perspective, these three goals are .not alternatives to one another. 
Rather, they are in most cases, complementary. The third goal, to reduce the harm when 
drinking or intoxication occurs, will be an appropriate public health goal in all circum
stances. Keeping drinking from becoming hazardous or out of hazardous situations is an 
appropriate goal in most societies concerning all who choose to drink and are of legal 
drinking age. When efforts to prevent hazardous drinking fail, strategies to limit the 
harm from drinking need to kick in. Keeping drinking from happening at all may be an 
appropriate goal for children or teenagers under legal drinking age, as well as for others 
in particular circumstances. But if and when drinking nevertheless occurs, there is a need 
for measures to prevent hazardous drinking, and, as a back-up, measures to insulate the 
hazardous drinking from actual harm. 

1 Prepared for presentation at an international conference. Alcohol Policy: A Public Health 
Ferspeaive. Dublin Castle. ·Dublin. Ireland. 20 November 200 I 
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Strategies of alcollOl prevention 

Simplifying somewhat, there are seven main strategies which have been used by 
governments to minimise alcohol problems (Room, 2000). One strategy is to educate or 
persuade people not to use or are about ways to use so as to limit harm. A second 
strategy, a kind of negative persuasion, is to deter drinking-related behaviour with the 
threat of penalties. A third strategy, operating in the positive direction, is to provide 
alternatives to drinking or to drink-connected activities. A fourth strategy is in one way 
or another to insulate the use from harm. A fifth strategy is to regulate availability of 
alcohol or the conditions of its use. A sixth strategy is to work with social or religious 
movements oriented to reducing alcohol problems. And a seventh strategy is to treat or 
otherwise help people who are in trouble with their drinking. Apart from the help it 
provides to the individual drinker, treatment provision could possibly reduce the overall 
rates of alcohol-related problems in a society. 

Tire research literature Oil the effectiveness of differellt alcohol policies 

There is by now, a very substantial body of literature on the effectiveness of different 
alcohol policies. The literature is uneven in coverage: some policies have been 
intensively studied, while others have received very little research attention. And the 
results, even from the good studies, are not always the same for a given poliCY, 
presumably reflecting variations in the social context and implementation of the policy. 

Despite these limitations, the research literature is sufficient for us to make judgements 
about the degree of effectiveness of a number of alcohol policy measures. I have grouped 
19 different kinds of measures into four degrees of effectiveness: 

• policy measures which are of proven high effectiveness; 
• policy measure's of proven effectiveness, but with a moderately strong effect; 
• policy measures which probably have some effect, but where the research findings 

are still limited; 
• and policy measures where the research literature suggests they are not effective, at 

least in the relatively short run for which effects can best be measured. 

Three of the policy measures of proven high effectiveness have to do with the market 
availability of alcoholic beverages. The research literature strongly supports the 
effectiveness of well-enforced minimum -drinking· ages in holding down harm to 
teenagers. However, most of this literature, it should be mentioned, is from North 
America, where mixing drinking with automobile-oriented teenage cultures creates a 
particularly lethal combination. Enforcement of alcohol control laws, and holding 
servers liable for damages when they serve an already intoxicated patron, is another set 
of policy measures which seem to have high effectiveness. These measures can also be 
seen as a harm reduction strategy. The evidence is also quite strong that higher rates of 
taxes, and thus of prices for alcoholic beverages, are effective in reducing rates of alcohol
related problems. 

The drinking-driving countermeasures evaluation literature identifies three policy 
measures as having high effectiveness:-

LESS IS MORE 5 



6 

Alcohol Poljcy 

• One is reduced' maximum blood-alcohol levels for driving. A study from Sweden, 
where the BAL has been reduced to 0.2 per mille (.02%), shows that there was a 
measurable reduction in traffic accidents even when the reduction was from the 
already low rate of 0.5 per mille to 0.2 per mille. 

• A second measure, well evaluated particularly in Australia, is the institution, on a 
regular basis, of Random Breath Testing (RBT) traffic check-points. 

• And a third measure of proven effect, at least in jurisdictions where decisions on 
drinking-driving arrests can be delayed in the courts, is immediate administrative 
license suspensions, which greatly strengthen the celerity dimension in the general 
deterrence of drinking-dri ving. 

There is a substantial body of literature which· on balance, finds three other availability 
measures effective:-
• One of these is limiting the hours and days of sale of alcoholic beverages. 
• A second measure is running retail outlets for alcoholic beverages as a government 

responsibility. 
• And a third effective measure, inconceivable as it may be in our era of consumer 

sovereignty, is rationing the availability of alcoholic beverages, which targets in 
particular the heavier drinkers who are most at risk of alcohol problems. 

A fourth drinking-driving measure for which the evidence of effectiveness is now 
accumulating is to restrict the driver's license of novice drivers, including requiring no 
drinking before driving for young drivers. 

Then there are a set of four alcohol policy measures for which the research evidence is 
still limited, but which probably have some effect:-
• These include another availability measure with a harm reduction orientation, 

server training and tavern management policies. 
• Limiting the number and concentration of sales outlets also seems to have an effect, 

at least in some circumstances. 

Outright bans on alcohol advertising also seem likely to have some effect, as can well
considered community mobilisation approaches. 

Lastly, let·us turn to the alcohol policy measures for which there is considerable evidence 
of non-effectiveness:-
• Alcohol education in schools has probably the best-developed evaluation literature 

in the alcohol problems prevention field with the overall result that this measure 
has little or no measurable effect on drinking behaviour and problems (Paglia and 
Room, 1999). 

For the other measures listed, the evidence is not so strong. But the general finding is 
that for such measures as voluntary codes of bar practice, providing alcohol-free 
activities as an alternative to drinking, regulating the content of alcohol advertising, and 
putting warning labels on alcoholic beverage containers, there is little evidence of any 
effect on drinking behaviour and problems. 
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Tlte effectivelless vs. tlte political poplllarihJ of tlte strategies 

While the whole range of strategies may be seen as an appropriate part of public health
oriented alcohol policies, they are not all equally effective. The list of the most effective 
approaches, in terms of demonstrated effects on rates of alcohol problems in the 
population as a whole, are alcohol control measures such as taxes and regulating 
availability, some harm reduction approaches that insulate use from harm, and 
deterrence, particularly in the context of drinking-driving. 

On the other hand, the approaches which are most popular with the general public and 
with politicians in many countries, tend to be education, particularly education of school 
children; providing alternatives to drinking; and providing treatment. Deterrence for 
drinking-driving also has some popularity. This presents a real conundrum: what is most 
effective generally is not what is politically popular. 

Why is there such a lack of correspondence between what is popular and what is effective? 
One simple answer, of course, is that effective strategies are opposed because they will hurt 
economic interests. The alcoholic beverage industry has learned that it can live quite 
comfortably with school education. Some educational messages, indeed, may even help its 
interests. "Drinking is an activity for grown-ups, so don't do it until you are an adult", for 
instance, cements in the symbolic meaning of drinking as a claim for adult status. But the 
lack of correspondence reflects other factors as well. Strategies which are effective but 
unused are often unused because they conflict with competing values and ideologies in the 
society or in the spirit of the times. 

COl/trollillg the cOllditiolls of sale 

The remainder of this presentation will focus on one particular set of alcohol policy 
measures: controls on the conditions of sale of alcohol, including alcohol taxes, limits of the 
time and place of sale, and restraints on the seller. These controls generally affect the 
availability of alcohol, but also include strategies to separate the drinking from harm. 

Wlzo is affected how milch by alcoltol cOlltrols? 

One can still find uninformed statements that heavy drinkers will not be affected by alcohol 
controls - "they will find a way to get their alcohol anyway, and it is only lighter drinkers 
who will be affected". But in reality, it is often the opposite which happens - that heavy 
drinkers will be disproportionately affected by alcohol control measures. This can be 
illustrated by what happened in four big alcohol policy changes in European countries 
during the last century. We take as our indicator of the effects of the policy changes on 
heavy drinkers what happened to the number of cases of Delirium Tremens (DTs), or to 
deaths from alcohol-specific causes, in the year after the policy change. We compare the 
size of these changes among heavy drinkers with the overall change in the total alcohol 
consumption of the population (see Table 1). 

The first case is the huge increase in spirits taxes, accompanied by some increase in beer 
taxes, in Denmark in 1917: Alcohol consumption overall fell by 76%, but the rate of DTs fell 
by 93% and the rate of chronic alcoholism deaths by 83% (Bruun et aI., 1975). 
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The second case is the abolition of the individualised alcohol ration-book system in 
Sweden in 1955. Alcohol consumption rose by 25% in the following year, but cases of DTs 
increased by 438% (Norstrom, 1987). 

• 
The third case is when Finland greatly increased the availability of alcohol in 1969 by 
allowing beer to be sold in grocery stores. While alcohol consumption went up by 46%, 
deaths from alcohol-related causes went up by 58% (Makela et aI., forthcoming). 

Table 1: 
Different effects of dramatic alcohol policy changes on problematic drinkers 

Country date, Change in total Change in alcohol problem indicators 
policy change consumption 

in next year Indicator 

Denmark 1917 Cases of DTs (delirium Tremens) 

Huge· increase in 
-76% spirits.taxes, some in 

beer'taxes Chronic alcoholism deaths 

Sweden 1955 Cases of DTs 

Abolition of Motbol< 
25% (alcohol rationing) 

Finland 1969 Deaths from alcohol-specific causes 

Beer into grocery 
46% stores 

Russia 1985 -88 Deaths from alcohol-specific causes 

Less availability i~ 
-34% anti-alcohol campaign 

'Comparison 1987 vs. 1984. Change in total consumption includes 
estimated change in unrecorded consumption. 

Sources: Denmark: Bruun et aI., 1975 
Sweden: Norstrom, 1987 
Finland: Makela et aI., forthcoming 
Russia: Shkolnikov & Nemtsov, 1997; Leon et aI., 1997 

Change in next 
year 

-93% 

-83% 

438% 

58% 

-54%* 

The fourth case is the anti-alcohol campaign in the Soviet Union in 1985-1988. Alcohol 
consumption in Russia in 1987, including unrecorded consumption, was estimated to be 
down 34% from 1984. But deaths from alcohol-specific causes were down by 54% 
(Shkolnikov & Nemtsov, 1997; Leon et al., 1997). Although in political terms, the 
campaign was a failure, in public health terms, it had substantial positive effects for as 
long as it lasted. 

These four cases are of especially dramatic changes in alcohol controls. But it is clear from 
careful studies of more limited changes that here, too, it is often drinkers who are most 

THINK BEFORE YOU DRINK 



at risk of harming themselves or others, who are affected by changes in alcohol taxes, in 
the number of alcohol sales outlets, or in days or hours of sale. Often, even where there 
is no change in the overall level of consumption, there will be changes in such indicators 
as rates of domestic violence or of injuries treated in emergency hospitals (Makela et aI., 
forthcoming). 

It is unlikely that any European society will soon repeat the package of anti-alcohol 
initiatives taken in the former Soviet Union in the mid-1980s. The package, imposed as 
a last impulse of the command economy, rapidly became extremely unpopular, and was 
abandoned by 1988. But even unpopular measures can teach us something about the 
operation of alcohol policy measures. The lesson is that the drinking patterns of very 
heavy drinkers are not immune to alcohol control measures; such measures, in fact, often 
strongly affect heavy and hazardous drinkers in particular. 

Effects of controlling pllblic drinking envirollments 

While countries vary in how much of drinking is in public places like taverns or 
restaurants, commonly such public drinking places are the venue of much drinking by 
young persons (particularly those above the minimum drinking age). A common finding 
in general-population surveys, also, is that heavy drinkers are disproportionately 
represented among the patrons of public drinking places (Clark, 1985). Public drinking 
places, induding particularly those frequented by young drinkers, are also a common 
source of trouble and disturbance in their neighborhoods (Hauritz et aI., 1998). 

Reflecting these factors, and also that in many countries those selling alcoholic beverages 
by the drink are licensed by the government, and thus can be made to take some respon
sibility for what happens on their premises, there is now a growing body of literature on 
experiments in controlling the public drinking environment as a way of reducing alcohol-· 
related problem (Graham, 2000). In Graham's words, from the results in the literature "it 
seems likely that the greatest effects will be achieved by combining training of bar staff, 
education of patrons, development of lower-risk policies [in the drinking place], and 
enforcement of regulations aimed at decreasing risks related to drinking in licensed 
premises". 

COllclllsions 

The main goal of alcohol policies should be to reduce levels of alcohol-related harm, both 
to the drinker and to others. The means to this end may be preventing drinking 
altogether, or limiting or shaping it, or buffering the drinking from harm. The policies 
need to be based on the basis of an assessment of the dimensions of alcohol-related harm 
in the target population (taking into account delayed harm), and their effectiveness 
should be measured and monitored in terms of changes in rates of alcohol-related harm. 

Within the broader spectrum of alcohol policies, regulatory approaches to the alcohol 
market have shown considerable success in limiting and shaping potentially harmful 
drinking. Regulatory authorities can efficiently enforce the rules as a condition of 
licences to sell alcohol. Regulations can also shape public drinking environments, and 
the drinking within them, so as to minimise rates of alcohol-related problems. The 
success of such regulatory approaches depends on active enforcement, with licensees 
held to account for their actions in selling alcoholic beverages and providing public 

--
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drinking places, and with a popular consensus supporting regulation and enforcement. 
Maintaining this consensus may require continuing efforts at public persuasion. 

Saltz et a!. (1995) note that policy and other environ~ental approaches to prevention 
enjoy some natural advantages. Such approaches are not dependent on persuading 
individual drinkers; and their effects may not decay over time. Moreover, the approaches 
work directly and indirectly by reflecting social norms and reflecting what is and is not 
acceptable. The positive impact of such policies on alcohol consumption as well as 
subsequent harm is supported by consistent scientific evidence (Edwards et a!., ]994). 

Along with efforts to reduce drinking, there is a substantial need for well-evaluated trials 
of approaches which acknowledge the realities of drinking and intoxication in the society, 
and either attempt to shape the use so as to minimise the risk of harm, or attempt to 
shape the social and physical environment of use to insulate the use from harm. There 
will often be a need for an accompanying campaign to explain the rationale for these 
initiatives. 

The lesson of the research literature on the effects of alcohol policy measures is that 
governments and other social actors can take measures which substantially reduce the 
rates of alcohol problems in their society. Conversely, there is also ample opportunity to 
take actions which sound good, but which the research literature suggests have little or 
no effect. While much research remains to be done, we already know quite a lot about 
the strategies and measures which are needed to have an effective alcohol policy. 
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European Comparative Alcohol Study 

1. ECAS - AIM AND SCOPE 

Hilkan ·Leifman 
SoRAD, 

Stockholm University 

The European Comparative Alcohol Study (ECAS) was granted funding by the European 
Commission, DC V IF in August 1998, and was completed in the summer of 2000. In 
broad terms the ECAS project concerns drinking habits (consumption levels and drinking 
patterns), alcohol-related harm, and alcohol policies, within a comparative and 
longitudinal approach. The focus is on the time period 1950-1995 in the member states of 
the European Union as of 1998. However, Luxembourg was not included for method
ological reasons, while Norway has been added to the set of study countries to broaden 
the representation of Northern Europe (for a detailed project presentation, see Norstrom, 
1999). 

The project was carried out by researchers situated in Helsinki, Stockholm and Oslo. In 
addition, the project had a support staff at the Swedish Institute for Public Health, and 
collaborating partners from each of the study countries. There was a certain division of 
labour, so that the Finnish researchers addressed topics related to alcohol policies, 
drinking patterns, and demand analyses. Issues related to consumption trends and 
alcohol-related harm were treated by the Norwegian and Swedish researchers. Thor 
Norstrom was Project Director, and Jussi Simpura, Deputy Project Director. Research 
studies in different areas covered by the ECAS have given rise to several publications 
(e.g. Norstrom, 2001a; Simpura, 2001). The main report was finished in the summer of 
2001 (Norstrom, 2001b). 

This report addresses these interrelated but yet distinct areas covered by the ECAS 
project: 

1 Consumption volumes and drinking patterns. Both trends and cross-sectional differences 
will be described; 

2 Alcohol-related problems (the relationship between changes in per capita alcohol 
consumption and changes in mortality, self perceived alcohol-related problems); 

3 Alcohol control policies, with special focus on changes over time in the study countries. 

CONSUMPTION AND DRINKING PATTERNS 1 

For all the different dimensions of drinking habits covered in this text, the presentation 
will begin with overall, national estimates and then continue to present age and gender 
specific results, if available. As regards estimates of per capita alcohol consumption, the 
data is based on the recorded alcohol consumption (sales statistics) for each of the 
countries studied. These aggregate data, however, do not permit any detailed analyses of 

. national differences in drinking patterns, nor is it possible to break down these data in 
sub-populations, for example, by gender and age. 

1 This chapter is mainly based on the following ECAS reports: Hemstrom, et al., 2001; Leifman 2001abs, 
Karlsson & Simpura 2001, Simpura & Karlsson, 2001 Simpura, et al., 2001. 
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In addition, one important result from a review of existing survey data on adult 
populations, was the lack of comparable data on drinking habits over time, which made 
it impossible to present any detailed systematic all-European long-term trends of 
drinking patterns from the 15 countries. Most survey data have been collected during the 
past 20 years and most of them in the Nordic countries and The Netherlands (see 
Simpura & Karlsson, 2001). 

Given the scarcity of such data, the ECAS project conducted a special survey in six 
Member States in spring 2000, with 1,000 completed interviews in each country (see 
Leifman, 2001a). The survey was conducted in countries representing groups with 
different drinking cultures. The traditional wine-drinking countries were represented by 
France and Italy, the beer-drinking countries in Central Europe, Ireland, the UK and 
Germany, and the former spirits-drinking countries - but now beer-drinking countries, by 
Finland and Sweden. 

To facilitate comparisons between different regions, the 15 ECAS countries were in some 
analyses grouped into three categories: former spirits - but now beer drinking countries, 
the beer drinking countries, and the wine drinking countries. The former spirits drinking 
countries (also named the low consumption countries) were the three countries in 
Northern Europe, namely Finland, Norway and Sweden. The beer drinking countries 
(also named the medium consumption countries) included Austria, Belgium, Denmark, 
Germany, Ireland, the Netherlands, and the UK. Finally the wine drinking countries (also 
named the high consumption countries) comprised the five Mediterranean countries: 
France, Greece, Italy, Portugal and Spain. This division of countries was not the only 
conceivable one, and attention should always be paid to variations within country 
groups. However, the countries within these groups were fairly similar, not only in 
postwar consumption levels (Norstrom, 2001a) and beverage preferences (Karlsson & 
Simpura, 2001; Leifman, 2001b, see also below), but also in alcohol policy regimes 
(Karlsson & Osterberg, 2001), and alcohol prices (Trolldal, 2000). Moreover, although 
comprehensive comparisons regarding drinking patterns are scarce, available data 
suggest similarities in binge drinking within these groups of countries (Rossow, 2001). 

2.1. Volume of drinking: total (mean) alcohol consumption 

The recorded consumption data show strong evidence of increased convergence in 
beverage preferences between the study countries during the study period 1950 to 1995, 
measured as the proportion for each alcoholic beverage to total consumption. This means 
that the countries' traditional alcoholic beverage, i.e. wine in the Mediterranean 
countries, beer in Central Europe, Ireland and the UK, and spirits in Finland, Norway 
and Sweden, has been losing ground at the expense of other alcoholic beverages. 

Also the country differences in consumption levels (Iitres 100% alcohol per inhabitants 
aged 15 and over [per capita, 15+]) have diminished over the years. In the period 1950 to 
the mid 1970s, the convergence was the result of strong consumption growth in the low 
consumption countries in Central and Northern Europe, whereas the levels in the high 
consumption Mediterranean countries remained more stable or, as for France, declined. 
From mid 1970s and onwards, the converging process has slowed down, only sustained 
by a drastic reduction of consumption (wine) in the Mediterranean countries (see Figure 
1). The Mediterranean wine-drinking countries' consumption has approached the other 
countries' per capita consumption. The average difference between the beer countries 
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(Central European countries, Ireland and the UK) and the wine-drinking 
(Mediterranean) countries in per capita consumption in the mid 1990s, amounts to no 
more than a few decilitres of pure alcohol. 

The decreasing differences in alcohol consu·mption, especially between the wine and 
beer-drinking countries, is also reflected in alcohol-related mortality. Especially relevant 
here are the trends in the number of liver cirrhosis deaths because differences in cirrhosis 
rates are indicative of differences in the prevalence of chronic abuse or heavy drinking. 
The cirrhosis trends shown in Figure 2 suggest that not only the differences in per capita 
alcohol consumption have been reduced over time between the wine-drinking countries 
and the remaining countries, especially the beer-drinking countries, but also the 
differences in the prevalence of chronic heavy drinking. 

The method used in the ECAS to estimate the trend in consumption of unrecorded 
alcohol gave no indication of an increased consumption of unrecorded alcohol in the 
Mediterranean countries. On the contrary, the results could indicate a slight decrease in 
those countries. In the Northern European countries, however, unrecorded alcohol 
consumption has increased, from about 1 litre in the 1980s to 2.litres per capita (15+) in 
the second half of the 1990s. There were also signs of increased unrecorded alcohol in the 
UK too, starting from the mid 1980s. In the remaining countries in Central Europe, the 
changes in unrecorded alcohol appeared to be modest over time. 

After adjusting the recorded consumption figures for differences in unrecorded 
consumption, the differences in total alcohol consumption between the countries became 
somewhat reduced. However, despite differences in unrecorded alcohol, the relative 
position between the countries in their total consumption remains to a large extent 
unaffected, both in the 1980s and in the 1990s (see Leifman, 2001c). 

Figure 1. Consumption trends for three groups of countries, per capita, 15+. Based on 
recorded consumption figures for each country. 
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Figure 2. Age standardised liver cirrhosis mortality rates (underlying cause of death) 
for three groups of countries, per capita, 15+. 
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Age differences 

An ECAS study by Ramstedt (1999) showed that there has been a decrease in cirrhosis 
mortality in most age groups in those countries with a declining cirrhosis mortality rate. 
This implies that the large decrease in consumption in Southern Europe is the result of 
reduced consumption in most age groups_ 

According to the review of survey data conducted over the years in the ECAS countries, 
the heaviest drinking groups are most typically males in their thirties and forties 
(Simpura & Karlsson, 2001). However, the age distribution differ between, on the one 
hand the Northern European countries, the UK, and Ireland (SLAN, 1999) and on the 
other hand, the Central and Southern European countries. According to the ECAS survey, 
young adults report the highest consumption in Sweden and the UK in particular, but 
also in Finland (see Table 1). Earlier studies conducted in the 1990s in Sweden and the UK 
confirm this age pattern (see Leifman, 2001a; Statistical bulletin, 1999)_ Norwegian data 
show a similar age pattern as the Swedish (NOU, 1995)_ Table 1 also shows that in France, 

. Italy and Germany, the consumption increases from the youngest group to the middle 
age group, except for women in Germany and that the oldest age group (50-64 years) 
(except Women in Germany) also shows a higher mean consumption than the youngest 
age group (18-29 years). Other studies from Central and Southern Europe - from France 
(in SFSP, 1998), Austria (Uhl & Springer, 1996) and Germany (Kraus & Bauernfeind, 1998) 
show rather similar age distributions in consumption. The review of existing survey data 
in the ECAS countries, showed that in no country do adolescents below 20 years of age 
drink more than their elders_ 
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Table 1. Self-reported alcohol consumption (Iitres 100% alcohol/year) in the six ECAS 
survey countries year 2000 

Men Women 
Study Mean Index Mean Index RatiO 

countries Age-groups consumption Total = 100 consumption Total == 100 men/women 
- - - - --- --- ----- ---- ----

Finland 18-29 8.2 117 2.9 121 2.8 
30-49 6.2 89 2.2 92 2.8 
50-64 6.8 97 2.4 100 2.8 
Total 7.0 100 2.4 100 2.9 

France 18-29 6.1 81 1.8 82 3.4 
30-49 8.0 107 2.4 109 3.3 
50-64 8.6 115 2.4 109 3.6 
Total 7.5 100 2.2 100 3.4 

Germany 18-29 4.3 81 3.2 133 

_iL 30-49 6.1 115 2.2 92 2.8 
50-64 5.2 98 2.1 88 2.5 
Total 5.3 100 2.4 100 2.2 

Italy 18-29 6.4 90 2.5 71 2.6 
30-49 7.0 99 3.8 109 1.8 
50-64 7.7 108 3.8 109 2.0 
Total 7.1 100 3.5 100 2.0 

-------.-

Sweden 18-29 7.5 142 1.9 112 3.9-1 
30A9 4.7 89 1.6 94 2.9 I 
50-64 3.8 72 1.6 94 2.4 
Total 5.3 100 1.7 100 3.1 

UK 18-29 16.0 122 7.9 155 2.0 
30-49 I 1.1 85 5.0 98 2.2 
50-64 13.2 101 3.1 61 4.3 
Total - 13.1 100 5: I 100 2.6 

Gender differences 

A studyof drinking patterns of women in nine countries in the 1990s,.as compared with 
men (Bloomfield et aI., 1999; see also Ahlstrom et aI., 2001) showed that women's share 
of aggregate alcohol consumption varied roughly between 25 and 35 percent. Roughly 
similar shares have been reported from several earlier studies (Simpura & Karlsson, 
2001). Table 1 also shows that for the six countries included in the ECAS survey, men 
consume more alcohol than women in all age groups. For the whole age group 18-64 
years, men consume at least twice as much alcohol as women. 
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Except for the Nordic countries, the Netherlands and the UK, there is fairly little 
information on the possible trends in women's share of the consumption over time. The 
decline of temperance among women in the former spirits countries in Northern Europe 
led to a significant increase of women's share in the 1960s and 1970s. In the Netherlands, 
a similar turn occurred a bit earlier. Due to lack of data from the remaining countries, it 
is difficult to say whether an increase of women's drinking can have been an all
European phenomenon in the post-war years (Simpura & Karlsson, 2001). 

2.2. How often one drinks alcoholic beverages: the frequency of drinking 

Several studies have shown that regular or daily drinking is the lowest in the former 
spirits-drinking countries and the highest in the wine-drinking countries (e.g. Hanhinen, 
1995; Hupkens et aI., 1993; Leifman, 2001a). A comparison of survey data for 1988/90 and 
2000 suggests that the frequencies of drinking have converged somewhat between the EU 
countries (Table 2). 

According to the ECAS survey data for 2000, the frequency of drinking increases with age 
in France and Italy in particular, but also in Germany, and most likely in Sweden and 
among Finnish men (Figures 3-4). This seems not to be the case in the UK, where the 
results suggest that the youngest drink as often or even more often than their elders. 

Table 2. Frequency of drinking (drinking situations1) according to surveys in 1988 and 
2000 

Men Women 
19882 20003 19882 20003 

Frequency Index Frequency Index Frequency Index Frequency Index 
{situation! 100= {situation! 100= {situation! 100= (situation! 100= 

week) Total week) Total week) Total week) Total 

Finland4 1.4 33 2.3 68 0.9 38 1.3 65 
France 6.5 155 4.1 121 3.6 150 2.2 110 
Germany 5.0 119 2.9 85 2.8 117 1.7 85 
Italy 6.5 155 5.1 150 4.1 171 3.4 170 
SwedenS 1.8 43 2.16 62 0.8 33 1.06 50 
UK 4.1 98 3.9 115 2.5 104 2.4 120 
Total 4.2 100 3.4 100 2.4 100 2.0 100 

Sum of frequencies of beer, wine and spirits for each respondent. 
2 1988 survey, see Hupkens et aI., 1993 
3 The ECAS survey conducted in Spring 2000, according to the frequencies in the QF-scale. 
~ Finland: mean of 1984 and 1992 (calculated from Simpura, et aI., 1993). 
5 Survey conducted in Spring 1990 by SIFO with face-to-face interviews with a random 

sample of 1111 subjects in the ages 16-75. (ages 18-64; N=1035). 
(, Including so called ordinary strength beer (2.8-3.5% alcohol by volume) 
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Figure 3. Three "'easllres of drillkillg freqllellcies. Mell ill t"ree grOllpS. Weekly ",eall vailles 
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Figure 4. Three measures of drinking frequencies. Women in three groups. Weekly mean values 
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2.3. Drinking volume per drinking occasion 

The quantity of alcohol consumed per drinking occasion differs between the EU 
countries. However, the ECAS survey finds the highest quantities in Northern Europe 
and the lowest in Southern Europe (Table 3). For both men and women, at all ages, the 
highest consumption per drinking occasion is found in the UK, Sweden. and Finland. 

Shifting the focus to age differences, the table shows that, in all countries, the youngest 
show the highest quantity of spirits consumption per drinking occasion and, in all 
countries but Germany, the highest beer consumption per drinking occasion. Wine 
consumption is more evenly distributed across age groups, but generally somewhat 
higher in the middle age group. The largest percentage difference between the youngest 
(18-29) and their elders is found in Finland, Sweden and the UK. 

2.4. How often one drinks large quantities at one and the same occasion: drinking to 
intoxication (binge drinking) 

The ECAS review of surveys on drinking patterns showed that there are no comparative 
European data available on the trends in the prevalence of binge drinking, information 
which is of crucial importance when conSidering the links between alcohol consumption, 
drinking patterns and alcohol-related harm, The few existing national studies available 
suggest however, that qualitative features like binge drinking are not prone to change 
quickly (see Simpura & Karlsson, 2001). The ECAS survey shed some light on differences 
today between the six EU countries. In line with the findings regarding average quantity 
per drinking occasion, also the number of heavy drinking occasions, and especially the 
proportion of heavy drinking occasions to all drinking occasions, show a north-south 
gradient, with the highest frequency in the north and the lowest in the south (Table 4), As 
shown in Table 4, the north"south gradient is visible both for men and women. 

Further analyses, not presented in the table, showed that the number of heavy drinking 
occasions differ substantially between men and women and different age groups, 
Generally, men report approximately 3 to 4 times more heavy drinking occasions than 
women. In addition, analyses showed that in all countries, except Italy, the youngest 
reported a higher. frequency of intoxication than the older two groups and in all countries 
the young contribute to a large proportion of the total compared to the me'an alcohol 
consumption (data not shown), 
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Table 3. Drinking volume (cllOO%) per drinking occasion for each alcoholic beverage 

Finland France Germany Italy Sweden UK 

Men: 
- ~-- - - - - --- --~- ---- - -

I Beer: 
, 

18-29 9.0 3.1 3.0 2.0 9.7 8.9 
30-49 4.8 2.4 3.3 1.9 6.4 6.1 
50-64 3.7 1.5 2.8 1.2 2.5 5.4 

l Total 5.9 2.4 3.1 1.7 6.3 6,7 
-- -- --- --

Wine: 
18-29 2.9 2.4 3.0 2.1 3.3 3.7 
30-49 3.6 3.1 3.2 2.4 3.5 3.9 
50-64 3.6 2.9 2.5 2.5 2.9 3.6 
Total 3.4 2.8 3.0 2.3 3.3 3.8 

Spirits: 
18-29 7.4 3.4 3.3 1.9 6.9 4.0 
30-49 7.0 2.2 2.5 1.1 4.1 2.4 
50-64 6.7 1.3 1.7 1.0 3.1 2.6 
Total 7.1 2.4 2.5 1.3 4.7 2.9 

------ - --- - ---

Women: 

i 
- ---- - - - - ~------- --- -- --- ---, 

Beer: 
, 

, I , 
18-29 

I 
4.5 1.2 1.9 1.2 4.5 3.4 

30-49 2.2 0.6 1.6 1.2 2.2 1.9 
50-64 1.5 0.5 1.1 0.8 1.1 1.1 

I 
Total 2.0 0.8 1.5 1.1 2.5 2.0 
------- -

Wine: 
18-29 3.4 1.5 2.8 1.5 3.9 3.8 
30-49 3.3 1.8 2.5 1.9 3.2 3.8 
50-64 2.8 1.5 2.2 1.6 3.0 3.0 
Total 3.2 1.6 2.5 1.7 3.3 3.6 

-- --r 

I Spirits: 
I 18-29 2.7 1.1 2.0 1.1 2.4 3.8 
I 

30-49 2.4 0.9 1.2 1.3 1.8 2.2 

l~~~~_ 
2.5 0.4 1.1 0.9 1.4 1.4 
2.5 0.8 1.4 1.1 1.9 2.3 

--- - -----
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Table 4. Proportion (%) of binge drinking to the total number of drinking occasions 

I 

Men: 
Finland 
France 
Germany 
Italy 
Sweden 

'bK 

Women: 
Finland 
France 
Germany 
Italy 
Sweden 
UK 

29 
9 
14 
13 
33 
40 

17 
5 
7 
II 
18 
22 

[lBased on the alcohol beverage most frequently drank for each respondent. 
. ~~_ ------.J 

Age differences in heavy drinking (intoxication) 

There is a growing concern about adolescent drinking in many countries. One reason for 
this concern is reports of increased drinking to intoxication and binge drinking in young 
people across Europe. This drinking pattern is now also reported in countries in which 
drunkenness has not been a central part of their traditional drinking pattern, e.g. the 
Mediterranean countries. A compilation oEmost of the existing reports on young people 
in the EU countries (presented in the Swedish Presidency report (2001) reviewed the state 
of the art in the different areas and emphasised in the draft council conclusions on a 
community strategy to reduce alcohol-related harm) showed that there are indications of 
increased intoxication-oriented drinking among young people in most EU countries 
during the 1990s, or t:9 be p.recise in 10 of the 14 countries. investigated. In one country, 
Italy, drunkenness decreased, in another (Portugal) it was stable and in two others, 
Germany and Spain, no data was available on young peoples' drunkenness. InSpain the 
proportion drinking alcohol among 14-18 year-olds remained stable between 1994 and 
1996 and in Germany the proportion of 12-25 year-olds drinking alcohol was reduced in 
the 1990s. It should be stressed also that the frequency of intoxication-oriented drinking 
does not follow the same age distribution as mean alcohol consumption. In all countries, 
except Italy, the youngest reported a higher frequency of intoxication and in all countries 
the young contribute to a large proportion of the total compared to the mean alcohol· 
consumption. 
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Where do people drink: the context of drinking 

Drinking is more concentrated in the weekends in Central Europe and especially 
Northern Europe than in the Mediterranean countries. However, all countries have been 
influenced by the introduction of a five-day weekly working schedule (Simpura & 
Karlsson, 2001). Figure 5 shows how common it is to drink in different contexts: at 
lunchtime, at dinner (afternoon/ evening meal), at a bar / restaurant and at home but not 
in connection with any meal, in the six EU countries. Drinking alcoholic beverages at 
lunch is most common in France and Italy and least common in Finland and Sweden. 
Drinking at restaurants/bars and at home but not in connection with meals is the most 
common in the UK. Drinking at restaurants/bars is least common in Finland and 
Sweden, whereas drinking at home, but not in connection with meals, is least common in 
Southern Europe. 

