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Summary 
 
The aim of this quantitative study was to assess the knowledge and attitudes 
of EHO’s to the sale and consumption of alcohol in Ireland and also their 
views relating to their role in the enforcement of the forthcoming Public Health 
(Alcohol) legislation. It was anticipated that the outcome of this research would 
identify the barriers to the effective implementation of the proposed legislation 
to reduce the harmful consumption of alcohol. 
 
The Introduction contains an overview of the harmful use of alcohol as a risk 
factor for morbidity and mortality. The development of alcohol policy in Ireland 
was outlined, from the establishment of the National Alcohol Policy in the mid-
nineties until the publication of the report by the Steering Group of the National 
Substance Misuse Strategy in 2012. This report led to the announcement by 
Government to introduce legislation to reduce alcohol consumption in Ireland. 

The Literature Review establishes the national and international evidence on 
the implementation of health policy, with specific reference to the application 
of interventions to reduce the consumption of alcohol. In this review, evidence-
based research on the implementation of population-health interventions 
included literature from outside the alcohol policy area. Systematic reviews of 
interventions to reduce alcohol consumption confirmed the evidence for 
regulatory or statutory enforcement interventions over local non-regulatory 
approaches, targeting specific population groups. To date, there is no 
research on the implementation of legislation to reduce alcohol consumption in 
Ireland. Given the gap in the literature and the impending legislation to be 
enacted, a research study of this nature is timely.  
 
The Aims, Objectives and Rationale chapter outlines how the author chose 
this research opportunity to engage with colleagues to ascertain their 
knowledge and attitude to the sale and consumption of alcohol in Ireland, and 
their views of their enforcement role in the proposed legislation.  The research 
objectives and questions outlined how the findings of this study could add 
value to the evidence-based interventions being introduced by the 
Government to reduce alcohol consumption in Ireland.  
 
The Methodology chapter describes the single method research design 
which was adapted from the Health Research Board ‘Alcohol: Public 
Knowledge and Behaviour’ survey in 2012. The research instrument was a 
self-completing questionnaire distributed to a sample of EHO’s in the Health 
Service Executive. Participants responded to questions derived from the 
literature on a range of evidence-based criteria for effective interventions to 
reduce the harmful consumption of alcohol. Quantitative descriptive analysis 
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of the data also included chi-squared tests to show correlation between 
variables. The chapter provides a detailed description of the study 
methodology, the rationale behind it and culminates in a discussion on ethical 
considerations.  
 
The Results and Discussion chapter detail how the knowledge and attitudes 
of EHO’s to alcohol consumption in Ireland was assessed. EHO’s strongly 
believe that effective policies for alcohol control will protect population health 
and save lives. There was strong agreement that the current level of alcohol 
consumption in Ireland is too high. A high level of participants called for the 
harms associated with alcohol to be contained on the label. There was a low 
level of understanding of HSE ‘Low Risk Drinking Guidelines’ and misguided 
knowledge of some diseases attributable to alcohol. There was unanimous 
agreement for timely training for EHO’s to support effective implementation of 
legislation to reduce consumption. There was less support for an enforcement 
role in the regulation of advertising, promoting and sales of alcohol at reduced 
prices. Participants agreed strongly that additional staff and technical 
resources would support the implementation of alcohol policy. 
 
The Conclusion chapter of this study considers the outcomes from both the 
results and discussion chapters. The limitations of this study are identified and 
this chapter concludes with recommendations for future research, practice and 
policy.  
 
A cross-departmental approach by Government is required for collaboration 
between policy makers, EHO’s and other stakeholders during the formulation 
of alcohol legislation. Training resources should be made available for 
educating EHO’s on the epidemiology of alcohol related disease. Additional 
staff and technical resources are needed for the Environmental Health Service 
to sustain implementation of alcohol policy. A communication strategy to build 
public awareness of the harms caused by alcohol is necessary. Local 
preventive health coalitions which include an adequately resourced NGO are 
integral to successful enforcement of the legislation. 
 
A similar study drawing on a larger sample size and using alternative but 
complementary methodology to that used in this study would help further 
understand the Environmental Health Officers’ role in the effective 
implementation of alcohol policy. 
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1 INTRODUCTION 
 

  

1.1 Overview of the Study 
 
The role of the Environmental Health Officer (EHO) working in the Health and 
Wellbeing Division of the Health Service Executive (HSE) is to protect the 
health of the population by controlling and preventing factors in the 
environment which may cause ill health or reduced quality of life (Health 
Service Executive, 2014a). EHO’s duties involve enforcing legislation and 
regulations on the lifestyle determinants of health i.e. tobacco control, sunbed 
regulation, food product safety and ensuring drinking water quality.  
 
The Irish Government in 2013, announced measures to deal with alcohol 
misuse in a response to the National Substance Misuse Strategy (NSMS) 
report (Department of Health, 2012). In recognition of the Environmental 
Health Service’ effective enforcement of the ‘workplace smoking ban’ and 
more recently the Public Health (Sunbed) Regulations, EHO’s were identified 
by the Department of Health as the enforcing officers for the proposed 
regulations relating to the sale, supply and promotion of alcohol products. 
 
The purpose of this study was to ascertain the knowledge and attitudes of 
EHO’s to the sale and consumption of alcohol in Ireland and also the views of 
their enforcement role as outlined by the Government. Drawing on these 
research questions, the study seeks to identify the supports required for the 
effective implementation of the proposed legislation. This research will 
concentrate on policies and interventions at population-level to reduce alcohol 
consumption or related health and social harm. As announced by the Minister 
for Health, this is the first ever population-level intervention to reduce alcohol-
related harm in Ireland (2013b). 
 
This introductory chapter contains an overview of the harmful use of alcohol 
as a risk factor for morbidity and mortality. The development of alcohol policy 
in Ireland will be outlined, from the establishment of the National Alcohol 
Policy in the mid-nineties until the publication of the report by the Steering 
Group of the National Substance Misuse Strategy in 2012. The chapter 
concludes with a discussion of the rationale and significance of this research 
and an overview of the dissertation. 
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1.2 Background and Context 

1.2.1 Alcohol Attributable Morbidity and Mortality  
 
In terms of morbidity and mortality, alcohol consumption was deemed the third 

leading risk factor after tobacco and high blood pressure in Europe in 2012 

accounting for an estimated 7.6% deaths in males and 4.0% deaths in females 

(Rehm, 2009; World Health Organisation, 2012). 

 

Alcohol consumption is defined as the “annual sales of pure alcohol in litres 

per person aged 15 years and over” (OECD, 2015) with average consumption 

across member states measuring 9.2 litres in 2013.  

 
The World Health Organisation (2014) correlates high alcohol intake with more 
than 200 disease and injury conditions in individuals, most notably alcohol 
dependency, cirrhosis of the liver, cancers and injuries.  
 
“Even though only half the world’s population drinks alcohol, it is the third 
leading cause of ill health and premature death globally, after low birth weight 
and unsafe sex, and greater than tobacco” (World Health Organisation, 
2012:1). 

 

Adults living with chronic disease such as diabetes, stroke, heart and 

respiratory failure impose substantial costs on the health care system. Such 

chronic diseases, collectively known as non-communicable diseases (NCDs) 

also lead to heavy demand for social welfare and decreased productivity in the 

workplace. For the individual patient, living with a NCD can mean a lower 

quality of life, reduced family income and ultimately, a decreased life 

expectancy.  

Internationally there is a focus on the prevention of chronic illness. Beaglehole 

et al. (2011), highlighted that each year, global alcohol consumption leads to 

2.3 million deaths, 60% of which are due to NCDs, with adverse health, social 

and economic effects for both the consumer and their dependents. At a 

scheduled meeting to control NCDs, the United Nations adopted a political 

declaration to address the control of NCDs worldwide, putting forward the 

challenge of a 25% reduction of these diseases by 2025 (United Nations 

Geneal Assembly, 2011). 

Bloom et al. (2012), in a study of the global economic burden of NCDs, stated 

that there must be a concerted effort to address the determinants of health i.e. 
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tobacco, alcohol and diet for the rise in the prevalence and significance of 

NCDs. In addition, these diseases place extra demands on social welfare and 

health systems, resulting in decreased productivity in the workplace and family 

income also being diminished due to prolonged absenteeism (Bloom et al., 

2012).  According to the World Health Organisation (2011) “population-based 

measures for reducing tobacco and harmful alcohol use, as well as unhealthy 

diet and physical inactivity, are estimated to cost US$ 2 billion per year for all 

low and middle-income countries, which in fact translates to less than US$ 

0.40 per person” (Bloom et al., 2012:5). 

 

1.2.2 Alcohol: a Risk Factor for Chronic Disease in Ireland 
 

From 2007 to 2020, the number of adults living with chronic disease in the 

Republic of Ireland is expected to increase by around 40% (Balanda, Barron, 

Fahy, & McLaughlin, 2010). Rising life expectancy is a contributable factor to 

this dramatic increase. Unhealthy lifestyle choices are also likely to be key 

contributors to the rapidly growing prevalence of NCDs in Ireland. Lifestyle 

choices are important determinants of health for the risk factors associated 

with NCDs include smoking, alcohol consumption, diet and exercise (Balanda 

et al., 2010). 

In Ireland, a report on the Prevention of Chronic Disease Programme (PCDP) 

(Jennings, 2014), sets out the current picture of chronic disease and the 

preventable nature of the underlying risk factors. The information and 

guidance from this document is intended for use by frontline staff, healthcare 

managers and the general public to support and assist individuals in the 

prevention of multiple conditions. Alcohol consumption was identified as one 

of the lifestyle risk factors for chronic disease in Ireland. Almost one in ten 

surveyed were drinking levels of alcohol that pointed to the need for referral to 

specialist addiction services (Jennings, 2014). 

The harmful consumption of alcohol in Ireland was further demonstrated by 

Armstrong and Barry (2014) in a study to test the feasibility of alcohol 

screening and brief intervention within four emergency departments of acute 

hospitals. From a total of 944 patients screened, forty nine per cent did not 

require further intervention (Figure1.1).  
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Figure1.1: Alcohol screening study in four Irish hospitals 

 
A five year study (Martin et al., 2010) of alcohol attributable deaths in Ireland, 

revealed that policies aimed at reducing consumption to the OECD average of 

9.4 litres of alcohol per adult, would reap considerable public health gain. Of 

the alcohol attributable deaths from January 2000 until December 2004, 17% 

were wholly caused by alcohol and 83% were a result of alcohol consumption 

being a contributable factor (Martin et al., 2010). 

 

As previously stated, the highest rates of alcohol consumption and alcohol-

related harm are in the European Region (World Health Organization, 2010). 

The response to this finding was the re-launch of the European action plan 

(World Health Organisation, 2012). This action plan consists of a range of 

evidence-based policies on the misuse of alcohol. There is a requirement for 

European countries to follow an action plan which must include a programme 

containing measurable health and policy outcomes (2012). Collaborative 

agreement is expected to occur among the relevant government departments 

along with intersectoral vision in order to produce effective results. Within a 

leadership awareness and commitment action plan, there is also a 

recommendation that civil society be supported by an adequately resourced 

nongovernmental sector (World Health Organisation, 2012). 

 

 

1.3 Alcohol Control Policies in Ireland 
 

In 2009, the Irish Government included alcohol in its National Substance 

Misuse Strategy (Department of Health, 2012). A Steering Group was 

convened to advise Ministers on a new strategy to tackle the health issues of 

1.5 million Irish people drinking in a harmful way, 88 deaths occurring monthly 
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as a result of alcohol consumption, alcohol contributing to half of all suicides 

and deliberate self-harm, and the increase risk of more than 60 medical 

conditions (including chronic disease and cancer) due to the consumption of 

alcohol (Department of Health, 2012). Extensive measures to reduce alcohol 

consumption in Ireland (2013b) were made by the Government in response to 

this report by the Steering Group of the NSMS. 

 

1.3.1 Establishment of a National Alcohol Policy Committee 
 

There has been considerable work undertaken by members of committees in 

Ireland to produce strategies and legislation to address the harmful use of 

alcohol in the last two and a half decades. Starting in 1990, a Government 

committee was established to agree a national alcohol policy. The National 

Alcohol Policy committee recommended a focus on both environmental and 

individual strategies to reduce the prevalence of alcohol-related problems 

(Department of Health, 1996). This was followed by the Department of Justice, 

Council of Liquor Licensing (CLL) committee in 2000, and their 

recommendation to form a Strategic Task Force on Alcohol (STFA). 

 

The role of the STFA was to ‘recommend specific, evidence based, measures 

to Government to prevent alcohol related harm in Ireland’, and a mandate to 

‘produce interim recommendations on effective measures within three months 

of its first meeting’ (Department of Health and Children, 2004:21). These 

reports contained recommendations on a broad set of measures to protect 

public health and public safety while simultaneously creating an environment 

to help people make healthy choices (Department of Health and Children, 

2002, 2004). 