Table 5 shows the relative distribution between these four types of drinking contexts 
within each country. The table clearly visualises the differences between the two 
Southern European countries and the remaining four. In France and italy, the drinking 
occasions in connection with lunch and dinner comprise about 80% of all drinking 
occasions; the corresponding figure for Germany, Sweden and the UK is 50%, and for 
Finland 35%. Finland shows by far the highest proportion of drinking occasions at home 
but not in connection with a meal. These country differences hold true for both men and 
women. 

• Table 5. Distribution of context of drinking (%) 

Countries Lunch Afternoon! Restaurant! Home but not Sum 
evening meal bar in connection 

with meals 

France: Men 31 40 17 13 101 
Women 37 46 II 5 99 

Italy: Men 40 44 12 5 101 
Women 46 44 7 3 100 

Germany: Men 12 40 18 29 99 
Women 7 44 22 26 99 

UK: Men 10 36 27 28 101 
Women 5 45 22 28 100 

Finland: Men 14 IS 26 46 101 
Women IS 23 20 42 100 

Sweden: Men 9 41 20 31 101 
Women 5 60 16 18 99 
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Figure 5 Drinkillg occasiolls at different contexts dllrillg 7 days ill 6 
COl/II tries by age 
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Age and gender differences 

As can be seen in Figure 5, drinking in connection with meals (lunch and dinner) is more 
common at higher ages in most of the six countries, whereas the reverse age pattern is 
true for drinking in restaurants/bars. Drinking at home but not in connection with meals 
has different age profiles in the various countries. By and large, men report higher 
frequencies than do women, in all six countries in all four contexts. The distribution 
among the four drinking contexts, however, showed some differences between men and 
women (Table 6). It appears as if lunch and especially dinner drinking occasions 
contribute to a larger proportion of all drinking occasions for women than for men in 
most countries, whereas the opposite may hold true for drinking occasions at 
restaurant/bars and/or at home but not in connection with meals. However, these 
differences are not very dramatic. 

3. ALCOHOL-RELATED PROBLEMS2 

The consumption of alcoholic beverages is estimated to be responsible for some 10% of 
the total disease burdlCn (Disability Adjusted Life Years: DALY) and some 5% of total 
years of life lost (YLL) in the Established Market Economies (i.e. Western societies and 
Japan). Although associated with a substantial degree of uncertainty, cost analyses of 
alcohol consumption have clearly shown that the direct costs of alcohol consumption 
(value of goods and services delivered to the harmful consequences of alcohol 
consumption) fall short of the indirect costs. That is, the values of personal productive 
services that are not performed due to the negative consequences of drinking (Gutjahr & 
Gmel, 2001). In Western societies, the social costs of alcohol consumption have been 
estimated to amount to between 1-3% of the GOP. In monetary terms, the costs of alcohol 
consumption in EU in 1998 have been estimated at between US$ 64,939 and US$ 194 817 
million. About 70% of these costs are estimated to be indirect costs (Gutjahr & Gmel, 
2001). 

This chapter reports on ECAS studies of the effects of alcohol consumption on mortality 
at the population level, and self-reported alcohol-related problems measured in the six 
countries included in the ECAS survey. 

3.1 Mortality and population drinking 

Most of the literature on alcohol and mortality is concerned with the individual level 
relationship. The ECAS, however, addressed instead the population (aggregate) level. 
Rather than asking, "to what extent does alcohol affect the individual's mortality risk?" 
the question was "to what extent do changes in overall alcohol consumption in society 
have an effect on mortality rates?" It was argued that this kind of analyses, i.e., based on 
aggregate time series data, is the most feasible approach for addressing questions that 
concern the overall public health consequences of changes in population drinking 
(Norstrom & Skog, 2001). Alcohol-related mortality is the only indicator that meets 
reasonable standards of comparability, although these are far from unproblematic. 

2 This chapter is mainly based on the following ECAS reports: Norstr m (ed.). 200 I Norstr m. et al.. 200 I Ramstedt. 

2001 
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The following forms of mortality were considered during the post-war period In the 
study countries (EU countries except Luxembourg but including Norway): 

• liver cirrhosis mortality; 
• explicitly alcohol-related mortality (alcoholism, alcohol psychosis, alcohol 

poisoning and the four new alcohol-related diagnoses that were introduced in TCD 
9; viz., alcohol misuse, alcoholic gastritis, alcoholic cardiomyopathy and alcoholic 
polyneuropathy); 

• accident mortality; 
• suicide; 
• homicide; 
• ischemic heart disease (lHD); 
• all-cause mortality. 

The rationale of selecting a broad range of mortality indicators was to obtain a compre
hensive assessment of the impact of population drinking on mortality. Although cirrhosis 
mortality is the classical indicator of harmful effects of chronic heavy consumption, the 
category "explicitly alcohol-related mortality" should be seen in the same way. Accident 
mortality is more likely to be linked to episodic intoxication drinking, thus reflecting 
acute consequences of consumption. Suicide and homicide" ... can be regarded as extreme 
expressions of, respectively, self-destructive and aggressive behaviours which are either 
unrecorded or poorly recorded, and thus not amenable to statistical analyses, but which 
are nevertheless likely to be influenced by drinking." (Edwards et aI., 1994, p. 99.) The 
cardioprotective effect of alcohol that is suggested by numerous individual level studies 
warrants analyses of how THO-mortality responds to changes in per capita consumption 
to see if any positive health effects can be discerned at the population level. Considering 
that alcohol may have positive health consequences in addition to the negative ones, it is 
of interest to assess the net effect of drinking. A feasible way of doing that is to focus on 
a global outcome, i.e., all-cause mortality. 

The results of analyses of the effect of one-litre increased consumption, shown in Table 6, 
can be summarised as follows (for estimates, see Norstrom, 2001a): 

An increased alcohol consumption leads to: 
• an increase in cirrhosis or explicitly alcohol-related mortality in every country; 
• an increase in accidents, homicides and total deaths in half of the countries; 
• an increase in suicides in the Northern European countries; 
• no increase or decrease in heart disease mortality; 
• generally stronger effects in the Northern European countries. 

By and large, the results from these analyses confirm the importance of per capita 
consumption; in each country, alcohol-related mortality (cirrhosis or AAA-mortality) 
responds to changes in total consumption. However, for most outcomes there is a 
geographical gradient in the alcohol effect, so that it is stronger in Northern and weakest 
in Southern Europe, suggesting a modifying impact of drinking culture and its drinking 

. patterns. A succinct expression of this is the link between alcohol and suicide; it is quite 
marked in Northern Europe, but weak or non-existent in South and Central Europe. 
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One interpretation of this pattern is that the more the use of alcohol is culturally 
integrated, the less excessive intake gives rise to social problems and diSintegration. The 
one relationship that was invariant across countries as well as different age groups of 
men and women was thus the zero-correlation between alcohol and ischemic heart 
disease mortality. This suggests that an increase in per capita consumption does not 
provide any cardioprotective effect at the population level. In this context it may also be 
noted that the relationship between alcohol and total mortality was significantly positive 
in the majority of the study countries; in no country were increases in consumption 
significantly associated with decreases in mortality. 

Table 6. Percentage change in variolls fonns of mortality for men (M) and womel/ (F) 

associated wit/I a one-litre increase in per capita consumption of alcohol. Explicitly 
alco/lOl-related causes of death include alcoholism, alco/101 psychosis, alcohol 
poisoning, alcohol misuse, alco/lOlic cardiomyopathy, alco/IO/ic gastritis al/d alcoholic 
polynellropathy. All figllres (except for accidents) are based on estimates from semi
logarithmic models estimated on differenced data for the approximate period 1950-1995. 
Figures for accidents are calcltlated on the basis of estimates from linear models 
combined with accident rates. 

Cirrhosis Explicitly Accidents Suicide Homicide IHD Total 
alcohol mortality 
-related 

mortality 

Low- M F M F M F M F M F M F 
consn. 

! countries 
Finland 11.6' 6.\ 8.9 27.9 4.8 8.9' l.7 i 4.1 ILl" l.9 0.6 ·1.1 1.7 
Norway 21.1 4.7 41.1' 16.0' 11.3" 1.0" 11.9 114.6' 11.1' 6.4 ·1.1 1.7 4.1* 
Sweden 11.l° 19.\' 11.1 81.9' 11.0' 14.9 10.6- ! 8.1' 16.1" 14.1- ·1.4 OJ l.I' 

Pooled !It. lU' 16.9' ll.4' 71.1' 9.0' 9.6' 9.1" i 11.4' 17.7* 8.1 ·1.0 0.1 l.O* 
--. ------------------

Medium 
-consn. 
Countries 
Austria 9.9" 8.1' 1.9 19.8 6.6" 1.1" -I.I 0.9 .1 l.8 0.9 1.3 1.1' 
Belgium 8.8' 8.0" 7.7 11,9 1.4 6.1* 4.6 9.9' 14.1 10.9 1.1 1.0 0.8 
Denmark 10.1* -1.4 19.8" 13.1 1.9 ·1.8 ·1.8 -0.1 17.4 4.1 0.1 1.3 1.1 
Ireland 6.7' 4.8 Il.7 14.8 7.1* 7.6' l.l 1.1 10.6* 4.8 ·1.1 1.7 ·0.1 
Netherl. 7.8' 1.1 11.1 17.4" -1.0 0.0 -1.6 6.7" 9.1 4.8 0.7 1.1 1.4' 
U.K. 11.6 1l.8' 48.0' 61.4' 1.0 ·0.8 .1.1 1.7 8.4 11.9 0.4 1.7 0.1 
W.Germ. 8.7' 4.7' 11.4' 17.1" 4,\' 4.8' 0.6 1.9 l.1 1.9 1.1 0.1 1.6' 

Pooled est. 9.1' 1.1" 17.8' 27.1' l.4' 1.8" 0.4 l.4" 10.1" 6.7' 0.6 1.8' 1.1" 

----------------------
High-
consn. 
Countries 
France 11.6" 18.1' 8.9' 8.9' 4.0' l.4· 0.1 0.1 1.7 .1.3 0.1 -0.8 Ll-
Italy 11.6' 8.4' -3.7 -6.9 1.1- n" .1.3 OJ l.9 1.4 ·0.9 ·1.4 1.0 
Portugal 10.6' 11.9' 1.0 -0.1 1.6* 1.4 6.7' ·0.4 0.9 1.0 1.7' 
Ipain 1.1' 1.8' 4.8 1.0 1.0" Ll ·1.8 0.1 16.0' 1.l l.4' 1.3* 0.1 
Pooled est. 9.8* 10.6' l.l 1.0 1.3' 1.9' ·0.6 0.1 7.1' 1.8 0.9 OJ 1.0' 

·p<.OI 
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3.2. Self-declared alcohol-related problems 

The above findings suggest that changes in per capita alcohol consumption have a 
stronger impact on various kinds of alcohol-related mortality in Northern Europe. Many 
alcohol-related problems, however, extend beyond the area of mortality and concern, 
e.g., social and psychological consequences associated with alcohol use. Can a similar 
cross-cultural pattern be observed with respect to this kind of harm? The ECAS survey 
data provided an opportunity to compare the population-level results for alcohol-related 
mortality with individual-level data on drinking and alcohol-related social harm. 

The following eight items were asked as a series in the six countries. Have you ever 
during the last 12 months: 

• got into a fight when you had been drinking? 
• been in an accident of any kind when you had been drinking? 
• ever felt that you should cut down on your drinking? 
• regretted something you said or did after drinking? 
• felt that your drinking harmed your home life or marriage? 
• felt that your drinking harmed your work or studies? 
• felt that your drinking harmed your friendship or social life? 
• felt that your drinking harmed your health? 

These questions can be grouped into four types of alcohol problems: consequences from 
prolonged drinking, behavioural concomitants of drinking, consequences of single 
drinking occasions, and social relations to drinking. For methodological reasons, the 
studies based on the ECAS survey data have been cautious in comparing absolute 
figures, such as di fferences in the prevalence of self-reported alcohol problems. Bearing 
this in mind, the findings, presented in Table 7 show that the proportion of male 
consumers reporting at least one of these eight alcohol-related problems during the past 
12 months was the highest in Finland (47%), the UK (45%) followed by Sweden (36%) and 
Germany (24%). Men in France and Italy thus showed the lowest prevalence (27% and 
18% respectively). Also among women, the UK (33%) and Finland (29%) showed the 
highest proportion and France and Italy the lowest (12% and 8% respectively) with 
Germany (29%) and Sweden (19%) in the middle (see also Ramstedt, 2001). 

Analyses within each country revealed that these self-perceived alcohol-related problems 
were positively connected to both the quantity of consumption and the frequency of 
intoxication drinking. In no country was it possible to establish any threshold, below 
which no kind of problem was reported. Some findings, suggest also that the southern 
European drinking culture has a weaker link to adverse consequences, the most 
recurrent example was Italy. 
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Table 7. Proportion (%) reporting adverse consequences of own alcohol use during the past 12 months (abstainers excluded) 

Overall rates Chronic harm Behavioural concomitants Social reactions 

N At least Average Ever Alcohol Regretted Got Got into Alcohol Alcohol Alcohol 
one number considered harmed Things into a an harmed harmed harmed 

harm of harms cutting health said or fight accident woti</ lifel friendships 
down done Studies marriage 

MEN 
Finland 463 46.8 0.93 33.0 17.3 2S.1 4.2 2.6 4.5 6.8 5.2 
Sweden 508 35.5 0.54 1.1.0 8.0 25.8 1.3 3.5 3.0 1.9 0.6 
Germany 451 33.5 0.51 17.8 17.3 7.2 5.5 0.5 3.3 3.0 1.6 
UK 434 45.0 0.95 24.5 18.6 27.9 7.5 3.6 9.1 6.5 5.1 
France 431 27.1 0.58 15.2 18.0 12.7 2.0 3.5 2.6 3.3 3.6 
Italy 441 18.3 0.43 10.7 9.8 4.9 1.2 1.6 5.7 4.3 6.0 
Average 34.5 0.66 1&.7 14.& 17.3 3.6 1.6 4.7 4.3 3.7 

WOMEN 
Finland 444 28.6 0.50 18.5 6.6 17.0 1.4 0.8 2.1 2.5 2.6 
Sweden 417 18.6 0.28 6.0 5.7 13.0 0.6 1.3 0.8 0.5 0.7 
Germany 393 20.2 0.33 12.1 9.8 5.9 1.8 0.7 1.6 2.0 1.2 

UK 406 32.7 0.61 19.6 8.8 21.5 3.6 3.4 4.1 4.5 5.1 
France 363 12.1 0.20 4.7 8.0 4.4 0.0 0.4 0.4 0.2 1.3 
Italy 389 8.5 0.17 3.5 4.3 3:6 0.2 0.2 1.7 1.3 2.3 
Average 10.5 0.35 10.7 7.1 10.9 1.3 I. I 1.& 1.& 1.1 
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Age distribution 

The frequency of self-perceived alcohol problems followed in broad terms the same age 
distribution as was reported for intoxication drinking. In surveys conducted in the 
Anglo-Saxon and the Nordic countries, the youngest age group (adolescents and young 
adults) generally report the highest number of self-experienced alcohol-related problems 
(e.g. Midanik, 1995; Makela, et aI., 1999). In the six EU-countries included in the ECAS 
survey, the youngest age group (18-29) reported the highest number of intoxication 
occasions, but this concentration of young people was the least marked in France and 
especially Italy. It is thus likely that the age differences in self-reported alcohol-related 
problems is strongest in those countries with the most marked age differences in drinking 
to intoxication, i.e. the Nordic countries and the UK. However,even in Southern Europe, 
perceived alcohol problems, as well as intoxication drinking, showed a stronger shift 
towards younger ages than do mean alcohol consumption. In other words, in many of the 
EU Member States, young people contribute to a larger proportion of problems than what 
can be predicted from the per capita alcohol consumption. One likely cause is the 
frequency of intoxication drinking which is often highest among young people. 

Gender distribution 

Also here, there were signs of country differences with the lowest gender difference in the 
UK, Finland and Germany and the largest difference in Southern Europe: France and 
Italy. In the UK, Germany and Finland, men reported 1.6-1.9 times higher number of 
alcohol problems, in France and Italy 3.6 and 2.9 respectively. . 

4. ALCOHOL CONTROL POLICy3 

One part of the ECAS project concerned analyses of alcohol control policies in the EU
countries and Norway. In order to measure the strictness of formal alcohol control 
policies, a scale was created based mainly on the existence of legislative and regulatory 
control measures. The taxation of alcoholic beverages was not included in the scale but 
was dealt with separately. 

In the beginning of the study period, only the Nordic countries, Denmark excluded, were 
classified as having a high alcohol control. Countries classified as having an average 
alcohol control in the 1950s were the United Kingdom and Ireland, accompanied by Italy. 
In the 1960s, these countries were joined by Austria and Belgium. The reason why these 
countries were classified as having at least medium-level alcohol control is mainly 
because of their licensing systems and sales restrictions for on- and off-premise sales of 
alcohol, which have long traditions in the Anglo-Saxon countries in particular. The 
remaining nine countries were classified as having low alcohol control. 

The analyses of the trends in formal control showed that from the 1960s onwards a subtle 
but gradual shift towards a stricter· alcohol policy have taken place in almost all the 
countries. In addition to Finland, Norway and Sweden, the UK also could be regarded as 
having a high alcohol control as early as the 1970s, and the number of countries classified 
as having medium alcohol control grew from five countries in 1960 to six in 1980. 

3 This chapter is mainly based on the following ECAS report: Karlsson & Osterberg. 2001 
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A more distinct move towards a stricter and more extensive alcohol control policy could 
be detected between 1980 and 1990. In 1990, five countries were regarded as having a 
high alcohol control and eight countries as having an average alcohol control. Only two 
countries were classified as having low alcohol control, namely Portugal and Greece. 

A contributing factor in the development towards a stricter and more extensive control 
policy is that the number of motor vehicles on the roads have grown to the extent that 
motor traffic has to be more closely regulated, and road safety, such as drunk driving, 
have to be given more attention. The growing numbers of motor vehicles led to an 
introduction of legal BAC limits (Blood Alcohol Concentration) in traffic in most of the 
countries in the 1970s and 1980s. In 1989, the European Commission proposed 
harmonising the maximum BAC to 0.5%. In most EU countries today the BAC limit is set 
at 0.5%. However, four countries have a limit at 0.8% (Ireland, Italy, Luxembourg, the 
UK) and one country has a limit at 0.2 per mille (Sweden). Norway has also recently 
lowered its BAC to 0.2%. 

Age limits for sales of alcoholic beverages were also introduced and / or sharpened in 
several countries between 1980 and 1990. The number of television sets and television 
broadcasts grew substantially during this time, and restrictions on alcohol 
advertisements (mainly voluntary codes), as well as other restrictions, also began to 
emerge in several countries. 

In the year 2000, none of the countries can be classified as having low alcohol control. 
Portugal and Greece have also joined the category of medium alcohol control. At the 
same time, however, the score has dropped substantially for the strictest alcohol policy 
countries in Europe, namely Norway, Sweden, and Finland. The reason can be found 
primarily because of European integration: all three joined the European Economic Area 
(EEA) on 1 January 1994, Finland and Sweden becoming full EU members on 1 January 
1995. 

It should be noted that comparing the scores in different countries or the average scores 
over time is problematic because changes in these numbers reflect two different trends. 
On the one hand, there has been a decrease in the control of production and sales of 
alcoholic beverages or the regulation of alcohol availability. On the other hand, alcohol 
control measures targeted at demand or alcohol-related problems (e.g. restrictions on 
advertising, drunken driving legislation) have become more prevalent. The alcohol 
control policies have become more similar in the second half of the twentieth century, but 
it is not process leading towards a certain kind of alcohol control that was already in 
place in the 1950s. Instead, the countries are to an increasing extent adopting similar 
measures or approaches for alcohol control and giving up control measures or strategies 
of another kind. 

With regard to excise duties on alcohol, there is still a great variation between the 
countries. This is shown in Table 8. The Mediterranean countries Italy, Spain, Portugal 
and Greece show very low excise duties in each beverage category, the Nordic countries 
Norway, Finland and Sweden very high alcohol excise taxes on each category. The UK, 
Ireland and Denmark also have reasonably high alcohol taxes. The Netherlands, 
Belgium, France, Austria and Germany fall in between these high and low alcohol excise 
tax countries. However, if these countries are wine producers they usually apply zero 
excise taxes to wine. 
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Table 8. Excise duties on alcoholic beverages in the ECAS countries according to 
beverage categories in July 2000, Euros per litre alcohol 

country Distilled Intermediate Wine Beer 
spirits products 

Austria 10.03 4.04 0.00 5.21 
Belgium 16.61 5.51 4.28 4.28 
Denmark 36.99 7.88 8.62 9.30 
Finland 50.46 39.24 21.41 28.59 
France 14.50 11.86 0.30 2.59 
Germany 13.04 8.52 0.00 1.97 
Greece 9.45 2.60 0.00 2.92 
Ireland 27.62 22.01 24.82 19.87 
Italy 6.45 2.75 0.00 3.50 
Netherlands 15.04 4.71 4.43 4.26 
Norway 85.36 44.26 44.26 44.26 
Portugal 8.14 2.63 0.00 2.81 
Spain 6.85 2.55 0.00 1.68 
Sweden 57.35 28.70 28.28 16.81 
United Kingdom 30.10 17.59 21.59 18.30 

Sources: European Confederation of Spirits Producers (CEPS). Calculations are based on the following 
alcohol contents for wine and intermediate products: wine 11% alcohol by volume, intermediate products 
18% alcohol by volume. 

In every ECAS country, alcohol excise taxes are higher for distilled spirits than for any 
other alcoholic beverages. In three countries (Ireland, the United Kingdom and Sweden) 
the lowest tax rate is for beer. In Belgium and the Netherlands the taxes are about the 
same for intermediate products, wine and beer. In most countries, wine has the lowest 
rate of alcohol. In six ECAS countries the wine excise tax is set at zero. 

The econometric demand analyses on data from early 1960 to mid 1990s conducted by 
Leppanen, et al. (2001), showed among other things the following: 

Economic conditions have a bearing on the changes in alcohol consumption. The real 
price on alcoholic beverages as well as the purchasing power affect the overall 
consumption (alcohol sales). Effects of changes in purchasing power on alcohol did not 
differ markedly between countries, whereas effects of changes in price were stronger in 
the Northern European countries and weakest in the Southern European countries, 
although still statistically significant in the three groups of countries: wine producing 
countries in Southern Europe, Monopoly countries in Northern Europe, and the beer
drinking countries in Central Europe, the UK and Ireland (except the Netherlands). 
Within these three groups of countries, the price parameters were equal. . 

The real incomes have increased in the Mediterranean countries (as well as in the other 
study countries during this long time period) and the real prices has been rather stable 
for the past 20 years or even decreased somewhat in Southern Europe. 
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Non-economic factors (i.e., factors other than alcohol prices and purchasing power)have 
a substantial role in explaining differences between countries in alcohol consumption, 
despite the findings that economic factors were clearly significant. 

Taken together, all· this would encourage an increase in alcohol consumption in all 
countries, including the Mediterranean countries. Since the consumption has actually 
gone down in Southern Europe, it means that the sum of the other factors influencing the 
consumption downwards are of a stronger explanatory power than the real prices on 
alcohol and real incomes. These non-economic factors are related to culture and living 
conditions, and even to alcohol policies (see Karlsson & Simpura, 2001). 

4.1. Legal and illegal commerce 

The ECAS survey revealed large country differences in the quantities of privately 
imported alcohol. Since alcohol imports are basically motivated by economic reasons it 
was no surprise to find that the high-price countries; Finland, Sweden and the UK -
showed the highest quantities of privately imported alcohol (duty-free alcohol and lor 
alcohol bought in other shops abroad). The results imply that the private imports alone 
may contribute to an underestimation of the real alcohol consumption in these countries 
by about l-l.5litres pure alcohol. In Southern Europe (here France and Italy) the volumes 
are negligible. 

A study of the consumption of alcohol during journeys abroad and of duty-free 
purchases in 1995, points in the same direction (see Trolldal, 2001). The study corrected 
each country's recorded consumption by considering the alcohol consumed during stays 
abroad and duty-free purchases. The effects of the corrections were that the recorded 
consumption in all the Mediterranean countries should be lowered due to a tourist 
surplus (foreign tourists spend more nights within the Mediterranean countries than 
tourists from those countries do abroad). The duty-free purchases in those countries were 
also low, especially in comparison to the high price countries, namely Denmark, Finland, 
Ireland, Norway, Sweden and the UK. These showed considerably higher purchases of 
duty-free alcohol and most of them have a tourist deficit. The recorded consumption in 
these countries should therefore be adjusted upwards. 

There are also several other studies from these high-priced countries on both legal and 
illegal import of alcoholic beverages (smuggling). In the UK, there has been anincrease 
in the cross-channel shopping and smuggling since the opening of the single market in 
1993 and was in 1997-98 estimated at a good 0.5 Iitres pure alcohol per year (see e.g. HM 
Customs and Excise, 1999; WSA, 1999; lAS, 1999). In Finland and Sweden, private import 
and small-scale as well as large-scale smuggling of alcoholic beverages have increased in 
the 1990s, especially with the opening of the borders following the EU membership in 
1995 (Kiihlhorn, et aI., 2000; Osterberg, 2000). 

The increased legal and illegal commerce in the high price countries has lead to strong 
external and internal pressures to reduce their taxes on alcoholic beverages. In Denmark, 
the unrecorded alcohol consumption has increased since the mid 1980s, to a large extent 
due to an increased cross-border trade between Germany and Denmark (see Leifman, 
2001c). 

It is obvious that some other EU countries also have unrecorded alcohol consumption. 
However, since the alcohol prices are much lower in many of the Central and Southern 
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European countries, the incentives to import alcohol are less. In addition, the transfer of 
alcohol that still occurs between these countries is most likely to be more multilateral 
than in the high priced countries. 

5. SUMMARY AND CONCLUSIONS 

The alcohol situation in the European Union, as revealed by the previous pages, could be 
characterised as follows: 

(1) Convergence. The differences in overall capita alcohol consumption, choice of 
beverages, alcohol-related mortality and number of alcohol policy measures have 
decreased between the ECAS countries. The convergence process is slow however, and 
still far from completed in all these areas. When it comes to consumption levels and 
alcohol-related mortality, the convergence may have slowed down in recent years. As 
mentioned. by Room (2001), in a global perspective, the convergence in per capita 
consumption is at a level which is quite high - along with Eastern Europe, by far the 
highest level for any world region. For policy considerations this means that some 
countries may expect increasing consumption levels and higher harm rates, and others 
diminishing consumption and harm rates. 

(2) There are still large variations in drinking patterns between the EU countries, despite 
the likelihood of some convergence. For example, regular or daily drinking is lowest in 
the former spirits-drinking countries and highest in the wine-drinking countries whereas 
the quantity of alcohol consumed per drinking occasion and in intoxication-oriented 
drinking is highest in Northern Europe and lowest in Southern Europe. 

(3) Total consumption matters. In all ECAS.countries, a consumption increase lead to a 
significant increase in mortality from either cirrhosis or explicitly alcohol-related 
mortality. In the case of fatal accidents, homicide, and all-cause mortality, about half of 
the country-specific alcohol effects were positive and significant. The effects were 
generally stronger north of the Baltic Sea, suggesting a modifying impact of drinking 
culture and its drinking patterns. However, since levels of per capita alcohol 
consumption remained higher in countries where alcohol appears to do less harm for 
each extra litre per capita, the differences between Northern and Southern Europe in 
aggregate damage done by alcohol in a population was much less. 

(4) No beneficial effects on heart disease from increases in alcohol consumption on 
population level. In terms of policies for the population as a whole, there does not appear 
to be any counterbalancing loss which would neutralise part of the gains from holding 
down alcohol consumption levels. 

(5) There is a growing concern about adolescent drinking in many countries, even though 
consumption levels are often higher among young adults (Norway, Sweden, the UK,) or 
among adults in their thirties or forties (in most countries in Southern and Central 
Europe). In terms of heavy drinking occasions (binge drinking), however, available data 
suggest a different age distribution with a higher concentration to young people. 

(6) An increasing number of policy measures have been adopted during the past two 
decades in most ECAS countries (in particular on specific issues like drunken driving), 
although the three Nordic alcohol monopoly countries have been forced to release some 
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of their earlier extensive alcohol control h:1easures (especially the alcohol monopoly 
systems). The enforcement of policies varies, greatly over countries . . 

(7) Economic factors affect the overall consi,imption. Whereas the effect of changes in 
purchasing power were rather similar in an countries, the effects of price changes were 
strongest in the countries in Northern Europe and weakest in the countries in Southern 
Europe. The latter suggests that the demand for alcoholic beverages is more easily 
controllable in the Nordic monopoly countries than elsewhere. 

(8) Not only are economic factors important in explaining variation in alcohol 
consumption, other factors, like culture, living conditions and policies put together, are 
also important. Slow changes in culture and living conditions may explain more the 
variation in alcohol consumption (and alcohol-related harm) than do the changes in 
economic factors and alcohol policies. 
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Alcohol Policy - A Public Health Perspective 
Alcohol Issues in Ireland, 1990-2000 

Context - 1990-2000 

Dr. Ann Hope 
National Alcohol Policy Advisor 

Health Promotion Unit, 
Department of Health and Children 

In the last decade, Ireland has seen many changes which have influenced the context and 
nature of drinking and alcohol related harm. The economic boom, along with tax cuts, 
provided greater disposable income for many people and was most marked from 1994 
onwards with yearly growth rates in GNP, of between 7% and 10%1. Overall, the 
Republic's population has increased, from 3.52 in 1990 to 3.78 million in 20002• Of 
particular relevance to the alcohol issue is the increase of 22% in the young adult age 
group (20-29 years). Changing lifestyles and expectations and a strong focus on 
consumerism also ensured a dynamic relationship between market place and consumer, 
which influenced drinking behaviour. 

Alcohol consumption 

Against the backdrop of the fastest growing· economy in Europe, we also had the highest 
increase in alcohol consumption among EU countries. Between 1989 and 1999, alcohol 
consumption per capita in Ireland increased by a massive 41%, while nine of the 
European Union Member States showed a decrease and three other countries showed a 
modest increase of just over 5% during the·same period (Table 1). Ireland ranked third 
after Luxembourg and Portugal for alcohol consumption in 1999. 

Table 1 
Alcohol COIlSlllllptio1l per capita, illiitres of pure alcollol, 1989-1999 - EU countries % challge 

1989 1991 1993 1995 1997 1999 1989-1999 
Luxembourg 12S 12.3 12.0 
Portugal 10.4 11.6 10.7 
Ireland- 7.6 8.0 8.2 
France 12.8 " .9 11.5 
Germany 10.4 10.9 10.4 
Spain 10.8 10.4 9.9 
Denmark 9.6 9.9 9. 7 
Austria 10.3 10.3 10.1 
Greece 8.4 8.6 9.2 
Belgium 9.5 9.4 9.6 
Netherlands 8.2 8.2 7.9 . 

United Kingdom 7.6 7.4 7.4 
Italy 9.9 8.4 8.7 
Finland 7.6 7.4 6.8 
Sweden 5.6 5.5 5.3 

Source: World Drink Trends 
*Revenue Commissioners and CSC, Ireland 
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Table 2 
Alcohol consumption per capita, in litres 0fpure a/co/IOI, 1990-2000 

Beer Spirits Wine Cider Total 
1990 5.5 1:7 0.6 0.2 B.O 
1991 5.5 1.7 0.6 0.2 8.0 
1992 5.7 1.6 0.6 0.3 8.2 
1993" 5.5 1.7 0.7 0.3 8.2 
1994 5.6 1.6 0.7 0.4 8.4 
1995 5.7 1.6 0.8 0.5 8.7 
1996 6.0 1.8 1.0 0.6 9.3 
1997 6:3 1.8 1.0 0.7 9.9 
1998 6.4 1.9 1.2 0.7 10.2 
1999 6.4 2.1 1.3 0.9 10.7 

1 

2000 6.3 2.4 1.5 1.0 11.1 J 
Wine calculated at 12.5% proof; Cider at 5% proof 
Source: Revenue Commissioners and Central Statistics Office 
Beer figure for 1993 is underestimated due -to change in recording system 

The alcohol consumption figure for 2000 is just over 11 litres of pure alcohol per head of 
population. or 14 litres per adult (Table 2). 

Our drinking tastes have also changed. While beer continues to dominate the alcohol 
market, although at a reduced share, the sales of wine and cider have seen phenomenal 
growth (Table 3). Spirits consumption dropped between 1992 and 1995, however in 1996 
there was a complete reversal with it 10% increase in spirit sales in that year and similar 
increased growth has continued to the present. Between the years 1998 to 2000, a million 
additional litres of spirits in pure alcohol was sold each year. This increase in spirits 
consumption is partly due to the new 'designer drinks' which are targeted at the young 
adult market and the popular party chaser of 'vodka and red bull'. Cider showed the 
most consistent growth rate over the decade and had a market share of about 9% by 2000. 

Table 3 
Annual sales of alcohol, 1,000 litres, 1990-2000 

Beer* % Spirits· % Wlne** % Cider*** % 
change change change change 

1990 19,403.89 4.96% 5,995.49 2.86% 15;544.! 5 6.98% 13,952.05 19.28% 
1991 19,374.56 -0.15% 6,042.02 0.78% 16,137.43 3.82% 17,444.18 25.03% 
1992 20,279.60 4.67% 5,713.52 -5.44% 17,473.38 8.28% 21,329.39 22.27% 
1993 19,693.00 -2.89% 5,901.83 3.30% 20,061.00 14.81% 24,723.66 15.91% 
1994 20,078.48 1.96% 5,901.47 -0.01% 20,914.81 4.26% 28,471.17 15.16% 
1995 20,639.96 3.55% 5,777.69 -2.10% 23,048.90 10.20% 37,866.19 33.00% 
1996 21,835.22 5.60% 6,354.37 9.98% 27,851.79 20.84% 42,298.00 11.70% 
1997 23,234.19 5.06% 6,679.24 5.11%' 30,288.57 8.75% 48,326.66 14.25% 
1998 23,581.05 2.47% 6,998.98 10.14% 35,142.92 16.03% 55,149.35 14.12% 

I !~99 24,023.93 1.88% 7,995.52 14.24% 40,101.91 14.11% 63,678.36 15.47% I 
~OO 23,840.42 -0.76% 8,994.0 I 12.48% 44,295.44 10.46% 74,563.98 17.09% 

-------- -----,--- ----11---- ----1-----, 

*Litres of pure alcohol **litres of wine *** litres of cider . 
In 1993,. duty on beer changed to end product and was in h~ctolitre of alcohol. 
Source: Revenue Commissioners and Central Statistics Office 
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Drinking patterns were examined as part of the first national lifestyle survey in 1999, 
commissioned by the Department of Health3. The survey reported on the drinking habits 
of those 18 years and over. Important age difference emerged, which showed that the 
younger age groups (18-24 and 23-34) were more likely to engage in high risk drinking 
when they drank (binge drinking), but they drank less frequently than the older age 
groups (Table 4). Younger adults were also more likely to report experiencing negative 
consequences of someone else's drinking such as verbal abuse, being a passenger with a 
driver who had drunk alcohol and been hit orassaulted. The habit of driving after 2 or more 
drinks was most common among males in the 35-44 age group (see Table 4 on page 44). 

Table 5 
Expellditure OIl Alcohol at collstant 1995 market prices 

Expenditure on Total Alcohol expenditure as 
Alcoholic beverages personal expenditure % of total expenditure 

lm lm % 
1990 1,799 21,952 8.2 
1991 1,889 23,065 8.2 
1992 2,034 24,492 8.3 
1993 2,107 26,047 8.1 
1994 2,317 27,903 8.3 
1995 i,465 29,591 8.3 
1996 2,655 32,210 8.2 
1997 2,861 35,642 8.0 
1998 2,985 39,570 7.5 
1999 3,174 44,203 7.2 
2000 3,315 50,592 6.6 

Source: National Income and Expenditure, eso 

The amount of money spent on alcohol in Ireland was £3 billion in 2000 (Table 5). 
Looking at the last three Household Budget Surveys, the results show an increase in the 
proportion of the average weekly spend on alcohol from 4.7% in 1987, 5% in 1994-1995 to 
5.5% in 1999-2000. In the most recent survey, some lower income households (income 
£241 and £418) spent a higher proportion of their average week expenditure on alcohol, 
although the highest income group had the highest spend on alcohol (Table 6). 

3 Nic Gabhainn & Kelleher, 1999 
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Table 4 
Drinking Patterns 

SLAN Survey (1999) 

18-24 s 25-14 15-44 4S-S4 SS-64 s 6S+ 
Regular drinkers 
(last month) Male 90.7 88.9 85.7 79.1 69.5 60.8 

Female 8B.2 B2.2 7B.2 67.4 52.0 3B.5 

Non-cirinkers Male 4.1 5.5 5.5 B.O 16.3 23.2 
Female 5.9 7.3 B.6 16.B 29.1 40.B 

Drink Weekly Male BI.4 79.2 7B.2 59,1 53.1 42.6 
Female 73.0 61.6 70.1 71.0 66.B 36.5 

Drink S + days Male 4.9 6.9 14.2 17.7 26.1 26.3 
per Week Female 4.2 3.5 6.0 16.0 16.3 33.0 

'High risk drinking 
per session Male 51.5 46.B 30.3 24.5 23.4 9.1 

Female 61.3 44.0 26.1 13.B 10.3 I 1.1 

"Over recommended 
weekly upper limits 

Male 35.5 29.9 24.7 22.7 31.4 16.2 
Female 3B.4 20.0 12.6 16.1 13.2 21.2 

"'Driven a car after 
consumed 2 or more 
drinks in the last· year 

Male 16.B 30.1 36.1 31.9 25.5 10.1 
Female 6.4 12.B 16.7 I 1.2 7.4 2.7 

AS A RESULT OF SOMEONE ELSE'S DRINKING, IN THE LAST YEAR 

Verbally Male 20.3 10.0 6.3 5.1 6.5 1.7 
abused Female 17.6 11.0 6.9 6.7 4.7 1.0 

Family/marital Male 6.7 6.5 5.B 5.5 4.9 1.2 
-difficulties--Female --1I~2 ----

I 1.3-: 9:5-- 7.2 n --2~4 

Passenger Male 16.7 103 3.B 3.4 5.2 2.5 
with drunk Female 13.6 6.6· 3.4 3.0 3.4 1.9 
driver 

Financial Male 6.5 4.3 2.9 3.2 4.5 1.2 
trouble Female 4.7 4.2 3.3 3.2 3.1 0.7 

I Hit or Male 10.0 3.B· 1.2 1.9 1.6 1.0 I 
assaulted Female 3.2 2.7 1.5 1.5 0.9 0.3 I I 

• High risk drinking (70 grams or higher of pure alcohol for males; 50 grams or higher of pure alcohol for females). 
"Weekly upper limits - (14 standard drinks for females: 21 standard drinks for males). 
"'*based on those who drive. 

Special thanks to Sharon Friel. NUl Galway for assistance. 
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Table 6 
HOllsehold [I/come alld Expellditllre 1999-2000 

Gross Household Income Deciles percent 
Income Dnnk Consumed of total income 

£ £ % 
£104.00 
£168.90 
£240.97 
£324.35 
£418.56 
£522.57 
£638.54 
£800.66 

£1,054.72 
£1,054.72 

.----- -

4.37 
7.57 

11.65 
14.5 
20.6 

23.84 
31.33 
35.86 
46.17 
53.42 

Source: Household Budget Survey 1999-2000 

Average Weekly Household Income and Expenditure 

Total expenditure £ 
Expenditore on alcohol £ 
% of total expenditure 

Source: Household Budget Survey 

Alcohol related harm 

1987 
223.08 

10.51 
4.71 

1994/95 
311.75 

15.59 
5.00 

4.20 
4.48 
4.83 
4.47 
4.92 
4.56 
4.91 
4.48 
4.38 
5.06 

1999/2000 
455.47 

24.95 
5.48 

The adverse effects of alcohol extend beyond physical health issues to mental, social and 
financial problems. There is a continuum of problems, which can affect everyone across 
the community. These problems can range from a once-off problem (fall, accident, fight) 
to a recurring problem (poor work performance, financial hardship), chronic illness 
(cancer, liver damage) and to a sustained dependence (alcoholic disorder). Some of these 
problems, especially the acute problems, arise where the light or moderate drinker drinks 
to excess on a single drinking occasion, while others result from regular heavy drinking 
over a longer period of time. 

Road accidents 

Overall there has been a marked decrease in the number of people killed and injured 
from road accidents since 1997 (Table 7). However, the number of people killed during 
the time period most associated with drink driving (9pm-4am) has not substantially 
decreased, which represents about one-third·of all those killed. Drink driving offences 
dropped in 1995 - the year after the introduction of the lower BAC level of 80 mg%, 
however since then a steady increase has been reported (Table 8). In 1999, there were 
8,753 drink driving offences in which proceedings were taken. 
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Table 7 
Alcohol-related indicators 

Road Accidents I Drink related death and InJunes 
Killed Injured TOTAL Rate per Killed % of all Injured % of those 

100,000 pop 9pm _ 4pm Killed 9pm - 4pm inlured 

1990 478 9429 9907 282.59 181 37.90 2554 27.10 
1991 445 9874 10319 292.68 156 35.10 2492 25.20 
1992 415 10.188 10603 298.30 159 38.30 2447 24.00 
1993 431 9831 10262 287.12 151 35.00 2287 23.3 
1994 404 10.229 10633 296.52 139 34.40 2306 22.5 
1995 437 12.673 13110 364.04 144 33.00 2869 22.6 
1996 453 13.319 13772 379.8 164 36.20 2984 22.4 
1997 472 13.115 13587 371.17 165 35.00 3155 24.1 
1998 458 12.773 13231 357.12 159 34.70 2908 22.8 
1999 413 12.'340 12753 340.56 132 32.00 2625 21.3 
2000 415 12.043 12458 328.98 147 35.40 2554 21.2 

Source: Annual Reports. National Roads Authority 

Table 8 
Alcohol Related Offences 

Drink Assaults Public order I moxlcaclng 
DriVing Criminal Justice Act Liquor Law 

I 994 Offences 

1990 7.574 7.254 n/a 21.489 
1991 7.653 7.037 n/a 22.444 
1992 7.406 7.909 n/a 22.482 
1993 6.568 8.023 n/a 22.113 
1994 6.343 7.992 n/a 20.027 
1995 4.949 7.375 10.209 16.689 
1996 5.975 7.811 16.384 12,642 
1997 7.616 8.191 25.755 16.110 
1998 8.290 8.802 27.945 15.690 
1999 8.823 9.471 30.993 13.072 

Source: An Garda S och na. Annual Reports 

Unintentional Injuries 

Many falls, drowning and burns resulting in. injury and death have been linked to alcohol 
consumption. In Australia, 34% of accidental falls were attributable to alcohol. In Ireland 
during 1997, 62,561 people were hospitalised due to accidents, poisoning and violence. 
Of. those, accidental hills accounted for 23,475 people who were hospitalised in acute 
hospitals which required an average stay in hospital of·5.76 days4. 

L ~ 

4 Department of Health Children. Health Statistics 1999 
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Interpersonal Violence 

Excessive drinking increases the risk of drunkenness, fights, assaults and violence. In 
Ireland there has been a steady increase since 1995 in assaults and public order offences, 
the vast majority of public order cases being alcohol related. In the five-year period 
(1995-1999) there were 111,286 public order offences and 41,650 assaults committed (Table 
8). The most recent figures show that for the period October 2000 to May 2001 there were 
50,984 public order offences (Garda Press Office). This, I believe, reflects the changes in 
drinking patterns and in the longer opening hours. 

Mental Health 

Alcoholic disorders continue to be a main cause of admissions to psychiatric hospitals, 
especially for males (Table 9). In 1999, out of all psychiatric hospital admissions, 
alcoholic disorders accounted for 26% of male admissions and 11 % of female admissions. 

Table 9 
Admissions to psychiatric Hospitals 

~ 

Total no of No. of admissions for Rate per % of total 
admissions alcoholic disorders 100,000 pop admiSSions 

1990 27,765 6.377 181.90 22.97 

1991 27,913 6.592 186.97 23.62 
1992 27,148 6.081 171.08 22.40 
1993 27,005 5.718 159.98 21.17 
1994 26,687 5,551 154.80 20.80 
1995 26,440 5,262 146.11 19.90 
1996 26,656 5,435 149.89 20.39 
1997 25,866 5,250 143.42 20.30 
1998 25,165 5.055 136.44 20.09 
1999 25.062 4.859 129.76 19.39 

---~ -

Source: Irish Psychiatric Services Activities, Annual Reports 

Mortality 

Many people die each year where alcohol is a contributory factor such as accidental falls, 
suicide, homicide and accidents5. There is also convincing evidence to show that regular 
alcohol consumption increases the risk of liver cirrhosis, cancers of the mouth, pharynx, 
larynx, oesophagus and liver. In Ireland during the last decade we have seen increases 
in some of the alcohol-related mortality rates. In the later half of the decade (1996-1999) 
deaths from cirrhosis and accidental falls have increased (Table 10). Cancer mortality 
related to alcohol increased in the mid 1990s and showed a decrease in 1998, (last year for 
available data). Other conditions specifically related to alcohol (alcohol poisoning, 
alcohol psychosis, alcohol dependency syndrome and alcohol abuse) show an increase 
over the last decade. 

5 Rossow Deramen and Rehn, 2001 
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Table 10 
Alcohol related mortality, rate per 100,000 

ACCidental SUIcide Homicide CIrrhosIs Cancers AAAA* 
falls r alcohol 

1990 8.1 9.5 0.6 2.3 16.1 0.8 
1991 7.6 9.8 0.6 2:8 16.7 1.2 
1992 6.8 10.2 0:8 2.7 15.5 1.7 
1993 7.8 10.1 0.8 3.5 17.4 1.5 
1994 6.8 10.0 0.8 2.7 18.1 1.6 
1995 6.7 10.6 0.5 2.8 16.6 1.8 
1996 6.0 10.4 0.8 2.8 17.1 2.7 
1997 7.8 11.8 0.8 3.7 17.4 3.6 
1998 9.5 13.9 1.1 43 16.2 4.0 
1999 9.9 11.7 0.9 4.2 
2000 9.0 10.9 0.7 3.8 

*AAAA= alcohol poisoning. alcohol dependency syndrome. alcoholic psychosis. alcohol abuse 
Source: Vital Statistics. CSO 

Cost of Alcohol Related Problems 

A paper by Sean Byrne, economist, commissioned as part of the ECAS project, estimated that 
alcohol related problems cost Irish society approximately £1.9 billion per year. These include 
costs such as healthcare, road accidents, alcohol related crime and lost productivity. 

Milestones - the place of alcohol in society 

During the 1990's a number of major developments took place that influenced alcohol issues 
and highlight the dichotomous perspectives of public health versus free market ideology. The 
1990s began with the then Minister of Health formally setting in motion a process that 
culminated in the National Alcohol Policy6. The Irish Government, through the Minister of 
Health, endorsed the WHO European Charter on Alcohol, the European Alcohol Action Plan 
and the more recent Declaration on Young People and Alcohol. As a member of the European 
Union, Ireland adopted the EU Council Recommendation on the drinking of alcohol by 
children and adolescents. In relation to drink driving the BAC level was lowered to 80 mg%, 
under the Road Traffic Act 1994. 

An all party Dail Select Committee examined licensing laws and recommended 
extending the opening hours. The Competition Authority, in 1998 recommended deregu
lation of the licensing laws to open competition in the retail drinks trade market in 
Ireland. The Commission on Liquor Licensing recently recommended further liberali
sation of the licensing system in relation to off-licenses. The Drinks Industry intensified 
its viSibility by sponsorship deals that had their name in the events title. Alcohol firms 
targeted two of the major sporting organisations in Ireland (Guinness All-Ireland Hurling 
Championship, Heineken Cup) along with many other sporting and cultural activities 
throughout Ireland. The marketing effort for alcoholic beverages grew to include a range 

6 Department of Health and Children. 1996. National Alcohol Policy 
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of new drinks, some of which had (alcopops) and have strong appeal to those underage 
and young adults. 

Alcohol Policy 

Alcohol policy is a growing area of debate in Europe and worldwide. It is internationally 
recognised that there are key strategy areas that help to prevent and minimise alcohol
related problems7 . Success in alcohol policy hinges on the interaction between a series of 
measures regulating availability, through access, pricing and promotion; providing 
deterrence through penalties; limiting harm in the drinking environment and influencing 
demand by awareness, advocacy, education and training. However, no one measure can 
be effective in isolation. Dr Gro Harlem Brundtland, Director General of WHO, stressed 
that although drinking is a personal act and an individual responsibility, it is also a 
behaviour shaped by our societies for which society as a whole has a responsibility. She 
added, it is thus counterproductive to formulate health policy responses exclusively for 
the individual. 

Irish National Alcohol Policy 

The overall aim of the National Alcohol Policy, launched in 1996, is to reduce the level.of 
alcohol-related problems and to promote moderation for those who wish to drink. The 
recent Health Promotion Strategy (2000) stresses the importance of 'health proofing' 
government polices to influence the determinants of health and the necessity of a 
commitment to an 'inter-sectoral and multi-disciplinary approach's. The alcohol area is a 
clear example where polices in the non-health sector impact directly or indirectly on 
alcohol harm, and where a multidisciplinary approach is required to provide solutions to 
the wide range of alcohol-related problems. 

Since the publication of the National Alcohol Policy, several important initiatives have 
taken place, utilising the health promoting settings approach. In addition, new research, 
training programmes, and greater enforcement of regulations have been implemented. 
By contrast however, the liberalising shift of the recent licensing laws appears to have 
had a significant negative impact on alcohol-related harm. 

Settings Approach 

The settings approach, as outlined in the Health Promotion Strategy, means combining 
healthy policies in a healthy environment with complementary education programmes 
and initiatives. The development oUhe national curriculum in health education (Social 
and Personal Health Education), the promotion of policies on alcohol and drugs, the 
greater involvement of parents and communities under the health promoting school 
concept ensures a comprehensive and effective approach in education. Training and 
resource development continue to be an integral part of policy implementation. The' 
Departments of Health and Children, Education and Science and the Regional Health 
Boards are the key players in these initiatives. 

In the college setting,. all universities and third level institutions came together in 2000 to 
formulate a respon'se to a growing concern about alcohol promotion practices on campus, 

7 Room, 2001 
8 Department of Health and Children, 2000 
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high risk drinking among students and its impact on student academic achievement and 
student attrition. A framework for the development of a college alcohol policy was 
developed. This provides guidelines for a comprehensive approach, which includes such 
measures as 

• controlling marketing, promotion and sponsorship 
• limiting harm in the drinking environment 
• increasing awareness and education 
• encouraging alternatives and choice 
• providing campus support services 

To support the developments in the different settings, the Department of Health and 
Children has launched a national alcohol awareness campaign to stimulate public.debate 
on the issue of alcohol, as well as to promote a greater awareness of public health alcohol 
policy. 

Enforcing Deterrence 

The publication of the Government Strategy for Road Safety 1998-2002 clearly indicated 
a commitment to tackling the issue of drink driving9. Greater enforcement, and the 
introduction of evidential breath-testing have been shown to be effective in dealing with 
alcohol-related accidents and fatalities. The Department of the Environment is 
considering the option of random breath testing. To address the growing problems of 
underage drinking, the Government has responded with legislation which provides for 
temporary closure of premises for selling alcohol to those under the legal age of 18 years. 

Treatment 

A pilot study, Alcohol Aware Practice is currently under way to improve the detection 
rate and treatment of alcohol problems in general practice. This has been initiated by the 
Irish College of General Practitioners, with Government funding. It is an educational 
resource programme to raise awareness and teach clinical skills and includes screening 
and assessment techniques, treatment methods, brief intervention and prevention. 

The Supply Side 

The Health Promotion Unit in the Department of Health and Children, has developed a 
training initiative, the Responsible Serving of Alcohol (RSA) programme, in co-operation 
with the Drinks Industry Group of Ireland. The RSA programme is for those who work 
in the pub trade and hospitality sector. The aim is to limit harm in the drinking 
environment by not serving to intoxicated customers, mandating age card as standard 
practice and promoting alternative strategies to reduce drinking and driving. 

The Department of Health and Children has just published an important report on the 
impact of alcohol advertising on teenagers in Ireland. The findings of this study suggest 
that alcohol advertising had a strong attraction for teenagers, as it portrays lifestyle and 
images which are part of their social setting. Younger teenagers, in the 12-14 age group, 

9 Government Stategy for Road Safety 1998 - 2002 - Third Progress Report (2001) 
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are especially vulnerable, as they perceive alcohol advertisements as saying that alcohol 
can help have fun, make friends and become popular. Advertising also portrays alcohol 
use as a safe and risk free activity. The recommendations call for a reduction in the 
exposure of Irish children and adolescents to alcohol advertising. 

The main provision of the Intoxicating Liquor Act 2000 was for longer opening hours. 
This was a matter of serious public health concern for the Department of Health and 
Children. The main grounds of concern were that it was likely to lead to an increase in 
high risk drinking (drinking too much on a typical drinking occasion) and have an 
negative impact of acute alcohol problems such as street violence, assaults and accidents. 
Since these changes in legislation came into effect, an increase in drunkenness and 
alcohol related disturbance has occurred. 

Conclusions 
There is a great reluctance among the Irish public to accept that alcohol, a much enjoyed 
and used product, can have a negative impact on the lives of many people including the 
'social drinker'. The priority of any alcohol policy must be to protect the health and well 
being and the quality of life of the community as a whole. Therefore, a balanced 
approach is required with appropriate measures which influence both supply and 
demand of alcohol, in a way that reduces alcohol-related harm. Tough policy decisions .. 
need to be made and these will require greater public understanding of the issues, public ! 

debate and the building of broad community support. 
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In recent years there has been an increased interest in the social consequences of alcohol 
consumption [ref. 1, 2]. When referring to social consequences, it seems to be common 
knowledge to include belligerence, social/ family problems, work/ financial problems, 
legal problems, crime, aggression, violence, suicide, unintentional injuries (e.g., motor 
vehicle injuries, falls, drowning, burns and fire, and hypothermia and frostbite). In some 
cases even physical problems are included as social consequences, for example, in 
estimates of productivity losses [ref. 2, 3]. However, to date there is no shared definition 
about: 

• what consequences should be studied under the label "social"? 
• how to measure social harm [ref. I]? 
• which consequences are in contrast to social consequences? 
• why some consequences are labelled "social" and others are not? 

Why, for example, should harm stemming from a single night-time crash, which is 
commonly seen as one of the best indicators for intoxicated road accidents [ref. 4] be a 
social consequence, but per definition does not involve other people but the driver? As 
pOinted out [ref. 5], an accident may even benefit other people, e.g. those who repair cars 
or earn a living supervising convicted drunk drivers. 

A cursory literature search of "social consequences" or "social harm" yields survey 
research primarily on the impact of alcohol consumption on "health (psychological and 
physical) and social consequences" [ref. 6, 7-9]. This often means more an impact "in a 
wide area of consequences", but suggests that social consequences contrast with health 
consequences. On the other hand, scales used in survey research as "social consequence 
scales" often includ~ ,items (e.g. had an illness connected with drinking; physiCian 
suggested to cut down), which are clearly related to health consequences [ref 10]. Of 
course, health consequences of a drinker may have a social component. They may, for 
example, impact on the family due to unemployment and financial strain. 

We believe that part of the confusion is that "social consequences" can be alleviated by 
distinguishing at least three conceptually different, but overlapping ways: 

1. Consequences for the individual due to interpersonal problems in interaction with 
others (the environment of the drinker reacts, e.g. by criticising his/her drinking or 
breaking a personal relationship with the drinker). 

2. Consequences for the society (e.g. costs to health, judicial and social welfare systems; 
productivity losses).· . . . 
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3. Consequences to others than the drinkers themselves (e.g. injured innocent bystanders 
in a traffic casualty or an aggressive event in a bar, or harm due to prenatal exposure). 

This paper attempts to disentangle these different domains by pointing to the historical 
context of social consequence measures, and discussing some aspects for future work and 
the implications for public health alcohol policy debate. 

Survey research on social harm: the old tradition is new 

Most of the research on social consequences has relied on cross-sectional survey research. 
The items used in the field can be traced back to the US National Alcohol Surveys of the 
1960s and 1970s [ref. 11]. What has been retained from this tradition in modern surveys, 
as a minimum standard for measuring consequences, seems to be the five or six item 
series on alcohol-related harm in North American surveys of the 1990s: US National 
Alcohol Surveys, 1990 and 1995; Canadian General Social Survey, 1993; Canada's Alcohol 
and Drug Survey, 1994; and Warning Label Study 1990-1994. More comprehensive item 
batteries are still in use although less often [refs. 10, 12, 13]. 

The six-items referred to ask about a time (usually either lifetime and/or the past 12 
months) when the drinker felt that his/her drinking had a harmful effect on 

a) friendship and social life 
b) health 
c)" outlook on life 
d) marriage or home life 
e) work and employment opportunities 
f) financial pOSition 

Variations of this "life-area harm" series [ref. 1] either exclude items [e.g. outlook on life, 
ref. 14] or include additional problems such as problems with police and authorities [ref. 
15]. 

More comprehensive item batteries in the tradition of US National Alcohol Surveys were 
used as social consequence scales in survey research [for overviews see refs. 1, 16]. They 
focussed on the following domains: job problems or problems with fulfilling major 
obligations, problems with police and authorities, health problems, accidents, 
belligerence, financial problems, problems with spouse, relatives and friends [refs. 10, 
12]. 

Given the wide range of consequences it remains unclear why these are social 
consequences and, especially when health is included, which consequences are not social. 
In its original conceptualisation, social consequences included problems with others such 
as one's spouse, relatives, friends, neighbours, colleagues and police [ref. 11], and were 
related to the concept of other's disapproval in the earlier work of Cahalan, Cisin and 
Crossley [ref. 17]. These problems were seen as social problems of the individual, as 
consequences for the drinker, and not as consequences for the society as a whole or 
collective consequences. In fact, belligerence after drinking (e.g. feeling aggressive or 
cross; getting into fights and heated arguments), which is now commonly subsumed 
under social consequences, was contrasted with social consequences to be a social 
problem at the collective level, but not necessarily a social problem for the individual: "in 
some contexts, belligerent behaviour after drinking is tolerated or even encouraged, so 
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that there are no social consequences for the individual" [ref.1], p 23]. Therefore, 
belligerence was not included in a social consequence score. 

A second summary measure, called tangible consequences, included, in addition to the 
above-mentioned "social consequences", health, injury, and financial problems and was 
seen as a score including all consequences, "which are at least in principle verifiable by 
someone other than the respondent" [ref. 11, p. 27]. See table 1 for an overview of items 
used by Cahalan and Room. 

Table I: 
Problem domains and item used in the National Alcohol Survey 1969 [from refs. I, I I] 

Problems with wife 

Problems with relatives 

Problem with friends 
or neighbours 

Job problems 

Police problems 

Belligerence 

Financial problems 

Health and injury 
problems 

• Wife got angry without d,reatening'to leave; 
Wife threatened to leave; Wife left 

• Felt drinking had a harmful effect on marriage/home life 
.- My wife-indicated I could cut down 

• My drinking was very displeasing to a relative (other than my wife) 
• Some other relative (not my wife) indicated I should cut 

down on my drinking 

• My drinking was involved in losing a friendship or drifting 
apart from a friend 

• Friends indicated I should cut down on my drinking 
• Neighbours indicated I should cut down on my drinking 
• Felt drinking had a harmful effect on my friendship and social life 

• Lost a job, or nearly lost one, because of drinking 
• Drinking led to my quitting a job 
• People at work indicated that I should cut down on drinking 
• Had chances for promotion or raises, or better jobs hurt by drinking 
• Have gotten high or tight while on job 
• Stayed away from work because of a hangover 
• Felt my drinking had an harmful effect on my work/employment 

opportunities 

• Had trouble with law about driving after drinking 
• I had trouble with the law about drinking when driving was not involved 
• A policemen questioned or warned me because of my drinking 

• Felt aggreSSive or cross 

• Got into a.fight 
• Got into heated arguments 

• Spent money on drinks which was needed for essentials like food. 
clothing or payments 

• Spent too much "money on drinks, or after drinking 
• Felt my drinking had an harmful effect.on my financial position 

• I had an iIIness'connected with drinking which kep~ me from 
working or my regular activities for a week or more 

• My drinking contributed to getting hurt in an accident in a car or 
elsewhere 

• A physician suggested I cut down on drinking 
• I felt drinking had an harmful effect on my health 

Makela [ref. 18] pointed out, that, if we are interested in the interaction between 
behavioural and situational factors, the most important line of division is between all 

THINK BEFORE YOU DRINK 



A Public Heallh Persoective 

other "consequences" and the societal reaction to these. He conceptualised consequences 
into drunken comportment or behavioural concomitants of drinking (belligerence, 
spending money, urinating in public, drunken driving), physiological consequences 
(passing out, hangover), events causally related to drinking (accidents), behavioural 
after-effects of drinking (staying away from work because of a hangover, missing an 
appOintment), and environmental reactions to any of these (police arrests, getting fired, 
wife leaving). Thus, a distinction was made between consequences of alcohol (mis-)use 
and environmental reactions, the social consequences of drinking. 

The confused state of the measurement of social harm today [ref. 1] is partly 
understandable from a historical perspective. As outlined by Room [ref. 19] the 
perspective was that all items on behaviour or consequences were to be treated as 
potential symptoms by which the respondent of a survey could tell the researchers of his 
underlying drinking problem. Items to be used in surveys could be attached to four 
different domains [ref. 19]: 

a) drinking per se; 

b) behaviour while drinking (belligerence, work-related problems; driving after drinking, 
manifestations of violence, falling asleep with a lighted cigarette, or short-term physio
logical consequences such as hangovers or no recollection of the night before), 

c) psychological loading on the drinking behaviour (motivations for drinking, self
perception of problems and degree of control); 

d) consequences of drinking behaviour including long-term physiological consequences, 
social consequences (in their definition above), financial problems. 

Thus, although items of the early survey research were related to distinct theoretical 
concepts, the focus of their use was more to cover all domains that could be indicative of 
a drinking problem from the perspective of the drinker, rather than to measure specific 
problem areas. In fact, attempts to empirically distinguish dimensions were of minor 
success [ref. 11, see 20]. All items more or less statistically loaded on one factor, pointed 
to a single problem scale. Therefore, it should not come as a surprise, if subsets of these 
items used to form a harm scale, for example social harm, also loaded on one dimension. 

The disease concept: social harm as a measure of harmful use or substance abuse 

International classifications systems of mental diseases or disorders such as ICD-10 or 
DSM IV [refs. 21, 22] are quite similar as regards diagnostic criteria for alcohol 
dependence or the dependence syndrome. Both systems (ICD-lO, DSM IV) include a 
diagnosis for symptoms that have not met the criteria of dependence (harmful use in ICD 
and substance abuse in DSM), but differ more markedly in that respect. Whereas the 
diagnostic guidelines for harmful use (lCD) require that actual damage should have been 
caused to mental and physical health of the user, the DSM focuses more on consequences, 
which include aspects of "social consequences". 

The criteria for substance abuse (DSM) are: 

a) recurrent substance abuse resulting in failure to fulfil major role obligations at work, 
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school, or home (repeated absences or poor work performance, substance related 
absences, suspension or expulsion from school, neglect of children or household), 

b) recurrent substance use in situations in which it is physically hazardous (e.g. driving 
in automobile or operating a machine), 

c) recurrent substance - related legal problems (e.g., arrests for substance-related 
disorderly conduct) 

d) continued substance use despite having persistent or recurrent social or interpersonal 
problems caused or exacerbated by the effects of the substance (e.g., arguments with 
spouse, physical fights). 

The DSM IV criteria for substance abuse show some apparent overlap with the domains 
generally used to measure social harm today, such as job problems or problems with fulfilling 
major obligations, problems with police and authorities, health problems, accidents, 
belligerence, financial problems, problems with spouse, relatives and friends, whereas 
ICD-1O for harmful use focuses more on physical and mental health consequences. 

Not surprisingly, many of the items, or items with similar wording, used in the early surveys 
of the Social Research Group [ref. 11], were later used to test whether the concepts of 
substance abuse and dependence [ref. 23] could be empirically distinguished, usually with 
little success as only one dimension could be found. Exceptions with two dimensions can be 
found [see refs. 24, 25, 26], but usually resulted in two factors, which are highly correlated, 

.. and / or loadings of items that do not correspond with the theoretical model. Thus, again all 
items loaded more or less on a single dimension, indicating a global problem dimension. 

Almost the same choice of items intended to measure substance abuse (versus dependence) 
were then used to contrast "social consequences" with dependence [refs. 10, 13, 27]. 
However, social consequences no longer meant the environmental reactions to problems of 
the drinker only but included problems in many areas, often even health. . 

Acute versus chronic consequences 

Some of the renewed interest in social consequences comes from the finding that alcohol
related consequences, especially those named social, were not only related to volume of 
drinking but at least as much to patterns of drinking [mainly heavy drinking occasions, refs. 
6, 28, 29]. In fact, to differentiate between acute and chronic (or short-term versus long-term 
effects) is not new and related to the well-known differentiation between drinking history 
and drinking events [see ref. 5 for a classification scheme or alcohol-related problems, or refs. 
30, 31, 32]. 

More immediate acute consequences comprise alcohol-related traffic crashes, alcohol-related 
unintentional injuries and death, suicide, and interpersonal violence as opposed to chronic 
consequences, which include cancers, liver diseases or mental problems, for example [ref. 33]. 
As chronic consequences seem more to cover the health pole of consequences, acute 
consequences share many of the aspects of the social pole. 
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Such a view is further strengthened by the fact that acute consequences are more culturally 
determined [ref. 34], which is also an inherent aspect of social consequences [ref. 35]. It 
should be noted, however, that classification schemes as those of Room [ref. 5] or Rehm [ref. 
30] are two-dimensional (see Table 2). 

Social consequences are also related to chronic drinking (e.g. family disruption) as well as 
health consequences are also related to acute drinking (e.g. overdose). In addition, the classi
fication of some consequences is equivocal and changing, also reflecting advances in 

. scientific knowledge. For example, suicide, classified often under social/acute consequences 
[ref. 33] may be also related to both chronic drinking and heavy drinking episodes [ref. 36] 
and was earlier classified as a chronic consequence of drinking [ref. 5]. On the other hand 
health consequences, such as cardiovascular disease, are usually subsumed under the 
chronic/health side, but recent knowledge suggest a clear link to patterns of drinking and to 
acute mechanisms [e.g. platelet aggregation, ref. 37]. Overall, although acute and chronic 
consequences may have both health and social aspects, acute consequences are commonly 
seen to be mainly social consequences because of a stronger cultural influence, whereas 
chronic consequences are seen to be mainly the (long-term) health consequences. 