 

The Government Alcohol Advisory Group, a group set up in 2008 to 

investigate off-licence regulation, made further recommendations regarding 

the following: reductions in opening hours; restrictions on alcohol promotion 

within premises; structural separation of alcohol from other goods and test 

purchasing (Department of Justice Equality and Law Reform, 2008). These 

proposals were included in the provisions of the Intoxicating Liquor Act 2008.  

During this period of policy development in Ireland, the WHO completed a 

global analysis of policies and programmes to regulate the market and reduce 

the harm caused by alcohol. Increasing alcohol price, restricting its availability 

and banning advertising proved to be highly cost-effective strategies, 
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(Anderson, 2009). Studies by Beaglehole et al. (2011:1440), on the prevention 

and control of NCDs recommend population-wide interventions as having 

advantages over targeted strategies “most people will be exposed to their 

positive effects; the costs of implementation are very low; extensive health-

systems strengthening is not needed; and those already suffering from or at 

high risk of NCDs will also benefit”. The implementation of effective 

population-level interventions to reduce the harm caused by alcohol is a major 

public health priority (Beaglehole et al., 2011).  

  

1.3.2 Alcohol included in the National Substance Misuse Strategy 
 

An important recommendation arising from the establishment of the Alcohol 

Advisory Group was to include alcohol in the National Substance Misuse 

Strategy (NSMS) in 2009. Concern was raised in respect of the sale and 

consumption of alcohol away from controlled environments to off-licence sales 

in supermarkets and other mixed-trade outlets.  Arising from this decision the 

Steering Group was set up to advise Ministers about the new strategy. The 

Steering Group report of the NSMS was instrumental to the announcement of 

the present suite of measures to reduce alcohol consumption by the 

Government in October 2013 (Department of Health, 2012).  

 

 

1.4 Public Consultation on the Proposed Measures  
 
The Department of Health commissioned the Health Research Board (HRB) to 

conduct two important surveys which have implications for the implementation 

of legislation to reduce the consumption of alcohol. The first survey was to 

ascertain public knowledge, attitude and behaviour to alcohol consumption  

and if there was public agreement with the measures outlined in the Steering 

Group report (Health Research Board, 2012). Results showed: majority 

agreement (78%) with the measures outlined and Government is responsible 

for implementation; there was large support (67-71%) for the HSE to be 

proactive in the issue and renewal of licences; and forty per cent agreed that 

alcohol should be sold separately from other products (2012). In relation to 

support for information labels on cans and bottles of alcoholic beverages, 95% 

of respondents would like to see alcoholic strength and harms associated with 

alcohol displayed on the label (2012).  
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The purpose of the second survey was to determine the current data on 

personal consumption in order to evaluate effectiveness of the actions to be 

introduced by the forthcoming Public Health (Alcohol) Bill. This survey found 

that in Ireland alcohol is consumed in an unhealthy pattern with binge drinking 

accounting for 75% of alcohol consumed. Risky single-occasion drinking 

(RSOD) or binge drinking (six or more standard drinks on a single occasion 

one or more times a month) was identified in 37.3% of all respondents (Long & 

Mongan, 2014).  

 

 

1.5 ‘Healthy Ireland’ a Framework for Health and Wellbeing 
 

The European action plan to reduce the harm caused by alcohol (World 

Health Organisation, 2012), requires leadership, awareness and commitment 

by the Irish Government. The responsibility for this action is shared among the 

Government departments Industry and Trade, Agriculture, Employment, 

Finance and Health. Due to diverse interests and priorities within these 

departments, each having a disproportionate position of power, the health of 

the population can lose out. In Ireland recent agreement was reached by the 

Departments of Health, Justice, Finance, and Revenue to ‘Healthy Ireland’ 

(2013a), a framework for improved health and wellbeing. This framework will 

facilitate the necessary collaboration among Government to implement alcohol 

policy.  

 

The ‘Healthy Ireland’ approach to inter departmental collaboration for the 

effective implementation of health interventions is demonstrated in a Canadian 

study by Giesbrecht et al., requiring the ‘expertise of liquor inspectors, law 

enforcement personnel or municipal officials and the cooperation of alcohol 

retailers and licensing agencies’ to reduce per capita consumption of alcohol 

(Giesbrecht, 2011: 454). Government departments with responsibility for 

licensing or obtaining revenue from alcohol sales, public health agencies and 

the medical community must be proactive in the promotion, implementation 

and monitoring of interventions to reduce the health toll from the misuse of 

alcohol (Giesbrecht, 2011).  

 

Minister Alex White described the first ever piece of legislation to address 
alcohol misuse in Ireland as a ‘landmark announcement’ (Department of 
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Health, 2013b), and indicated that enforcement powers will be given to 
Environmental Health Officers (EHO’s) of the HSE Health & Wellbeing 
Division to regulate provisions relating to:  
 

• Structural separation of alcohol from other products under section 9 of 
the Intoxicating Liquor Act 2008. 

• Minimum unit pricing. 
• Health labelling. 
• Regulations relating to the sale, supply and consumption of alcohol 

products under section 16 of the Intoxicating Liquor Act 2008 (to 
restrict advertising, promoting, selling or supplying alcohol at reduced 
prices or free of charge). 

 

In a submission request on the proposed measures to the Department of 

Health, the Assistant National Director of the Environmental Health Service 

welcomed the service involvement in this preventative role to reduce the 

consumption of alcohol in Ireland. Without the necessary expansion, the 

capacity for the service to effectively meet these additional demands is 

questionable. In the absence of additional resources the effectiveness of the 

EHS implementing alcohol legislation will be determined by the priority given 

to this role by policy makers. A study of the impact of food labelling 

enforcement by EHO’s in Australia (Condon-Paoloni, Yeatman, & Grigonis-

Deane, 2013) demonstrates the importance of communication between State 

and local government authorities when implementing policy. There must be 

“adequate support and appropriate guidance from team leaders when 

implementing policy” as well as the “provision of sufficient resources and 

timely training in new responsibilities for environmental health officers” 

(Condon-Paoloni et al., 2013:7). 

 

 

1.6 Summary 
 

The overall structure of the study takes the form of six chapters, including this 

introductory chapter. The next chapter details the research strategy for 

reviewing the literature. The third chapter outlines the aims and objectives of 

this research. Chapter four describes the methodology used to collect and 

analyse the data. The results of the quantitative research are presented in 

chapter five. The software package for social science, SPSS was used to 

analyse the data. The discussion chapter describes how the findings relate to 
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the research objectives, focusing on the key themes of the literature reviewed. 

Limitations of the study and further research identified are also included in this 

chapter. The final chapter details the research conclusions and 

recommendations for policy and practice.  
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2 LITERATURE REVIEW 
 

2.1 Introduction 
 
The purpose of this study was to survey EHO’s working for the HSE in Dublin 

Mid-Leinster to identify the criteria that could influence the implementation of 

the proposed Government measures to reduce alcohol consumption in 

Ireland. Specifically, this study seeks to find out: 

 

1. The knowledge and attitudes of EHO’s to alcohol consumption in 
Ireland and their views on the pricing, marketing and availability of 
alcohol products in Ireland. 
 

2. The view of EHO’s on the enforcement of the proposed Public Health 
(Alcohol) legislation as outlined by the Government. 

 
3. The barriers to the effective enforcement of alcohol policy in Ireland by 

the Environmental Health Service. 

 

The previous chapter outlined the policy and strategies that are being 

developed both nationally and internationally to address chronic illness or non-

communicable diseases (NCDs). The harmful use of alcohol is one of the risk 

factors associated with NCDs that societies or individuals can change to 

improve health outcomes (World Health Organisation, 2011).  

The purpose of this review was to evaluate the literature on current national 

and international studies on the implementation of health policy to reduce 

chronic and preventable illness with particular emphasis on population-level 

interventions to reduce alcohol-related harm. An initial review of literature, 

which was referenced in the introductory chapter, provided this researcher 

with a three strand approach to relevant implementation studies. 

Primarily the review was intended to examine the current international 

knowledge relating to the development, implementation and outcome of health 

policies and interventions to reduce alcohol related harm..  

Secondly drawing on often the same literature articles, the review was 

intended to establish a broad understanding of compliance/capacity building in 

terms of enforcement procedures and policy implications for the 

Environmental Health Service.  
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Finally a subsidiary aim, to be addressed fully in a subsequent review of 

relevant literature, was to identify barriers to the effective enforcement of the 

proposed Public Health (Alcohol) legislation. 

 

2.2 Search Strategy 

2.2.1 Databases Searched 
 
The following databases in the Trinity College electronic library were searched 

to identify studies relevant to the topic of health policy implementation as a 

whole with specific emphasis on policy relating to alcohol: 

 

• AB/Inform Global 

• PubMed 

• CINAHL 

• Cochrane Library of Systematic Reviews 

 

 

 

Figure 2.1: Literature selection process 
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2.2.2 Inclusion / Exclusion Criteria 
 
Reference lists from a number of relevant studies and articles obtained 

through database searches were examined for review purposes. The time 

frame for the review of literature was from 2004 to date but seminal literature 

with earlier publication dates, on which some studies were based, were also 

included. 

 

2.2.3 Keywords Applied 
 
The key words were grouped into meaningful synonymous clusters and then 

listed in order of granularity e.g. 4912 articles were returned from the following 

cluster: “policy” OR “strategy” refined by AND “health” OR “alcohol”. Further 

adjustments to the search cluster were made by adding the Boolean/Phrase 

AND; OR as outlined below: 

 

1. 554 results (28 selected) were returned using clusters: “alcohol” AND 

 “policy” OR “strategy” OR “intervention”. 

 

2. A second cluster: “alcohol” AND “implementation” OR “enforcement” 

OR “compliance” returned 121 results (11 selected). 

 

3. Finally a third cluster: “alcohol” AND “Ireland” OR “Irish” returned 68 

 results (7 selected). 

  

This search was repeated for three databases: PubMed, ABI/Inform Global 

and CINAHL. The results summary is contained in Appendix A. 

 

Further material was gained from the reference lists of the articles selected 

(backward and forward tracing), as well as from citation mapping. Evidence 

from relevant research outside the alcohol policy area was also utilised in this 

study. An overview of systematic reviews by Martineau et al. (2013a) was very 

helpful in defining the policy areas which were applicable to this research. This 

overview concentrated on the application of population-level interventions to 

reduce alcohol-related harm. 

 

The initial set of keywords resulted from a preliminary literature review and the 

study of references in policy documents available from Government websites. 
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Current policy documents on the implementation and enforcement outcomes 

of the Public Health (Tobacco) Act and the Public Health (Sunbeds) Act  

accessed on the Environmental Health Association of Ireland (EHAI) website 

also guided literature research. 

 

  

2.3 Key Strands of Literature 

2.3.1 Understanding Capacity Building for Health Policy Enforcement   
 
Alcohol policy is defined by the World Health Organization (2007:4), as a “set 

of measures in a jurisdiction or society aimed at minimizing the health and 

social harms from alcohol consumption”.   

 

In discussing the impact of law and legislation on state behaviour, Raustiala 

and Slaughter (2002:539) defines compliance as “a state of conformity or 

identity between an actor's behaviour and a specified rule”.   

 

Capacity building in health interventions is described by Rabin et al. 

(2008:118) as “any activity (e.g. training, identification of alternative resources, 

building internal assets) that builds durable resources and enables the 

recipient or community to continue the delivery of an evidence-based 

intervention after the external support from the donor agency is terminated.” 

 

The proposed Public Health (Alcohol) Bill by Government is the result of policy 

directed to reduce the consumption of alcohol in Ireland. The Environmental 

Health Officer is singled out to implement of a number of provisions under this 

proposed legislation including enforcement powers under the Intoxicating 

Liquor Act 2008. Adequate monitoring of compliance with legislation and 

appropriate enforcement action where necessary will be required by the 

Environmental Health Service to achieve effective implementation of alcohol 

policy.  

 

An understanding of the approach required for enforcement is described in a 

Dutch survey to assess the effects of an intervention aimed at improving 

compliance levels (Gosselt, Van Hoof, & De Jong, 2012). This study was an 

investigation into understanding the vendors’ accounts for not complying with 

age restrictions for alcohol sales. Factors identified that impacted on the 
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compliance with age limits included “establishment characteristics (e.g., 

location; the type of licence, store interior, signage), vendor characteristics 

(e.g., gender, age), buyer characteristics (e.g., gender, educational level) and 

characteristics associated with the purchase attempt” (Gosselt et al., 2012:2). 

Open-ended telephone interviews with 106 store managers were conducted. 