Table 2 
Conceptual scheme of categories of harm and benefits from alcohol for single-occasion 
and long-term use (harm part adopted from Rehm [ref. 30), with examples in each table 
cell) 

Harm 

Single-occasion 
use (= acute 
consequences) 

Long-term use 
(= chronic 
consequences) 

Physiological health 

overdose 

increase of mortality 
(liver cirrhosis): 
morbidity. disability for 
certain patterns of use 

Psydlo-physiological 
and mental 

changed consciousness 
and control (hangover/ 
suicide): injury to 
drinker and others 
dependence. depression 

All consequences are soCial: social cost studies 

Immediate personal 
and soda! 
environmen1; 
(behavioural aspect) 

severe family and 
workplace disruption, 
injury to others. 
violence, disruption 
of social and economic 
relations 

Over the last decade there has been an increasing interest in social cost studies in many 
countries [refs. 38-44]. Though cost estimates vary, partly due to different factors being 
included as cost factors, the social costs of alcohol consumption make up a share of about 
1-4% of the GNP (Global National Product) in each country (see table 3). For example, in 
Ireland it has recently been estimated that 1.7% of the GBD were social costs of alcohol 
consumption (personal communication, Ann. Hope, October 3rd). 
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Table 3 
Overview of cost estimates from various countries 

Cost estimates (millions of US$)" 
Year of data USA USA Canada NewleaJand Finland ItaJy Gennany UK 

1992 1985 1992 1991 1990 1994 1990 1981 
118) (107) [J9) (40) (41) [4J) (42) (108) 

Total costs relative 
to GDP <%> 2.3 1.7 1.1 1.5-5.7 2-4 0.67-0.77 0.25 0.5 

Share of direct costs 
in total costs 27.7 26.9 45.0 14.8-32.6 17.0-22.3 51.0-51.0 26.0 13.5 

Share of indirect 
costs in total costs 72.3 73.1 55.0 67.4-85.2 77.7-83.0 49.0-49.0 74.0 86.5 

" At constant prices and exchange rates of 1990 

Commonly, social costs are largely defined as costs to society, i.e. costs arising from 
alcohol consumption that are not borne exclusively by the drinkers [refs. 44, 45]. Thus, 
the "social aspect" of social cost studies has another component (external costs to the 
society) than the early view of survey research where social consequences were societal 
reactions to the drinker. There is some discussion about what costs are private or 
external. According to international guidelines [ref.46], distinction between external and 
private should meet the following criteria: 

" ... if the costs of substance use are to be classified as private costs, the following three 
conditions must be simultaneously satisfied: 

1. The users are fully informed as to the costs which the substance use imposes upon 
themsel ves; 

2. The users are required to bear the full (internal and external) costs of the consumption; 

3. The users make rational consumption decisions in the light of all the information available 
to them." 

As these conditions are rarely jointly met or only relevant for minor cost factors [e.g. 
money spent for drinks, but see ref. 47 for critical reflection], social cost studies include 
apart from direct costs also indirect costs such as costs of productivity losses (see Table 
4). 
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Table 4: 
Overview of the cost items generally included in social-cost studies 

DIRECT COSTS 
Direct core costs - costs to health-;-Iudiciil andsociil welfare systems medical care 

• hospital treatment of alcohol-related diseases and injuries. outpatient treatment 
provided by services and office-based physicians 

• pharmaceuticals 

Welfare system services 
• social assistance and counselling 

• administration of insurance benefits 

• professional education. prevention and research 

Judicial system services 
• police. fire brigades and rescue operations 

• court work 

• prison services 
" 

Di.rect non-c.ore costs - related costs due to material damages -
Material Damage 

• due to accidents 

• due to offences (burglary. assault. etc.) 

• due to fire 

Indirect costs 
Costs due to productivity losses 

• Premature mortality (person years of life lost) 

• Excess unemployment and excess morbidity 

Under such a perspective, however, it makes no difference for alcohol-related 
consequences to be social consequences, or whether costs stem from alcohol dependence or 
from chronic or acute consequences, as all consequences may result in productivity losses. 
We would argue, that it is even difficult to see consequences such as single night-time 
crashes, suicides, or control measures [e.g., police actions see ref. 18] as social consequences 
without assuming an impact on the society in terms of productivity losses, material 
damages or costs of judicial system services. 

A first summary 

To date there is no consensus about what constitutes social consequences of alcohol 
consumption. An earlier definition of social consequences was social reactions (from 
friends, police co-workers, relatives, etc) to the drinker, and hence problems of the drinker 
with his/her environment. 

Items used in survey research on social consequences can be mainly traced back to the US
National Survey (N3) conducted in 1969 [ref. 11], but were used there either as composite 
measure of alcohol-related problems or conceptually distinct dimensions (social problems, 
health problems, accidents, financial problems, etc.). Later, the same (or similar) items were 
used to empirically investigate the concept of dependence versus harmful use / substance 
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abuse, and therefore were still focussed on problems of the drinker. However, with regard 
to substance abuse/harmful abuse it no longer made a difference whether items were from 
conceptually different domains were combined to one scale, as financial problems, health 
problems, accidents, interpersonal problems, etc. all were indicators of the substance 
abuse/harmful use dimension. Interestingly the same group of items used to separate 
harmful use from dependence was later labelled social consequence scale. 

Consequences of alcohol consumption can also be considered to be "social", because of the 
affect on the society as a whole. From such a perspective every consequence is social and 
it is more important to assess the impact of each consequence as precisely as possible. 

The link between consumption and consequences 

As Makela [ref. 18] pointed out, whether or not an individual feels social consequences 
depends primarily on the working of social control. "Getting arrested for drunken driving 
may be the most immediate danger for an individual leaving a cocktail party by car, but the 
societal risk involved is that of a traffic accident, and arrests for a traffic accident are only 
control measures to prevent accidents" [ref. 18, p. 327]. Makela points to several aspects 
here: 

I} social consequences for the individual are necessarily cultural bound [see also ref. 35]; 

2} there is a difference between social consequences for the individual and consequences 
for the society ("if most employees are late for work after a Christmas party at the office, 
they probably will not suffer any social or economic drawbacks, but their drop in job 
performance has. an objective impact on the general productivity of labour in society" [ref. 
18, p. 327]; 

3) measures of consequences for the society should be as objective as possible and not 
mainly be control measures which vary from society to society, "if nobody is arrested and 
nobody is offended, there is no consequence of public drunkenness [ref. 18, p. 329]. 

Makela, therefore has called for focussing ~n objective mea'sures rather than on control 
measures directed toward the individual, when the interest is on the impact of drinking 
on society. On the other hand, this may -be very difficult. For example, arrests for 
drunken driving or public offences (control measures) actually may prevent drunken 
accidents or fights. 

We see social cost studies as a step in this direction in so far as they, for example, separate 
costs of the judiCial system (control measures) from productivity losses, which have as a 
first step the determination of "alcohol~attributable cases" (objective measures). 
However, to 'monetarise certain cost categories is disputable [e.g. ref. 48]. For the 
determination of alcohol-attributable cases, however,it becomes less important to 
distinguish between social and other consequences than to determine as exact as possible 
the association between exposure (alcohol consumption) and outcome (consequences). 

Alcohol consumption was causally linked to more than 60 different disease conditions in 
a series of recent meta-arialyses [refs. 49-52] and involves at least two aspects of drinking: 
volume of drinking (average consumption) and patterns of drinking (mainly heavy 
drinking occasions). It should be noted that these disease conditions are commonly 
classified into ICD categories and, therefore, objective measures from national statistics 
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are usually available. They exclude, however, consequences such as social disruption, 
public disorder or financial problems. One of the main problems is to determine the 
alcohol-attributable fractions for different outcomes. 

For some of these consequences this task is fairly simple, as all cases are per definition 
100% alcohol-attributable (e.g. alcoholic psychosis, alcoholic polyneuropathy, excess 
blood alcohol). For some other consequences (e.g. cancers) the causal link is clear, though 
not all cases are alcohol-related (attributable fraction < 100%). The determination of 
alcohol-attributable fractions for such consequences is often indirectly derived via meta
analytical pooling of risks across studies from other countries. These consequences are 
usually long-term, chronic consequences of drinking. If for any particular country, the 
risk relationships are to be based on epidemiological studies from other countries, the 
assumptions behind such a derivation of attributable fractions are mainly: 

a) that a biological mechanism exists which explain the link between alcohol 
consumption and outcome through volume of drinking, hence average consumption, 
and; 

b) the. association is fairly constant across cultures [ref. 53). Of course, meta-analytical 
pooling is not restricted to volume of drinking, however the international literature still 
focuses on volume of drinking as a measure of exposure [ref. 54) and therefore mainly 
studies linking volume of drinking to disease are available for such a method. 

While an approach using pooled relative risk estimates across different countries may be 
justified with biologically based long-term chronic relationships (e.g. alcohol and breast 
cancer), it is more problematic with casualties and injuries as outcomes, than the mainly 
acute outcomes. 

One simple reason is that theirassociations,with alcohol consumption is much stronger 
related to patterns of drinking t~an with most chronic consequences. Also, patterns may 
interact with volume of drinking [e.g., inexperienced drinkers may be at higher risk for 
traffic accidents with lower intake on the occasion than experienced drinkers, e.g. refs 18, 
55,56). Studies that analyse the combined impact of patterns and volume on diseases are 
still sparse. 

More important, however, for acute consequences such as casualties and injuries with a 
clear impact of drinking patterns on the risk curve, the relationships depend on cultural 
and situational factors [refs. 35, 57). For example, the risk of an alcohol-related traffic 
accident may be higher in regions with higher traffic intensity or fewer highway safety 
features. Thus, the risk of an accident is different across regions, even for drivers with the 
same exposure levels of average volume of drinking, drinking experience and BAC-Ievel 
while driving. 

Expectations also form part of the "psycho-pharmacological" effects of alcohol [refs 58, 
59). It has even been argued that drunken behaviour is more influenced by norms about 
what it should be than the pharmacological effects of alcohol. In some cultures drinking 
occasions are 'time out' situations, where normal cultural restrictions are relaxed and 
therefore drinking and aggressive behaviours are more tolerated [refs 36, 60, 61). It is 
plausible that in environments where expectations of aggressive behaviours while 
drinking are more common, and social norms towards drunken aggression are more 
permissive compared with other environments, the risk of violent episodes is higher for 
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the same exposure levels elsewhere. 

Hence, for most acute consequences, applying attributable fractions from other cultures 
or regions could be misleading and biased. Also, pooling of estimates is not 
recommended statistically due to the heterogeneity of effects [ref. 62). 

Quantifying the impact of acute and chronic consequences: 
Two examples. 

A recent social cost study in Switzerland estimated the impact of alcohol consumption 
and mortality [ref. 44). Table 5 gives an overview: 

Table 5: 
Male and female alcohol-attributable "caused" death and life years lost (YLL to 74 of 
age) for acute and chronic conditions, coumterfadual (abstinence) 

CHRONIC ACUTE % OF ALL 

Age deaths YLL deaths YLL deaths YLL 

Male 
15 - 24 I 52 51 2728 12.1% 12.0% 
25-34 12 488 62 2823 9.5% 9.6% 
35-44 69 2408 49 1741 11.7% 12.0% 
45-54 195 4904 51 1306 12.9% 13.6% 
55-64 279 4074 38 587 9.2% 9.6% 
65-74 285 1471 36 176 4.7% 5.9% 
>74 256 • 68 2.0% 

Total 1097 13397 3SS 9361 4.7% 10.6% 

Female 
15 - 24 130 9 504 6.7% 7.9% 
25-34 6 406 13 552 5.6% 6.4% 
35-44 38 1431 II 397 9.5% 10.4% 
45-54 78 2101 12 292 8.5% 9.4% 
55-64 98 1596 10 148 5.9% 6.8% 
65-74 105 546 15 64 2.9% 3.7% 
>74 169 70 1.0% 

Total 495 6210 140 1957 2.0% 7.6% . 

-As can be seen, alcohol-related male mortality from chronic diseases resulted in about 
three times'more deaths than from acute mortality. However, in younger age groups (15-
34) about nine times more deaths stem from acute consequences (mainly traffic accidents 
and suicides). Therefore, the difference in life years lost is less drastic (only about 40% 
higher in chronic consequences), because many acute deaths occur in younger age 
groups. Of course, Switzerland is only an example of a country with a "wetter" or more --
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"Southern" drinking style. Such countries are often considered as experiencing more 
chronic consequences whereas countries with a "dryer" or more "Northern" drinking 
style are often' considered as showing a more destructive drunken behaviour with a 
stronger impact on acute consequences [refs. 63, 64]. Therefore, in some countries, life 
years lost from:acute consequences can clearly outnumber those of chronic consequences. 
This is particularly observed in developing countries. It should be noted that Table 5 only 
includes caused death and does 110t include "prevented" death, e.g. frolll cardiovascular disease. 
In women, the impact of acute consequences is not as strong as in men, but nevertheless 
cases and life years lost from acute consequences clearly outnumber those from chronic 
consequences in the younger age groups. About 11% of total mortality in 15-34 year old 
men and 7% in women in that age group is alcohol-related. 

Table 6: 
Patterns of drinking relevant to GBD [from ref. 66] 

Pattern Link to disease burden 
-

Proportion of The same per capita consumption will have more 
population who detrimental effects in countries where drinking is 
abstain from alcohol concentrated among fewer people. 

This variable was later dropped from the pattern analyses, as it 
has been incorporated into the average drinking categories. 

Heavy drinking occasions The fewer occasions in which a given amount of alcohol is 
• Quantity of alcohol per consumed, the more detrimental the consequences [refs. 37, 

occasion 109, 110]. 

• Proportion of daily 
drinking 

• Getting drunk 
• Festive drinking 

Drinking with meals Drinking with meals has been shown in epidemiological and 
biological research to be less detrimental than drinking at other 
times [refs. I I I, I 12]. 

Drinking in public places Drinking in public often reqiJires transportation, and thus has 
been linked to traffic accidents and injuries [ref. I 13]. 

Drinking linked to violence Violence often results in injuries 
This variable confounds exposure and a potential consequence 
and thus was dropped in subsequent analyses. 

A second example for mortality comes from the new Comparative Risk Assessment 
(CRA) within the Global Burden of Disease Study [GBD 2000, see ref. 65] currently 
underway. To our knowledge this is the first attempt to systematically include in a 
worldwide perspective the impact of drinking patterns on disease (including casualties). 
Estimates of alcohol-related mortality were based on per capita consumption (including 
unrecorded consurnption), but the drinking distribution (percentages of abstainers, light 
to moderate drinkers, and heavier drinkers) was incorporated by triangulation of per 
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capita consumption with data of surveys. Patterns of drinking were assumed to 
moderate the association between per capita' consumption and mortality. Experts were 
asked to judge drinking patterns in their countries as regards different aspects theoret
ically linked to burden of disease as summarised in Table 6. Sixty-one questionnaires 
were sent out and 52 questionnaires returned. The countries that returned the question
naires are listed in Table 3 of the report [ref. 66). 

Pattern weights were derived by statistical methods (optimal scaling) and reconciled 
after extensive discussion with experts [for details see refs. 53, 66). 

Final weights ranged from 1 (least detrimental) to 4 (most detrimental). The impact on 
consequences for which a clear link of" drinking patterns exist (CHD and acute 
consequences), the impact of alcohol consumption on mortality was modelled in a way 
that 1 litre of pure ethanol has a higher impact on mortality when drunk in a way which 
has a more detrimental pattern [for details of the statistical methods used see ref. 67). 
Interestingly, a statistically significant effect of patterns could only be found for men. 

Table 7: 
Alcohol attributable mortality in young people (aged 15-29) in Europe 1999 [from 68] 

-----------------------------------------------------------------------
Region Number % of all Number of % of all Consumption Pattern 

of deaths male deaths female (recorded + weights 
male deaths female deaths unrecorded) 

EuroA 6.688 12.8% 1.523 8.3% 13.5 1.7 
Euro BI 9.632 27.5% 1,738 7.2% 12.8 3.0 
Euro B2 1.732 14.5% 248 3.4% 3.5 3.1 
Euro C 32.543 32.3% 3.664 . 13.3% 12.4 3.6 

Beer, wine, spirits, total recorded consumption and estimated unrecorded consumption in litres of pure alcohol per capita 
15 + years old; patterns on a scale from I to 4 (most detrimental) 

EUROA 

EURO Bl 

EURO B2 

EUROC 

(very low child, very low adult mortality): Andorra, Austria, 
Belgium, Croatia, Czech ReRublic, Denmark, Finland, France, 
Germany, Greece, Iceland,·Ireland, Israel, Italy, Luxembourg, Malta, 
Monaco, Netherlands, Norway, Portugal, San Marino, Slovenia, 
Spain, Sweden, Switzerland, United Kingdom; 

(low child, low adult mortality): Albania, Bosnia and Herzegovina, 
Bulgaria, Georgia, Poland,. Romania, Slovakia, The Former Yugoslav 
Republic Of Macedonia, Turkey, Yugoslavia; 

(low child, low adult mortality): Armenia, Azerbaijan, Kyrgyzstan, 
Tajikistan, Turkmenistan, Uzbekistan; 

(low child, high adult mortality): Belarus, Estonia, Hungary, 
Kazakhstan, Latvia, Lithuania, Republic of Moldova, Russian 
Federatiori, and Ukraine. 
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There are clear differences in the proportion by sex and region: males have higher 
proportions than females in mortality attributed to alcohol (25.3% vs. 9.3% across all 
European regions), and the Western countries have lower rates of alcohol mortality 
compared to the former Socialist countries with the exception of the mostly Muslim 
Asian countries (see Table 7). 

In Euro A, the established market economies (including Ireland) almost 60% of all death 
came from transport injuries and about 10% from self-inflicted injuries. Chronic deaths 
did not figure largely in this group [see refs 68, 69]. 

Where should we go? 

a) Better studies on acute consequences in more countries are needed 

The above-mentioned examples demonstrate that acute problems can be as important as 
chronic consequences for alcohol-related consequences. The acute consequences in these 
examples mainly stem from unintentional traffic injuries and self-inflicted injuries. The 
main problem in estimating such burden is that the association heavily depends on 
cultural norms and the social and physical environment. For example, the absence of 
effective public transportation systems and the density of bars and pubs may increase the 
probability of drunken driving and therefore increase the percentage of alcohol-related 
traffic accidents. Similarly, expectations form part of the "psycho-pharmacological" 
effects of alcohol, especially in drunken comportment [refs. 58, 59]. On the other hand, 
the social and physical environment in general (e.g., safety features of highways, cultural 
and situational norms regarding alcohol-related aggression) may either increase or 
decrease the disease burden and social costs (e.g. if drunken comportment of young 
people is accepted to a certain extent, the police may intervene less in some events such 
as urinating or vomiting in public places). Hence, the extrapolation from other cultures 
or regions is difficult. 

However, and this is even true of the abovementioned examples such country (culture)
specific estimates are often not available .. In the GBD example only some countries 
provided enough information to derive a p·attern weight. In Switzerland, there is some 
anecdotal information for suicides and a police estimate of alcohol-related traffic 
accidents. The assessment of alcohol-related traffic accidents in Switzerland is often 
based on the officers' impression only and n~t on systematic BAC testing. In addition, 
until recently, random breath testing was not allowed in Switzerland. For all other 
chronic consequences attributable, fractions for Switzerland had to be extrapolated from 
other countries. 

AAFs for acute consequences such as injuries are usually determined directly by 
assigning empirically given cases to alcohol whenever the responsible individual was 
under the influence of alcohol at the time of the event. For example, road accidents are 
often attributed to alcohol where the driver responsible for the accident tested positive 
for alcohol (e.g. at blood alcohol concentration [BAC]~0.08%). Of course some of these 
accidents may have occurred even without drinking. On the other hand, young people 
are often both inexperienced drivers and drinkers, which may result in alcohol-related 
traffic accidents even at lower BAC-Ievels. 

All over the world there is a lack of studies on acute consequences, which properly 
measure the risk. The principal problem is the availability of a control group. One 
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possibility for traffic accidents is the use of road-side surveys, from which a random 
sample of drivers is drawn and their blood-alcohol concentration is measured. These can 
be used as a control-series of accident-free drivers. Recently Kruger [ref. 70] estimated in 
Germany that 10.8% of traffic-accidents were alcohol-related, whereas an overestimate of 
12.3% of all accidents would have been obtained by assuming an alcohol-relatedness for 
each BAC of 0.08% or more. Other designs to estimate the proportion attributable to 
alcohol for traffic injuries exist, e.g. at-scene studies. Of course, such designs are not only 
difficult to conduct but are expensive. 

A cheaper method is culpability studies. This is where a quasi case-control stud y can be 
'performed by using drivers who were responsible for their crash as cases, and those that 
were not as controls. Of course, for such a design to be unbiased, the assessment of 
culpability should be done without knowledge of whether the driver had a measurable 
BAC. Such designs recently yielded odds ratios of around 3 to 7 [refs. 71-75, see re
analysis of some studies by ref. 76]. All quoted studies were conducted either in 
Australia or the US. We know of no example from other countries. 

b) For some, acute consequences triangulation is needed 

For some acute consequences such as unintentional injuries, designs to estimate the 
impact of alcohol consumption are readily available. For some others, such as violent 
incidences, the assessment of attributable fractions is even more complicated. 

Alcohol is strongly associated with violent crime [ref. 77], although this association varies 
considerably across countries [ref. 78]. Studies on violent incidents have repeatedly 
shown that alcohol consumption precedes violent events, and that the amount of 
drinking is related to severity of subsequent violence, pointing to causality in standard 
epidemiological terms in the tradition of Hill [ref. 79, see also ref. 80]. Meta-analyses of 
experimental studies suggest a moderate effect size [ref. 58]. However, alcohol-related 
violence involves more complex social interaction issues than would be relevant to 
drinking-driving and other alcohol-related injuries. For example, expectations form part 
of the "psycho-pharmacological" effects of alcohol [refs. 58, 59], but cannot and should 
not be separated in attempting to understand the effects of alcohol as consumed by 
human beings. As with alcohol-related accidents, some proportion of violence that 
occurs after people have been drinking might have occurred without alcohol. Alcohol
related violence involves an interaction of the effects of alcohol on one or more people, 
the environment and the personality of the drinker [ref. 59]. For environments devoted 
to drinking (e.g., bars, pubs), it may not make sense to try to determine the proportion of 
violence that would have occurred even if the person had not been drinking, because this 
particular environment does not exist without drinking. Therefore, it seems reasonable 
to assume that close to 100% of incidents of violence occurring in bars and other 
environments where drinking is the main activity should be considered attributable, 
either directly through the pharmacological effects of alcohol or indirectly through the 
social norms related to drinking. Estimating the proportion of violence in other settings 
that should be attributed to alcohol is more problematic. 

For example, an argument occurs between a married couple at dinner during which they 
have consumed a bottle of wine. The argument becomes physical and the man injures the 
woman. Should the injury be attributed to alcohol? The fact that both have been 
drinking means that alcohol is more likely to be a factor than if only one had been 
drinking, due to the interaction of the effects of alcohol on each person. In addition, 
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alcohol is known to increase the likelihood of the escalation of conflict [Refs. 81, 82), so 
even if the argument might have occurred without alcohol, the fact that the conflict 
resulted in injury may be attributable to the effects of drinking. On the other hand, 
marital violence often occurs when neither party has been drinking, so drinking might 
have been irrelevant in this case. Therefore, the assessment of the exact proportion of 
alcohol-related violent injuries and death that should be attributable to alcohol is often 
difficult, and needs to be triangulated from different sources, such as time-series 
analyses, natural experiments, case-control studies, emergency-room studies, general 
population surveys, and experimental designs [ref. 83). 

Similarly complicated is the assessment of an attributable fraction for self-inflicted 
injuries (e.g. suicides). On one hand, there is evidence for the causal role of alcohol on 
suicide, including biochemical effects on serotonin neurones [ref. 84). On the other hand, 
much of the association is confounded by co-morbid mental illness [refs. 36, 85). Again, 
social norms or differences in drinking cultures may mitigate the effects of alcohol 
consumption on suicide, e.g. through differences in explosiveness of drinking patterns or 
through social marginalisation and stigmatisation of heavy drinkers [refs. 36, 86). 

As for traffic injuries, there is less need to further establish the causal role of alcohol 
consumption on violence or suicide, but to estimate as close as possible its exact alcohol
related proportion and therefore its impact for each society separately. In contrast to 
traffic injuries, however, there may be no single design and methods have to be 
developed to triangulate data from different designs to end up with a more stable 
estimator of alcohol-attributable fractions. Of course, this also means that data from 
different sources for each culture should become available. 

c) Secolld ilalld collsequellces of drillkillg. 

Almost all of the parts of this paper has dealt with consequences, be it acute or chronic, 
long-term health or social, which are consequences for the drinker. Usually, for example 
in emergency room studies, alcohol-relatedness in injuries and trauma is estimated for 
the victim only: what was the BAC of the injured person? "Second hand" effects are often 
not included in estimating the consequences of alcohol consumption [e.g. the GBD 
exercise see ref. 53). 

Clearly, in roadside surveys the risk from drink-driving for sober bystanders can be 
estimated. However, how many sober people attend emergency rooms because of the 
drinking of someone else? Methods to estimate such an impact are rare. There are, for 
example, victimisation surveys, which are essentially cross-sectional surveys and 
therefore lack essentials for assessing causality such as control groups, temporal 
ordering, etc. In addition, victims usually express their view of alcohol-involvement of 
someone else, which may differ from the views of the offender. Some more information 
could come from the analysis of court documents and police records by means of 
culpability studies. The problem with these types of studies remains the assessment of 
culpability independent of the amount of alcohol consumed. The offender may be 
sentenced because of his/her drinking, but the inverse is also possible when he/she was 
found not to be guilty because of being under the influence of alcohol. 

Social consequences should include the consequences of harm from others drinking. The 
family often suffers more from alcohol-related excess, i.e. unemployment, morbidity or 
mortality than the society, especially in societies with high unemployment rates. 
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Approaches such as willingness to pay are now commonly used in decision analysis, 
cost-benefit, or cost-effectiveness analysis [ref. 87], but have rarely been used in alcohol 
research and need more attention [refs. 1~ 88]. These methods also seem appropriate to 
evaluating the suffering and pain of farriily members from alcoholics, for example, by 
applying the willingness to pay approach riot to the drinkers themselves but to family 
members affected by his/her drinking. 

Similarly, although research on children of alcoholics (COA) has increased over recent 
years, the consequences of being a child of an alcoholic for the child and the society have 
rarely been discussed as social consequences or included in social cost studies. The 
consequences are manifold and not only include consequences from direct prenatal 
exposure. There' are other risk factors (e.g. drug use disorder, delinquent activity, 
depression alienation, suicides) for later consequences as a result from being raised in an 
alcoholic environment. Such consequences are financial strain, difficult sibling relations, 
peer rejection/isolation, limited friend selection, lack of social skill development, lower 
intelligence, educational achievement, unfavourable coping styles, just to mention a few 
[see e.g. the Dynamic Diathesis-Stress Model of developmental psychopathology, ref. 89]. 
Many consequences are clearly alcohol-related and certainly social in the sense that they 
do not affect the drinker alone. 

d) Mortality is not sufficient 

The above mentioned example from Switzerland showed that just counting deaths from 
several consequences may be rather misleading. Though chronic consequences result in 
many more deaths compared with acute consequences, life years lost from acute 
consequences may account for a similar or even larger proportion, because they affect 
younger people more often. In addition;. alcohol consumption has not only fatal 
consequences, and therefore may result in even more harm compared with other 
exposures when morbidity is considered. For example, the first Global Burden of Disease 
(GBD) study attempted to quantify disability despite some data limitations [ref. 90]. This 
study found that alcohol accounted for 6% of the years of life lost due to disability (YLD), 
compared to 2.1% years of life lost due to mortality [YLL, data cited from ref. 91]. In 
other words, the relative impact of alcohol on.disability was estimated to be considerably 
larger than its impact on mortality. 

Disability or quality adjusted life years (DALYs or QUALYs) are measures that seek to 
combine burden of disease from mortality and morbidity in one summary measure. 
They are now commonly used for decision,- cost-effectiveness, and cost-utility analysis 
[ref. 87], and therefore provide a .basis also for policy makers to evaluate measures to 
reduce the burden for the society due to alcohol consumption. For example, there is 
growing debate whether prevention of alcohol related problems should shift its focus 
from a population strategy (e.g. taxation bf alcoholic beverages) to harm reduction 
strategies [refs. 92, 93]. If DALYS and QUALYS were available, it would be easier to 
compare the effectiveness of either one or both combined . 

. The QUALY and DALY approach and connected measures to derive weights (standard' 
gamble, willin'gness.to pay) can also be used"to measure psychological and ,social well
being, and therefore have the potential to assess those parts of the burden of people 
stemming from other's drinking, which' are not comprised in lCD-codes. 
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e) Research on chronic consequences is not finished: the impact of patterns 

We have largely avoided the discussion on chronic consequences. However, though 
meta-analytic risk estimates for most alcohol-related consequences exist, research should 
continue. For example, only recently has the alcohol-relatedness of breast cancer been 
scientifically established. The list of alcohol-related consequences should remain 
dynamic and continuously re-evaluated. More importantly, however, at least some of the 
chronic long-term consequences may also be related to drinking patterns and therefore 
risk-curves should be estimated separately in each culture and by inclusion of drinking 
patterns. 

To give a prominent example, there are several biological mechanisms explaining the 
association between alcohol consumption and CHD. The epidemiological evidence that 
moderate alcohol consumption protects against IHD is strengthened by growing and, in 
some instances, substantial evidence concerning the biological mechanisms by which a 
protective effect could be mediated [refs. 94-96]. 

Firstly, moderate alcohol intake has been clearly linked to favourable lipid profiles [ref. 
97]. It has been estimated that as much as 40%-50% of the protective effect may be attrib
utable to this mechanism [refs. 98-100]. 

Sccolldly, moderate alcohol intake favourably affects coagulation profiles [ref. 97], in 
particular, through its effects on platelet aggregation [ref. 101] and fibrinolysis [ref. 102]. 

Tllirdly, low to moderate consumption of alcohol has been shown to favourably affect 
insulin resistance [refs. 95, 103, 104]. . 

FOllrtllly, it has been postulated that alcohoLcould protect against IHD through its effect 
on hormonal profiles, in particular, its estrogenic effects [ref. 96] . 

.. 
Fifthly, the alcohol metabolite acetate has been postulated to protect against IHD by 
promoting vasodilatation [ref. 105]. . 

Six tilly, alcohol affects inflammation and thus can influence CHD. 

Filially, it is possible that some of the effect is mediated through the anti-oxidative 
constituents of alcohol beverages, especially wine [ref. 106]. However, as discussed 
below, most of the protective effect appears. to be linked to ethanol, per se. 

However, if priorities have to be set, we think it would be more relevant to estimate the 
attributable fractions for established, culturally dependent acute consequences in 
different countries, than to conduct even perfectly designed studies on alcohol and breast 
cancer for example, which will probably result in about the same estimates as those 
known from the international literature. 

What has to be done? - Implications for alcohol policy. 

Researc::hers tend to emphasise research and the implications of where we should go 
clearly underline this common tendency. However, alcohol policy cannot and will not 
wait for all this important research to be carried out. Thus, let us try to sketch out some 
consequences, which can be drawn here already. 

LESS IS MORE 69 



70 

Alcohol Po/icy 

First, it must be stressed that alcohol policy was always linked to social consequences 
especially alcohol and traffic fatalities, violence and public disorder, rather than to health 
consequences [ref. 1). Thus, we need not make the point that social consequences should 
be incorporated into policy decisions, as they already are. 

Second, alcohol policy has to be culturally specific to be successful. Knowing that 
prohibition is related to decreases in liver cirrhosis is not very helpful for Switzerland or 
Ireland, where prohibition is not a conceivable option at this time. On the other hand, 
prohibition may be an option in Nigeria, which may be accepted by wide parts of the 
population and effective. 

Third, patterns of drinking have clearly been related to different outcomes already and 
thus alcohol policy should try to derive consequences from this fact. Especially for heavy 
drinking occasions, there are different ways to avoid outcomes: 

• change the drinking pattern 
• change the link between patterns and outcome (e.g. no driving after drinking) 
• change the environment in other ways to prevent outcomes (the famous easy to 

break glass at beer festivals). 

Those options should be explored and the best measures or combination of measures be 
selected. 

Finally, base alcohol policy on considerations of cost-effectiveness in a population-based 
approach. 
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A Public Health PersDEclive 

This paper is based on recent reviews of the international research literature on the 
impact of alcohol consumption on various social problems (Rossow, 2000; Rossow et al, 
2001; Room & Rossow, 2001). The social consequences of alcohol consumption are of 
particular relevance to alcohol policy because they comprise the type of damages that 
affect third parties. Or, in other words, people, other than the drinkers themselves, pay 
(some of) the costs. 

Three areas of social problems that are often alcohol related are covered in this paper. 
They often involve young people, and costs are often carried by third parties, and for 
these reasons are highly relevant as target areas for alcohol policy measures. In the case 
of traffic accidents, it is rather obvious that a significant number of "innocent people" 
suffer from harm due to drunken driving by others. In consequence, a widely used policy 
response is a legal limit of blood alcohol concentration when driving a vehicle, as well as 
various efforts to enforce this. Also in the case of violence, there are victims who suffer 
both economical and physical damages due to other drunken people. Moreover, society 
as a whole carries huge economic costs in terms of lost productivity and health care costs 
due to illness, disability and mortality from accidents, suicide and violence. But beyond 
this, accidents, suicide and violence also imply intangible costs borne by third parties. 
These comprise for instance the grief, pain and guilt that family and friends often 
experience after suicides. And they comprise the fear of violence that is often felt by 
spectators and others who are not directly involved in violent events. The following 
paper will examine the main findings in the international research literature on how 
alcohol consumption is associated with accidents, suicide and violence. 

Alcohol and accidents 

It is recognized that alcohol intake reduces our cognitive skills and motor skills, our 
ability to react quickly, and to make good judgments. Consequently, our ability to prevent 
accidents and to react adequately in a situation of an accident is impaired by drinking. 
The higher the individual's alcohol intake, the greater that individual's ability is 
impaired. 

In line with this, a large number of studies from emergency rooms have shown that 
people who have suffered traumas/injuries from various kinds of accidents are more 
often under the influence of alcohol than other patients. This is particularly the case for 
traffic accidents, accidental drowning and fire accidents. It has also been shown that 
people who report to drink the most are more likely to have experienced various kinds 
of alcohol related accident~, and that the risk of being involved in an acCident increases 
with increased levels of blood alcohol concentration (Rossow et ai, 2001). 
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An interesting finding from a large American study (The Grand Rapids Study) is, 
however, that although the risk of being involved in a car crash increases with the 
driver's blood alcohol concentration, the risk at one particular BAC level is lower among 
the frequent drinkers compared to the infrequent drinkers (Figure 1) (Hurst et ai, 1994). 
This illustrates how tolerance to alcohol interacts with BAC level on the risk of accidental 
injuries. 

Figure 1: Road traffic crashes: driver BAC and relative crash risk plotted separately 
for different drinking frequencies. Grand Rapids data, - reanalyzed. US National 
data. (based on National Highway Traffic Safety Administration, (1992) cited in 
Edwards et al. (1994). 
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The association between heavy drinking and· suicide is also well established in the 
international research literature. Heavy drinkers have a 5-10 fold higher risk of 
committing suicide than others, and approximately 10 - 20% of all suicides are committed 
by heavy drinkers. Attempted suicide seems to be even more strongly associated with 
heavy drinking. In studies from the Nordic countries, it has been shown that heavy 
drinkers have a more than 20 fold higher risk of attempting suicide than others. 
Approximately one third of all attempted suicides among men, are committed by heavy 
drinkers, and almost half of all attempted suicides are committed under the influence of 
alcohol. Studies in large population samples have also shown that the risk of attempting 
suicide increases with drinking level; i.e. the higher the average consumption, the higher 
is the risk of attempted suicide. A similar pattern is also seen with respect to heavy 
drinking occasions; the more frequent people. drink to intoxication, the higher the risk of 
attempted suicide (Rossow, 2000). 
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The strong associations between heavy drinking and suicidal behavior have been 
explained in several ways: 

1. Long term heavy drinking often leads to depression and anxiety and thereby to 
vulnerability to suicide. It also often implies severe losses and social disintegration 
in terms of divorce and unemployment, as well as economic despair and 
hopelessness. 