Three general determinants of compliance were identified: vendors must 

understand the rules; be capable of following the rules; and have the 

motivation to implement the rules (Gosselt et al., 2012). Prior to the interview a 

trained mystery shopper aged 15, visited each premises to establish if they 

were able to purchase alcohol. The result was a compliance rate of 18.5% 

which demonstrated non-compliance with the legal age limit for alcohol sales 

(Gosselt et al., 2012). The authors concluded that measures to enhance 

compliance should include increasing the awareness of the importance of age 

limits and connecting possible violations to negative consequences.  

 

Effective implementation of legislation requires an awareness and 

understanding of regulation by the vendors. In Vancouver, a multi-community 

trial, ‘Complying with the Minimum Drinking Age (CMDA)’, was carried out to 

determine the most effective strategy to reduce commercial access to alcohol 

by underage youths (Wagenaar, Toomey, & Erickson, 2005). The trial involved 

22 communities located in a mixture of urban and suburban sites. CMDA 

provided 11 communities with compliance-based intervention (management 

training) and deterrence-based intervention (enforcement checks) programs 

but did not actively support the remaining 11 communities for comparison 

studies. The main findings of the trial proved that enforcement effects were 

superior to training effects. The CMDA trial concluded that enforcement of 

legislation was effective in prohibiting the sale of alcohol to underage youths. 

Results identified a gap in research to demonstrate that interventions (such as 

server training) may not be deemed effective on their own but may be 

facilitative of other intervention components (Wagenaar et al., 2005). 

 

 

2.3.2 Development of Health Policies to Reduce the Harm caused by 
Alcohol 

 
After tobacco and high blood pressure, alcohol is the third most significant risk 

factor for morbidity and mortality in Europe (Gordon & Anderson, 2011). In 

2001, the Council of Europe invited the Commission to devise a 
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comprehensive European Community programme that would be supportive of 

the national policies of Member States with the purpose of reducing alcohol-

related harm. Data from the first progress report of the EU Strategy adopted in 

2006 (European Commision, 2009), has shown that alcohol consumption has 

remained stable for most Member States between 2002 and 2006, but with an 

increase of alcohol consumption in 8 countries. In a case study (Gordon & 

Anderson, 2011) of the documentation which lead to the communication of the 

EU Alcohol Strategy, a review of  scientific based documents showed that the 

three most effective measures to reduce alcohol-related harm are those 

which: 

• Regulate the price and availability,  

• Enforce legislation to reduce drinking and driving, and  

• Provide intervention programmes for already at-risk drinkers. 

 

The study concluded that public information and school-based education 

programmes were important strategies for providing knowledge and increasing 

the attention of the public on the importance of enforcement measures to 

reduce alcohol consumption (Gordon & Anderson, 2011). Following a 

systematic review of ‘restricting or banning alcohol advertising’, Siegfried et al. 

(2014) concluded there is no ‘robust evidence’ and Governments would be 

advised to complete further research before considering this intervention. 

 

To determine the effectiveness of population-based interventions on the 

consumption of alcohol, Martineau et al. (2013a) selected fifty two studies 

from databases searched between 2002 and 2012 for systematic reviews of 

interventions to reduce alcohol consumption. Ten policy areas were examined 

and rated in terms of strength: there was good evidence for  policies and 

interventions to address the marketing and availability of alcohol, to reduce 

drink-driving, and for alcohol price increase; there was mixed evidence for 

community-wide interventions, education based interventions, alcohol server 

setting and media-based interventions; there was weak evidence for 

interventions in the workplace setting and for interventions to address illegal 

sales of alcohol; there was no evidence for the effectiveness of interventions 

in third level institutions (Martineau et al., 2013a). This study concluded that 

the sales and availability of alcohol can be limited by policy implementation 

with a pattern of support for enforcement over local non-regulatory 

approaches. 
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As discussed in the introductory section there is a requirement for 

collaboration by all parties in Government to tackle the determinants of health, 

be it alcohol, tobacco or diet. A significant burden of global disease is diet-

related (Bloom et al., 2012) and the learning from an innovative food policy in 

Ghana was analysed by Thow, Annan, Mensah, & Chowdhury (2014). The 

Ghana Government developed food standards in response to health concerns 

related to fatty meat imports achieving a favourable policy outcome. The 

“successful initiation, development and implementation of the  policy required 

collaboration at every stage between Ministries of trade and health” was cited 

as one of the opportunities for policy learning in this study (Thow et al., 

2014:8). 

 

This approach was also demonstrated in the Canadian report discussed in the 

introductory section (Giesbrecht, 2011).  This meta-analysis of programs and 

policy interventions to reduce the consumption of alcohol in Canada also 

recommends that a comprehensive policy is agreed by cross-departmental 

Government for a better balance between collecting revenue and the 

minimization of public health and safety impacts. The study also proposes two 

approaches to the application of evidence-based interventions to maximise 

effectiveness. In the first instance or ‘tier one’, it is important to direct policy to 

reduce population-level harm and future high-risk drinking (this level is 

inclusive of pricing, availability and marketing). Implementing the first stage is 

important for the success of ‘tier two’ which is focused on specific drinking 

situations. The second approach or ‘tier two’ highlights high-risk drinking and 

the provision of this information to sectors of the population (this level is 

inclusive of drink driving policies, responsible server training, increasing brief 

intervention programmes and education policies  (Giesbrecht, 2011). 

 

Policy interventions to protect populations from alcohol related harm is 

highlighted by an epidemiological study of alcohol-attributable deaths in 

Europe (Rehm, Zatonksi, Taylor, & Anderson, 2011). Evidence-based 

literature  on  epidemiological research carried out on the basis if dose is of 

particular relevance to the proposed  Public Health (Alcohol) legislation which  

includes health labelling of alcohol products. This study concluded that ‘the 

absolute risk of dying from an alcohol-attributable disease and injury 

(accounting for a protective effect for ischaemic diseases) increases with 

increasing daily alcohol consumption beyond 10g alcohol per day’ (Rehm et 

al., 2011:12). 
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EHO’s are responsible for the monitoring and enforcement of food labelling 

legislation from manufacturing to retail.  The Food Information to Consumers 

(FIC) Regulations (2014) updated previous labelling rules for packaged and 

non-packaged foods to increase clarity for the consumer. Gusset et al. (2012) 

recommends the importance of increasing public awareness of the low risk 

drinking guidelines and the long-term consequence of binge drinking. Although 

evidence to support the impact of alcoholic labelling in changing consumer 

behaviour is not strong, bringing the content of alcoholic beverages in line with 

other food products would achieve public awareness of the recommended 

levels of alcohol consumption (Health Research Board, 2012; Rehm et al., 

2011).  

 

Martin Moreno et al. (2013), summarised reviews of alcohol products to 

examine the evidence for enhanced labelling calls by consumers and public 

health departments. A list of ingredients, nutritional information, a definition of 

a moderate drink and a health warning were the elements recorded most 

useful. This study concluded that there were advantages and disadvantages 

to increased labelling on alcohol products as information on the standard drink 

size and alcoholic content is only beneficial if used in combination with other 

health education efforts.  

 

2.3.3 Identifying the Barriers to Effective Enforcement  
 
Policy implementation is defined as “those actions by public and private 

individuals (or groups) that are directed at the achievement of objectives set 

forth in prior policy decisions” (Van Meter & Van Horn, 1975 in Bergen & 

While, 2005:2). 

An empirical examination of the ‘value added’ to policy design, by the 

enforcing agency, determines the relationship of statutes to implementation 

(i.e. measuring the characteristics of statutes that are important to 

implementation), Ingram and Schneider (1990). This study recommends that 

statutory design must take into account public support for the statute or law, 

and how this legislation is perceived by the enforcing agent and the agent 

responsible for compliance.  Research, on public support for the measures to 

reduce alcohol consumption, was commissioned by the Irish Government 

before the introduction of the Public Health (Alcohol) Bill (2012). This study will 

take account of how this legislation is perceived by EHO’s. 
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The CMDA multi-community trial described in the previous section (Wagenaar 

et al., 2005), makes reference to the provision of training programmes for 

vendors being a prerequisite to enforcement checks. The conductors of the 

trial noted that ‘states and communities’ were reluctant to implement 

legislation without first enabling the vendors to meet their obligations (capacity 

building).  

 

Addressing staffing resources or ‘capacity building’ is another challenge 

outlined by Nagler and Viswanath (2013) to the implementation of Article 13 of 

the Framework Convention on Tobacco Control (FCTC), World Health 

Organization (2003). This systematic review of the history of tobacco 

marketing was carried out to address barriers to the implementation of Article 

13 of the FCTC, a comprehensive ban on the advertising, promotion and 

sponsorship of tobacco. One of the barriers identified concerned the 

availability of human capital expertise. The study recommended learning from 

countries with infrastructures to overcome the issue of staff resources. 

Monitoring efforts in California included population-based telephone calls and 

school surveys to investigate complaints about the illegal marketing of tobacco 

products by the industry (Nagler & Viswanath, 2013). Also included in this 

study was the support of non-government organisations (NGOs) in performing 

compliance checks for the control of tobacco in Hong Kong. 

 

Research on the disruption of tobacco sales to minors  (DiFranza, 2012) and  

studies on the topic of complying with the minimum drinking age project 

(Wagenaar et al., 2005) highlighted that sufficient enforcement checks was 

necessary to reduce tobacco sales to minors and there was significant effects 

of enforcement laws prohibiting sales of alcohol to teens. 

 

Jacobson and Wasserman (1999), recommends in a study on implementation 

and enforcement of tobacco control laws, that state and local preventive 

health coalitions are integral to successful enforcement. A communication 

strategy to build public awareness and to  educate stakeholders  are crucial 

steps in implementing and enforcing public health interventions. Responsible 

public health activists (NGO’s) and Government should share the burden of 

implementing and enforcing public health laws, particularly those associated 

with reducing the burden of chronic disease, such as tobacco and alcohol 

(Jacobson & Wasserman, 1999).  
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NGOs were at the forefront of a Mexican initiative to design a national policy to 

tackle obesity (Barquera, Campos, & Rivera, 2013). Surveys on national 

income and expenditure were analysed to understand the factors causing an 

increase and prevalence of diet related disease. The Mexican Alliance for 

Healthy Nutrition, a consortium of twenty NGOs, provided resources to deliver 

a very effective media campaign on the health risks of sweetened beverages.   

 

Competing priorities is another barrier to the effective implementation of the 

proposed Public Health (Alcohol) Bill. A study exploring the factors that 

impacted EHOs’ food labelling enforcement practices in Australia (Condon-

Paoloni et al., 2013:) made these major recommendations:  

1.  Provision of sufficient resources and timely training for EHO’s on new 

     legislation to be enforced. 

2.  A continued communication strategy between the state and local agencies 

     to ensure consistent support and appropriate guidance for management. 

3.  Provision of a health information campaigns to ensure consumers make 

     informed choices, this public knowledge reinforces the importance of the 

     EHO’s role in monitoring and enforcement of health labelling. 

 

Adequate training resources are needed for educating EHO’s in the ‘alcohol 

attributable’ risk factor for disease and injury. Mensah et al.(2004) identifies 

‘law as a tool’ to affect health infrastructure and the development of a 

competent work force. 

 

2.4 Summary 
 
The literature reviewed establishes the national and international evidence on 
the implementation of health policy with specific reference to the application of 
interventions to reduce the consumption of alcohol. In this review, evidence-
based research on the implementation of population-health interventions 
included literature from outside the alcohol policy area. 
 
A recent systematic review of empirical studies on interventions to reduce 
alcohol consumption emphasised that “there is a pattern of support from the 
evidence base for regulatory or statutory enforcement interventions over local 
non-regulatory approaches targeting specific population groups” Martineau et 
al. (2013a). To date, there is no research on the implementation of alcohol 
regulation relating to the marketing and availability in Ireland. The next chapter 
will discuss the rationale for conducting this research and the objectives will be 
outlined. 
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3 AIMS, OBJECTIVES AND RATIONALE 
 

 

3.1 The Research Aims and the Research Questions  
 
 
This research will ascertain the knowledge and attitudes of EHO’s towards the 
harmful consumption of alcohol in Ireland and their views of their enforcement 
role of the proposed legislation as outlined by the Government. 
 
The literature reviewed confirmed that there is currently no research on the 

implementation of alcohol regulation relating to the marketing and availability 

in Ireland. Given the gap in the literature and the impending legislation to be 

enacted, a research study of this nature is timely. 

 

3.1.1 Research Objectives 
 
The objectives are as follows: 
 

1. To ascertain the knowledge and attitudes of EHO’s to alcohol 
consumption in Ireland and their views regarding pricing, availability 
and marketing of alcohol in Ireland. 
 

2. To ascertain the views of EHO’s on the enforcement of the proposed 
Public Health (Alcohol) Act as outlined by the Government. 

 
 

3. To investigate the barriers to the effective enforcement of alcohol 
policy in Ireland by the Environmental Health Service. 