2. Heavy drinking may, however, also affect others than the drinker himself, (partic
ularly children and spouse), and living with a heavy drinker can be an enormous 
burden. It has been shown that children of alcoholics are at higher risk of suicidal 
behavior than others. 

The impact of intoxication on suicidal behavior is probably due to several mechanisms; 
reinforcement of depression and suicidal thoughts, - triggering impulsive behaviour, and 
- disinhibition of barriers to hurt oneself. 

Alcohol and violence 

Studies on alcohol and violence have been concerned with both the victim and the 
perpetrator. A huge number of studies have shown that a large proportion, often the 
majority of the victims of violence were under the influence of alcohol at the time of the 
event. Also a large proportion of perpetrators of violence (particularly manslaughter and 
aggravated assaults) had been drinking prior to the crime. In the US and Canada this 
proportion has been found to be around 50% and in the Nordic countries even higher 
(Room & Rossow, 2001). Thus, both victims and offenders of violent crimes have very 
often been drinking prior to the event. 

Studies from large population samples have also shown that the proportion of people 
who have committed violent acts themselves, increase. \yith their drinking levels, and 
also the risk of being a victim of violence increases with the victim's own drinking level 
(figure 2). 

Supported by experimental and observational studies, there are particularly two main 
types of explanations for why alcohol is so strongly associated with violence, and they 
may well supplement each other. For one, alcohol may affect cognitive and social skills 
whereby the ability to interpret other people's reactions and foresee consequences of own 
behaviour, is hampered. Thus, misunderstandings and clumsy behaviour easily occur, 
which may imply an escalation of aggressive signs and acts between people and 
sometimes result in violence. In addition, people may have expectancies about alcohol as 
a 'cause of aggressive behaviour' or see intoxication as an excuse for violence, which may 
favour the likeliness that violence occurs in an event of drinking (Rossow et at 2001). 
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Figure 2. Proportion of respondents in a national survey (in Norway, 1994) reporting to 
have been - in a fight while intoxicated during the past year, - and injured by an 
intoxicated person during the past year, both by self-reported number of times having 
felt clearly intoxicated during the past year (Source: Rossow, 1996). 
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Most drinking occasions do not lead to any of these serious kinds of damage, Yet, in 
summary there is strong evidence that long term heavy drinking and heavy drinking 
occasions are often ingredients in cases of accidents, suicide and violence. However, the 
following questions arise; is this a problem among a few heavy drinkers or a few people 
who drink heavily at times? Or does it apply more generally at the population level? 
Does a change in the overall alcohol consumption imply significant changes in the overall 
amount of damage in that population? When total consumption increases, we know there 
will be an increase in the number of very heavy drinkers. In addition, we, expect an 
increase in the number of heavy drinking occasions, which again would imply an 
expected increase in alcohol related harms. This is also what is found quite consistently 
in a large number of studies. Beyond the data from the ECAS study (Norstrom et at 
2001), there has been a growing body of research from Europe and North America over 
the last decade, showing that an increase in total alcohol consumption will imply an 
increase in the level of typically alcohol-related harms in that population. This also 
applies to mortality from accidents, suicide and violence, 

Table 1 (based on ECAS data) shows us that in 14 western European countries an increase 
in total alcohol consumption will, on average, be followed by a significant increase in 
mortality from accidents, from suicide and from homicide. Similar findings have also 
been reported from a n'umber of other studies (Rossow, 2001). 
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Table 1. Estimated effects of a one litre increase in per capita consumption on annual 
male mortality rates for accidents, suicide and homicide in 14 European countries. 
(Source: The ECAS report, edited by Thor Norstrom, Stockholm 2001). 

Finland 
Norway 
Sweden 
Pooled estimate Northern European countries 

Austria 
Belgium 
Denmark 
Ireland 
Netherlands 
UK 
West Germany 
Pooled estimate Central European countries 

France 
Italy 
Portugal 
Spain 
Pooled estimate Southern European countries 

* statistically significant p < .05 

Accidents Suicide Homicide 

4.8 3.7 11.2* 
11.3* 12.9 25.5· 
11.0* 10.6* 16.3* 

9.0' 9.1' 17.7' 

6.6* -1.5 0.2 
2.4 4.6 14.2 
2.9 -1.8 17.4 
7.5* 3.3 20.6* 

-2.0 -1.6 9.1 
2.0 -1.1 8.4 
4.5* 0.6 3.5 
3.5' 0.4' 10.5' 

4.0* 0.2 1.7 
2.2* -1.3 3.9 
1.0 1.6* 6.7* 
2.0* -2.8 16.0* 
2.3' -0.6 7.1' 

Effect parameters for accidents are interpreted as follows: an increase in per capita 
consumption of one liter pure ethanol will on average imply a change in the mortality 
rate from accidents (number of fatal accidents per 100 000 popUlation) equal to the effect 
parameter. (e.g. a one litre increase in per capita consumption in Ireland will imply that 
mortality from accidents will increase by 7.5 fatal accidents per 100 000 inhabitants per 
year). 

Effect parameters for suicide and homicide are interpreted as follows: an increase in per 
capita consumption of one litre pure ethanol will on average, imply a change in the 
mortality rate from accidents (number of fatal accidents per 100,000 population) equal to 
the effect parameter. 

Drinking pattern 

As we have seen, the risk of accidents, suicide and violence is not only related to heavy 
drinkers, but also to high blood alcohol concentration and thus heavy drinking occasions. 
This means that not only is the annual intake important, but also whether the drinking is 
spread out on a large number of light drinking occasions or concentrated on a few binges. 
Several studies have shown that people who get intoxicated often are at higher risk of 
experiencing accidents, attempted suicide or violence, compared to those who drink the 
same annual amount but who get intoxicated less often. This is of particular concern with 
respect to young people who are more likely to drink to intoxication. 
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Also when we look at population level data, we find a similar pattern. In the Nordic 
countries (j.e. Finland, Sweden and Norway) there are more fatal accidents, more 
suicides and more homicides for each litre of ethanol drank per year, in comparison with 
people in Southern Europe (France, Italy, Spain and Portugal) (Table 1). The most likely 
explanation for this is that we have a more "explosive" drinking pattern in our Nordic 
countries, where each drinking event is more likely to lead to intoxication, compared 
with Southern Europe. 

Another important aspect of drinking pattern is public versus private drinking. The risk 
of violence associated with drinking appears to be higher when the drinking takes place 
in pubs and bars rather than in private horries (Rossow et al, 2001): This is of particular 
relevance in Ireland, where public drinking is so very common, and the majority of 
drinking takes place in pubs and bars (Table 2). 

Table 2: Proportion of alcohol consumed in public ;drinking places by countries. 
Estimates are mostly based on beverage specific data· on recorded alcohol sales and 
proportion of each beverage being consumed in public drinking places (PDP). Sources 
for estimates are all found in Brewers Association of Canada (1997). 

country % of alcohol consumed in PDP 

Belgium 55% 
Canada 21% . 
Denmark 21% 
FinlanCl 24% 
Ireland 76%* 
Netherlands 29% 
New Zealand 44% 
Norway 30% 

-
Spain 65% 
Sweden 23% 
Switzerland 37% 
United States 240/0 - - - - - -

-~ Note: Ti,e estimate for Irela"d is based all fig II res for beer illld spirits colISl/lI/pfiVII Dilly, Wlliell implies that tile proporfion of 
alcohol bei"g C01lSUlIlCd i" public drilikillS pl(lces is prolmbly somewhat higher. Wille col/slimp/ion cOl/sfifules. hOWi'ver, Dilly 9.5% 
of the total alea/wl COIISlllllptio/l. 

Data from the ECAS study also showed that the association between alcohol 
consumption and homicide rates was particularly strong in Ireland, where an increase in 
total consumption of one liter per capita would be followed by a 20% increase in the 
homicide rates. This association reflects one of similar magnitude in Norway and 
Sweden, and is much higher than what was found in the other European countries. 

Prevention paradox 

Although a relatively small proportion of the drinkers consume the majority of the 
alcohol, it has been argued that forseveral types of alcohol related problems, the majority 
of the problems are found among the light or moderate drinkers. Consequently, 

THINK BEFORE YOU DRINK 



A P",b!''( Hea'!h P;·r<;pe-ciil.'e 

prevention strategies aimed at the entire population of drinkers may prove more effective 
for these certain types of problems than strategies aimed only at a high risk sub
population. This is referred to as tlte prevention paradox. 

The underlying argument for the occurrence of the prevention paradox is that although 
heavy drinkers are more often intoxicated and have higher BAC levels compared to light 
and moderate drinkers, only a moderate fraction of all instances of acute intoxication is 
due to the very heavy drinkers. This implies that for alcohol related problems which are 
mainly due to acute intoxication, as in the case of accidents and violence, the majority of 
the problems are found among the light and moderate drinkers, simply because the 
majority of instances of intoxication occur in this group. This is also illustrated in Figure 
3. 

Here, the upper 10 per cent of the drinkers account for less than one third of the amount 
of alcohol related accidents, and consequently the remaining two thirds are found among 
the more or less moderate or light drinkers. Similarly, less than one third of the alcohol
related incidents of violence are found among the heaviest drinkers, the remaining 
majority is caused by the more or less light and moderate drinkers (Rossow & Romelsjo, 
forthcom ing). 

Figure 3. Proportion of drinkers reporting having experienced alcohol related quarrels, 
alcohol related violence and alcohol related accidental injuries, respectively by groups 
of drinkers divided into deciles by self-reported annual consumption. Source: Data 
from Norwegian national youth surveys (Rossow & Romelsjii, forthcoming). 
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Policy implications 

A large body of international research shows that severe injuries and fatalities such as 
those from accidents, suicidal behavior and violence are closely related to alcohol 
consumption. This is not only seen among a few heavy drinkers but also among the 
moderate drinkers who occasionally drink too much. 

LESS IS MORE 85 



86 . 

Alcohol Policy 

Policy actions to prevent these kinds of akohol related harms should thus not only aim 
at the relatively few heavy drinkers, but target the entire population of drinkers. 
Moreover, in the case of violence prevention, a number of strategies implemented in 
public drinking places should also be considered (Graham, 2000). Efficient efforts to curb 
the amount of accidents, suicidal behavior and violence due to drinking, are not only in 
the interest of the drinkers themselves but also in the best interest of all those who suffer 
harm from other people's drinking. 
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Public Disorder in Ireland - An Garda Siochana 
Response 

Chief Superintendent Catherine Clancy 

Overview of the Irish Experience 

Thankfully, incidents of major public disorder or riot are relatively rare in this country. 
In recent years the concerns in relation to public disorder have focused on alcohol-related 
incidents, especially among young people. This focus on alcohol and its relationship to 
crime and public disorder prompted a broad ranging public debate which made all of us, 
both as individuals and as members of an organisation, look again at our attitudes and 
approach to the problem. 

The misuse of alcohol can cause a myriad of problems such as: 

• Murder and Serious assaults 
• Road Deaths 
• Domestic Violence 
• Public Disorder and street violence 

The feedback from the community and our own customer research indicate that there is 
a'deep concern among the public about street crime and public disorder. 

From a police perspective, the public debate and the heightened awareness of the 
problem enabled us, as the organisation with direct responsibility for public order issues, 
to form an all encompassing coalition with .other agencies, groups and the public alike in 
the fight against the scourge of alcohol misuse and associated problems. This partnership 
approach between the Gardai and others offers the best way forward for all of us as we 
try and deal with this major issue. 

Public Order Offences in Ireland 

The following is an outline of types and number of offences that take place each year in 
this country. 

Adult Offences 

Public Order 

Offences 
(proceedings commenced) 
Threatening or Abusive behaviour 

Assaults 

Intoxication in Public place 

Failing to Comply with Garda direction 

Disorderly conduct 

Entering building with intent 

Other Offences (obsIruction, trespa5S. afIrays.) 

Total 

1998 

10,732 

8,077 (+ns Ass. Garoa) 

9,334 

3,080 

2,473 

1,090 

1,236 

36,747 

1999 

11,140 

8,664 (+807 AsS. Garoa) 

11,009 

3,948 

2,445 

966 

1,485 

40,464 
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Drink Driving Offences 

Offence 1998 1999 

Driving, attempt to drive, 
Failure to provide sample, etc 

Youth Offences 

Total Juvenile Referrals for last 3 years 

Referrals 

8,290 8,823 

15,005 14,948 

Types of Offences involving Juvenile Offenders in the last 3 years 

1998 1999 

Larceny 22% 21% 

_Criminal,Dam~ge 14% 149.'0 

Drink Offences 9% 10% 

--'yehicle Offel]ces 9% 9% 

Public,Order 7% 7% 

Burglary 9% 
.. 

8% -

Other 30% 31% 

Alcohol and Drug Related Crime 

Firm evidence of a link between crime and: alcohol and drugs was found in a survey 
conducted nationwide in 1997 by the Garda.,Research Unit. The survey covered 27 Garda 
areas over a three month period and examined drugs and alcohol as a factor in all crime. 
The Investigating Garda was asked for his or her opinion based on evidence. 

• In 46% of all cases, alcohol or drugs was a factor 

• In 88% of Public Order cases; alcohol or drugs was a factor 

• In 54% of Criminal Damage cases alcohol was a factor . 

• In 48% of Offences:against the Person. alcohol or drugs was a factor 

(Source-· Alcohol· and DYllgs as factors in Offending Behaviour-Garda Research Unit 
Report 7/98) 
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Garda Response 

An Garda Siochana recognises that its role in respect of alcohol misuse and related 
problems is an integrated part of an overall Government Policy on Alcohol which has 
been developed over the last number of years. This policy, as set out in 1996 and 
continued today, established a plan of action for various agencies and people which was 
based on relevant research and which was in keeping with the European Charter on 
Alcohol. 

Within an Garda Siochana, the implementation of this policy steered our response to the 
problem towards a two pillar approach - that of prevention and law enforcement. This 
twin track approach is not pursued by the Garda! in isolation, but in cooperation with 
and in recognition of, all the other committed agencies, organisations and citizens 
working in this area. 

Prevention Pillar 

Within this sphere of response specific Garda programmes have been developed, and 
have evolved into comprehensive, targeted and ultimately successful endeavours. Also 
in the area of prevention efforts have been made to interface where possible and where 
appropriate into other non-Garda initiated programmes, where the Garda input is of 
value and relevance. . 

Juvenile Diversion 

Juvenile crime is an area with which the Garda! are particularly concerned. The future of 
our society is based on how the potential of young people is developed. Unfortunately 
some young people do become involved in public order crime and criminal actiVity. In 
order to divert young people away from criminal behaviour, the Garda! implement a 
diversion and special projects programme. 

This programme is an effective response to youth crime and is a model of partnership 
between the Gardai, the community and other statutory and voluntary agencies. 

The Diversion programme, which is operating since 1963, is an alternative to prosecution 
and is aimed at diverting young people under the age of 18 away from the criminal 
justice system and away from all types of criminal behaviour. 

On admission to the programme, a young person is assigned a specially trained Garda, 
"Juvenile Liaison Officer" (JLO), in order to deal with the case. 

The JLO will supervise the young person to ensure that he or she receives whatever help 
is needed. The JLO will also engage with the parents and teachers of those involved. 

Once diverted, the young offender's needs are assessed and a course of action is decided 
upon. For instance, a young person, who· has a problem with alcohol or drugs, may be 
referred for treatment to a clinic in order to begin their rehabilitation. Furthermore a JLO 
could also refer the young person to one of the 62 Garda Special Projects. 
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Garda Special Projects reflect An Garda Sfochana's corporate commitment to a multi
agency partnership approach to dealing with young people. They are funded by the 
Department of Justice, Equality and Law Reform, and those involved in the running of 
the Projects include An Garda Siochana, Probation and Welfare Service, youth organi
sations, statutory and voluntary groups and local residents. Through a combination of 
intervention and prevention Special Projects aim to: 

• Divert young people from becoming involved in criminal/anti-social behaviour. 

• Provide suitable activities to facilitate personal development and encourage civic 
responsibility, and work towards improving the long-term employability prospects of 
the participants. 

In achieving the above objectives, the projects will seek to support and improve local 
Garda/Community Relations and to enhance the quality of life in the area. 

Also, within the realm of the Diversion Programme, and mindful of the Principles of the 
Children Act 2001, we have adopted the progressive concept of restorative justice which 
brings the young offender and their victim together in a process aimed at healing the 
victim's hurt whilst at the same time educating the offender that the crime they have 
committed is not against an abstraction, but a human being similar to themselves. This 
process is particularly relevant in cases of assault, threatening behaviour and damage to 
property - cases which more often that not can be a result of alcohol misuse. 

The overall strategy of Gardaf engaging· with the young person, their families and 
schools has proved extremely successful over the years and approximately 87% of 
juveniles admitted to the scheme reach their 18th birthday without being prosecuted. 

Garda Schools Programme 

An Garda Sfochana has long recognised the role of education as being one of pivotal 
importance in the development of young people and their attitudes. In partnership with 
the Department of Education and Science, various school programmes have been 
developed with the aim of crime prevention through education. The Be Safe Kids primary 
schools programme delivered by Gardaf throughout the country has been operating for 
the past number of years. We have further expanded our commitment to schools by 
joining with the Department's Social Personal alld Health Edllcatioll (SPHE) initiative in 
secondary schools. 

Our schools programme has been recently updated and modernised to reflect the needs 
of our changing society. It covers a variety of subjects such as personal safety, road safety, 
vandalism, ethnic diversity and drug and alcohol misuse. As part of our programme, we 
have also developed a new video production specifically targeted at alcohol misuse 
among the young. 

An Garda Sfochana's schools programmes are a key area in our preventative strategy and 
are aimed at giving young people ail insight into the choices and challenges, which will 
.face them in the future. The interaction between the Gardaf and students during these 
school visits enables students to get a proper inSight into all the issues relevant to this 
subject. The emphasis is on providing the student with the ability to make informed --
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choices and encouraging them to behave in a responsible manner. 

The Gardaf will also respond to specific problems which can often develop in schools and 
colleges. In the earlier part of this year, in response to concerns about unruly behaviour 
after sports events in certain schools, the Garda! embarked on a once off educational 
programme on a range of issues including underage drinking, role of parents, coaches 
and peers in promoting responsible behaviour among teenagers, particularly while 
attending matches or events in large numbers. 

National Age Card Scheme 

This scheme was brought into existence in April 1999 under the Intoxicating Liquor Act 
1988 as part of a strategy to combat under-age drinking. The age card provides proof of 
age for persons aged 18 who wish to consume alcohol. The Garda!, in collaboration with 
the Drinks Industry, parents, youth organisations and young people themselves have 
cooperated on various levels to encourage the use of these cards. An awareness 
campaign began in September 2000 and there has been a substantial increase in 
applications. As part of this awareness campaign a media and poster campaign ran 
nationwide to encourage the use of age cards. The Drinks Industry have also produced 
and distributed posters throughout their establishments to create awareness amongst 
their workforce. 

A t present over 45,000 cards have been issued and these are on the increase. This scheme 
offers a recognised age verification system which can go a long way in reducing the 
instances of under-age drinking and associated disorder. 

Inter-Agency cooperation 

The Garda! also recognise and welcome the various initiatives established by other 
statutory and voluntary agencies and are willing to participate in these initiatives where 
appropriate. One excellent example of this cooperation is the Responsible Serving of 
Alcohol (RSA) Programme established by the Health Promotion Unit under the National 
Alcohol Policy Advisor, Dr Ann Hope. This programme aims to provide management 
and bar staff with the knowledge and skills necessary to responsibly serve alcohol in 
licensed premises. The Gardaf, along with the Drinks Industry, will be involved in this 
programme on a nationwide basis. 

Another example of this type of cooperation is in the enforcement by Garda! of local 
authority by-laws on drinking alcohol in public. The Garda!, in conjunction with the 
various local authorities, assist with the implementation of these by-laws wherever they 
are put in place. 
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Law Enforcement Strategy 

Legislation 

Obviously no matter how comprehensive a preventative strategy is, there will always be 
people who will breach the law for whatever reason. In these instances it is the respon
sibility of the Garda! to deal with the breaches wherever they occur. The Drink Driving 
Laws, The Public Order Act, the Non-Fatal Offences Act, and the various Liquor 
Licensing Acts are the main pieces of legislation on which the Gardaf rely in 
implementing the enforcement strategy. The Gardaf are committed to the enforcement of 
the law as it relates to every party whether it is publicans, motorists or the public 
generally. 

Targeting 

The valuable tool of effective legislation would be, somewhat, blunted, without its 
proper focus and application within the operational framework. In the sphere of alcohol 
misuse and public disorder, as with other forms of offending, An Garda Sfochana uses its 
legislative powers in a structured and focussed way. We employ strategies developed 
through community liaison and incident analysis which ultimately results in intelligence 
led policing to address the problem. 

Following in the footsteps of the successful Operatiol1 Dachas, which was aimed at 
combating the drug problem in Dublin, Operation Oiche in October 2000 targeted specific 
areas in Dublin which were experiencing public order problems. Garda resources were 
strategically deployed in these areas and certain categories of offences were highlighted 
for particular attention including assaults, intoxication and under-age drinking. 
Potential 'hotspots', where large numbers of people congregated, were singled out for 
specific attention. 

This targeting of 'hotspots' enabled the Gardaf to deal with the immediate public 
disorder problem in a particular area and then, in the long term, through consistent 
deployment of local Community Garda! ensure that these areas remain free of disorder. 

CCTV 

The use of CCTV in areas of Dublin city centre operates as both a prevention and 
enforcement tool. Incidents of public disorder can be immediately captured by the 
cameras, troublemakers identified and Gardaf directed to the scene. Armed with video 
footage and stills, the Garda can locate and deal with offenders with greater efficiency. 
The very presence of the cameras can and does have a deterrent affect on would be 
offenders. 

There has been a considerable reduction in incidents of public disorder since the 
introduction of CCTV to these areas. The Minister has recently announced an extension 
of the scheme to 10 other urban centres around the country. 
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Garda Youth Policy Advisory Group 

The best way forward has to be one of partnership and mutual assistance between the 
Gardai, the community and all the other agencies. In December 2000, the Commissioner 
of An Garda Siochana, Pat Byrne, established the Garda Youth Policy Advisory Group, 
whose task was to advise him as to the causes of public disorder and street violence 
associated with alcohol misuse by young people in the age group 12-25 years. It was also 
to advise on practical steps to help address these issues and to suggest strategies to 
incorporate a partnership approach with both short and long term recommendations. 
The group consists of representatives from the following areas: 

• An Garda Siochana 
• Vintners Federation of Ireland 
• Licensed Vintners Association 
• National Off-Licence Association 
• Department of Health and Children 
• Probation and Welfare Service 
• National Parents Council 
• National Youth Organisations 

Mr Fintan Drury, Drury Communications Ltd and Dr Mark Morgan, St Patrick's College, 
Drumcondra also assisted the group. 

The group was anxious to make a series of practical recommendations that it believed 
could have immediate impact and that tackled the underlying causes of the problem, 
rather than simply addressing short-term concerns. The report set out a number of 
recommendations and targets some of which were based on existing Garda policies and 
initiatives. 

These recommendations included actions on the following issues: 

• Garda Schools Programme 
• Focussed Sport Related Initiatives 
• Parental Involvement 
• Communication with Young People 
• Education Initiative With Youth and Sporting Agencies 
• Proof of Age Scheme 
• Alternative Entertainment Venues for Young People 
• Formulation of Licensed Vintners Charter 
• Pub/Club Watch Scheme 
• Adoption of Bye-Laws to Prevent Alcohol Consumption in Public and 

Use of On-the-Spot Fines 
• Arrest/Referral Scheme 
• Targeting of Hot Spots 
• Regulation of Venues that Attract Large Attendances 
• Provision of Late Night Transport 
• Use of Closed Circuit Television 

The process of implementing these recommendations has begun and will be overseen by 
my department. In order to ensure a successful implementation process a significant 
commitment is required by those involved. This commitment, by all of us, is 
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forthcoming. While the problems associated with alcohol misuse by young people are for 
society as a whole to address, the Group members are confident that with a multi-agency, 
multi-faceted approach, the issue can be addressed in a worthwhile and meaningful 
fashion. 

Conclusion 

As we enter the new millennium, the challenges that we, as a society face are substantial, 
not least in the area of alcohol misuse and public disorder. However, these challenges can 
be met by both the Gardaf and public alike if these problems are tackled at every level. 
In policing terms this means a co-ordinated professional strategy spearheaded by the 
Gardaf in partnership with local communities and all other agencies. 
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MARKETING ALCOHOL TO YOUNG PEOPLE: 
IMPLICATIONS FOR INDUSTRY REGULATION AND 
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and Anne Marie MacKintosh 

University of Strathdyde 
Stenhouse Buidling 
173 Ca thedral Street, 
Glagow G4 ORQ 

Abstract 
This paper focuses on the marketing of alcohol to young people in the UK, but the lessons 
that emerge have international significance. Alcohol is a global enterprise and recent 
consolidation means that it is controlled by a decreasing number of expanding multina
tionals. Alcohol companies are able to allocate significant resources to researching 
consumer preferences, developing new products and promoting them on an interna
tionallevel. Recent years have seen a growth in the value youth culture attaches to brand 
labels and symbols and a move away from the healthy living ethos. The alcohol 
industry's response to these trends has been to design alcoholic beverages that appeal to 
young people, using well-informed and precisely targeted marketing strategies. This has 
led to growing concerns about the implications for public health and a demand for 
tighter controls to regulate alcohol marketing practices. In the UK, controls on alcohol 
are piecemeal and reactive and the current system of voluntary regulation appears 
ineffective. This paper argues for more research to establish current industry practice 
and inform the development of a comprehensive regulatory structure and system of 
monitoring. 

Publisl,ed: Jackson M, Hastings G, WI,eeler C, Eadie D and MacKintoslr AM (2000). Marketing alcolrol to 
young people: Implications for industnJ regulation and researel, policy. Addiction, 95(5upplerrrent 4): 
5597-5608. 
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Introduction 

A key area for debate in alcohol regulation is the role that marketing plays in stimulating 
demand for alcohol products. There are two main schools of thought regarding this type 
of question. One school holds that marketing creates unnecessary needs and wants, 
where the public is considered to be pliant, vulnerable and easily influenced by an 
omnipotent, controlling and manipulative industry (Fowles, 1996). In this debate 
marketing is often wrongly referred to as the act of advertising or selling. Such misuse 
of language suggests one-way communication from producer to consumer. The 
alternative school of thought holds that the public are autonomous, rational decision 
makers with innate needs, which they attempt to satisfy through the goods and services 
they choose (Fowles, 1996). It has been postulated that people use goods to articulate 
meaning in their cultural world (Douglas & Isherwood, 1979). In this way, the producer 
and consumer relationship is transactional, with two-way communication facilitating a 
process of exchange. 

Irrespective of which school of thought one adheres to, marketing is not an altruistic 
concept (Firat et aI., 1987). Instead, it is commonly seen as a mechanism for securing 
market share and increasing company profitability (Dibb et aI., 1994). Some suggest that 
marketing tools and techniques can also be applied in the non-profit sector to encourage 
adoption of behaviours that improve the health and well-being of both the target group 
and society as a whole (Weinreich, 1999). 

This paper takes the view that products are designed to meet consumer need and to 
maximise customer satisfaction. The paper begins with an analysis of why young people 
drink, summarising the key dynamics of youth culture and the significance of alcohol. 
This is followed by an analysis of how the alcohol market is changing and how the 
industry seeks to take advantages of these changes. The paper concludes with an 
examination of the current regulatory framework in the UK and discusses the 
implications for future regulatory strategies and research policy. 

Why Do Young People Drink? 

Various studies in the UK have found that initiation typically begins around the age of 
eleven, but can start at as young as age eight. The research evidence suggests that the 
proportion of young -people' who consume alcohol, the volume consumed on each 
drinking occasion, aild the proportion who experience intoxication, all increase with age. 
For example, a recent study in the east of Scotland found that 66% of 12-15 year olds 
reported having consumed a whole alcoholic drink (McKeganey et aI., 1996). A 
comparable UK-wide study found that by age 16 this figure had risen to 94% (Miller & 
Plant, 1996). Prescott-Clarke and Primatesta (1999) found that the proportion of males 
and females consuming a whole alcoholic drink increased from 5% and 4% at age 8, to 
71 % and 72% by age 15. 

Miller and Plant (1996) found that by age 15-16 up to 13% had consumed more than eight 
alcoholic drinks on one drinking occasion in the last month and up to 50% had consumed 
more than five alcoholic drinks on one occasion over the same period. These data 
correspond with intoxication levels, which' also increase sharply with age. A recent 
European study of underage drinking revealed that 12% of 11 year olds reported being 
drunk on at least one occasion. This figure rose to 37% for 13 year olds and 67% for 15 
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year olds (Institute of Alcohol Studies, 2000a). The same study showed that the UK has 
one of the highest intoxication rates for underage drinking in Europe. These results are 
consistent with other studies conducted in the UK (ego McKeganey et ai., 1996; Miller & 
Plant, 1996). 

Cultural phenomena help to explain alcohol use by young people. Many commentators 
point to the importance of alcohol in adolescent development and socialisation and in 
helping young people integrate with their peer groups and negotiate their passage into 
the adult world (Franzkowiak, 1987; Keefe, 1994). However the alcohol industry also 
plays a crucial role, using marketing to exploit these social processes and to stimulate 
demand. 

Over the past two decades, youth culture has undergone some important transfor
mations in a post-industrial society which has witnessed major shifts in leisure and 
consumption patterns (Brain, 2000). It has been suggested that values are shifting and 
young people are creating a more definitive position in society for themselves (Epstein, 
1998). This growing youth culture manifests itself in the form of what has been termed 
'Generation X' and the use of brand labels and associated product imagery to express 
both individuality and group allegiance (Epstein, 1998). This is reflected in the brand 
choices which young people make across a wide range of product and service categories, 
from clothing to clubbing and mobile phones to music. Product branding has emerged 
as a key factor influencing consumption behaviour, with young people particularly 
sensitive to brand messages. We know, for example, that young smokers are much more 
brand selective and loyal than adult smokers (Aitken & Eadie, 1990). 

The psychosocial benefits that branded products offer would also appear to extend to the 
alcohol market. Long before the introduction of alcopops, the brewing industry had 
begun to design new alcohol products, and transform the traditional pub, in an effort to 
capture the new youth market, which was experimenting with other competing forms of 
physical and mental stimulation, such as illicit drugs. The alcohol industry's response 
has been to "re-commodify" alcohol products, or to reposition alcohol to take advantage 
of these cultural trends (Brain, 2000). Drinks manufacturers no longer think of 
themselves as in the alcohol business, but the mood altering substance business. Viewed 
from this perspective, the expansion in recreational drug use has been critical to 
redefining how the alcohol industry relates to the youth market, providing customised 
need satisfaction through a choice of 'designer' hits. 

The 1998 British Crime Survey indicates that the number of under-25 year olds having 
ever used any drug has increased from 45% in 1994 to 52% in 1998 (Ramsay & Partridge, 
1998). Cannabis is the most widely consumed prohibited drug, with use of amphet
amines, LSD, ecstasy and poppers (amyl nitrate) also high (Miller & Plant, 1996). Other 
data show that the percentage of 16-29 year olds who used cannabis or any other drug 
during the last year increased from 23% in 1994 to 25% in 1998, and that cocaine use 
increased from 3% to 7% over the same period (Ramsay & Partridge, 1998). . . 

However, despite the overall increase in experimentation with drugs, there has been a 
levelling off in the use of 'hallucinants' or 'dance drugs'. Ramsay and Partridge (1998) 
point to the disintegration of the 'rave' phenomenon and the promotion of alcohol to 
young people in more conventional settings, such as pubs and-clubs, to explain these 
changing patterns of drug use. They conclude that changing patterns of drug use are 
intricately associated with changes in drinking patterns (Ramsay & Partridge, 1998). ---
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Numerous studies have shown strong correlation between drinking and other lifestyle 
variables. For example, drug takers aged 16-29 are more likely to be heavy drinkers and 
smokers and to be more socially active (Ramsay & Spiller, 1996). 

One further, if less well established, trend in youth culture concerns health. In the UK 
and US, there is thought to be an increasing tendency to rebel against the ethos of health 
and exercise and a subtle shift away from healthy living. It has also been suggested that 
a system of debits and credits exists whereby one session of 'good behaviour', such as 
going to the gym, earns an indulgence, such as an alcoholic drink. One analysis links this 
with a projected increase in alcohol consumption by the year 2003 (Datamonitor, 1999 
cited in BBC Online News, 1999). 

The alcohol industry's response to these trends has been guided by a systematic and 
extensive programme of market research. This serves a number of needs: to analyse how 
the market is changing; to identify industry strengths and market opportunities brought 
about by these changes; and to establish ways in which customer needs can be met to 
take advantage of these emerging opportunities. 

How Is The Alcohol Market Changing? 

Recent years have seen two important trends in the alcohol market: first, a move towards 
internationalisation, with a series of take-overs creating global corporations; and second, 
in the UK at least, a shift towards greater innovation and product diversification, with 
young people often the target market for many of these developments. 

Internationalisation 

A number of mergers and acquisitions have recently taken place, at both a national and 
international level. A significant number of the corporations involved are of UK origin. 
In the UK, for example, the cider sector has undergone consolidation with two 
companies, HP Bulmer and Matthew Clark, now controlling 90% of the market (Keynote, 
1999). Internationally, Grand Metropolitan and Guinness merged in 1997 to produce 
Diageo, the world's largest wines and spirits group (Keynote, 1999). The result of 
industry consolidation is that today's alcohol market is dominated by a small number of 
powerful companies. These companies are able to allocate significant resources to 
researching consumer preferences, developing new products and promoting them on an 
international scale. 

Innovation 

The UK alcohol market has seen many innovations in recent years, with the introduction 
of a wide range of new products onto the market, many targeting young people. 
Analysts argue that UK alcohol consumers are more willing to experiment than their 
counterparts in other countries, and new products and extensions of established brands 
can often find a market (Keynote, 1999). This makes the UK a valuable location for test 
marketing new product concepts. The transformation of youth culture provides the 
impetus for many of these changes. Four important changes have been observed: the 
development of new designer drinks such as ice lagers, alcopops, white ciders and 
alcoholic energy drinks; an increase in strength of alcohol products in direct competition 
with the illicit psychoactive substances market; the use of sophisticated advertising and 
branding techniques to establish alcohol products that find expression in emerging youth 
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culture and lifestyles; and the opening of new drinking outlets such as cafe bars, theme 
pubs and club bars, designed specifically for the youth sector (Brain, 2000). 

The recent phase of new product development began in the late 1980's with bottled 
ciders. New, stronger ciders, such as White Lightening and Diamond White, were 
produced using charcoal filtration to make them more palatable to younger drinkers. 
Over this same period, a new range of fortified wines, such as MD 20/20 or 'Mad Dog' 
also emerged on the market. These drinks had particular appeal to younger teenagers, 
and delivered the product benefits of strength, flavour and portability which the market 
demanded (MacKintosh et aI., 1997). Dubbed 'designer drinks', this product category 
was characterised by brightly coloured and innovative packaging. 

This boom in 'designer drinks' lasted until the mid-1990s when a new range of drinks, 
dubbed 'alcopops', emerged in the market place, so-called because of their similarity 
with soft drinks (e.g. 'alcoholic lemonade'). Like designer drinks, alcopops also held 
particular appeal for young drinkers, albeit to a broader age group. They were available 
in a wide range of sweet and fruity flavours, which appealed to the less mature palate, 
and rapidly took market share from the white ciders. Alcopops subsequently came 
under attack from further product innovation in the form of 'pre-mix cocktails' (see 
definition below), and within two years, most of the 'alcopops' brands had disappeared 
and the sector had halved in value (Keynote, 1999) .. Nonetheless, the brand leader, 
Hooper's Hooch, still flourishes, despite facing controversy over the use of promotional 
techniques which appeal to the under-age market. This is a tribute to the power of 
innovative branding and marketing strength. 

The trend towards pre-mix cocktails has been led by the spirit producers, Bacardi-Martini 
and United Distillers and Vintners (UDV) (Keynote, 1999). Pre-mix drinks contain blends 
of spirits, soft drinks and other unique flavourings that are not readily concocted by 
consumers themselves. The brand leaders in this sector, Bacardi Breezer and Metz, are 
essentially copies of the trend in the premium lager market for single-serve 'ready-to
drink' branded products. Sales are increasing at present and forecasts predict continued 
growth. 

Recently, beer producers have introduced plans to launch fruit flavoured lager. For 
example, one of Britain's smallest breweries, the Salopian Brewery, claims their new 
range of bottled peach, strawberry and raspberry lager is aimed at 18-30 year olds. 
Salopian's Managing Director has been quoted as saying: 

"Most British-brewed lagers are a joke and lIIake lager appear a bland, boring 
drink ... We've got a generation that have drullk alcopops alld 1l0W wallt sOlllethillg 
different whell they go to the pub." 

(BBe Online News, 1998) 

The term flavoured alcoholic beverage (FAB) was coined in the 1990s to encompass the 
growth in fashionable beers, wines and spirits, and the UK FAB sector is now highly 
competitive. In 1998 the estimated value of the sector was £750m (Off-License News, 
1998b). 

Some alcohol companies are now thought to be exploiting the trend towards recreational 
drugs, such as ecstasy which form part of the UK's youth pub and club culture. A cross
over is said to be emerging between recreational drug use and FABs. This is of concern 
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for many health bodies in the UK, such as Alcohol Concern (Off-License News, 1996). 

Evidence of this is the emergence of a range of lagers which use imagery associated with 
illicit drug use in their branding activities. The lager 'Cannabis' was recently launched 
in the UK just weeks after there were calls by the Portman Group for another beer called 
'Hemp' to be removed from retailers' shelves. Hemp is also sold in Germany and 
Northern Italy and is thought to be designed to appeal to young people who enjoy night
clubbing (Off-License News, 2000a). The Portman Group is also investigating the launch 
of 'Sorted', a mix of vodka and fruit juice. The word 'sorted' is slang used by drug-users 
for securing a supply of drugs (Off-License News, 2000a). 

A trend towards mixing high energy soft drinks with spirits in UK clubs and pubs has 
also been observed. A popular combination is mixing Vodka and Red Bull. Red Bull is 
an energy drink containing high levels of caffeine, glucose and a variety of vitamins.such 
as B12 and is marketed to appeal to younger image-conscious consumers. In the on-trade 
it is estimated that Red Bull can increase sales of spirits by 20% (Off-License News, 1999). 
The Marketing Communications Manager for Red Bull has suggested that, with support 
from retailers, similar results can be obtained in the off-trade (Off-License News, 1999). 
A development of this trend has been 'the introduction of 'ready-to-drink' alcoholic 
energy drinks which are sold on the basis of their stimulant properties. Recent market 
entrants include 'Vodka Revitaliser' (or 'VR'), 'Red' and 'Red Square'. These drinks 
contain a blend of vodka, caffeine, glucose and taurine and have an average alcohol 
content of 5.4%. 

An Internal and External Analysis of the UK Industry 

The marketer uses his/her understanding of the market and business environment to 
assess internal company strengths and weaknesses and external market opportunities 
and threats, in what is termed a SWOT analysis. The strengths and weaknesses concern 
internal features that critically affect a company's success, and are measured relative to 
competition, while threats and opportunities relate to wider external influences. For 
example, Land Rover compete in the car market by concentrating on their key strength, 
producing reliable off-road vehicles, whilst the growing popularity of off-road vehicles 
for on-road use presents a new market opportunity for Land Rover (Kotler et aI., 1999). 

The marketing strategy of a company is developed to maximise its strengths and take 
advantage of market opportunities, and minimise its weaknesses and avoid market 
threats. This same process can be applied at an industry level. 
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Figllre 1 illilstrates its application to the alcohol indllstry's UK YOllth market. It 
illilstrates how the indllstry is in an enviable position, with strengths and opportllnities 
far olltweighing weaknesses and threats. 11lis seems to confirm the Datamonitor (1999) 
predictions of market expansion over the next few years. 

Strengths 
• The multinationals have a better 
, understanding of the market, proven to be 

essential for profit growth. 
" Multinationals can use their marketing skills 
, to give longevity to tried and tested new 
, products. 

~ Multinationals have extensive resources 
which reduce the relative cost and risk of 
new product development. 

• Established brand names can be used to 
grant legitimacy to new emerging markets. 

opportunities 
• The products are appealing in terms of taste 

and brand image. 

" The majority of new drinkers are young 
adolescents who can easily be reached by 
marketing strategies. 

• Alcohol has dependence producing 
properties. 

" Drinking alcohol is a defining trend for 
modern youth culture. 

" Young people are receptive to fashionable 
product innovations. 

• Subtle shift away from healthy living among 
younger people. 

" The drinking habits of older people are 
often shaped by their experiences and 
habits when young. 

" The UK market provides a safe test bed for 
developing new products. 

• More advanced technology for packaging 
design, e.g. labelling, bottle shape and size. 

• Rise in recreational drug use .. 
• Pressure from· European integration to 

lower alcohol taxes and abolish other 
regulations. 
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Weaknesses 
I," Excessive alcohol consumption is linked to 

short and long term health risks. 

'

" Fashions change very quickly and can be 
hard to predict. 

" Public disorder 

Threats 
I 
• PR threat. I 
• 
I 
" 
I • 

Potential political intervention to increase 
controls on alcohol marketing. 

Influence from organisations concerned with 
alcohol abuse and addiction. 

Sales of cheap smuggled alcohol. 
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Who Are The UK Alcohol Industry's Key Customers? 
Customers for any product differ considerably in their tastes and preferences, and 
marketers try to reflect these variations'in the product ranges they offer. Since it is clearly 
uneconomic, except in very rare circumstances, to develop unique products for 
individual customers, marketers identify groups of customers who share similar needs, 
and then select a limited number of profitable segments to concentrate on - or to' target'. 

For a segment to be a viable target it must: comprise people who are similar to one 
another, but distinct from the rest of the market; be large enough to provide the company 
with a sufficient return on market investment; and be accessible in terms of both 
promotional reach and product distribution (McDonald, 1995). This segmentation 
process allows the company to move 'closer to its customers' by acknowledging and 
responding to their particular needs more precisely and more effectively than its 
competitors. 

The UK youth alcohol market represents a key growth sector and is of strategic 
importance to drinks manufacturers in building brand loyalty. The market can be 
segmented into two target groups: 'starter' drinkers (aged 11-15 years); and 'established' 
drinkers (aged 16-24 years). Both markets are large enough to provide the industry with 
a sustainable return on investment. By age 15 years, 71% of males and 72% of females 
have consumed a whole alcoholic drink, while 34% of males and 21% of females aged 16-
24 years consume more than the weekly recommended level of alcohol (Prescott-Clarke 
& Prima testa, 1999). Both groups are also accessible. Established drinkers can buy 
directly through a variety of outlets both on- and off-trade, and are willing to pay 
premium prices for branded products (Peter & Olson, 1996). Starter drinkers, despite 
being under the legal drinking age, can obtain alcohol and other prohibited products 
through small licensed independent newsagents and grocers (Barton & Jarvis, 1997). 

Each group also has a distinct set of needs. A recent study in Scotland into underage 
drinking compared the needs of 14-15 year old drinkers with those aged 16-17 
(MacKintosh et aI., 1997). The results revealed important differences in their motivation 
for drinking and in their choice of drink and drinking venue (see Figure 2). 

Figure 2. 

14-1 S year olds - "starter" drinkers 
o Consumption: once a week on average 

10 Drinking illicitly. often outdoors 

r Goal to get drunk 

o Viewed as normal behaviour by this age 
group. 

o Drinking plays a central role in their social 
lives 

• Taste and image are important 

(MacKintosh et a11997) 

16-17 year olds 
- "established" drinkers 

• Frequent and greater levels of consumption 

• Drinking in pubs and clubs 

o Do not perceive themselves as under-age 

• More likely.to know their limits and develop 
sensible drinking patterns 

• Image is important - signal maturity 
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Both groups therefore represent viable market segments, each demanding a different 
marketing solution: a distinct product, with its own pricing, distribution and 
promotional strategy to establish a fully customised brand. 

How Does The Alcohol Industry Satisfy Customer Need? 

The following section examines how the needs of each market segment can be met by 
analysing the marketing strategies for two distinct products, the first, MD 20/20 
targeting the starter market, and the second, Bacardi Breezer, designed for the established 
drinkers market. In each instance we demonstrate how the manufacturer devises a 
unique marketing strategy - or 'marketing mix' - to appeal to the intended target group. 
It does this by manipulating: the product formulation to reflect the drinkers' taste 
preferences; the price to match the target market's available income and desired product 
status; the distribution channel to facilitate ready access; and the promotional support to 
confer the appropriate values and image appeals onto the brand. 

Meeting the Needs of 'Starter' Drinkers 

MD 20/20, or "Mad Dog" as it is commonly known in the UK, is a fortified .fruit wine 
originally produced by the winery Mogen David. There are no official data published in 
the UK reporting sales and consumption of MD 20/20, but coverage in the retail trade 
suggests that the market for this product is growing in size (Off-License News, 2000b). It 
is available in a range of sweet, fruity flavours (including orange, strawberry and kiwi), 
has a concentration of alcohol by volume (ABV) of 13.1 %, and is available in 187ml and 
750ml bottles. Two new flavours have recently been announced, Pacific Peach and 
Mango Lime. MD 20/20 comes in relatively flat (non-cylindrical) clear glass bottles with 
a short neck and wide body, and the colour of the product reflects the flavour, for 
example with strawberry MD 20/20 red and kiwi MD 20/20 green. The label is plain
a white background with a picture of the corresponding fruit and MD 20/20 in bold 
lettering - and the bottle-top is a simple gold screw-top, for easy opening. The packaging 
distinguishes the product from other alcoholic drink categories such as wine, beer and 
alcopops and its appearance is more closely associated with quarter bottles of spirits, 
such as vodka and whisky. Consumer research with young people (MacKintosh et ai., 
1997) illustrates how the marketing mix for MD 20/20 has been designed to appeal to 
'starter' drinkers (see Figure 3). 

fhe·product's-ingredients-have-been-formulated-to·meet-the-needs-and-taste-preferences· 
of experimental drinkers. The taste of alcohol is disguised by adding sweet and fruity 
flavours, the relatively low volume and screw top increases portability, easing illicit 
consumption, and a high alcohol content satisfies the need for rapid intoxication, a factor 
which McKeganey et al. (1996) suggest is an important factor in encouraging 
consumption of products such as MD 20/20. 
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Figure 3 

MD 20/20 - 'MAD DOG' 

Segment Product Design 
I 1-.15 year olds • Assists transition to adulthood 
• Once per week • Disguise taste of alcohol 
• Illicit/outdoors • User-friendly 

• To get drunk 
Price 

Distribution • Price sensitive 
• Ubiquity and accessibility 
• Small local shops 
• Wide distribution network 

• Value for money 
• Low price per unit alcohol 

Promotion 
Branding 
• Functional 

• Public relations 

• Point of sale 
• Not crucial strategy 

• Word of mouth 

The pricing strategy for the product is intended to offer the under-age drinker value for 
money. This can be illustrated by a simple calculation of cost per unit alcohol: 750mls of 
MD 20/20 currently retails at approximately £4, yielding a price per unit of alcohol of 
£0.43. This compares with Bacardi Breezer, a product targeted at older established 
drinkers, which yields a price per unit of alcohol of £0.93. 

Ubiquity and accessibility are important features.of MD 20/20's marketing strategy. As 
with cigarettes, MD 20/20 is sold through the off-trade via small local shops - or 
'independents' - which are difficult to regulate and are least likely to enforce age limits 
(Barton & Jarvis, 1997). 

High profile mass media advertising is not used to promote MD 20/20, possibly because 
it is unlikely to prove cost-effective and overt marketing activity may attract the attention 
of regulatory authorities. Instead, subtler and more tightly targeted 'below-the-line' 
promotional tools are employed. These combine public relations, colourful point-of-sale 
material, attractive packaging and trade promotions. 

Meeting the Needs of 'Established' Drinkers 

Bacardi Breezer was launched in the UK in 1994 and is a brand extension of the world's 
most popular spirit, Bacardi Rum. Bacardi has an 85% share of the UK market for white 
rum, the most dominant share of any alcohol brand (Keynote, 1999). Four years after its 
launch Bacardi Breezer became the leading pre-mixed spirit brand in the UK (The Grocer, 
1998). It is available in sweet, fruity flavours such as tropical lime, peach, lemon and 
watermelon, has an ABV concentration of 5.4%, and is sold in 275ml bottles. The bottle 
is cylindrical with a long neck, very similar to the design of bottled lagers, and a 'crown
cap' design requires removal with a bottle opener and cannot be resealed. The glass is 
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clear and the brightly coloured product reflects the flavour. The label is colour / flavour 
co-ordinated, displays the Bacardi Breezer name and 'bat' logo, and carries the 
advertising slogan, "There's Latin spirit in everyone". 

An analysis of Bacardi Breezer's overt marketing activities and published market 
research data provides some insight into how the product's marketing mix is designed to 
appeal to 'established' drinkers (see Figure 4). 

Figure 4 

BACARDI BREEZER 

Segment 
16-17yr. olds + 
• >Once per week 
• Sensible 
• Image 
• Established drinkers 

Distribution 
• On-trade 
• Image of outlet 

Promotion Branding 
Communicates brand 

• Mass media 
• Sales promotion 
• Packaging 
• Sponsorship 

Consumer Penetration (1997) 
33% of 18-24 year olds 
< 10% of 2S + year Olds 
(Source: Keynote 1997) 

Product Design 
• Image 
• Maturity 
• Reassuring branding 

• Packaging 
• Brand in the Hand 

Price 
• Image sensitive 
• Premium pricing 
• Low price per unit alcohol 

Branding 
• Identity is very important 
• Branding is key 

Bacardi Breezer's commercial success stems from extending the brand's core values from 
the 'adult' spirits market to give the product credibility with younger drinkers seeking a 
more mature image. It is sold through on-trade retail outlets such as pubs and clubs, as 
well as off-trade, and is supported by heavy weight, aspirational advertising and 
sponsorship deals to position the product as "outwardly innocent and inwardly 
naughty" (Off-License News, 2000b). It also introduces the young drinker to the spirits 
market in the hope that brand loyalty will endure as consumers graduate from pre-mix 
drinks (Keynote, 1997). 

Packaging is one of the product's most important features. Unlike other more conven
tional on-trade products such as draught beers, Bacardi Breezer is designed to be drunk 
directly from the package and not the glass - a so-called 'brand-in-hand' product. This 
not only provides the marketer with an opportunity to promote the product more widely 
at point-of-sale through the packaging, but also provides the consumer with the 
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opportunity to identify themselves more closely with the product and to use the 
product's brand values to communicate with their peers. 

The product's premium price is also designed to add value to the product and reflects the 
less price sensitive established drinker. Bacardi Breezer therefore uses price as part of its 
brand strategy to engender an image of quality and sophistication and to create a 
premium status or 'badge' product. The cost per unit alcohol of Bacardi Breezer is £0.93, 
£0.50 more than MD 20/20. 

What Regulations Currently Exist Governing Alcohol Marketing? 

The UK currently relies upon a combination of legislation and self-regulation to control 
the promotion, selling and consumption of alcohol by minors. In addition, taxation is 
used to control general consumption, and product safety controls govern the maximum 
ethanol content of different beverages. 

Legislation dictates that all retailers and drinking establishments selling alcohol must be 
licensed. Failure to meet strict age limits for the selling of alcohol can mean that licenses 
are revoked. The age limits that apply vary by region. For example, in Scotland, there 
are two legal age limits for purchase and consumption of alcohol. A person who has 
attained the age of 16 may purchase and consume beer, wine, cider or perry for 
consumption with a meal in a dining area set aside for table meals. A person must be 18 
years of age to purchase and consume alcohol in bar areas of public houses, hotels and 
clubs. Only when a person reaches the age of 18 is it legal to purchase alcohol from off
trade premises (Jameson, 1998). Legislation also exists restricting the unsupervised 
consumption of alcohol outside licensed premises. For example, the Confiscation of 
Alcohol (Young Persons) Act was enacted in 1997 to empower the police to confiscate 
alcohol from minors. Local government authorities also have the power to implement 
bans on drinking in open-air public places. 

Alcohol advertising in the UK is regulated by a number of organisations acting on behalf 
of the Government's Office of Fair Trading, under the Control of Misleading 
Advertisements Regulations 1988 (The Advertising Association, 1995). Voluntary 
restrictions govern the use of television advertising. Television is considered a powerful 
means of influencing attitudes, especially amongst the young (Anderson & Lehto, 1994). 
Voluntary restrictions on the advertising of spirits on television were broken in 1995. 
Richard Branson's Virgin Vodka led the return of spirits to television advertising after an 
absence of 40 years. Since then many other spirits companies have followed, opening the 
way for the promotion of FABs to a wider audience. Poster and magazine advertising for 
alcohol-related products are governed by voluntary agreement under the British Code of 
Advertising and Sales Promotion, and are enforced by the Advertising Standards 
Authority. Recent developments state that no alcohol advertisements may be placed in a 
publication or on a poster site if more than 25% of the potential audience is under 18 
years old (Institute of Alcohol Studies, 2000b). 

Other voluntary measures in the UK are managed by the Portman Group, which was set 
up in 1990 by the eight major UK drinks manufacturers. Its specific goals are to promote 
sensible drinking, reduce alcohol-related harm, and develop a better understanding of 
alcohol misuse. It undertakes educational work, much of which is directed at young 
people (Portman Group, 2000a). An early initiative of the Portman Group is the launch 
of its proof of age card scheme to help licensees detect under-age drinkers {Portman 
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Group, 2000a). However, the scheme has had its shortfalls. For example, fake ID cards 
were sold to under-18s by companies operating by mail order. British law does not 
prevent firms selling fake ID, provided the advertising states they are for novelty use 
only (Off-License News, 1997). 

Government legislation has been slow to respond to the growth in the youth drinks 
sector. The industry has taken the lead, with the Portman Group announcing new 
industry guidelines for alcoholic soft drinks. The voluntary code recommends the 
following: a ban on the use of characters or imagery that appeal to under-18s; a ban on 
containers in anti-social shapes and names that suggest aggression, violence, danger or 
sexual success; and a requirement that retailers restrict the display of drinks containing 
alcohol to shelves in alcohol sections only, and do not mix them in refrigerators with soft 
drinks (The Institute of Alcohol Studies, 2000b). 

The Portman Group has also developed a tougher code of practice to reduce the 
likelihood of problem products reaching the under age market. The revised code, 
covering drinks over 0.5% ABV, requires manufacturers to submit relevant new products 
for pre-launch clearance. Again, this is self-regulatory. From July to September 1999, 13 
requests for pre-launch advice were received (Portman Group, 1999). This number rose 
to 23 for the period January to March 2000 (Portman Group, 2000b). It is not clear what 
proportion of these requests were given clearance. 

Many other European countries have followed the example of the Portman Group: 
Enterprise et Prevention in France; DIFA-Forum in Germany; the Drinks Industry Group 
in Ireland; CASA in Italy; Forum in Belgium; the Drinks Companies Association in 
Greece; and STIVA in Holland. 

This brief review of the regulations controlling the marketing of alcohol products to 
young people indicates that the introduction of legislation in the UK has been reactive 
and piecemeal, and has failed to keep pace with recent developments by the industry to 
target the youth market. As a result, industry self-regulation has become more 
prominent, a situation that is likely to prove untenable as the youth market continues to 
grow and competition intensifies. 

Conclusion 

Current UK controls on alcohol combine traditional product safety regulation with 
statutory controls on pricing (excise duty) and distribution (licensing) and with 
voluntary efforts to control advertising. These measures have been piecemeal.and 
reactive. Recent developments in the market place have seen the arrival of heavily 
branded 'designer' drinks. These developments have taken the regulators largely by 
surprise. There are currently no consistent or enforceable guidelines for regulating the 
marketing of alcohol products. For example, Hemp lager, brewed with the hemp plant 
and packaged with a cannabis leaf logo, received Home Office approval. A 
spokeswoman for the brewer, Hemp Beer, has been quoted as saying "It is not a cynical 
marketing ploy. It is not trying to cash in on cannabis chic." (Off-License News, 1998a). 
Subsequently, however, a complaint against the product by a member of the public was 
upheld by the Portman Group's Independent Complaints panel. The brand name and 
labelling were found to suggest a clear association with, and acceptance of, illicit drugs, 
and the Panel noted that the Internet web-site for the product featured a site supporting 
the use of cannabis (Portman Group, 2000b). A 'Retailer Alert' was issued requesting 

LESS IS MORE 
--

107 



08 

Alcohol Po/icy 

retailers not to replenish stocks of the produCt with its existing packaging after 24 June 
2000 (Portman Group, 2000b). There is, however, no statutory requirement for retailers 
to heed this advice, and small independent retailers are likely to remain an important 
distribution channel for this type of product. 

Many voluntary agreements are, and will continue to be, ignored by companies who 
wish to take advantage of profitable, yet potentially controversial, marketing opportu
nities. The international perspective is even less encouraging, with very few effective 
controls in place and with new developments continuing to be the exception rather than 
the rule. 

So how can alcohol regulation be made more effective? Alcohol is marketed in the same 
way as any other consumer good, yet misuse of the product results in harm to both 
individuals and society. Future regu lation needs to tackle the full range of marketing 
activities used by drinks companies to persuade young people to buy their products. 
Specifically, the whole marketing -mix should be controlled: 

• Product formulations that appeal more to minors than adults should be outlawed. 
• Packaging should be treated as a form of marketing communications, and all forms 

of marketing communication should be regulated according to the message 
received by the consumer. 

• Below-the-line promotions such as sales and trade promotions and point-of-sale 
activities need to be systematically monitored and controls developed to combat 
unscrupulous industry strategies. 

• Pricing policies designed to encourage consumption by minors should be 
discouraged. 

Voluntary regulation overseen by industry-funded bodies needs to be replaced by 
independent watch dogs with statutory powers. Regulation should be internationalised 
to extend across Europe, in order to maintain consistency and to reflect the international 
nature of the industry. European-wide controls must adopt a more proactive stance to 
ensure that vulnerable groups are not· targeted and that barriers to excessive and 
dangerous use of alcohol are erected. Particular attention needs to be focused upon the 
impact of EU harmonisation policies, which aim to remove or prevent obstacles to trade 
within the single market. These policies. seek greater consistency in the regulations 
governing commercial communications, and concerns have been expressed that these 
measures will threaten those EU member. states who have imposed relatively strict 
controls on alcohol marketing (Eurocare, 2000). 

Regulation needs to be guided by reliable market intelligence. Within the alcohol 
industry, many marketing strategies succeed because comprehensive and thorough 
market research is conducted. We need to. emulate this. The marketing activities of all 
multinational alcohol companies should be monitored routinely. It is clear that the 
industry has the capability to, and opportunities for, targeting young people. Therefore, 
identification of.industry weaknesses is required if the problems associated with alcohol 
use among young people are to be combated. There are various ways in which alcohol 

. marketing activities can be monitored. The following are suggested as a starting point 
for discussion: a comprehensive system of auditing all advertising media, including the 
Internet; a consumer panel study to identify new alcohol communications; and an audit 
of on- and off-trade retail practices and trade publications. . 
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Clearly such a move requires resources. However models from tobacco control, most 
notably the establishment of lATH (the International Agency for Tobacco or Health), may 
prove both useful and affordable. In addition, links to international trade agreements 
and conventions are crucial. Research is needed to inform such linkages. 

Finally, more needs to be known about the drinking patterns and social habits of young 
people. For example, more qualitative studies are required to examine young people's 
perceptions of the new range of alcoholic products. This type of research is critical to 
understanding how the industry is evolving its marketing strategies to reflect the 
lifestyle, values and culture of the youth market. Societal trends and youth culture are 
continuously shifting. The alcohol industry keeps up to date with these changes using 
market research. It is essential that public health policy makers, researchers, and 
advocates do the same if they are to keep abreast of new industry developments and 
develop appropriate responses. 
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Mr CeesGoos 
(recently retired from WHO) 

Regional Advisor - Abuse. of Psychoactive Drugs 
World Healthprganisation 

Regional Office for Europe, Copenhagen. 

There have been very Significant changes which have taken place in alcohol policies 
throughout Europe since the beginning oUhe 90's and since the European Alcohol Action 
Plan was endorsed by all the member states of the Europe region of the World Health 
Organisation. The action plan started off in the context of the Health for All policy of the 
Organisation with the aim of moving alcohol up on the public health agenda. There was 
at that time - ten/ twelve years ago, very little enthusiasm in the regional office in the 
public health community at large, to take alcohol as a really important issue. Colleagues 
and the Regional Director were convinced, only after a lot of effort, that it was not only 
an issue of importance to public health but there were opportunities also for change. In 
1992, the Action Plan as a proposal was discussed in the Regional Committee which is the 
annual gathering of all the member states. Most of the member states with the exception 
of the Nordic countries were lukewarm about it and some of them even had severe 
reservations. 

Ten years later, with strong statements of commitment from many mllllsters at the 
ministerial conference in Stockholm in February of this year still fresh, the situation in 
Europe is very different. In many countries, over the last ten years and very recently also, 
public health alcohol policies have been very much strengthened. For instance, just at the 
beginning of this year, the Italian Parliament adopted new legislation on alcohol, 
lowering the blood alcohol level from .8 to.5 per ml. In addition, the text of that law starts 
with a long quote from the European Charter on Alcohol - one of the products of the 
European Alcohol Action Plan. 

The Austrian Government is another example. They have established the public health 
oriented alcohol information centre which has already issued two very extensive reports 
on the situation in the country and that in turn has triggered a debate on the need for the 
development of new proposals for change in legislation. The Polish Parliament has also 
adopted new legislation this year - one aspect of which is a tighter control on advertising 
and promotion of alcoholic beverages. In Slovakia, the proposal to Parliament which 
came from the Minister for Finance to abandon all forms of control in advertising, was 
met by severe counter forces which were mobilised partly through the European Alcohol 
Action Plan. Among the counterforces was the deputy Prime Minister who had just 
returned to the country from his participation in the Ministerial Conference in Stockholm 
in February 2001. A small lobby of young people had also put up a protest in front of the 
Parliament building against the legislation proposed by the Minister for Finance. 

The result of these measures was that at least some control was kept right in the country. 
In' Portugal, new legislation has been endorsed which bans the sale of alcohol beverages 
'in gas stations along highways during certain hours. In the Netherlands, new alcohol' 
legislation' came into 'force bringirig more control in the sale of alcoholic beverages. The 
Sloven ian Minister of Health is currently preparing to go to Parliament with a new bill 
on alcohol proposing more control on advertising and on availability of alcohol. In Spain, 
a National Advisory Body has been set up preparing for changes in government policy 
on alcohol. 
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This short list is by no means an exhaustive review of the events taking place at national 
level in European countries. What is probably more important is the fact that also at the 
level of the European Union something is moving. The EU recommendation has been 
endorsed and the Alcohol Advisory Committee has been established. In the regional 
office in Copenhagen, a European Alcohol Information System will commence shortly 
with proper human resources. 

The tiny initiative, which in the beginning of the 90s, was a bit like a voice in the 
wilderness, has grown into a truly European movement. One of the major factors for this 
progress has been the contribution from research. It has become very evident from the 
beginning of the 90s that there is indeed an enormous impact on public health by alcohol 
consumption in a population. Some of the leading researchers that have contributed to 
providing that evidence are among the speakers at this conference. A study, sponsored 
by the World Health Organisation and the World Bank on the global burden of disease, 
has also had a tremendous impact. More and more research became available on what 
it is that can be changed and what is the effectiveness of different policy measures. 

Is time to sit back and relax as a public health community in the knowledge that things 
are going the right direction? That would be a serious mistake, as the challenges facing 
effective public health policies are probably· now bigger than they were ever before. 
These challenges are coming from various quarters and from various perspectives. In the 
first instance, there is a dominant philosophy in our society that the principles of the free 
market should ring in every domain of life. 

The Ministers of Health had been in Stockholm in 2001 at a Ministerial conference on 
Young People and Alcohol proposing more control etc etc, yet only three weeks later, 
there was a judgement (not consistant with the mood expressed at that conference) by 
the European Court of Justice. Sweden has a ban on advertising for alcohol beverages 
and the court upheld the view that the ban was an obstacle to the free movement of 
services within the European Union and therefore contravened the founding treaty. There 
is an excellent review (done by Grece haber Otto Anchachter) on that question of the 
incompatibility between real public health oriented alcohol policies and these principles 
of the free market and they conclude that there is an underlying incompatibility between 
public health focused alcohol regulation and the international treaties such as the GATTS. 

The next factor that comprises a real challenge is the efforts of the beverage alcohol 
industry. Over the last ten years of so, in all of the European Union member states the so
called "social aspects" organisation have been established by the industry. In EU 
accession countries, this is well on its way. These "social aspects" of organisations funded 
by the industry, looking after the interests of the industry are doing some good things. 
They sponsor campaigns against drink driving. They promote responsible serving of 
alcoholic beverages in the hospitality sector etc. But they are doing also things that are 
simply misleading the public such as promoting the idea of safe drinking limits, 
responsible drinking etc and sometimes these social aspects or organisations are 
pretending to be real public health advocates which they are not. The voice of these social 
aspects in organizations as the voice of the industry is an attractive one for the general 
public. The words "responsible drinking", "sensible drinking", "safe drinking limits", 
"learning to drink" and "the positive influence on health of moderate consumption" 
sound very attractive and responsible and social. But what do these terms really mean. 
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Statements on responsible drinking, from an ethical point of view, are at least dubious. 
Who, of the millions of alcoholics and their family members in Europe, raise their voice 
when they hear talk of so-called "responsible drinking"? [t is an insult to them. Who, of the 
many tens of thousands of parents who have lost their children in alcohol-related accidents, 
raise their voice when they hear speak about "learning to drink"? Who, of the hundreds of 
thousands of patients being treated for an alcohol-related disease, writes a letter to the 
editor of another popular magazine that reports on the great benefits to health of the daily 
consumption of four or more glasses of wine or Guinness of whatever? Is it ethically right 
in the face of so much misery, death and disease, to promote such misleading terms? And 
is it medically sound practice to recommend so-called "safe drinking limits" when there are 
scores of contra indications against drinking? So many, that some scientists believe that up 
to 20% of the total population has some condition, which makes it medically undesirable 
that the person concerned would drink any alcohol at all. 

In 2002, from 16th to 18th October, in Dublin, there will be an opportunity to say "no 
industry" - it is unethical and irresponsible to promote these firms. ICAp, the International 
Center on Alcohol Policy is funded by big international alcohol industries and has found 
the National College of Ireland willing to host the conference on Alcohol, Ethics and 
Society. 

The resources available to sustain carrying this European movement to a good end are 
lacking. It's easy to demonstrate that by looking at the budgets available for health 
promotion and for the promotion of alcohol awareness. Only one percent in the regular 
budget in the regional office of the World Health Organisation goes to the alcohol 
programme, while the burden of disease attributable to alcohol is estimated to be at least 
11% in the European region. So, what is the answer to these challenges? One of the answers 
is to substantially increase the budgets for reducing alcohol related harm in societies and 
the simple way to do this is to use taxation money for research, awareness rising and social 
marketing etc. If it can be done in such countries as New Zealand, Australia, Poland, it is 
difficult to understand why it is not possible here or elsewhere. [t is, I believe, the only way 
of enabling the better balance between health promotion on one side and promotion of 
hazardous products on the other. 

Another way to deal with the challenges is by investing in young people's health and 
involving them much more prominently than they have been until now in health matters. 
Many young people do not want to be manipulated by commercial interests. Many young 
people were involved in the organisation of the ministerial conference in the beginning of 
this year in Stockholm. Next year, World Youth Day will be celebrated in Toronto. It would 
be a nice occasion for the European Youth Organisations to review the declaration and to 
bring it to Toronto. 

The challenge has also to be met by substantiating the idea of investing properly in the idea 
of consumers or citizens protection. There should be no need to go towards prohibition but 
i't should be realized that alcohol is not a commodity like any other and that society needs 
a certain protection from the risks involved in the consumption of alcohol. 
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In the broader context of today's conference, which is aimed at promoting a greater 
awareness of the public health perspective on alcohol, the aim of this presentation is to look 
critically at its success or otherwise in Ireland in recent times. Specifically, it will be argued 
here that the apparent gains made by proponents of the public health perspective as 
reflected in formal policy texts - are largely rhetorical, and that health service delivery still 
primarily reflects the allegedly discredited disease concept of alcoholism. 