 
 

3.1.2 Research Questions 
 
To achieve this aim, the following research questions will be addressed: 
 

1. What is the knowledge and attitude of EHO’s to alcohol consumption in 
Ireland and what are their views on the pricing, availability and 
marketing of alcohol in Ireland? 
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2. What are the views of EHO’s on the enforcement of the proposed 

Public Health (Alcohol) Act as outlined by the Government? 
 

 
3. What are the barriers to the effective enforcement of alcohol policy in 

Ireland by the Environmental Health Service? 
 
 

3.2 Rationale and Significance 
 

The rationale for this study arose from my experience of managing and 

delivering  a service with a team of EHO’s who have responsibility for 

monitoring and enforcing the laws and regulations governing public health and 

food safety. The current reform of the health service demarcates a shift in 

policy, service design and practice away from simply treating sick people to 

keeping people healthy (Health Service Executive, 2014b). I decided to use 

this research opportunity to engage with my colleagues and to understand 

how best the EHO profession could add value to the evidence-based 

interventions being introduced by the Government to reduce alcohol-related 

harm in Ireland.   

 

The implementation of the smoke-free workplace legislation in Ireland 

achieved reductions in tobacco smoke pollution and demonstrated “the power 

of tobacco control policies as population-level interventions that changes the 

cultural norms in the service of public health” (Fong et al., 2006:57). A survey 

of public opinion in Ireland by the Health Research Board (2012) found that 

85% beliveved that alcohol consumption was too high and 42% know an 

immediate family member who consumes alcohol harmfully. EHO’s working at 

community level and especially in their enforcement role, have the opportunity 

to optimise the benefits to consumers by implementing alcohol control policies 

that ‘changes the cultural norms in the service of public health’ (Fong et al.). 

 

The research will be undertaken with EHO’s employed by the HSE and 
working in the Dublin Mid-Leinster region. The next chapter provides a 
detailed description of the study methodology, the rationale behind it and 
culminates in a discussion on ethical considerations.  
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4 METHODOLOGY 
 
 

4.1 Introduction 
 
This chapter outlines the methodology that was utilised to fulfil a study on the 
knowledge and attitudes of EHO’s to the sale and consumption of alcohol in 
Ireland and their views relating to their role in the enforcement of the proposed 
Public Health (Alcohol) Bill. The research methodology will be discussed 
under the headings: methodological approach; population and sampling; 
instrument design; piloting of questionnaire; data collection process; data 
analysis; and data precautions taken. 
 
The study was a descriptive quantitative design with an inductive approach in 
order to derive inferences from the data collected. The first two sections of the 
questionnaire were derived from the Health Research Board (HRB) survey 
‘Alcohol: Public Knowledge, Attitudes and Behaviours Towards Alcohol’ 
conducted in Ireland (2012). Findings from the HRB study indicated that over 
three-quarters (78%) of the public believe the government has a responsibility 
to implement health measures to address high alcohol consumption (2012).  
 
The third section, containing questions on the EHO’s views of their 
enforcement role, was designed by this researcher, an Acting Principal EHO in 
Dublin Mid-Leinster. 
 
A census sample of EHO’s employed by the HSE Health & Wellbeing Division 
in the Dublin Mid-Leinster region was invited to participate in the study. This 
cohort of EHO’s in Dublin Mid-Leinster is representative of EHO’s nationally 
therefore the results make inferences for the whole population.  A practical 
restraint such as time and access to EHO’s in the other three regions was 
considered in this sampling framework. 
 
 
 

4.2 Methodological Approach  
 
The selection of the research method is crucial to reflect the conclusions of the 
population studied. Bryman (2004), describes data collection as a simple 
technique involving an instrument, such as a self-completing questionnaire, 
scheduled structured interviews or participant observation whereby the 
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researcher listens to and watches others. In this research utilising the 
questionnaire as the choice of instrument was appropriate for collecting data 
from participants selected in the wide geographical area of Dublin Mid-Leinster 
(Kelley, Clark, Brown, & Sitzia, 2003). 
The advantage of survey research according to Kelly et al. (2003), is that it 
produces large amounts of data on real-world observations (empirical data) in 
a short time for a fairly low cost. A disadvantage using the questionnaire is the 
low response which is a potential source of bias. It is recommended when 
reporting results of survey research that potential difference between 
respondents and non-respondents should be analysed in detail and their 
effects on the research discussed (Kelley et al., 2003). 
 
When designing the questionnaire the challenge is to obtain the information 
relating to the research question. Bryman (2012) states that this rule of thumb 
has two significant implications: 
  

1. Ensuring that the questionnaire questions allow the research question 
to be addressed, and 

2. It is not fair to waste the participant’s time responding to questions that 
will not be utilised in the research. 

 
Questionnaire design and the process of distributing the questionnaire effects 
the type of questions that can be asked (De Vaus, 2014). This implication 
must be considered in order to achieve an adequate response. The design of 
the questionnaire survey instrument is therefore of major significance to the 
research. A robust process for developing and testing is needed or “the 
credibility of the research findings themselves may be legitimately called into 
question and may even be completely disregarded” (Kelley et al., 2003). 
 
 
 

4.3 Population and Sampling 
 
 
The sampling framework adopted was a census of EHO’s working for the HSE 
in the Dublin Mid-Leinster (DML) region and data was collected by means of 
an anonymous questionnaire. This choice of research design reflects 
decisions attributed to the sampling population being generalised to the wider 
population (Bryman, 2012). 
 
Questions from the HRB (2012) population survey ‘Alcohol: Public Knowledge, 
Attitudes and Behaviours’, which were relevant to the implementation of 
alcohol legislation by EHO’s, were selected for replication in this research 
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(HRB letter requesting permission Appendix B). When findings are replicated 
regardless of the context, method and participant characteristics in research 
demonstrates that the results apply widely (De Vaus, 2014). 
 
A population of five hundred plus environmental health staff is employed 
nationally by the HSE in 2015. The Environmental Health Service (EHS) is a 
national service divided into four regions with each region being managed by a 
Regional Chief Environmental Health Officer (RCEHO) who reports to the 
Assistant National Director of Environmental Health and Emergency 
Management. The EHS protects the population by taking preventative action 
including the enforcement of legislation in relation to environmental and 
lifestyle determinants of health (Health Service Executive, 2014a). The goal of 
sampling, as defined by De Vaus (2014:66) “is to obtain a sample that 
properly mirrors the population”. The population census of EHO’s employed by 
the HSE and enforcing public health and food control legislation in the DML 
region uses the probability theory to estimate the likelihood that the patterns 
observed in the this region will hold for EHO’s nationally (De Vaus, 2014). 
 
 

4.3.1 Sample Size 
 
A census is described in Bowling (2005:190) “as a complete enumeration and 
gathering of information, as distinct from partial enumeration associated with a 
sample of the population of interest”. The decision to collect information using 
a census of EHO’s in Dublin Mid-Leinster (DML) was due to time constraints 
and access. This researcher is an Acting Principal EHO in this region. There 
are 13 Principal EHO local offices in DML who report to the National 
Environmental Health Office through the Regional Chief EHO. Ten PEHO 
local offices with a population of 5-15 EHO’s were chosen to participate in this 
study. One hundred and one EHO’s were invited to participate, they were 
employed by the HSE and enforce public health and food control legislation in 
DML. The DML EHO census is large enough to ensure that respondents could 
not be identified and that individual management responses would not bias the 
result.  
 
 

4.3.2 Access to Study EHO’s in Dublin Mid-Leinster 
 
The Regional Chief EHO of Dublin Mid-Leinster where the research was 
undertaken was contacted and permission to complete this study in this region 
was sought. Written permission was granted to this researcher, by the 
Regional Chief EHO, in response to a letter requesting access to EHO’s in 
DML (Appendix C). The PEHO’s in DML facilitated this research further by 
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communicating the invitation to partake in this study to EHO’s through their 
individual HSE email address (Appendix D & E). 
 
 

4.3.3 Inclusion and Exclusion Criteria 
 
The inclusion criteria, for people invited to complete the questionnaire, were 
Environmental Health Officers (EHO’s) who deliver public health and food 
control services on behalf of the HSE Health & Wellbeing Division in the 
Dublin Mid-Leinster region. 
 
Exclusion criteria (for exclusions additional to not being in the inclusion 
criteria) were EHO’s employed by the HSE and who work on an agency basis 
for local authorities in the Dublin Mid-Leinster region. 
 
 
 

4.4 The Research Instrument 
 
 
The research was a descriptive study, adopting a quantitative approach and 
using an anonymous questionnaire as the method of data collection.  
 
The questionnaire was distributed to EHO’s using the web-based software 
package ‘SurveyMonkey’ (Appendix F). The advantage of using a web-based 
online survey facilitated access and accuracy. This researcher was able to 
retrieve the entire data base on completion of data collection.  Alan Bryman 
(2012:671) advocates the use of this method of collecting data  to save on 
time and to ensure accuracy as there is “no coding of replies (other than with 
open questions) and no need to enter data into your software, which saves 
time and reduces the likelihood of errors in the processing of data”. 
 
 

4.4.1 Designing the Questionnaire 
 
Self-administered questionnaires depend on the design, wording and order of 
the questions to ensure the quality of responses obtained, consideration 
therefore is needed to minimise results bias (Kelley et al., 2003). The 
weaknesses of the design are not usually discovered until the data is being 
analysed (Oppenheim, 2000). Constructing several drafts and piloting the 
questionnaire may be necessary before final administration of the instrument 
(Kumar, 2005). 
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Dillman (2000) recommends that the goal in writing a survey questionnaire for 
self-administration is to design a tool that every subject will interpret the same 
way, accurately answer and be willing to answer. Questionnaires used in 
survey research should be unambiguous, well presented and with clear 
instructions (Kelley et al., 2003). 
 
In 2012 the Health Research Board (HRB), on behalf of the Government, 
completed a survey on the knowledge, attitudes and behaviour of the Irish 
public towards: the purchasing and consumption of alcohol; the marketing and 
selling of alcohol; and current and possible responses to alcohol-related health 
and social harms. With permission from the HRB (Appendix B), this 
researcher adopted questions which were relevant to measuring the health 
practitioner’s views of alcohol consumption and sale in Ireland.  
 
The third section of the questionnaire was designed by this researcher and 
contained questions derived from the literature on the EHO’s view of their 
enforcement role of the proposed legislation.  
 
 

4.4.2 Reliability and Validity 
 
Key issues related to the use of questionnaires for gathering data are validity 
and reliability. Gray (2013), describes reliability as getting the same 
measurement today as some other time in the future. A valid measure on the 
other hand is described by De Vaus (2014) as a measurement of what was 
intended to be measured (not whether it’s valid or invalid but rather the use to 
which the measure is put). 
 
Reliability 
Even well-developed questions can be the subject of reliability problems (De 
Vaus, 2014). Reliability can be defined in terms of stability and internal 
consistency. “The quantitative researcher is concerned with the question of 
whether the measure is stable or not”  Bryam (2012).   
 
The best way to test reliability is to use multiple item indicators. Unfortunately 
this only applies to a set of questions to measure the one concept and does 
not apply to single questions. “Using a number of questions will minimize the 
effect of one poorly worded question”  (De Vaus, 2014:180). 
 
For this study the researcher repeated questions from the HRB questionnaire 
where concepts about public knowledge, attitudes and beliefs were measured 
using multiple indicators rather than one. In most surveys it is not possible or 
appropriate to ask ‘single questions’ only and the test-retest method is the only 
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way to ensure reliability. There is difficulty in this approach due to events 
changing in the intervening period that influences the degree of consistency 
(Bryman, 2012). For questions in this study where it was only appropriate to 
ask a single question this researcher included the option to use ‘don’t know’ 
responses in the questionnaire.  
 
Validity 
Validity is the term used to describe the most significant criterion in research 
and is concerned with the integrity of the conclusions that the research 
produces (Bryman, 2012). De Vaus (2014), describes the three types of 
validity that need to be applied to instruments: criterion, content and construct 
validity: 
 

1. Criterion related validity is completed when a questionnaire can be 
compared to the accepted measures of validity of an existing concept 
(De Vaus, 2014). This questionnaire was utilised by the HRB in Ireland 
in a similar study.  

2. The content validity “approach to evaluating validity emphasises the 
extent to which the indicators measure the different aspects of the 
concept” (De Vaus, 2014:51). The content validity of this questionnaire 
was confirmed at the pilot stage with the expert panel (section 4.5). 

3. Construct validity is often referred to as measurement validity and 
relates primarily to quantitative research and for consistency measures 
that relate to social scientific concepts (Bryman, 2012). The concept of 
construct or measurement validity is related to reliability: “if a measure 
of a concept is unstable in that it fluctuates and hence is unreliable, it 
cannot be providing a valid measure of the concept in question” 
(Bryman, 2012:47). 