This will be done by briefly reviewing how the disease concept came to be institutionalised 
within Irish healthcare from the mid-1940s to the early-1970s, and how it was subsequently 
challenged by the emergent public health perspective on alcohol. The practical success of 
the public health approach in its attempted displacement of the disease concept will then 
be considered, largely through an exploration of the patterns of Irish psychiatriC hospital 
admission for alcohol problems from the mid-1980s to the present. Finally, some tentative 
explanations for the strength and vitality of the disease concept will be offered. 

Governing Images of Alcohol Problems 

While social scientists vary in their theoretical and methodological approaches to the study 
of drinking and drink-related problems, a consistent interest has been the study of how 
conceptualisations of such problems vary from place to place and time to time. In the 
main, social scientists (for example, Gusfield, 1996; Levine, 1992) tend to view changing 
conceptualisations of alcohol problems as social constructions which are the product of 
differing and frequently conflicting cultural and ideological positions, rather than as 
evidence-based, value-free developments in science which invariably lead to improved 
management of social problems. Room's (1978; 2001) well-known concept of "governing 
images" of alcohol problems - referring to summarised or shorthand accounts of relatively 
complex theoretical frameworks - will be used here, since this presentation looks at two 
such competing governing images, the disease concept of alcoholism and the public health 
perspective on alcohol. 
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Figure 1 

Disease Concept 

• Alcohol poses a risk primarily to those with a vulner
ability/predisposition a minority 

• The major problem in this sphere is alcoholism. 
which is a discrete disease 

• The primary responsibility 01 the health sector is to 
provide treatment services/facilities in a neutral. non
moralistic way 

, 
Public Health 

• Alcoholism poses a risk to all consumers 

• There is a wide range of alcohol- related problems 
health problems. family dysfunction. crime. 
workplace difficulties of which alcohol 
dependence is just one facet. 

• The health sector should regard treatment as 01 
less importance than health promotion/prevention. 
and should concentrate on mobilising all sectors of 

government in the interests of reducing alcohol
related problems 

It is not the intention here to suggest that there is absolute consensus as to the main tenets 
of these two governing images as they are set out in Figure 1; indeed, there is a risk that 
any summary of this kind will be seen as superficial and stereotypical. However, as will 
become evident, there is a prima facie case for setting out the two frameworks in this way 
for comparative purposes. The disease concept obviously has a strongly individualistic 
focus, in that it emphasises the deficits or vulnerabilities of individual drinkers and the 
perceived responsibility of the health services to offer treatment for 'diseased' drinkers. 
The public health model. on the other hand, approaches the matter from a population 
perspective, emphasising the significance of drinking levels and patterns, and 
down playing the capacity of treatment systems to make any radical societal difference. 

Rise and Fall of the Disease Concept in Ireland? 

While medical explanations as to the cause and nature of drinking problems have had a 
long and varied history, it is generally agreed Oellinek, 1960; Beauchamp, 1980; Edwards, 
2000) that the modern disease concept of alcoholism had its origins in post-Prohibition 
America, from which it was diffused internationally with the active assistance of the World 
Health Organisation (WHO). In a short presentation such as this, it is impossible to 
provide detailed and definitive evidence about the precise sequence and the relative 
importance of events in the evolving policy process here in Ireland; Figure 2 sets out what 
is a selected sequence of events, consisting solely of key official texts. 

Figure 2 

Rise and Fall of the Disease Concept in Ireland 

1945: The Mental Treatment Act makes provision lor an addict who by reason 01 his addiction to drugs or 
intoxicants needs compulsory detention . " 

I 
1966: The Report 01 the Commission 01 Inquiry on Men~ Illness bases its recommendations in this sphere on the I . 

. premise that: Alcoholism is a disease and is regarded by the WHO as a major health problem. 

1984: The Psychiatric Services: Planning lor the Future suggests that the term alcoholism be dropped. that a public 
health. perspective guide prevention activities. and that treatment should be community-based rather than 
residential. 

1996: National Alcohol Policy -Ireland is based in its entirety on public· health ideas and does not even contain theJ 
word alcoholism.· . 
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It should be made clear that official acceptance of the disease concept in Ireland was a 
cautious, incremental process rather than a decisively speedy affair. For example, the 
inclusion of addiction in the 1945 Mental Treatment Act occurred at a late stage in the 
legislative process, and it is clear from a reading of parliamentary debate on this statute that 
its largely implicit policy on alcoholism treatment was ambiguous. In fact, it was not until 
1966 that the Report of the Commission of Inquiry on Mental Illness signified unequivocal 
official acceptance of the disease concept and argued on this basis for an expansion of 
alcoholism treatment services. Another key policy event in 1966 (and one which was 
welcomed by the Commission of Inquiry on Mental Illness) was the creation of the Irish 
National Council on Alcoholism (INCA), a body which was influenced by the long
established National Council on Alcoholism in the USA. From1973 until its closure in 1988, 
INCA operated with the approval of the Department of Health and with funding from the 
regional health boards. 

Ironically, because of the delay in enshrining the disease concept in official health policy, 
full acceptance of this governing image in Ireland occurred at a time when the first seeds 
of a revisionist approach which came to be the public health perspective - were appearing 
internationally. Conflict between proponents of the disease concept and those persuaded 
by the new public health approach, albeit conflict of a highly civilised and covert nature, 
went on for a more than a decade, but by 1984 the tide appeared to have turned decisively 
when an official planning document. The Psychiatric Services: Planning for the Future 
came down firmly in favour of the latter. Chapter 13 of Planning for the Future reflected 
the u-turn which WHO had now taken on this issue, and recommended that the health 
sector should see health promotion or problem prevention as of greater importance than 
treatment and rehabilitation; it specifically recommended the establishment of community
based or non-residential counselling services as an alternative to hospitalisation for 
problem drinkers. 

Finally, in 1996, the Health Promotion Unit of the Department of Health published National 
Alcohol Policy - Ireland which was entirely based on a public health approach and in which 
the word "alcoholism" is not even mentioned. If one were to take official texts as authori
tative indicators of shifts in policy discourse or as reflections of changing practice in the 
areas with which they deal, then it could be assumed that the disease concept had run its 
course in Ireland and that it was no longer a governing image in any real sense. This would 
be naive, however, and instead the intention here is to assess how real the dominance of the 
public health perspective is by reviewing admissions to psychiatric hospitals and units in 
the period Planning for the Future (1984). 
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Treatment, Statistics and the Disease Concept 

Planning for the Future expressed disquiet both at the annual level of alcohol-related 
admissions into the inpatient psychiatric system (which had reached 25% of all admissions 
by this time from a base of less than 10% in the late-1950s) and at what it perceived as the 
unwarranted belief in the efficacy ofhospitalisation. 

It is likely that at least some of the increase is due to greater acceptance of the psychiatric 
hospital as a treatment centre for such problems. Public opinion has also increased pressure 

. on people to seek treatrnentin hospital in the belief that the problems can be cured. 

It was accepted that the mental health services could not suddenly disown alcohol-related 
problems and, as already stated, the compromise position recommended was that 
outpatient services - with significant use of addiction counselling - should be developed. 
Over the intervening 17 years it would appear that such outpatient services have in fact 
been created throughout the country, and,the data contained in Figures 3, 4 and 5 (all of 
which are drawn from the "Activities" reports on the inpatient mental health system 
produced annually by the Medico-Social/Health Research Board) are presented here so 
as to gauge the impact of the new community services on inpatient admissions.] 

Figure 3 

Alcohol-Related Admissions to Irish Psychiatric Hospitals and Units 

25000 
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Figure 4 

Alcohol-Related Admissions to Irish Psychiatric Hospitals and Units 
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Figure 5 

Alcohol Admission as % of All Admissions 
on Selected Hospitals I Units 1999* 

Health Board Hospitals 
St. Brigid s Ballinasloe: 33.6% 
St. Mary s Castlebar: 26.2% 
St. Loman s Mullingar: 26% 
St. Fintans Portlaoise: 27.6% 

General Hospital Psychiatric Units 
Letterkenny: 24.7% 
Limerick Regional: .. 20.5% 
Roscommon: 26% 
UCH Galway: 18.8% 

·Source: Daly and Walsh, 2000 
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Figure 6 

Treatment Statistics and the Disease Concept 
• In line with the recommendations of Planning for the Future. community alcohol services 

have been developed all over the country since the'mid- 1980s. 

• The policy intent was clear. namely that community alcohol services should provide an 
alternative to hospitalisation. 

• The reality is that hospital admissions for alcohol have not dropped to the extent that 
might be expected; and even in areas where community alcohol services are well 
developed there continue to be high admission rates for alcohol problems. 

• The statistics may be interpreted as reflecting an expansion rather than a contraction of 
treatment services community services are now additional to hospital services'and may 
well be catering for a somewhat,different client group. 

• This suggests that the basis tenets of the disease concept are alive and well at grassroots 
level in the sense that the expectation that drinking problems should be treated away 
is as strong as ever. 

Figure 6 offers an interpretation of the data presented above and suggests that the impact 
of the new community-based alcohol services on hospital admissions has been modest. 
Alcohol admissions as a percentage of all psychiatric admissions have remained stubbornly 
high: after 15 years of outpatient service development, alcohol admissions have dropped 
from 25% to 19%. It is argued that this reflects a continuance of popular belief in the 
disease concept whereby people who get into difficulties because of their drinking - in 
addition to their families, friends and neighbours, Gardai and primary care health and 
social service workers - still see hospital admission as the obvious solution to these 
difficulties. If this interpretation is accepted, then it must be concluded that the disease 
concept is alive and well. 

Explanations? 

In his recent revisiting of his earlier work-on governing images, Room (2001) concludes that: 

The alcohol experience suggests that old discourses rarely die; they go out of fashion or they go 
underground as being "politically incorrect". but there are still elements of them extant in the 
culture in which they once flourished (p. 41). 

Perhaps the Irish experience is not unique but it still seems important to attempt some 
explanation for the continuing strength of the disease concept and for what would appear 
to be a merely rhetorical existence here for the public health service. 

THINK BEFORE YOU DRINK 



A Public Health Persoer:live 

Figure 7 

Why Has the Public Health Perspective 
Failed to Make an Impact at Treatment System Levels! 
,~~~~~--~~~~~~~~~~--~---~--~--~~~~~~-

.1. 

• I 
I 

• 

• 

The Department of Health and Children does not appear to have an overall policy or 
strategy which is based upon an ideological acceptance of the public health approach- the 
Health Promotion Unit may accept it but it has failed to persuade the Mental Health 
Division of its validity. 

The regional health boards also do not appear to have accepted the public health 
perspective, and there is no evidence of coherent regional strategies aimed at integrating 
hospital and community treatment systems. 

The presence of a network of voluntary residential treatment centres - some with 
substantial statutory funding - based upon the Minnesota Model and strongly affirming the 
disease concept reflects a high degree of ambivalence on this topic. 

The Irish public has come to view hospitalisation as the appropriate response to alcohol 
problems and to see community services as a second-best. 

,. :~~clusion:. the public health perspective has rhetorical status in 
~vernlng Image. 

Ireland but is not a 

The explanations offered in summarised form in Figure 7 cannot pretend to be complete or 
definitive, and only a fuller and more detailed study could confirm or discredit them. 
Essentially, two explanations are proposed here. The first suggests that there have been 
failures at management level both internally within what is now the Department of Health 
and Children and .at regional health board level. While it seems safe to assume that the 
Health Promotion Unit of the Department of Health & Children understands the public 
health perspective on alcohol, there is no evidence that it has succeeded in persuading the 
Mental Health Division of the validity of this governing image or in collaborating with it 
in transforming abstract policy ideas into concrete management strategies. Similarly, there 
is no evidence at regional health board level of any coherent appreciation of what the 
public health perspective means, or of management plans for integrating hospital and 
community services. The second explanation concerns the widespread availability and 
apparent popularity of voluntary services based on the so-called Minnesota Model, which 
explicitly utilise the disease concept and which reinforce the idea that intensive and usually 
inpatient - rehabilitation is best practice in this field. 

These are questions and issues which deserve to be debated more fully, but on the basis of 
the data presented here it seems fair to say that the disease concept is still flourishing in 
Ireland. 
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Alcohol Policy - A College Response 
Response to the issue of Excessive Alcohol Consumption by Students 

Professor Jim Ward 
Vice-President for Human & Physical Resources 

NUl, Galway 

It is important to have some sense of where and how the University fits into Galway city, 
because this is necessary to understand the policy and actions which have been 
developed by the University Student Services Committee. 

Galway City is a city where youth and the vibrancy of youth is very much in evidence. 
It is a city where there are two sizeable third level institutions, NUl, Galway and Galway
Mayo Institute of Technology. It is also a place of many festivals, several nite-clubs, pubs 
and much fun. It is a tourist city. Not surprisingly therefore, most people regard Galway 
as a young person's ci ty. 

The University is located close to the city centre and within walking distance of most of 
the city's clubs and pubs. The University is over 150 years old and there has always been 
a close symbiotic relationship between the University and the city. 

The University makes a large contribution to the economy of the city through student 
spend, staff spend and purchase of services by the University from service providers in 
the City and surrounding area. Historically the University has relied heavily on families 
and property owners in the City to house students. Student population now stands at 
close to 20,000, about 1/4 of the total population of Galway city. 

Four issues will be discussed below: 

• Why did NUl, Galway adopt an alcohol policy and a related scheme of actions in 
the first instance? 

• What are the main features of the policy? 
• How effective has it been? 
• Where do we go from here? 

The College'S first alcohol policy was developed in 1997 and was adopted in 1998. From 
the outset, the elected officers of the Students Union have been major stakeholders in the 
formulation of policy and in its implementation. Whatever successes that have been 
achieved have in large measure been attributable to a solid partnership with the students 
representatives and student clubs and societies. 

The stimulus for the policy and associated actions stemmed from widespread concern by 
a range of personnel in the University, academic as well as student services, about the 
promotion of alcoholic drink on the campus, and the damaging effects of the excessive 
consumption of alcoholic drink by students on their academic achievement and lifestyle. 
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Medical doctors and counsellors at the University were particularly concerned. This 
concern was vindicated by the findings of a Student Services survey of 1,053 students in 
1998 in relation to their first year experience. 8.8% of the respondents in the survey 
indicated that they felt the consumption of alcoholic drink had caused them difficulties 
during the year. The same survey found that over 50% of the student population worked 
during the academic term, and it is arguable that many of them worked to finance their 
social life. The survey found also that increased hours of part-time work was associated 
with increased levels of difficulty with the academic course. 

The findings of a recent study carried out by our Student Services in relation to non
progression also suggest an association between increased levels of part-time work, 
higher spend on socialising and academic underachievement. In comparative terms, this 
group of students engaged in longer hours of part-time work and spent more on 
socialising than the respondents in the earlier survey. 

The main features of the Policy are: 

• Education on responsible consumption 
• Controls wi th respect to: 

- promotions and advertising by Students Union, clubs and societies 
- advertising on campus by city pubs and clubs 
- the unapproved appointment by breweries of "Campus Representatives" 
- material sponsorship in the form of "kegs" 
- drinking in public on the campus 

• Development of alternative social and recreational opportunities 
• Actions to reduce excessive stress experienced by students. 

In implementing these policies a number of actions were taken. 

Standards were set in relation to promotion and advertising. For example, only the 
promotion of brand name beers,.stouts, etc. and the name of the manufacturer is allowed 
on advertising. The advertising of "happy hours" and "cocktails" is prohibited. 
Acceptance of material sponsorship in the form of "kegs" is not allowed. "Kegs" was a 
favoured form of sponsorship that led to heavy over-consumption. 

• Clubs and societies are encouraged and facilitated to find alternative sponsors for 
their activities. 

• Finances were provided within the Health Unit Budget for Health Promotion. This 
health promotion activity grew into "Well ness 2001", a health, well-being and 
lifestyle enhancement programme, operated out of the Student Centre. 

• The Student Common Room at the Student Centre has been refurbished as an 
attractive, alcohol-free social venue. 

• Funds have been made available to provide an entertainment programme in the 
Student Common Room. 



A Public Health Persoeclive 

Actions and Policies are fine, but how effective have they been? 

There have been some great successes, some difficulties and there is a great deal yet to be 
achieved. With regard to Promotion and Advertising there is compliance by clubs, 
societies and the Students Union with the provisions of the Policy. 

The practice of material sponsorship in the form of "kegs" has been eliminated. In 
contrast to these successes however, there has been great difficulty in controlling the 
standards of on-campus advertising by city pubs and nightclubs. The campus was also 
being littered and defaced by their posters and flyers. And approaches in relation to 
standards were ignored to the extent that a ban on advertising on the campus by external 
agencies had to be implemented. The option of an internet based advertising faCility on 
the Students Union web-site and in Students Union newspapers is however offered. 

The ban on campus advertising by external agencies is less than three months old but so 
far it has stood up to the test. 

There is much progress yet to be made in the area of education on healthy lifestyle. Work 
is currently being done on a broad-based health promotion programme for students. The 
Western Health Board are partners with the University in this project, and involving the 
Students Union as significant stakeholders is important. Engaging students with a 
programme of education on a healthy lifestyle will be a challenging business, but we 
believe that with creativity and co-operation we can succeed. 

The Student Common Room has been refurbished as an alcohol-free social venue. This 
is however only a beginning. The provision of alternative social and recreational 
opportunities are areas that require continued development. 

Drinks Industry representatives no longer operate on the campus of the University. Our 
view is that the University is not a public place and the operation of any agency on the 
campus can only be with the approval of the Committee. 

Where to from here? 

National University of Ireland, Galway very much welcomes the "Framework for 
Developillg a College Alcohol Policy" recently launched by the Department of Health and 
Children. NUl Galway were represented on the Working Group that drew· up the 
document and are committed to reviewing our Alcohol Policy in the light of its 
recommendations. 

Drink is a central part of Irish culture, and the Irish pub is reputed world wide as a place 
of enjoyment and fun. However, we also have to recognise that over-consumption of 
alcoholic drink is now a national social problem. Students recognise it too. There was a 
time when the first experience of being drunk was a rite of passage associated with being 
at University, but this is no longer the case. The first experience of overindulgence is now 
much more likely to have occurred at second-level, and the rates of consumption among 
the current crop of third-level students is in many cases well beyond what can be 
considered healthy. The following quote from a front-page feature-article in the last 
issue of "Stlldelll II/depel/dent News", the NUIG Student Newspaper, is a telling testament 
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to this state of affairs. It reads: "Alcohol, a word inextricably linked to the word student, 
is now the major social health problem in Ireland .. .!t was revealed yesterday that we 
consume six times the amount of alcohol we did in the sixties ... " 

Although this statement is very frightening and a great cause for concern, it is also a 
source of great hope. Students are recognising the problem, and students are reminding 
their peers of the dangers and folly of over-consumption. And this is the first step in 
turning the corner towards more responsible consumption. 

In this, it is possible to see a wonderful opportunity for a. different, new and healthier 
approach to the consumption of alcoholic drink. 

Young people must be helped towards choice and independent action. And, people in 
institutions providing third-level education have an important role to play in this regard. 

We must provide the leadership and, above all, the supports to students so thatthey can 
make the Healthy Choice. 

Many thanks to Dr. Ann Hope for giving me the opportunity to air the views of NUl, 
Galway on this very important issue. 
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UWhat is to be done?" 
Alcohol Policy - A Health Promotion Response 

Anne McAteer 
Health Promotion Service of the 

North Western Health Board 
The North Western Health Board serves a population of 212,000 people in counties 
Donegal, Sligo, and Leitrim. It is a rural and geographically isolated area (over 85% of 
its inhabitants live in rural areas), which struggles with some of the highest levels 'of 
economic disadvantage and social deprivation in Ireland. 

For those working in the North Western Health Board, addressing the harms caused by 
alcohol in the population is a daunting task. It is recognised that alcohol is the single 
biggest drug of misuse in the region. Nine in 10 clients accessing the substance misuse 
counselling service do so to address problem alcohol use. Over 90% of the public order 
arrests by the Gardai in the region are alcohol-related. It is also recognised that 
significant links exist between alcohol use and health problems, school problems, 
accidents, anti-social behaviour, interpersonal violence, and suicide. 

Those who work in the North Western Health Board are aware of which policies are 
proven internationally to effectively reduce alcohol related harms. The National Alcohol 
Policy describes such policies as 'Environmental Strategies'. Controls on alcohol 
availability and sales, restricted licensing laws and opening hours, higher prices or 
taxation, limits on advertising - each of these strategies has been shown to reduce levels 
of alcohol consumption among various populations, and lead to a decrease in alcohol 
related harm. 

However, while these 'environrriental' approaches are known to be effective, they are also 
out of the control of the Health Promotion Service. In such a context' Alcohol Policy' 
might well be defined as, "what governments and (national) institutions do or don't do 
about alcohol and the conditions and problems associated with its misuse.1" Such a 
definition recognises that alcohol policy is closely linked to public institutions such as 
national parliaments, cabinets and government departments. It further acknowledges 
that inaction (or the perpetuation of the status quo) can also be policy. 

In reality, a policy decision on alcohol issues such as licensing, opening hours, pricing, 
and availability is not made at the local level, but by national government. And, when 
these policy decisions are being made, issues of individual and community health can too 
often fall victim to external factors such as economic imperatives, tourism promotion, 
and corporate lobbying. 

In Ireland, the result of this has been that national alcohol policy and 'legislation has 
become less health promoting rather than more, more harmfu1.rather than less. This fact, 
coupled with a significant increase in disposable income created by a robust economic 
climate, has lead to significant increases in alcohol consumption in all regions of our 
country. The North West is not immune from this trend. As in other parts of the country, 
people here are drinking more often, in greater quantities, and at younger ages than ever 
before. 

1 Alcohol Policy Network. Ontario, Canada 
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This is the reality in which health promotion people work in Ireland. For those working 
in health promotion - who know that the most effective strategies to reduce alcohol 
consumption and alcohol-related harm are not within their ability to change - this 
situation can easily lead to frustration and cynicism. "What is to be done?" is the 
constant question for those struggling to promote positive behavioural change in the face 
of national legislative trends that promote a drinking culture by increasing alcohol 
availability and freezing alcohol prices. 

It is widely recognised that we live in a drinking culture, and that the harms resulting 
from that drinking culture are increasing. This is the reality. Given the limitations health 
promotion workers face in changing that reality at the level of national policy and 
legislation, the question is "how do we work within this reality?" 

Part of the solution has been to work on an 'inter-agency' basis to create a local 
environment over which at least some limited influence can be exerted by working 
together. In 1996, our Health Promotion Service established the North West Interagency 
Drug Group bringing together a number of key agencies to co-operate on tackling the 
problems arising from alcohol and drug use in the region. Significantly, from the very 
beginning, the interagency group agreed that "alcohol is the drug which causes most 
harm in our population."2 In 1999 the group sub-divided into two local area interagency 
groups - one in Donegal and one in Sligo/Leitrim. These groups are chaired by Health 
Promotion's Area Drug Strategy Co-ordinators and include a range of agencies from the 
community, education, statutory and voluntary sectors, through to local vintners. They 
are becoming increasingly important in highlighting concerns and offering policy and 
other practical solutions in their respective areas. The interagency groups also serve as 
the local 'engines' for the National Alcohol Awareness campaign. Their success to date 
has arisen from the recognition across all agencies that nobody can do it alone. In the 
North West, we take some measure of pride in the fact that these groups offer a solid 
foundation on which we can operate more effectively both now and in the future. 

To refer again to the National Alcohol Policy, since health promotion departments across 
Ireland have no control over the larger picture, they are limited to working on what the 
policy terms 'Individual Strategies'; those that promote positive lifestyle changes at an 
individual level. In this regard, the objective is in keeping with the National Health 
Promotion Strategy, namely "to promote moderation in alcohol consumption for those 
who wish to drink, and to reduce the level of alcohol related harm in the population". 
The aim is to work holistically, addressing alcohol-related harms across all sectors of 
community. This involves targeting the work to the communities in which we operate. 
The 'targets' can be based on age or gender - boys and girls, men and women, young 
people, adults, parents or families. They may focus on tackling social exclusion -
travellers, asylum seekers, addicts, the unemployed or geographically isolated. In 
addition, they can be based in settings - school, out-of-school, the community or the 
workplace. 

2 NWIDG submission to the Review or the National Drug Strategy. 2000. 
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The approach to developing our work is driven by three primary principles. 

1) Setting realistic objectives. 

2) Developing specific messages and health promotion outcomes for specific 
populations. 

3) Measuring the success or failure of programs and interventions, and adapting 
accordingly. 

The following are some of the programmes and strategies implemented to address 
alcohol use among the various population groups. 

5 - 12 AGE GROUP 

In the North West, health promotion programmes that include alcohol as a component 
begin in the 5 - 12 age group. The objective in this population is to provide alcohol 
information in an age appropriate manner in an effort to delay the onset of early 
drinking. The approach is characterised by the promotion of consistent themes and 
messages related to alcohol, and the provision of skills to young people who might find 
themselves in drinking situations. 

Within this age group, the primary schools' Health Education programme includes 
alcohol as a topic in sixth class. The objectives are to provide opportunities for the 
children to learn some facts about alcohol- its use and attitudes to it, and to consider the 
effects of alcohol on the body. The resource materials used are less than 10 years old but 
in the introduction there is one telling statement - "The sixth class child is not yet making 
decisions about alcohol". 

The Young People Alcohol and Drugs Project (1999) used Think Draw and Write research 
in 20 schools (n - 304) in the North West in 1999. In this research, younger children (11 -
13 year olds) demonstrated well-developed levels of information about a whole range of 
substances. However, given that alcohol was suggested as being in common use among 
younger teenagers, it was Significant that only 11.5% of the young people named alcohol 
as a drug. 

Research would indicate that preventative education is more effective if undertaken 
before the likely age of experimentation and if introduced incrementally over a period of 

'. time. The age at which children first experiment with alcohol has fallen dramatically in 
the past decade. Therefore, the topic of alcohol probably needs to be raised at an earlier 
stage in primary school. 

In a new development within primary schools, the Health Promotion Service has 
supported the introduction of the Whole School Quality 'Circle Time' Model. 'Circle Time' 
is a democratic and creative approach used to consider a wide range of issues. It helps 
build relationships and promotes positive behaviour. During 'Circle Time' children can 
explore a range of issues including alcohol in a safe environment. 

Over 200 teachers attended the introductory evening seminars and 50 teachers attended 
2~week long summer courses. Whole staff training has been offered to these schools. 
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As a methodology, 'Circle Time' lends itself well to the new SPHE Programme which 
schools have introduced as part of their revised curriculum provision. It is also one of 
the recommended approaches of the Walk Tall programme. 

12 - 18 AGE GROUP 

Within the 12 -18 year old age group, our health promotion service has initiated a variety 
of activities in both the in-school and out-of-school settings. Our objective in this age 
group is to encourage responsible attitudes and behaviours related to alcohol. While our 
work in the under-ISs again aims to delay the onset of early drinking, towards the older 
end of this age range - where research clearly shows that the vast majority of youth are 
drinking to some extent - we also aim to promote harm reduction and sensible drinking 
messages. 

The North Western Health Board introduced its health education programme in the early 
1980s based on the principles of a Lifeskills self-empowerment teaching model. This 
model has been developed and introduced gradually into second level schools in the 
region3. It has been periodically evaluated and the most recent evaluation (1995) 
demonstrates that the impact of Lifeskills programmes was such that it led to significant 
positive behaviour effects in relation to alcohol consumption both among second level 
students and adult Lifeskills graduates. The key to Lifeskills is that, apart from the skills 
developed in young people, it empowers adults who are already part of the young 
peoples' lives, parents, teachers, older siblings etc. 

Work in this age range also includes significant work in the out-of-school setting. As one 
example, last year a pilot-programme called Circle of Friends was initiated. This is a 
personal development programme targeted at 14 - 16 year olds, and is an example of a 
partnership project developed between the Health Promotion Service and a local youth 
centre in Sligo. The approach of the programme is to integrate responsible drinking 
messages and factual information about alcohol within a broader holistic six-session 
programme. 

The initial results of this project have· been encouraging. Integrating the alcohol 
information as one part of a broader personal development programme has helped to 
reduce the cynicism and disinterest that often greets such information sessions. In the 
Circle of Friends initiative, alcohol issues were addressed through fun activities, such as 
quizzes and "drinking" games that allowed the youth to tease out hypothetical drinking 
situations. The evaluation indicated that the young people responded very well to this 
educational approach, and to the integration of alcohol as part of a broader personal 
development programme. Following this initial positive feedback, Circle of Friends has 
been continued again this year, and more research will be done into the effectiveness of 
the programme. 

Such work in the out-of-school setting is becoming an increasingly important component 
of our overall health promotion strategy with regard to alcohol. An indication of this is 
that over the past two years, three posts have been created specifically to address this 
population. In 2000, two Youth Support Workers have been appointed, with a brief 
around alcohol and drug education in the out-of-school setting, as well as to provide a 
specialist treatment and counselling service for young people. A Development Officer 

3 1995 Evaluation· 85% o( school respondents in the region had been exposed to li(es,"l/s 
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for Youth in Out-of-School Settings has also been appointed, again with a specialist brief 
to assist the youth sector in developing targeted programmes and interventions and to 
liase with the National Youth Council of Ireland. 

A significant piece of work that has been identified for 2002 is working with out-of-school 
youth venues to develop and implement alcohol and drug policies. 

18 - 25 AGE GROUP 

Alcohol issues among this age group are addressed in a number of 'settings' or contexts 
including out-of-school, further education and the workplace. Development Officers for 
the Workplace and Out-Of-Schools settings work with the Health Promotion Service's 
Alcohol and Drugs Team comprising two Area Co-ordinators and the two Youth Support 
Workers mentioned earlier. 

The objective in this age group is to continue the development of responsible attitudes 
and behaviours related to alcohol. The aim to promote harm reduction and sensible 
drinking is more overt among this population group. 

In the further education setting, the Area Co-ordinators also serve as the local co
ordinators for the National Alcohol Awareness Campaign (2001-2003). This involves 
links with campus health services and Student Unions, etc. One stated aim for the 
immediate future is to work towards the development and implementation of College 
alcohol policies based on the policy development guidelines launched recently by the 
Minister for Health and Children. 

OVER 25s 

Efforts to address alcohol related harms in the over 25 age group are often the most 
difficult, not least because they involve addressing the population to which most health 
workers themselves belong. It has always been easy for adults to focus efforts on young 
people, rather than take on the more difficult task of addressing harmful drinking 
behaviours among peers, or families. However, any effort to create a holistic health 
promotion strategy to address alcohol use must include initiatives targeted at this 
important population group. As a result, in the North West a number of programmes that 
specifically address adults have been initiated and aim to educate them on strategies to 
reduce.alcohol related harm. 

One example is Fils Ie Cheile, our support and education program targeting parents of 
--both primary school-children and teenagers.-Alcoholissues form an important part of the

Fas Ie Cheile curriculum, and emphasise both positive parenting strategies to address 
alcohol use among young people, and particularly the impact of the parents' own 
drinking behaviours on their children. Through this particular effort, a clear link is made 
.between responsible drinking by parents, and its effect for promoting a healthy 
relationship with alcohol among their young people. Fils Ie Cheile enables parents by 
offering coping skills and information to deal with issues that might arise, thereby 
putting them in a better position to set- boundaries, etc. for their children - and _ 
themselves! 

Another initiative targeting adults in the North western region was training for local GPs, 
to help them develop brief inte~entions skills to address alcohol use with their patients .. 

--
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This project was undertaken based upon evidence that such interventions were 
successful in reducing alcohol consumption, as well as increasing the accessibility of 
treatment services. The evaluation of this project - while having some positive elements 
- clearly demonstrated some of the barriers that health professionals face in trying to 
address alcohol use among adults. 

While the evaluation showed that this initiative was effective in raising the awareness of 
GPs of brief interventions and of alcohol use, it also clearly showed that the GPs were 
themselves uncomfortable in raising drinking as an issue with their patients. This points 
to the impact of our drinking culture - and our own drinking practices - on our ability to 
engage in alcohol issues on a professional level, particularly with other adults. This is an 
important piece of learning that needs to be creatively addressed in order to move 
forward with this and other work with adults. 

IS IT WORKING? 

But what of concrete measured results? While difficult to quantify in absolute terms, 
there have been studies conducted over the past five years that have indicated that the 
North West's health promotion strategy is having an impact on actual drinking 
behaviour. 

For example, the most recent evaluation of our schools-based Lifeskills Programme was 
1995. This evaluation showed that students who had completed the programme had 
lower levels of alcohol consumption, and fewer instances of being drunk, than those who 
had not taken the course. This result was replicated throughout the various school years 
in the programme. 

The evaluation also concluded that while the overall lifetime use of alcohol among 
-students in Ireland was reported at 83%, this figure dropped to 78% among those 
students who had completed Lifeskills. Of particular interest was the finding that while 
students in the North West exhibited the highest rates of weekly drinking, they had the 
lowest rates of lifetime drinking and frequency of drunkenness. The conclusion was that 
this group demonstrated a relatively sensible drinking pattern - one that is regular, but 
not to excess. 

The SLAN survey in 1998 also revealed some positive trends in the North West. The 
NWHB region demonstrated the lowest national rate of regular alcohol consumption in 
Ireland across all age groups. Overall, the survey showed that among the 19-35 age 
group, the population in the North West drank less, and had less alcohol consumption 
per session, than in other health board areas. 

The main success measures however, lie in the provision of factual information and the 
development of skills across all age groups to allow people to make healthier choices. 
Ultimately we hope that this will mean that the North West region will continue to reflect 
lower and safer drinking patterns. 
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CONCLUSION 

So what are our conclusions from our work to date? Despite the fact that our health 
promotion efforts in the region would seem to have some positive impact, these need to 
be seen within the wider context that I described at the start. Alcohol-related harm in the 
region is significant, and the tools available to the health promotion service to effect 
change pale in comparison to those available to national government to implement 
healthy alcohol policies. 

That said, personnel in the North West have learned several significant lessons when 
working to reduce alcohol-related harm at the local or regional level. As a result, we 
have come to ask ourselves three key questions when contemplating new work, or 
revisiting ongoing work. 

Firstly, does the work enable individuals, families, communities, or organisations to 
address alcohol issues themselves? We have found that the programmes with the 
greatest impact are those that promote the ability and willingness to address alcohol 
problems at a local level, or foster skills that can help avoid these problems developing. 