 
 
 

4.5 Piloting the Questionnaire 
 
Rigorous evaluation of both questions and questionnaires is required before 
the final administration (De Vaus, 2014). Constant forward planning and 
repeated piloting ensures the instrument under construction is defined and 
redefined during the process of questionnaire design (Dillman, 2000). For the 
purpose of this study this self-administered questionnaire was piloted by a 
panel of EHO’s in the Dublin North East HSE Region who fitted the 
inclusion/exclusion criteria as set out in this chapter. The Chief EHO in the 
Department of Health and a member of the Environmental Health Association 
of Ireland were also included in this pilot study. These participants were not 
included in the subsequent study. 
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Participants of the pilot study were asked to provide both verbal and written 
feedback on the clarity and relevance of the designed questions on the 
knowledge, attitude and views of EHO’s to the sale and consumption of 
alcohol in Ireland. Following this feedback adjustments were made to 
questions 2 and 3 on the basis of alternating the prompts to avoid the 
responses being skewed (Appendix F). An adjustment was made to include 
positivity in the question ‘In Ireland we do not tolerate alcohol’ to prevent 
confusion of response elicited (Appendix F). 
 
These changes were incorporated into the final self-administering web-based 
questionnaire for electronic distribution to the target EHO participants in Dublin 
Mid-Leinster. 
 
 
 

4.6 Data Collection Process 
 
Maximising the response rate in internet surveys as described by De Vaus 
(2014) were employed in the data collection process for this research. A 
participant invitation letter (Appendix E) was emailed to each participant prior 
to the study. The purpose of this letter is aimed at anticipation rather than too 
much detail (Dillman, 2000). The second step that was utilised according to 
De Vaus (2014) was to email the selected sample with the ‘Participant 
Information Leaflet’ (Appendix F) together with the URL where the 
questionnaire can be completed. The participant information leaflet 
emphasised confidentiality, anonymity and an expression of appreciation. 
Another important way of maximising the response rate is a follow-up email 
(De Vaus, 2014).  Two weeks into the study an email acknowledging 
participation was issued by this researcher and which also served as a 
reminder to non-responders. 
 
 
  

4.7 Data Analysis 
 
The analysis of quantitative data collected from questionnaires was analysed 
using the Statistical Package for Social Sciences (SPSS). The ‘Data View’ 
consists of a spreadsheet of cases (rows) and variables (columns). Data is 
inserted on the spreadsheet in numerical/text form only and requires coding. 
The ‘Variable View’ interface displays the metadata dictionary whereby each 
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row represents a variable and shows a variable name, label and value code 
(IBM Corporation, 2013). 
 
From the menu on the Data Editor view, data can be analysed and displayed 
in the output viewer indicating frequencies, descriptive statistics, cross-
tabulation and graphs. Chi-squared tests or cross-tabulation tests can 
measure statistical differences for variables which may be inter-dependant. In 
this study bivariate analysis of data (comparing lengths of service) using chi-
squared tests demonstrated statistical significance between the two age 
groups (section 5.5.4). However there is a risk of over-interpreting this finding 
of statistical significance due to the small sample size limitation 
 
 
 
 

4.8 Data Precautions 

4.8.1 Ethical Considerations 
 
Although this study did not pose any serious ethical threat the researcher was 
responsible for ensuring that safeguards were employed to protect the rights 
of all participants.  
 
For research participants De Vaus (2014:56) outlines the five ethical 
responsibilities contained in most professional codes of ethics:  
 

1. Voluntary participation 
2. Informed consent 
3. No harm 
4. Anonymity and confidentiality, and 
5. Privacy 

 
Permission to proceed with the study (Appendix C) was sought from and 
granted from the Regional Chief EHO. Ethical approval was received from the 
Faculty of Health Science Research Ethics Committee at Dublin University 
Trinity College. Explicit permission was given by the Regional Chief, for the 
researcher to contact target participants for research purposes through their 
Principal EHO/gatekeeper mailing list. Participants were well informed of both 
the purpose and nature of the study through the use of a participant invitation 
letter, participant information leaflet (Appendices D, E). Written consent was 
not obtained from the participants. The participant information leaflet stated 
that completion and return of the anonymous questionnaire implies consent. 
Participants who met the inclusion / exclusion criteria only were issued with 
the link to the self-completing questionnaire. 
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4.8.2 Criteria to Guarantee Anonymity of Subjects 
 
Only the researcher and her supervisor will have access to raw data and this 
will be held by the researcher only under secure storage for five years as 
specified by Dublin University, Trinity College. 
The questionnaire was issued and completed electronically. Electronic devices 
for storing the data such as PCs and laptops are encrypted by the HSE. 
 
 
 
 

4.9 Summary 
 
This study aimed to understand the knowledge and attitudes of EHO’s on the 
sale and consumption of alcohol in Ireland. Utilising a self-completing 
questionnaire, EHO’s also responded to questions on their enforcement role of 
proposed legislation to reduce alcohol consumption in Ireland. The study was 
a descriptive quantitative design with an inductive approach in order to derive 
inferences from the data collected. The analysis of quantitative data collected 
from questionnaires was analysed using the Statistical Package for Social 
Sciences (SPSS). In summary, this chapter provides a detailed description of 
the study methodology and the rationale behind it and culminates in a 
discussion on ethical considerations. The results obtained in this research are 
detailed in the next chapter. 
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5 RESULTS 
 

5.1 Introduction 
 
The purpose of this study was to assess the knowledge and attitudes of 
EHO’s to the sale and consumption of alcohol in Ireland, and their views of 
their enforcement role of the proposed Public Health (Alcohol) legislation. The 
research also included questions on the EHO’s views on the measures to be 
introduced by the Government to reduce alcohol consumption in Ireland and 
the research objective was to identify the barriers that could impede the 
effective implementation of the Public Health (Alcohol) Regulations. 
 
 
  

5.2 Census Profile 
 
One hundred and one anonymous questionnaires were issued to EHO’s 
working for the HSE in the Dublin Mid-Leinster region. The total response rate 
was forty four per cent (n=44). 
Twenty per cent (n=8) of the respondents were male and eighty per cent 
(n=33) were female. Three respondents did not complete gender information 
(Figure 5.1). 

 
 
Figure 5.1: Participant demographic 
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5.3 Census Demographics 
 
Respondents were asked to indicate their length of service in the HSE. For 
reasons of anonymity length of service was divided into four categories which 
were further subdivided into two groups to simplify data presentation by the 
researcher.  
Fifty five per cent of EHO’s had up to 20 years service (n=24) and thirty nine 
per cent (n=17) were over 20 years working in the HSE. The DML census 
population of EHO’s by gender and length of service in the HSE is presented 
in Table 5.1. 
 
Table 5.1 : Length of service in the HSE 

 Male Female Missing Total 
Up to 20 years 4 20 0 24 
20 years and over 4 13 0 17 
Missing 0 0 3 3 
    44 

 
 
 
 
 
 
 

5.4 Views of Alcohol Consumption in Ireland 
 
 

5.4.1 Knowledge of a Standard Drink  
 
This section explores the knowledge of EHO’s in terms of the HSE ‘Low Risk 
Drinking Guidelines’ (Health Service Executive, 2014c).  Before proceeding 
with these questions, all participants were provided with a definition of the 
term ‘standard drink’ – “A standard drink is a term used to measure the 
amount of alcohol in an alcoholic drink” (2014c).   
 

5.4.2 Low Risk Drinking Guidelines for Men 
 
Having been giving the information that “a half pint of beer or larger contains 
one standard drink respondents were asked how many standard drinks a man 
should not exceed in a week.  Three females out of thirty nine respondents 
gave the correct answer _ 17 Standard Drinks (Table 5.2). 
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5.4.3 Low Risk Drinking Guidelines for Women 
 
The level of understanding of the maximum number of standard drinks 
recommended for females mirrors that for males. Participants were informed 
that “a 200ml glass of wine contained two standard drinks” followed by a 
question on the safe number of standard drinks a woman should not exceed in 
a week. Ten per cent of participants gave the correct answer _ 11 standard 
drinks (Table 5.2). 
 
Table 5.2: Understanding of low risk guidelines for men and women 

Recommended maximum no. of  
weekly standard drinks for a man 

 
Male 

 
Female 

 
Percent 

 
Total 

 
17 
12 – 16 
11 or less 
Don’t Know 
                                          
Total 
Missing 
Total 

 
0 
1 
3 
2 
 

6 

 
3 

13 
9 
0 
 

25 

 
9.6 

45.2 
38.7 
6.5 

 
100 

 
 

 
3 

14 
12 
2 
 

31 
13 
44 

Recommended maximum no. of  
weekly standard drinks for a 
woman 

 
Male 

 
Female 

 
Percent 

 
Total 

 
11 
8 - 10 
7 or less 
Don’t Know 
 
Total 
Missing 
Total  

 
1 
0 
3 
2 
 

6 

 
2 

11 
12 
0 
 

25 

 
9.6 

35.5 
48.4 
6.5 

 
100 

 
 

 
3 

11 
15 
2 
 

31 
13 
44 

 
 
 
 

5.4.4 Labels on Cans and Bottles of Alcoholic Beverages 
 
Table 5.3 presents the findings from the questionnaire items which asked 
EHO’s if information on the alcohol strength, number of calories, alcohol-
related harms and ingredients should be displayed on the cans and bottles of 
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alcoholic drinks. There was very strong support for all four forms of information 
on the labels. Ninety eight per cent of EHO’s surveyed believed that warnings 
about the harms associated with alcohol should be contained on the label 
(Table 5.3). 
 
Table 5.3: Display of information on the label 

 
 

 
Alcohol 
strength 

 
Number of 

calories 

 
Harms  of 

alcohol misuse 

 
List of 
Ingredients 

 
Yes 

 
42 

 
39 

 
43 

 
41 

 
No/Don’t Know 

 
1 

 
4 

 
0 

 
1 

 
Missing 

 
1 

 
1 

 
1 

 
2 

 
Total 

 
44 

 
44 

 
44 

 
44 

 
 
 
 

5.4.5 Alcohol Consumption in Ireland 
 
This section explores the views of EHOs surveyed in terms of their agreement 
with the following statements: 
 
In Ireland there are high rates of drunkenness on our streets at night. 
89 per cent of EHO’s agree that there are high rates of drunkenness on Irish 
streets at night (the proportion strongly agreeing attributed to forty five 
percent).  
This was particularly significant (91%) among EHO’s with less than 20 years 
service (Table 5.4). 
 
Table 5.4: Alcohol consumption in Ireland - 1 

High rates of drunkenness 
on the streets at night in Ireland 

Years of  service 
< 20           ≥ 20 

Count Valid 
% 

 
Agree – strongly agree 
Undecided – strongly disagree 

 
21 
2 

 
14 
3 

 
35 
5 

 
88.40 
16.60 

 
Total 

 
23 

 
17 

 
40 

 
100 

Missing 
Total 

4 
44 
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In Ireland the current levels of alcohol consumption is too high 
As with the perception of the level of public drunkenness, there was 
agreement (86%) that the current level of alcohol consumption in Ireland is too 
high (43% believe strongly in this statement).  This strength of agreement is 
not particular to the length of service (Table 5.5).  
 
Table 5.5: Alcohol consumption in Ireland - 2 

Level of alcohol consumption 
in Ireland is currently too high 

Years of service 
< 20           ≥ 20 

Count Valid                   
% 

 
Agree – strongly agree 
Undecided - strongly disagree 

 
19 
4 

 
15 
2 

 
34 
6 

 
86.40 
13.60 

 
Total 

 
23 

 
17 

 
40 

 
100 

Missing 
Total 

4 
44 

 

 
 
 
 
Alcohol consumption is reducing in Ireland 
The majority (79%) of EHO’s disagree that alcohol consumption is reducing in 
Ireland. This is similar regardless of the length of service (Table 5.6). 
 
Table 5.6: Alcohol consumption in Ireland - 3 

Alcohol consumption in  
Ireland is reducing 

Years of Service 
< 20             ≥ 20 

Count Valid                   
% 

 
Disagree – strongly disagree 
Don’t know – agree 

 
17 
5 

 
13 
4 

 
30 
9 

 
79 
21 

 
Total 

 
22 

 
17 

 
39 

 
100 

Missing 
Total 

5 
44 

 

 
 
 
 
In Ireland we do not tolerate high levels of alcohol consumption 
Seventy nine per cent of respondents strongly agree that Irish society 
tolerates high levels of alcohol consumption. The strength of agreement is not 
related to the length of service (Table 5.7). 
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Table 5.7: Alcohol consumption in Ireland - 4 

In Ireland we tolerate high levels  
of alcohol consumption 

Years of Service 
< 20             ≥ 20 

Count Valid                   
% 

 
Agree – strongly agree 
Undecided – strongly disagree 

 
22 
1 

 
16 
1 

 
38 
2 

 
79 
21 

 
Total 

 
23 

 
17 

 
40 

 
100 

Missing 
Total 

4 
44 

 

 
 

5.4.6 The Health Effects of Excessive Drinking 
 
In the section relating to the impact of alcohol on society, ninety three per cent 
responded to questions exploring the EHO’s knowledge of diseases attributed 
to drinking more than the recommended weekly number of standard drinks. A 
high percentage had good knowledge of the common diseases associated 
with alcohol consumption. Knowledge about the association with breast 
cancer and bowel cancer is less well understood. There was mistaken beliefs 
about its association with skin cancer and to a greater extent, stomach ulcers 
as none of the respondents answered this question correctly (Table 5.8). 
 
Table 5.8: Health effects of alcohol 

Drinking more than the recommended 
number of standard drinks in a week….. 

True 
% 

False 
% 

Don’t know 
% 

 
..can lead to liver disease 

 
92.7 

 
2.4 

 
4.9 

 
..can lead to pancreatitis 

 
80.5 

 
2.4 

 
17.1 

 
..can lead to stomach ulcers 

 
92.7 

 
0.0 

 
7.3 

 
..can lead to high blood pressure 

 
82.9 

 
4.9 

 
12.2 

 
..can increase a woman’s risk of breast  
cancer 

 
63.4 

 
12.2 

 
24.4 

 
..can increase risk of skin cancer 

 
19.5 

 
39.0 

 
41.5 

 
..can increase risk of bowel cancer 

 
75.0 

 
7.5 

 
17.5 

 Shaded cells indicate the correct answer 
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5.4.7 Alcohol and the Health-related Costs 
 
Participants were asked to identify which one of the three groups involved in 
the sale of alcohol would be responsible for contributing towards the costs of 
excessive alcohol consumption. An almost equal proportion (32:35%  
respectively) of EHO’s believed that the alcohol industry and the government 
should contribute to the health-related costs of excessive alcohol 
consumption. Twenty three per cent believe that people who drink alcohol 
should contribute to these costs (Table 5.9). 
 
Table 5.9: Contributing to the health-related costs of excessive alcohol 
consumption 

Contributing to the health-
related costs of alcohol misuse... 

Years of Service 
< 20            ≥ 20 

Count Valid                   
% 

 
People who drink alcohol 
Alcohol industry 
The State (through taxation) 
Don’t Know 

 
4 
9 
8 
3 

 
5 
4 
6 
1 

 
9 

13 
14 
4 

 
23 
32 
35 
10 

 
Total 

 
24 

 
16 

 
40 

 
100 

Missing 
Total 

4 
44 

 

 
 
 
 
 
 

5.5 The Sale of Alcohol in Ireland 
 
 
This section explores the views and attitudes of EHO’s to the pricing, 
availability and marketing of alcohol in terms of reducing consumption levels in 
Ireland. 
 

5.5.1 Alcohol Pricing and Purchasing Behaviour 
 
Eighty per cent support a minimum price below which alcohol cannot be sold. 
Support is strongest among those over 20 years in the health service (12 out 
of 16) (Table 5.10). 
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Table 5.10: Minimum pricing of alcohol 

A minimum price  below 
which alcohol cannot be sold 

Years of Service 
< 20         ≥ 20 

Count 
 

Valid 
% 

 
Agree – strongly agree 
Undecided – strongly disagree 

 
15 
9 

 
12 
4 

 
27 
13 

 
67.5 
32.5 

 
Total 

 
24 

 
16 

 
40 

 
100 

Missing 
Total 

4 
44 

 

 
 
 

5.5.2 The Number and Control of Outlets Selling Alcohol 
 
Forty six per cent disagree that a relationship exists between the number of 
outlets selling alcohol and public order offences (Table 5.11). 
 
Table 5.11: Relationship between the number of outlets selling alcohol 
and public order offences 

No. of outlets selling alcohol is 
related to public order offences 

Years of Service 
< 20         ≥ 20 

Count Valid         
% 

 
Agree – strongly agree 
Disagree – strongly disagree 
Undecided – don’t know 

 
7 

13 
4 

 
9 
5 
1 

 
16 
18 
5 

 
37 
46 
17 

 
Total 

 
24 

 
15 

 
39 

 
100 

Missing 
Total 

5 
44 

 

   
 
 
 
 
In contrast to the health-related costs of excessive drinking, the majority 
believe that people who drink alcohol (55%) followed by the State through 
taxation (31%) and then the alcohol industry (12%) should contribute to the 
costs of alcohol-related public disorder, relationship difficulties and financial 
loss (Table 5.12). 
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Table 5.12: Contributing to the costs of public disorder… 

Who contributes: public disorder, 
costs, relationship difficulties, 
financial loss from alcohol harm 

 
Years of Service 
< 20           ≥ 20 

 
Count 

 
Valid 

% 

 
People who drink alcohol 
Alcohol Industry 
The State (through taxation) 
Don’t Know 

 
10 
4 
8 
1 

 
11 
2 
3 
0 

 
21 
6 

11 
1 

 
54.7 
12 
31 
2.3 

 
Total 

 
  23 

 
16 

 
39 

 
100 

Missing 
Total 

5 
44 

 
 

 
 
 
 
Forty three per cent agree that the Government should reduce the number of 
outlets selling alcohol, with support strongest (10 out of 15) among the EHO’s 
with longer service. There is less support (11 out of 24) among EHO’s with 
less than 20 years’ service (Table 5.13). 

 
Table 5.13: The Government should reduce the number of outlets selling 
alcohol. 

Government should reduce  
no. of outlets selling alcohol 

Years of Service 
< 20              ≥ 20 

Count Valid          
% 

 
Agree – strongly agree 
Disagree 
Don’t know - undecided 

 
7 

11 
6 

 
10 
3 
2 

 
17 
14 
8 

 
42.8 
35.7 
21.5 

 
Total 

 
24 

 
15 

 
39 

 
100 

Missing 
Total 

5 
44 

 
 

 
 
 
 
 
 
Strong agreement (67%) that alcohol should be structurally separated from 
other products in mixed retail outlets. EHO’s with longer service agree strongly 
with this statement (13 out of 16) (Table 5.14). 
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Table 5.14: Separation of alcohol products in mixed trading outlets 

Structural separation of alcohol  
from other products required in  
mixed trading outlets 

 
Years of Service 

< 20       ≥ 20 

 
Count 

 
Valid           

% 
 
Agree – strongly agree 
Disagree – strongly disagree 
Don’t know - undecided 

 
13 
4 
7 

 
13 
1 
2 

 
26 
5 
9 

 
67 
12 
21 

 
Total 

  
24 

 
16 

 
40 

 
100 

Missing 
Total 

4 
44 

 
 

 
 
 
Sizeable proportions (45-58%) of respondents do not believe that Garda 
Síochana is doing enough to enforce licensing laws. There was large 
agreement (51-63 %) that the HSE should take a proactive approach to the 
granting/renewal of licences (Table 5.15). 
 
Table 5.15: Regulation of outlets selling alcohol 

 Strongly 
Agree 

 
Agree 

 
Neutral 

 
Dis-
agree 

Strongly  
Dis-
agree 

Don’t  
Know 

Garda Síochana do 
enough to ensure 
that ... 

 

No sale of alcohol 
to people already 
under the influence 

 
4 

 
3 

 
9 

 
17 

 
8 

 
2 

No sale to under 
18’s in on/off 
premises 

 
5 

 
7 

 
8 

 
15 

 
6 

 
2 

 
Pubs in my area 
close on time 

 
5 

 
10 

 
4 

 
10 

 
9 

 
4 

HSE is proactive to 
ensure that ... 

 

Licensing sanctions 
against premises 
breaching laws 

 
13 

 
13 

 
3 

 
4 

 
2 

 
4 

Licensing sanctions 
against premises 
where public order 
offences occur 

 
13 

 
13 

 
2 

 
7 

 
1 

 
4 
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5.5.3 The Availability of Alcohol 
 
Fifty three per cent of EHO’s surveyed believe that young people should be 18 
years or older before their parents give them alcohol at home. Eighty per cent 
of respondents believe that young people should be aged 18 years or older 
before their parents purchase alcohol on their behalf. Forty seven per cent of 
respondents believe that adolescents aged 16 years and 17 years should be 
allowed to drink alcohol at home by their parents (Table 5.16). 
 
Table 5.16: Alcohol and teenagers 

 
The age children / teenagers  
are allowed to drink alcohol at 
home by their parents 

 
Years of service 
< 20          ≥ 20 

 
Valid 

% 

 
Total 

 
16 years 
17 years 
18 years 
21+ years 

 
Total 
Missing 
Total 

 
4 
6 

12 
1 
 

23 

 
4 
4 
7 
1 
 

16 

 
20 
27 
48 
5 
 

100 

 
8 

10 
19 
2 
 

39 
5 

44 
 
The age children / teenagers 
are allowed to have alcohol 
purchased for them  

 
Years of service 

< 20       ≥ 20 

 
Valid 

% 

 
Total 

 
16 years 
17 years 
18 years 
21+ years 

 
Total 
Missing 
Total 

 
1 
1 

15 
3 
 

20 

 
2 
3 
8 
2 
 

15 

 
8.5 

11.5 
65.5 
14.5 

 
100 

 
3 
4 

23 
5 
 

35 
9 

44 
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5.5.4 Alcohol Marketing 
 
One fifth (20%), of EHO respondents were in favour of sponsorship of musical 
events/festivals by the alcohol industry. Bivariate analysis of data (comparing 
the variables i.e. ‘length of service’) using chi-squared tests resulted in a 
borderline P-value = 0.055. This test demonstrates that participants with less 
service were the cohort supportive of the alcohol industry’s’ sponsorship of 
musical events/festivals. Similarly, but not of statistical significance, EHO’s 
with less than twenty years service were the cohort supportive of alcohol 
sponsorship of sporting events (Table 5.17). However a key limitation of this 
research is the small sample size and any statistical significance found needs 
to be interpreted with caution. 
 
Table 5.17: Alcohol marketing - sponsorship 

 
Alcohol sponsorship 
of sporting events 

 
Years of Service 

< 20               ≥ 20 

 
Count 

 
Valid 

% 

 
Allowed 
Not allowed 
Don’t know 

 
6 

17 
0 

 
2 

13 
2 

 
8 

30 
2 

 
20 
75 
5 

 
Total 

 
23 

 
17 

 
40 

 
100 

 
Missing 
Total 

 
4 

44 

 

 
Alcohol sponsorship of 
musical events 

 
Years of Service 
< 20           ≥ 20 

 
Count 

 
Valid 

% 
 
Allowed  
Not allowed 
Don’t know 

 
7 

16 
0 

 
3 
9 
4 

 
10 
25 
4 

 
26 
64 
10 

 
Total 

 
23 

 
16 

 
39 

 
100 

 
Missing 
Total 

 
5 

44 

 

 
 
 



" 43"

 
 
 
 
A large percentage (95%) support a ban on alcohol advertising in cinemas 
before screening movies rated as suitable for viewing by those aged 17 years 
and under.  
 
EHO’s with less than 20 years’ service were unanimous in their support for 
banning alcohol advertisements in cinemas to this age group.  One third (33%) 
of EHO’s support a total ban on alcohol advertising in cinemas (Table 5.18). 
 
 
Table 5.18: Alcohol marketing - cinema 

 
 
Alcohol advertising in cinemas  
before movie rated for under 18’s 

 
 

Years of Service 
< 20        ≥ 20 

 
 

Count 

 
 

Valid                         
% 

 
Not allowed 
Don’t know 

 
23 
0 

 
15 
2 

 
38 
2 

 
\95 
5 

 
Total 

 
23 

 
17 

 
40 

 
100 

 
Missing 
Total 

 
4 

44 

 

 
 
Alcohol advertising in cinemas  
before movie rated for over 18’s 

 
 

Years of Service 
< 20          ≥ 20 

 
 

Count 

 
 

Valid               
% 

 
Allowed 
Not allowed 
Don’t know 

 
14 
9 
0 

 
11 
4 
2 

 
25 
13 
2 

 
62 
33 
5 

 
Total 

 
23 

 
17 

 
40 

 
100 

 
Missing 
Total 

 
4 

44 
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A large majority (83%) of respondents are in favour of a ban on alcohol 
advertising on billboards and at bus stops. A stronger majority (92%) of 
respondents support banning alcohol advertising on social media (Table 5.19). 
 