Secondly, is the work integrated with other work in the community or with partner 
agencies? In order for a response to be holistic, it is essential that everyone work towards 
common goals, and build upon and support work happening in other areas. Examples of 
this are, work with the Vintners Federation of Ireland on the Responsible Serving of 
Alcohol (RSA) programme for bar staff; and links with community or college initiatives 
to establish alcohol-free venues. This holistic way of working together creates 
programmes whose scope is greater than any single agency could provide by working 
alone. 

And finally, is the work sustainable? It is acknowledged that there is no 'quick fix' for 
reducing alcohol-related harms. Successes will only emerge over time and through 
sustained commitment of resources (human and financial). Therefore, it should be asked 
before commencing a project 'will this piece of work have any real impact?' Research 
clearly demonstrates that some approaches simply do not work, others have limited 
effects, and that very often the most' acceptable' approach is the least effective (and vice
versa). Based on this research, and with limited resources to hand, we need to seriously 
question whether some pieces of work are worth doing at all. 

To conclude, the most effective way to work is in partnership and with shared responsi
bility. In this regard, we work with many ages and groups of people. However, it cannot 
be done alone. Successes are limited to the local context over which we can exert some 
influence. At the wider national and international policy level lies the key to tackIingthe 
real issues. We hope that from this conference and other similar initiatives will come. the 
realisation that real change cannot occur until the resources still required are applied to 
tackling the problems caused by alcohol. The compelling evidence is already there - what 
is now required is the courage and will to place alcohol firmly centre-stage as a major 
health issue in this society. ' 
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Background 

Dr Phil Jennings 

Public Health Specialist 
Midland Health Board 

The Midland Health Board has a population of 205,000, and is comprised of four counties 
which are combined to form two community care areas - Laois/Offaly and 
Longford / Westmeath Community Care areas. There are three sectors per Community Care 
Area with a total of six sectors. There are two Psychiatric Hospitals - one per Community 
Care Area. 

Alcohol consumption in the Midland Health Board 

Two local studies have been done in recent years. In 1996, a second level study was done. 
This consisted of a self-administered questionnaire of a large proportion of second level 
students in the area. More recently, a study of a third level college, the Athlone Institute of 
Technology, was conducted. The MHB also participated in national studies, including the 
SLAN survey and the WHO study. The results of these studies confirm that the Midland 
Health Board has a major alcohol problem, not only in the under 18 age group but also in 
the older adult population. The Midland Health Board accepts that misuse of alcohol is a 
major public health problem with its acknowledged various impacts. It is also 
acknowledged that alcohol use and the problems that it causes, far exceed any drug 
problems that the Midland Health Board has currently. 

Midland Health Board policy in relation to this issue 

Currently there are two policy documents. The first of these is the Working Party Report 
on the Misuse of Drugs and Alcohol 1999 which was produced following the setting up of 
a group in 1998. This was a multi disciplinary group whose terms of reference was. to 
address the misuse of drugs and alcohol in the Board's area with particular reference to the 
development of appropriate preventative treatment and rehabilitation services, having 
regard for the Government's published documents in this area. In the following year, the 
Substance Misuse Education and Prevention Policy was produced and this is the policy 
document for the Health Promotion Department. Currently a review of the service is being 
undertaken and it is hoped to develop a five year strategy for the Board early in 2002. 

Midland Health Board approach 

The approach is basically three stranded. Prevention/Health Promotion, Treatment and 
Rehabilitation and our policies are guided by Planning for the Future 1984, The Health 
Strategy - Shaping a Healthier Future 1994 and The Nationa(Alcohol Policy in 1996. 
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o Treatment 
The treatment services are provided in three different settings; the general practitioner in 
primary care, by Alcohol and Drugs Counselling Service in the community and there are 
also services provided by the Psychiatric Service at both outpatient facilities and 
psychiatric hospitals. 

It is accepted that GP's playa major role in the early identification of excessive alcohol 
drinking and drink related problems. The Irish College of General Practitioners has 
recommended that General Practitioners should be proactive in the education, identifi
cation, diagnosis and treatment of patients with alcohol related problems. The Irish College 
of General Practitioners are currently addressing this issue with the development of a pilot 
programme on Alcohol Awareness and Training and this training programme will 
incorporate motivational interviewing and brief intervention skills. It is also hoped that in 
the course of their work, they will develop standardised protocols for screening and 
treatment of alcohol misusers. In the Midland Health Board, community detoxification 
occurs under the supervision of General Practitioners while counselling is provided 
simultaneously by the Community Alcohol and Drugs counsellors. There are a number of 
GP's involved in this area. However, it is an area which should be expanded further and 
in this regard the issue of training of General Practitioners in the overall management of 
alcohol withdrawal has been· highlighted. 

oThe community, alcohol and drug counselling service 
Planning for the Future 1984 recommended the development of community based services 
and this came into effect in 1987 in the Midland Health Board. At that time, nursing staff 
from the Psychiatric services moved out of the hospital to develop a community based 
response to alcohol problems. As time passed, they recognised the growing problem of 
drug misuse and they also responded to this need. And in fact, some of the same 
counsellors were very instrumental in developing the methadone service which has 
developed in the Board. 

There is therefore one service responding to both alcohol and drug issues and this is felt to 
be appropriate. There has been considerable debate in the literature on the subject of 
combining alcohol services with drug services. Some argue that the different pharmaco
logical effects of these substances, the different legal status of drugs and alcohol, the 
different social function of drugs and alcohol and the patterns of their use provide strong 
reasons against combining services. However, rarely do individuals present to the services 
using only one drug. Poly substance-misuse has become commonplace, especially among 
young people. The Midland Health Board is therefore happy to continue its current 
combined services and the health board policy is to focus on the individual and not on the 
substance of misuse. 

Two teams operate in the Midland Health Board - one per community care area. There are 
three sectors per team and they operate at 13 different locations within the Board's area. 
They operate under the mental health service as part of a multi-disciplinary team and their 
reporting structure is within the mental health services although they provide the services 
very much in community oriented settings. 

o Referral mechanism 
People can self refer or they can be referred by their GPs or psychiatrists or other health 
professionals. It was felt important that direct referral would be possible to avoid any 
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barriers to accessing the services and this is particularly relevant in relation to young 
people. They also provide a liaison service with the general hospitals. The vast majority of 
their clients have alcohol problems. They provide one-to-one counselling, group therapy 
and after-care services. They work very closely with the probation services and the courts. 
They meet regularly with the probation services to discuss their current case loads. One 
judge in the Midland Health Board area refers drunk driving offenders to the alcohol 
counselling service and restoration of the licence is dependent on their attendance and 
completion of an education program or if appropriate, a counselling programme. Other 
judges in the area refer offenders who are guilty of assault secondary to alcohol, to the 
service with a suspended sentence which is dependent on the person attending the 
counselling service for a period of two years and this is monitored closely by the courts at 
three to six monthly intervals. This work is felt to be very important but it has added an 
extra workload to the counselling service . 

• Psychiatric services 
The consultant psychiatrists provide both' an outpatient and inpatient service. The out 
patient service is provided at both out-patient clinics, day hospitals and day centres. The 
numbers attending the day hospitals and day centres are very small. There is a high default 
rate for attenders for outpatient appointments and for aftercare. Admission for alcohol 
misuse in the MHB's area is quite high with approximately 25% to 26% of all admissions 
and 30% of first time admissions to the Midland Health Board's two Psychiatric Hospitals 
being for alcohol misuse and these are higher than the national rates. 

These patients tend to represent the more severely dependent alcohol users and those with 
significant co-existing physical and / or psychiatric morbidity or social problems. While 
national policies have identified the need to develop the community based programmes to 
reduce the need for inpatient beds, there will still be a need for some beds to be available 
for the more severely dependent and those with co-morbidity. While all researchers agree 
that outpatient and day patient services should be the treatment of choice, there are certain 
cases where inpatient care is required. 

Why is there such a high admission rate? There are a number of factors that influence 
admission rates; local service factors such as' admission poliCies, GP referral practices and 
the availability of alternate facilities. It is also influenced by social problems such as 
homelessness, low income, unemployment, lack of skills and family problems. For 
example, the admission policy states that nobody should be admitted to our psychiatric 
units under the influence of alcohol. Howeve'r, this is often difficult to adhere to especially 
in relation to social problems when people present late at night - perhaps brought by the 
Gardaf to the unit for admission. We currently have no halfway houses or hostels in the 
board's area and this is obviously something that needs to be addressed . 

• Rehabilitation 
Rehabilitation is accepted as a vital component of the management of persons with alcohol 
problems and this is an area which needs further development. An effective response must 
incorporate preventative and health promotion strategies. A vibrant Department of Health 
Promotion was set up in our .Board in 1997 as part of the Department of Public Health. 
Currently there's one senior Health Promotion Officer for substance misuse and five health 
promotion' project workers and these are based in our five major urban areas. The strategy 
in the Health Promotion Department is around building partnerships with other agencies 
and around community development programmes. . 
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• Health Promotion 
A regional co-ordinating committee on substance misuse was set up in the Board's area in 
1995. This is a multi-agency forum with representation from statutory, voluntary and 
community, such as parents, teachers, AIT, Gardaf Probation Services and Treatment 
Services which provided a forum for exchange of information and for a co-ordinated 
strategy for the board. 

The Athlone Institute of Technology is currently developing a health promoting campus 
programme in partnership with the Midland Health Board. A group are currently 
developing a policy on alcohol for the college in line with national recommendations and 
it will include many of the issues that were raised previously. At the moment a health 
promotion worker is working with the college from the Midland Health Board on a one
day-per-week basis and it is hoped that this will be increased to half time in the near future. 

The health promotion department has been involved in the development of parenting 
programmes to support parents in their primary role as educators and this is felt to have 
been very important because parents need to be empowered to deal with the issue of drug 
use with their children. Many parents feel inadequate in this area and look for assistance. 

Social programmes for disadvantaged youth are also being developed in collaboration with 
youth peer leaders and again in this context, we are working in partnership with the 
Midland Partnership for Youth Health which comprises a broad cross section of agencies 
and groups involved in delivering a service to young people. They are currently looking at 
developing areas where there are no youth services - including a rehabilitation project for 
young people. A personal development drugs and alcohol programme has been provided 
to a wide range of community groups in the Midland Health Board also. 

A health promotion officer for schools promotes and facilitates schools in the development 
of an alcohol policy for schools and to date fourteen out of the fifty second level schools 
have approached the Department for assistan'ce in this matter. They are also involved in a 
local capacity in schools, trying to incorporate.the Walk Tall and On My Own Two Feet into 
the social. personal and health education programmes. They are currently initiating a local 
community project in collaboration with the local schools, youth, Gardaf. parents and 
publicans and the idea behind this is to get the whole community involved and where all 
the participants are involved in working together to address the issues. One of the areas is 
the training of publicans in relation to alcohol issues and encourage them to use ID cards. 

A training programme has been developed in partnership with Garda! called SUMMIT. 
which is Substance Misuse Training for Trainers, and this has been delivered to various 
groups. This arose out of necessity, as individual health professionals in the health boards 
area and the Garda! were being asked to give once off talks in schools and this was felt not 
to be an evidence-based approach. It's an example of collaboration between the health 
board personnel and the Garda Siochana in this regard and it has worked very well to date. 

What does the future hold for the MHB? 

A five year strategy for the health board is currently being developed. We hope to enhance 
the skills of GPs through health board and leGP training programmes to increase the 
number of GPs who are providing community detoxification. We hope to further develop 
the community alcohol counselling programme with a view to reducing waiting times and 
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admissions. The alcohol service has suffered in terms of resources as it was included in 
monetary allocation for the mental health service and did not have a dedicated budget. 
This has been a hindrance to the development of the service. Also, manpower resources 
have been redirected to the development of the drugs services and this has put an extra 
strain on counsellors within the service with increasing waiting times for people with 
alcohol problems. Community-based programmes need to be developed specifically for 
young people with alcohol problems and these should be broad based to develop social 
skills and self esteem. One of the issues noted by counsellors has been the number of 
younger people with alcohol problems attending their service and programmes need to be 
developed which are age appropriate. 

While the alcohol and drugs service will continue within the remit of the Mental Health 
Service, there is need to develop an administrative structure for the addiction services and 
to ring-fence the budget for the service. We hope to appoint a consultant psychiatrist with 
a special interest in substance misuse in the very near future as approval has been received 
from the Department of Heath and Children. The appointed person will act as a resource 
to his or her colleagues for patients with more complex problems and will also help to 
further the multidisciplinary team approach in the Board's area. He/she will also help in 
the development of new programmes to meet the needs of those attending the service. This 
consultant will not have direct access to beds as the patients will remain with the sector's 
psychiatrist. He/she will also be involved with the management team of the addiction 
services and will be in a position to influence the health board in terms of resources and 
facilities required for the addiction services. 

With the plans to develop acute psychiatric units at two of our general hospitals in the area, 
there is going to be a reduction in the number of acute beds and this raises the issue of high 
alcohol admissions with greater urgency. A more detailed analysis of the high admissions 
for alcohol problems is required and this will be done in the coming year. A day hospital 
programme which could take some of the pressure off the in-patient facilities also needs to 
be developed. However, we have identified that there is a high default rate from the 
service. Therefore, enhanced follow-up and aftercare needs to be provided for those 
admitted to hospital thus reducing the need for readmission. 

In conjunction with other statutory agencies, the issue of homelessness and its impact on 
the alcohol services needs to be examined and a needs assessment will be undertaken in 
this regard early in 2002. New national legislation on homelessness will place the. respon
sibility for the provision of accommodation for the homeless and ongoing costs for the 
accommodation on local authorities. But the health board will have a role in the care needs 
of these individuals. We need to work with both statutory and non-statutory agencies to 
further develop rehabilitation programmes' and programmes which develop work skills 
with the view to getting the individual back into gainful employment. Ongoing evaluation 
of these programmes will be important with an emphasis on outcome. 

We will continue to work in partnership with other agencies and communities to develop 
,a co-ordin'ated approach to the issue of alcohol misuse. Noone agency can respond to all 
the issues involved in alcohol misuse. The national alcohol policy has serious implications 
for a. wide range of agencies either thim the health boards and it is hoped and expected that 
the positive response by the health board'will be mirrored by an equally effective action by 
other agencies. All efforts need ho~ever to be supported by strong national policy. 
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THE COST OF 
ALCOHOL RELATED PROBLEMS IN IRELAND 

Mr Sean Byrne M.Econ.Sc. 
Dublin Institute of Technology 

1. Conceptual Issues. 

Estimating the cost of alcohol abuse and excessive drinking presents formidable conceptual 
and practical difficulties. Economists use the concept of opportunity cost, which is the 
value of the resources foregone by society as a result of excessive drinking. This is much 
more difficult to estimate than, say, the direct' costs generated by excessive drinkers in 
terms of treatment of illness, the cost of alcohol related accidents and the value of output 
lost through alcohol related absence from work. 

2. Private and exterrial costs and benefits. 

Some of the costs (and benefits) of alcohol consumption are borne by the individual 
consumer (private) and some fall on third parties (external). External costs include damage 
to third parties from alcohol related road accidents and crime. The families of alcoholics 
suffer great emotional distress and often 'economic deprivation and a comprehensive 
measurement of costs should ideally include these. 

3. Treatment of unemployment. 

If an economy is operating at full employrrien't, an alcohol-damaged worker will reduce 
productivity and thus Gross National Product. In an economy, an unemployed worker can 
readily replace where there is unemploymeht, the alcohol-damaged worker with no 
reduction in GNP. As most countries have some level of unemployment or immigration, 
the costs of alcohol use in terms of GNP may only be the cost of recruiting and replacing 
labour. In countries such as Ireland, where there is strong employment protection 
legIslation making it difficult to fire an alcoholic employee, significant losses of output or 
costs may be incurred as a result of employees with alcohol problems even when there is 
less than full employment. 

4. The benefits of alcohol use. 

Economic theory assumes that consumers are fully informed about the benefits and costs 
of the goods that they consume and thus make rational consumption choices. Clearly 
moderate drinking of alcohol provides benefits in the sense of economic theory, to the 
consumer but if a person is addicted to alcohol, he / she cannot be said to benefit from 
alcohol consumption. If addiction is defined as providing not benefits but costs to the 
addict or to society, as is obviously the case, then expenditure on alcohol by addicts is a cost 
to society. An allowance for the cost of consumption by addicts should therefore be 
included in the cost of alcohol abuse. 
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5. Private and social costs 

Some of the costs of alcohol abuse are borne by the abuser and some by others either 
directly or indirectly affected by the abuse. The abuser's family, particularly those econom
ically dependent on him/her suffer most acutely but those unconnected to the abuser also 
suffer. The victims of drunk drivers and their families are the most obvious "third party" 
victims of alcohol abuse. If car insurance premiums rise as a result of alcohol related 
accidents, or health insurance premiums rise as a result of the cost of treating alcohol 
abusers, all motorists or all those seeking health care insurance suffer. The existence of such 
social costs is the major reason for policy intervention and taxes on alcohol above the levels 
imposed on other goods is justified as compensating for the negative social consequences 
of alcohol abuse. 

All attempts at cost estimation must make' assumptions about the behaviour of drinkers, 
i.e. whether they are aware of the health risks of alcohol abuse or not and to what extent 
their choices are "rational". Many studies show that while heavy drinkers, most of who 
may be assumed to be addicted, have the. most individual problems, they account for only 
a minority of all alcohol-related problems. The question then arises as to whether cost 
studies should focus on the abusers or on the totality of alcohol-related problems. 

6. Causal links and availability of data 

In addition to the above conceptual difficulties, there are very serious problems in 
collecting and interpreting data on the consequences of alcohol abuse and the causal link 
between such abuse and illness, accidents and violence. While alcohol abuse is associated 
with several physical and mental illnesses, other factors may contribute to those illnesses 
also and isolating the effect of alcohol may be very difficult. For example, many people who 
drink heavily also eat unhealthy diets and do not take exercise, If they suffer heart disease 
or cancer to what extent can these diseases be attributed to their excessive drinking or to 
the other aspects of their unhealthy lifestyle? 

Even if certain illnesses, accidents or crimes,i,could be unequivocally attributed to alcohol 
abuse, the statistics on such events may be inadequate. Except in the case of admission for 
alcohol poisoning or alcoholism, the drinking habits of hospital patients are rarely 
recorded. The blood alcohol levels of people involved in accidents and crimes are not 
always recorded and in many cases alcohol.consumption can only be inferred. Even the 
crudest estimates of the social costs of alCohol involve quite heroic assumptions and 
creative interpretation of data. 

7. Studies of the cost of alcohol problems in Ireland. 

The conceptual and practical issues outlined. above show the great difficulty of estimating 
the overall cost to society of alcohol use. In Ireland the situation is made worse by the fact· 
that a great deal of data is not collected. For this reason it is very difficult to estimate the 
overall cost to Irish society of alcohol related problems. 

Some estimates may be made of the cost to the Exchequer of dealing with the consequences 
of alcohol abuse and the cost of alcohol related road accidents to society as a whole, This 
was largely the approach adopted by Walsh and Conniffe and McCoy. A figure for the cost 
of alcohol abuse to the Exchequer can be compared with the revenue raised from taxes on 
alcohol. This comparison is a useful input to government policy as taxatiori of alcohol is 
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one of the factors that influence consumption. 

Walsh in his study estimated the following elements of the costs of alcohol problems: 

(1) Road accidents 
(2) Direct health care costs 
(3) Cost of social services 
(4) Lower production due to alcohol related absences from work. 

Walsh classified these as real resource costs and to these he added: 

(5) The value of transfer payments which are paid to those suffering the consequences of 
alcohol abuse including unemployment benefits, disability pay and pensions 

(6) The loss of income and indirect taxes due to alcohol related illnesses and absences 
from work. 

Of these figures, the largest element was the unemployment benefits, disability benefits, 
pensions etc., and the second largest was the lower production due to alcohol related 
absences. Some researchers have argued that the transfer payments element should not be 
included because transfer payments are a redistribution of existing output rather than a 
measure of output foregone. This argument is valid if the cost to society as a whole is being 
considered but if the cost to the Exchequer is being estimated this cost is relevant. 
Exchequer spending on transfer payments to people suffering the consequences of alcohol 
abuse could clearly be spent on other areas of government provision. 

Of the figures above items 2, 3, 5 and 6 are borne by the state or taxpayer. Walsh pointed 
out that the losses due to road accidents were borne by the public at large, mainly as higher 
insurance premiums, but also more directly. (and more unjustly) in uncompensated 
damage. In Walsh's view the lost output dueto alcohol related absences from work was the 
most problematic figure. He argued that only·the loss of tax revenue and the increased 
unemployment benefits payable due to this factor should be included among the costs of 
alcohol abuse to the state. 

Walsh was unable to estimate most of the different categories of cost directly, as data were 
not available. He therefore had to make a .number of heroic assumptions regarding .for 
example, the proportions of expenditure on health care and on social welfare payments, 
which could be attributed to alcohol, related diseases or disabilities. It is worth considering 
the assumptions underlying Walsh's calculations for each category of cost. 

8. Accident costs. 

In the case of accident costs, Walsh used figures for the total cost of road accidents and 
assumed that the proportion of alcohol related accidents in Ireland was similar to that in 
the UK or the USA. More reliable Irish data on accident costs, including the proportion of 
such costs attributable to alcohol are available from a recent report prepared for 
government on the costs of road accidents and are used below. 

9. Healthcare costs. 

Walsh argued that the impact of alcohol abuse on health care costs includes the cost of 
health services devoted to treating alcoholism and also the resources devoted to treating 
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people for other illnesses that have been brought on by heavy drinking. As no figures were 
available for either category at the time when Walsh was undertaking his research, he used 
data on Voluntary Health Insurance Board claims arising from alcoholism/alcoholic 
psychosis and applied these to total hospital admissions for alcoholism. Many other 
illnesses such as liver cirrhosis, cancers, heart" disease stroke and pneumonia are partially 
attributable to excess alcohol consumption. Many accidents other than road accidents and 
some suicides are also attributable to alcohol. Direct figures were not available to Walsh 
and for most of these categories are still not available. In "cost of illness" studies for other 
countries, the cost of direct alcohol induced illnesses (alcoholism, alcoholic psychosis) are 
identified and quantified. The proportions of other illnesses such as cancers and heart 
disease attributable to alcohol are calculated and included in the cost to the health care 
system of alcohol induced illnesses. No reliable estimates for the excess morbidity or 
mortality of alcoholics for alcohol related illnesses or accidents were available to Walsh. A 
wide range of estimates of the proportions of total health expenditure which arise from 
alcohol abuse are available from other countries and Walsh's assumption that 3% of total 
spending on health was attributable to alcohol abuse was quite conservative. 

It is not possible to cost the treatment of illnesses directly in Ireland at present though the 
Economic and Social Research Institute are analysing the Hospital Inpatient Enquiry at 
present and they hope to be able to calculate the cost of treating different categories of 
illness. In the absence of such figures there is no alternative to assuming that a proportion 
of total health spending arises from alcohol abuse. 

Walsh assumed that a large proportion of. disability claims in the category "mental, 
psychoneurotic and personality disorders" were made by alcoholics but accepted that 
many other disability claims resulted from disabilities to which alcohol was a contributory 
factor. He attributed one quarter of this figure to expenditure on patients diagnosed as 
suffering from alcoholism, the rest being an allowance for illnesses in which heavy 
drinking plays a part. 

10. Social and Community costs. 

Walsh argues that social workers and administrators of the social welfare system have to 
devote some of their time to trying to deal, with the family and community problems 
caused by heavy drinking. He apportioned 20% of spending on social security and welfare 
(other than transfer payments) as the cost .of dealing with alcohol related problems. He 
argued that this figure was sufficient also to,cover the police and court costs arising from 
arrests for drunkenness and for driving while drunk where no accident occurred. (Police 
and court cost associated with accidents were.included in the cost of accident calculations). 

11. Loss of output 

The figures for road accidents in Walsh's st~dy included an estimate of the loss of output 
due to injury and deaths attributable to alcohol related accidents. Walsh pointed out that 
estimating the costs of absence from work due to alcohol abuse raised more difficult issues, 
particularly the issue of who bears these costs. The self-employed and farmers who are 
unable to work due to' alcohol abuse clearly bear, the cost themselves. In the case of 
employees, if absences occur iii a 'regular pattern (Mondays and after holidays), producers 
may adjust their production planning and staffing to take account of this problem. Only in 
a situation of very full employment could it be argued that output is lost due to these 
absences. If costs were imposed on' the community, they would be in the form of higher cost --
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of production due to the decreased efficiency of the labour force as a result of alcohol
related absences. Walsh attributed one third of absences from work to alcohol and 
converted this into increased labour costs and prices that caused a loss of output. Walsh 
regarded his calculation of the loss of output due to alcohol related problems as the most 
tentative of his figures. In 1993, the Irish Business and Employers Confederation using 
survey data, calculated the value of output lost through alcohol-related absences as £350 
million. 

12. Transfer payments 

Alcoholics and their dependants become entitled to transfer payments as a consequence of 
absence from work, sickness and death. The main payments are unemployment benefits 
and assistance, occupational injury benefits, disability benefits, retirement pensions, 
widows' pensions and invalidity pensions. These impose a financial burden on the state 
but not necessarily on society as a whole as transfer payments are a transfer of existing 
resources between individuals and not a sacrifice of potential output. The records of the 
benefits paid are not kept in a way which would make it possible to identify the numbers 
of recipients of these benefits who need them because of alcohol related problems. Walsh, 
on purely subjective grounds, attributed between 10 and 30% of the various benefits to 
alcohol related problems. Discussions by the author with medical advisors to the Irish 
Department of Social, Community and Family Affairs suggest however that they are not 
overestimates. The state loses tax revenue as a result of the decrease in income and 
expenditure due to alcohol related illness and absence. Walsh arbitrarily set this loss of tax 
revenue at one third of his "guesstimate" of the value of the output lost due to absences. 

Walsh's total figure of £63 million was considerably less than the tax revenue raised from 
alcohol but, as Walsh argues, many of the costs of alcohol use and abuse such as the pain 
and suffering imposed by alcoholics on themselves and others are practically impossible to 
estimate. These are precisely the costs "that motivate public opinion to endorse strict 
alcohol control policies" (Walsh, 1980). 

Conniffe and McCoy in their study reviewed Walsh's figures and updated them for 
inflation. They faced the same data constraints as Walsh had faced and they used his 
assumptions about proportions of health expenditure, transfer payments attributable to 
alcohol etc. They found no reason to revise his conclusion that the costs of alcohol abuse 
to the state were about 50% of the value of the tax revenue raised from taxes on alcohol. 

13. 1 Estimates Of The Costs Of Alcohol Related Problems In Ireland For 1999 

No further attempts have been made since the publication of Conniffe and McCoy's study 
to undertake a more comprehensive analysis of the costs to the Exchequer of alcohol abuse. 
The data available from which the cost of alcohol consumption might be estimated has not 
improved much since Walsh's study. The cost of accidents caused by alcohol consumption 
can be more accurately estimated using figures from government commissioned study of 
the cost of road accidents and a figure for loss of output due to alcohol abuse has been 
calculated from survey data by the Irish Business and Employers Confederation (!BEC). 
More comprehensive data on alcohol related illnesses might emerge from the analysis of 
the Hospital Inpatient Enquiry by the Economic and Social Research Institute. Until more 
data are collected or existing data are analysed, a tentative estimate of the costs of alcohol 
related problems in 1999 is derived below using a combination of Walsh's methodology 
and some additional data on costs of accidents and lost production. 
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13. 2 Healthcare costs 

A wide range of physical and mental ilInessescan be at least partly attributed to excessive 
consumption of alcohol. Only in the case of a few diseases such as liver cirrhosis or 
alcoholic psychosis is it possible to attribute 'percentages of particular illnesses to alcohol 
consumption as the drinking habits of patients are rarely recorded. In the absence of figures 
for the cost of treating alcohol related illnesses, some proportion of total health spending 
on health care can be attributed to alcohol related illnesses. Walsh attributed 3% in his 
study but this figure seems very conservative and Walsh seems to have had in mind only 
diseases directly related to alcohoL.Robson and Single in their review of studies of the cost 
of alcohol from a number of countries, cited 7% of total health care costs as the lowest 
percentage attributable to alcohol related illnesses in the studies reviewed. One study put 
the figure as high as 22%. A figure of 7% would be a more realistic but conservative 
estimate for Ireland, to take account of diseases both directly and indirectly related to 
alcohol. In 1999, 7% of total current health expenditure was £220 million. 

, 

13.3 Costs of road accidents 

In their 1999 study of the cost of road accidents for the Department of the Environment, 
Bacon and Associates cite figures which suggest that 25% of all road accidents and 33% of 
fatal accidents are caused by alcohol, though figures from some police divisions suggest 
much higher figures. Bacon's figure for the total cost of road accidents is £795 million for 
the year 1989, a year chosen because it was the latest for which reliable insurance claims 
data was avail~ble. Allowing for inflation, this figure could be inflated by 16% to produce 
a figure of £994 million for 1997. As at least 25% of road accidents are alcohol related, it is 
reasonable to attribute 25% of Bacon's total costs or £248 million to alcohol related 
accidents. 

13.4 Transfer Payments 

Using Walsh's arbitrary but probably conservative proportions of expenditure on 
transfer payments gives the following figures for 1999: 

• 20 per cent of invalidity pensions, £50 million 
• 20 per cent of unemployment assistance, occupational injuries benefit and 

disability benefit, £151 million . 
• 10 per cent of unemployment benefit, widows' pensions and retirement pensions, 

£117 million. . 

These figures give a total of transfer payments related to alcohol of £318 million. 

13.5 Loss of output. 

The Irish Business and Employers Confederation using survey data from member firms, 
estimated that in 1993, about one third of total absenteeism from work was alcohol related 
and that this cost lrish.industry over £350 million in lost output. Adjusting this figure for 
inflation between 1993 and 1999 would give a figure of approximately £480 million' in 1999. 
The IBEC figures only take account of the lost value of output of private sector firms. The 
output of large numbers of public sector employees is reduced due to alcohol but as the 
output of large areas of the public is not sold, the value of public sector output is usually 
estimated as the value of salaries paid. Taking a conservative 5% of the value of public 
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sector wages, salaries and pensions as measure of lost public sector output due to excessive 
drinking gives a figure of £334 million. 

Both direct taxes (mainly income tax) and indirect tax (mainly VAT) would be generated 
from the output lost through alcohol related absences from work. It is assumed that 25% of 
the value of lost output would go to the government in direct and indirect taxes. This gives 
a figure of £184 million in taxes not collected on the lost output. 

13.6 Cost of alcohol related crime 

Walsh did not attempt to estimate the cost of alcohol-related crime except insofar as such 
costs might be included in healthcare costs (cost of crime related injuries) or transfer 
payments (cost of disability payments etc to victims of alcohol related crime.) Dealing with 
alcohol-related crime takes up a considerable amount of the time of the Irish police and the 
courts and many people are imprisoned as a result of alcohol-related crime. 12% of all non
indictable offences are directly related to alcohol and are recorded as such but a reading of 
the court reports indicates that many indictable offences such as manslaughter, grievous 
bodily harm, sexual assault and rape are also alcohol related. A study of arrests in one 
police division found that alcohol was a factor in over 50% of arrests for public order 
offences, offences against the person, road traffic offences, burglary and criminal damage. 
It would not be unrealistic therefore to a~tribute 10% of all crime to alcohol and to 
extrapolate from this figure that 10% of the total cost of the police services, the prison 
service and of court services can be attributed to alcohol. This figure for 1999 was £79 
million. 

13.7 Social and Community Costs 

Walsh in his study included a figure to cover the costs of social work and administration, 
as distinct from transfer payments, which arise from excessive drinking. He apportioned 
20% of total social welfare spending other than transfer payments to this figure which he 
considered adequate to also cover the cost of police work arising from dealing with alcohol 
related offences. As a separate figure for alcohol-related crime is calculated above and most 
of the social work and administration costs come under the heading of health spending, a 
separate figure for these costs is not calculated here. 

13.8 Total Costs of Alcohol related problems 

The total costs of alcohol related problems are as follows: 

Real resource costs: 
(1) Healthcare costs 
(2) Costs ofroad accidents 
(3) Cost of alcohol-related crime 
(4) Loss of output due to alcohol 

-related absences from work 

Transfer Payments: 
(5) Alcohol-related transfer payments 
(6) Taxes not received on lost output 

TOTAL 

LESS IS MORE 

£220 million 
£248 million 
£ 79 million 

£814 million 

£318 million 
£184 million 

£1863 million 
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These figures suggest that the real resource costs of alcohol related problems to Irish society 
in 1999 were approximately £1.9 billion. Figures 1, 3, 5 and 6 are costs to the Exchequer and 
amount to £801 mill ion. This is just over 60% of the tax revenue raised from alcohol, 
compared to the figure of 50% estimated by Walsh. While some of the figures are based on 
arbitrary assumptions, they are in all cases very conservative assumptions and are below 
the comparable figures for countries where detailed figures are available for areas such as 
healthcare costs. They are a considerable underestimate in the sense that the costs of human 
suffering and distress that results from excessive drinking are not included. 

The real resources costs of alcohol-related problems as estimated above are 1.7% of Irish 
GOP in 1999. This can be compared with 0.4% for the UK. 1.4% for Australia, 1.7% for 
Japan, 1.9% for the USA and 2.7% as cited in Maynard, Godfrey and Harman who regard 
the UK figure as an underestimate and the figure for Canada as an overestimate. 

13.9 Conclusions 

Alcohol related harm has become a major public issue in Ireland in' recent years. Ireland 
now has the second highest level of alcohol consumption per capita in the European Union 
and is in the unhappy position of having the highest teenage alcohol consumption in the 
EU. Most alcohol consumed in Ireland is consumed in pubs and there is a worrying 
incidence of binge drinking. Hospital emergency rooms in the cities and towns are 
crowded at weekends with the victims of alcohol-related violence and accidents. Most of 
the victims and perpetrators of this alcohol related violence are young men who have been 
engaged in binge drinking. 

Although the incidence of liver cirrhosis in Ireland is relatively low, it is increasing and 
excess alcohol consumption is a factor in the poor health status of many middle-aged and 
elderly Irish men. The binge drinking which is common in Ireland leads to more social 
harm and health damage than if the same quantity of alcohol was'consumed in smaller 
quantities over a longer period. 

The costs of alcohol abuse estimated above, while suffering the limitations of all such 
estimates, serve to remind policymakers of the value of resources used in dealing with the 
more obvious negative consequences of alcohol abuse. If an adequate money value could 
be put on the suffering and trauma of those who are the indirect victims of alcohol abuse, 
the figures might be at least twice as large and would dwarf the revenues raised from taxes 
on alcohol. 
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