 
Table 5.19: Alcohol marketing – social media and billboards & bus stops 

 
Alcohol advertising on social 
media sites such as Facebook for 
all ages 

 
Years of Service 
< 20          ≥ 20 

 
Count 

 
Valid                   

% 

 
Allowed 
Not allowed 
Don’t know 

 
1 

21 
1 

 
0 

16 
1 

 
1 

37 
2 

 
3 

92 
5 

 
Total 

 
23 

 
17 

 
40 

 
100 

 
Missing 
Total 

 
4 

44 

 

 
Alcohol advertising on billboards 
and bus stops 

 
Years of Service  
 < 20         ≥ 20 

 
Count 

 
Valid                   

% 
 
Allowed 
Not allowed 
Don’t know 

 
2 

20 
1 

 
1 

13 
3 

 
3 

33 
4 

 
8 

82 
10 

 
Total 

 
23 

 
17 

 
40 

 
100 

 
Missing 
Total 

 
4 

44 

 

 
 
 
 
 
 
 
 
 
The majority (95%) of respondents are in favour of banning alcohol advertising 
on TV and radio before 9pm and this was unanimous among EHO’s with more 
than 20 years service. Twenty three per cent of EHO’s support a ban after 
9pm (Table 5.20). 
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Table 5.20: Alcohol marketing – TV/radio 

 
Alcohol advertising on TV/Radio 
before 9pm 

 
Years of Service 
< 20          ≥ 20 

 
Count 

 
Valid                   

% 
 
Allowed 
Not allowed 

 
2 

21 

 
0 

17 

 
2 

38 

 
5 

95 
 
Total  

 
23 

 
17 

 
40 

 
100 

 
Missing 
Total 

 
4 

44 

 

 
Alcohol advertising on TV/Radio 
after 9pm 

 
Years of Service 
< 20          ≥ 20 

 
Count 

 
Valid                   

% 
 
Allowed 
Not allowed 

 
18 
5 

 
13 
4 

 
31 
9 

 
77 
23 

 
Total  

 
23 

 
17 

 
40 

 
100 

 
Missing 
Total 

 
4 

44 

 

 
 
 
Forty two per cent of respondents believed that alcohol should not be 
advertised. However, fifteen per cent of those that agreed with this statement 
were previously in favour of alcohol advertising on TV/radio after 9pm (Table 
5.21). 
 
Table 5.21: Attitudes to alcohol advertising 

 
All Advertising 

 
Years of Service 
< 20          ≥ 20 

 
Count 

 
Valid                   

% 
 
Allowed 
Not allowed 
Don’t know 

 
5 

11 
7 

 
2 
5 
8 

 
7 

16 
15 

 
18.4 
42.1 
39.5 

 
Total 

 
23 

 
15 

 
38 

 
100 

 
Missing 
Total 

 
6 

44 
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5.5.5 Government Intervention 
 
A vast majority (95%) of the EHO’s surveyed believe that the government has 
a responsibility to implement public health measures to address high alcohol 
consumption (Table 5.22). 
 
Table 5.22: Government and alcohol consumption - 1 

 
Government has responsibility to 
implement public health measures 
to address high alcohol 
consumption 

 
Years of Service 
< 20          ≥ 20 

 
Count 

 
Valid                   

% 

 
Agree – strongly agree 
Undecided 

 
21 
1 

 
16 
1 

 
37 
2 

 
95 
5 

 
Total 

 
22 

 
17 

 
39 

 
100 

 
Missing 
Total 

 
5 

44 

 

 
 
 
 
 
 
Nearly eighty per cent of the EHO’s surveyed believe that the government is 
not doing enough to reduce alcohol consumption. The remaining twenty per 
cent have no strong opinion, are undecided or don’t know (Table 5.23). 
 
Table 5.23: Government and alcohol consumption – 2 

 
Government is doing enough to 
reduce alcohol consumption 

 
Years of Service 
< 20          ≥ 20 

 
Count 

 
Valid                   

% 
 
Disagree – strongly disagree 
Undecided – agree – don’t know 

 
17 
5 

 
14 
3 

 
31 
8 

 
79 
21 

 
Total 

 
22 

 
17 

 
39 

 
100 

 
Missing  
Total 

 
5 

44 
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5.6 EHO Views of Proposed Alcohol Regulations 

5.6.1 The Health Benefits of Effective Policies for Alcohol Control  
 
There was large agreement (85%) among all EHO’s that effective policies for 
alcohol control will protect population health and save lives (Table 5.24). 
 
Table 5.24: Alcohol control policy - 1 

 
Effective policies for alcohol 
control will protect health and 
save lives 

 
Years of Service 
< 20          ≥ 20 

 
Count 

 
Valid                   

% 

 
Yes 
No 
Don’t know 

 
19 
2 
2 

 
15 
1 
1 

 
34 
3 
3 

 
85 
7.5 
7.5 

 
Total 

 
23 

 
17 

 
40 

 
100 

 
Missing  
Total 

 
4 

44 

 

 
 
 

5.6.2 A Key Role in Health & Wellbeing  
 
Sixty nine per cent of the EHO’s surveyed were positive that enforcing alcohol 
legislation provided them with an opportunity to play a key role in a new and 
important health and wellbeing initiative (Table 5.25). 
 
Table 5.25: Alcohol control policy - 2 

 
Alcohol control is an opportunity  
for EHO’s to play a key role in a  
Health & Wellbeing initiative 

 
Years of service 

< 20       ≥ 20 

 
Count 

 
Valid                   

% 

 
Agree – strongly agree 
Undecided 
Disagree – strongly disagree 

 
15 
4 
1 

 
12 
3 
4 

 
27 
7 
5 

 
69 
18 
13 

 
Total 

 
20 

 
19 

 
39 

 
100 

 
Missing  
Total 

 
5 

44 
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5.6.3 The Professional Officer Suited  to Enforcement 
 
EHO’s were in favour (68-77%) of the Environmental Health Service enforcing 
the proposed alcohol legislation. Almost one quarter (23%) of EHO’s surveyed 
believed the Revenue Commissioner has a role to play in the enforcement of 
regulations relating to advertising, promoting or selling alcohol at reduced 
prices and equally (23%) in the labelling of alcohol products (pure alcohol 
content in grams) (Table 5.26). 
 
Table 5.26: Officer best suited to enforcing regulations relating to… 

 
 

                              
Advertising 
promoting/selling  
at reduced prices  

 
Structural 
separation 
in mixed 
retail 

 
Labelling  
(pure alcohol  
per gram) 
  

 
Labelling (calorific 
content/health 
warnings) 

 
EHO 

 
25 

 
29 

 
26 

 
30 

 
Customs 
& Excise 

 
9 

 
2 

 
9 

 
2 

 
Garda 

Síochana 

 
2 

 
3 

 
1 

 
0 

 
Other 

 
3 

 
4 

 
2 

 
7 

 
Total 

 
39 

 
38 

 
38 

 
39 

 
 
 
 
 
 
 
 
 

5.6.4 Raising Community Awareness  
 
Alcohol Action Ireland was the NGO identified by the majority (60%) of EHO’s 
to receive Government support in raising community awareness of the 
significance of harmful drinking in the broader community and society (Table 
5.27). 
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Table 5.27: Raising community awareness – Government support for 
NGO’s 

 
Raising awareness – the NGO 
requiring Government support 

 
Years of Service 
< 20            ≥ 20 

 
Count 

 
Valid 

% 
 
Alcohol Action Ireland 
Alcohol Forum 
Other 
EHAI 

 
11 
3 
4 
5 

 
12 
3 
1 
0 

 
23 
6 
5 
5 

 
60 
15 

12.5 
12.5 

 
Total 

 
23 

 
16 

 
39 

 
100 

 
Missing 
Total 

 
5 

44 

 
 

 

 
 
 

5.6.5 Inter Departmental Collaboration  
 
Two thirds (66%) of EHO’s surveyed believe that the effective implementation 
of the proposed Public Health (Alcohol) Regulations will require a 
memorandum of understanding between the Environmental Health Service 
and the Garda Síochana in respect of the issuing  of licences to sell alcohol 
(Table 5.28). 
 
Table 5.28: Memorandums of Understanding – EHS and Garda Síochana 

 
Granting/renewal of licence - 
MOU required between Garda 
and EHS 

 
Years of Service 
< 20          ≥ 20 

 
Count 

 
Valid                   

% 

 
Yes 
No 
Don’t know 

 
13 
4 
5 

 
13 
4 
0 

 
26 
8 
5 

 
66 
21 
13 

 
Total 

 
22 

 
17 

 
39 

 
100 

 
Missing 
Total 

 
5 

44 
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5.6.6 Views on Legislation Compliance Strategy 
 
 
Collaboration with Department of Health on the formulation of the legislation 
Over two thirds (68%) of the respondents believed that effective 
implementation of legislation to reduce alcohol consumption would be 
facilitated by the active involvement by EHOs in the preparation stage (Table 
5.29). 
 
 
Additional Staff and Technical Resources 

Seventy three per cent (73%) of EHO’s responding to this research believed 
that additional staff and technical resources would be required for enforcement 
of the legislation to reduce alcohol consumption in Ireland (Table 5.29). 
 
 
Timely Training  
A vast majority (90%) of EHO’s believe that timely training is required for the 
effective implementation of measures to reduce the harmful consumption of 
alcohol in Ireland (Table 5.29). 
 
 
Experience of Implementation of the Tobacco Act with Stakeholders 

Three quarters (75%) of the respondents believed that the experience of 
EHO’s enforcing the tobacco control legislation will aid the implementation of 
the Public Health (Alcohol) Regulations in mixed-retail outlets (Table 5.29). 
 
 
Community, Knowledge and Information Strategy 

Increased consumer education regarding the harmful use of alcohol is 
required for effective implementation of policy. A vast majority (83%) of the 
respondents agreed with this statement. Seventeen per cent agreed strongly 
(Table 5.29). 
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Table 5.29: EHO views on effective enforcement of legislation to reduce 
alcohol consumption in Ireland 

 
EHO’s Views on 

Effective 
Enforcement  

 
Agree 

 
Strongly 

Agree 

 
Neutral 

 
Disagree 

 
Strongly 
Disagree 

 
 
Active participation  
by EHO’s  in drafting  
of legislation  

 
21 

 
6 

 
4 

 
7 

 
2 

 
Additional staff and  
technical resources  
required  

 
19 

 
10 

 
4 

 
5 

 
2 

 
Timely training  
required for EHO’s    

 
20 

 
16 

 
1 

 
1 

 
2 

 
EHO’s experience  
of enforcing  
tobacco regulations  
in retail outlets will  
support compliance  

 
 

18 

 
 

12 

 
 

4 

 
 

2 

 
 

4 

 
Increased consumer 
education will  
support compliance 

 
 

16 

 
 

17 

 
 

5 

 
 

0 

 
 

2 

 
 
 
 
   

5.7 Summary 
 

5.7.1 Views on Alcohol Consumption in Ireland 
 
There is a strong belief among the respondents that the current level of 
alcohol consumption in Ireland is too high. There was almost unanimous 
agreement that in Ireland we tolerate high levels of alcohol consumption. A 
high level of respondents called for the harms associated with alcohol to be 
contained on the label. Further questions elicited information of the EHO’s low 
understanding of the HSE ‘Low Risk Drinking Guidelines’ and misguided 
knowledge of some of the disease attributable to alcohol.  
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5.7.2 The Sale of Alcohol in Ireland 
 
Nearly half of respondents did not see do not see a relationship between 
outlet density and public disorder. There was large agreement with structurally 
separating the sale of alcohol in mixed trading outlets. Participants strongly 
believed that the Garda Síochana is not doing enough to enforce current 
licensing laws. EHO’s with longer years’ service were less tolerable of the 
alcohol industry’s sponsorship of musical events/festivals. Bivariate analysis of 
the data demonstrated statistical significance, i.e. participants with a shorter 
length of service were the cohort of respondents more supportive of the 
industry’s’ sponsorship. However due to the small sample size this statistical 
significance needs to interpreted with caution. 
 
 A large proportion of EHO participants believe alcohol should not be sold to 
children/adolescents less than 18 years. There was very high support for a 
ban on alcohol product advertising aimed at youth under 18 years. 
 
 

5.7.3 Views on Proposed Alcohol Regulations 
 
There was strong agreement that effective policies for alcohol control will 
protect population health and save lives. EHO respondents believed that 
enforcing Public Health (Alcohol) legislation provided an opportunity to play a 
key role in a new and important health and wellbeing initiative. Participants 
were in favour of being actively involved in the drafting of legislation to reduce 
alcohol consumption. There was almost unanimous agreement for the 
provision of education and training for EHO’s in ‘alcohol attributable’ risk 
factors for disease and injury. There was less support for their enforcement 
role in the regulation of advertising, promoting and sales of alcohol at reduced 
prices. Participants agreed strongly that additional staff and technical 
resources would support the implementation of alcohol policy.  
 
The next chapter will outline how these findings relate to the extant 
scholarship and evidence base described in the literature review chapter. 
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6 DISCUSSION 
   

6.1 Introduction 
 
The purpose of this study was to assess the knowledge and attitudes of 
EHO’s to alcohol consumption in Ireland and their views on the legislation 
being drafted on the harmful use of alcohol. It was anticipated that the 
knowledge generated from this research could identify the barriers to the 
effective implementation of alcohol policy by the Irish Government. 
 
The study was a descriptive quantitative design with an inductive approach in 
order to derive inferences from the data collected. The first two sections of the 
questionnaire survey were derived from the Health Research Board (HRB) 
public survey ‘Alcohol: Public Knowledge, Attitude’s and Behaviours’ 
conducted in Ireland (2012). Section three of the questionnaire was designed 
by this researcher and contained questions derived from the literature on the 
EHO’s view of their enforcement role of the proposed legislation.  
 
Forty four per cent of the EHO’s surveyed responded to the following research 
questions: 
 

1. What is the knowledge and attitude of the EHO to alcohol consumption 
in Ireland? 
 

2. What are the views of EHO’s to pricing, availability and marketing of 
alcohol in Ireland? 
 

3. What are the views of EHO’s on enforcement of the proposed Public 
Health (Alcohol) Act as outlined by the Government? 

 
 

 
The purpose of this chapter is to discuss the main findings outlined in the 
results chapter, providing an interpretative insight into them. The chapter is 
organised by the following sections: 
 

• Building Capacity for Effective Enforcement  
• What the Enforcers Say 
• Implementing Population Health Measures 
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6.2  Building Capacity for Effective Enforcement 

6.2.1 Knowledge and Information of Alcohol Toxicity  
 
The overwhelmingly positive response by EHO participants to the correct 
labelling of alcoholic products demonstrates their understanding of the 
consumer making an informed choice. Nine out of ten support information 
regarding the calorific content being displayed on the label, information 
relating to alcohol-related harms and a list of ingredients. This research 
highlights the need for the provision of information and health warnings on 
labels of alcohol products so as to change consumer behaviour, bringing the 
content of alcoholic beverages in line with other food products as identified by 
(Rehm et al., 2011) and provided for in the Public Health (Alcohol) Bill 
(Department of Health, 2015). This response was reflected in the HRB survey 
conducted on the Irish public (2012) which demonstrated a near complete 
support for more information on alcohol products.  
 
A key component of public health infrastructure for the prevention of chronic 
disease is ‘information and communication’ (Mensah et al., 2004). Evidence 
demonstrates that accurate information on the alcohol content is essential to 
promote responsible drinking. Although the vast majority of EHO participants 
supported alcohol strength (grams of pure alcohol) being contained on the 
label, there was a low understanding of the HSE ‘Low Risk Drinking 
Guidelines’ (2014c). This low level of understanding replicated the results of 
the HRB survey on Public Knowledge, Attitudes and Behaviours in Ireland 
(2012). This is not unusual as research by Kerr & Stockwell (2012) concluded 
that ‘standard drink’ or units are widely misunderstood by the general public. 
De Vaus (2014) concludes that where there is replication in research, 
regardless of the context, method and participant characteristics, the results 
apply widely.  
 
Knowledge of the HSE ‘Low Risk Drinking Guidelines’ is particularly important 
for health officers charged with implementing alcohol policy. Van Horn & Van 
Meters’ view of the policy process and defined earlier in this research, 
recognises that ‘the disposition of implementers is affected by their 
comprehension of the policy’ (Bergen & While, 2005:2; 1975). 
 
These results concur with the findings from an epidemiological study of 
alcohol-attributable disease, highlighting the importance of providing 
information on the strength of alcohol in the product, “the absolute risk of 
dying from an alcohol-attributable disease and injury increases with 
increasing daily alcohol consumption beyond 10g alcohol per day” (Rehm et 
al., 2011). A review of literature completed by Martin-Moreno et al., 
summarised alcohol labelling policy globally and concluded that the best 
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approach was to “borrow elements from both foodstuffs (nutritional 
information) and tobacco (health warnings)” (2013:1088). EHO’s are already 
employed by the HSE as the enforcing officers for both the Food Information 
to Consumer’s Regulations and the Public Health (Tobacco) Act. 
 
The  knowledge of some of the diseases attributed to harmful drinking is not 
well understood. Common medical conditions associated with excessive 
alcohol consumption such as liver disease, pancreatitis, high blood pressure 
was widely known by the participants.  Alcohol contributing to increased risk 
of breast cancer and bowel cancer are less well known. Participants had 
mistaken beliefs about associating alcohol consumption with skin cancer and 
stomach ulcers. Similar to the previous reference on the importance of policy 
comprehension by the ‘implementers’, Crisp et al. advises that ‘a well trained 
workforce’ is required to implement and evaluate the appropriate health 
programs necessary to sustain change (2000).  
 
The epidemiological consequence of children and adolescents consuming 
alcohol was not well understood by a significant number of participants. A high 
proportion of EHO respondents believed that young people should be aged 18 
years or older before their parents purchase alcohol on their behalf. There was 
considerably less support for parents ensuring the legal age limit for alcohol 
consumption at home. Research has shown that alcohol consumption in 
adolescents increases the risk of developing alcohol-related problems (Guerri 
& Pascual, 2010).  Media campaigns aimed at changing behaviour of parents 
or youth-influential adults are more effective than directly targeting youth 
(Martineau, Tyner, Lorenc, Petticrew, & Lock, 2013b).  
 
 

6.2.2 Understanding Alcohol Marketing Influences 
 
The Public Health (Alcohol) Bill 2015 (Appendix G) will require EHO’s to be 
responsible for enforcing regulations on the marketing, advertising and 
availability of alcohol products. Interventions relating to: pricing and taxation; 
marketing and advertising; and, structural separation of alcohol from other 
products are the policies that have been selected in terms of strength in a 
recent systematic review (Martineau et al., 2013a). There was a high 
agreement among the participants that there should be a minimum price 
below which alcohol cannot be sold.  Agreement was higher (75 per cent) 
among EH0’s with more than 20 years service. Taxation that includes price 
increases is included in the strongest and most cost effective strategies. Babor 
et al. (2010) states that scientific evidence has shown that people decrease 
their consumption of alcohol when prices are raised. A substantial proportion 
of EHO’s with less than twenty years service did not agree with this 
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intervention to prevent the sale of alcohol products at very cheap prices. The 
18-25 year olds in the HRB (2012) survey were also the cohort in strong 
disagreement.  
 
Surprisingly a large proportion of the EHO’s surveyed did not believe that 
there was a relationship between the number of outlets selling alcohol and 
public order offences. The assumption underlying this policy option is to 
reduce the demand for alcohol beverages by restricting physical availability. 
This restricts sales as customers have to increase their effort to obtain alcohol. 
Just over half of EHO’s surveyed believe the economic burden of alcohol-
related public disorder, relationship difficulties and other financial loss, should 
be borne by the people who drink alcohol. More than half of EHO participants 
do not believe the Government should reduce the density of outlets selling 
alcohol. EHO’s with longer service were strongly in favour of reducing the 
number of outlets. The Scientific evidence for the structural separation of 
alcohol sales  in mixed trading outlets is  to make alcohol products less visible 
to children and less available to customers (Department of Health, 2015). 
There was strong agreement by the participants that alcohol should be 
structurally separated from other products in mixed retail outlets. 
 
The EHO participants of this research were almost unanimous in their support 
for a ban on alcohol advertising which was directed at children and 
adolescents. A study that examines the effects of alcohol advertising on youth 
by Snyder et al. (2006) showed that young people, in markets with greater 
alcohol advertising, drank more. Evidence also reported by Anderson et al. 
(2009), showed that in markets with greater availability of alcohol advertising, 
young people are more likely to increase their drinking as they progress into 
their mid-twenties. The reverse was demonstrated by studies of markets 
where there was less exposure to alcohol advertising, as drinking decreased 
at an earlier age (2009). There was also a strong awareness among the Irish 
public of the need for a ban on alcohol advertising to this age group (Health 
Research Board, 2012).   
 
The success of the workplace smoking ban in Ireland has been attributed to a 
significant cultural change, smoking is now viewed in Ireland as anti-social to 
both smokers and non-smokers alike (Fong et al., 2006). The dramatic 
reduction in tobacco smoke pollution in all public venues was accompanied by 
a significant increase in support among smokers for smoke-free laws in public 
venues, “this change in behaviour is often followed by changes in attitudes 
and beliefs consistent with the behaviour change” (Fong et al., 2006:57). The 
high rate of support for a ban on alcohol advertising to those aged seventeen 
and under, demonstrates that EHO’s are aware of the epidemiological 
significance of alcohol marketing to this vulnerable age group. As stated by 
Fong et al. (2006) the proposed Government restrictions on the increasingly 
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sophisticated marketing of alcohol could play a part in the reversal of Ireland’s 
tolerance of high alcohol consumption levels. In this research, ninety five per 
cent of the respondents agreed that a high level of alcohol is tolerated in 
Ireland. 
 
Regulation of alcohol marketing through measures such as raised awareness 
about alcohol-related harm was one of four strategies endorsed by Western 
Pacific countries in 2006 (Casswell & Thamarangsi, 2009). The association of 
alcohol consumption with sport and leisure activities normalises the drinking 
culture and leads to increased drinking among youth (Synder et al., 2006). 
Participants with longer years service showed a marked difference in their 
support for sponsorship of sport and musical events. In results chapter, 
statistical analysis proved that participants with a shorter length of service 
were more supportive of the alcohol industry’s’ sponsorship of musical 
events/festivals.  EHO’s with less than twenty years service were thirty per 
cent in favour of alcohol industry sponsorship as oppose to participants with a 
longer length of service (18%). Bivariate analysis of this result confirmed 
statistical significance (section 5.5.4), proving that participants with a shorter 
length of service were the cohort of respondents more supportive of the 
industry’s’ sponsorship. However due to the small sample size this statistically 
significant result needs to to interpreted with caution. 
 
Similarly, but not of statistical significance, EHO’s with less than 20 years 
service, were twenty six per cent in favour of alcohol sponsorship of sporting 
events (as opposed to 11% of participants with  greater than 20 years 
service).  
 
 
 

6.3 What the Enforcers Say 
 
The initial question in this study sought to determine the EHO’s perception of 
alcohol consumption in Irish society. The majority of respondents agreed that 
the current level of alcohol consumption in Ireland is too high.  
 
The report of the Strategic Task Force on Alcohol made a recommendation 
that, the drinking culture in Ireland required environmental and structural 
changes in the community to reduce alcohol related harm (Department of 
Health and Children, 2004). A large proportion of participants agreed that 
there are high rates of drunkenness on Irish streets at night. These 
observations made by the majority of EHO’s with less than twenty years 
service, points to the ‘binge drinking culture’ prevalent in Ireland today. Nearly 
all of EHO’s participating in the study believe that Irish society still tolerates 
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high levels of alcohol consumption. This consensus by EHO’s demonstrates 
the public health significance of alcohol as a risk factor for disease and 
concurs with Government policy to introduce population-level interventions to 
reduce alcohol consumption. 
 
As mentioned in the literature review, Ingram and Schneider (1990) 
recommended that public support is necessary for successful implementation 
of a statute or law.  Likewise they state the importance of how proposed 
legislation is perceived by the enforcing agent and the agent responsible for 
compliance. Previous to the announcement of the proposed Public Health 
(Alcohol) Bill, the HRB commissioned survey showed a large majority of public 
agreement for measures to address high alcohol consumption in Ireland 
(2012). EHO’s are in favour of enforcing the proposed measures to reduce 
alcohol consumption in Ireland. 
 
The recently published Healthy Ireland Implementation Plan (Health Service 
Executive, 2015) is specifically focused on reducing the burden of chronic 
disease. Alcohol consumption is identified as one of the lifestyle risk factors for 
chronic disease in Ireland (Jennings, 2014). EHO participants in this research 
were strongly in favour of their enforcement role in the implementation of 
measures to reduce the harmful consumption of alcohol. Reflecting the Health 
Research Board public survey (2012), over half of EHO participants believe 
that current regulations on the sale of alcohol are not enforced.  A more 
comprehensive understanding of this opinion by EHO respondents is 
warranted. One of the study limitations as discussed in the next chapter is the 
methodology selected. A mixed methods approach incorporating qualitative, 
semi-structured interviews to further understand the EHO’s role will be a 
recommendation from this research. 
 
Systematic overviews and case studies of interventions to reduce alcohol 
consumption have demonstrated the importance of legislation enforcement 
(Anderson, 2009; Gosselt, Van Hoof, Baas, & De Jong, 2011; Martineau et al., 
2013a). EHO support for Government and Health Service commitment to the 
proposed legislation is the first step in ‘strengthening the public health 
infrastructure’ as recommended by Mensah et al. (2004), and essential to 
combat chronic disease in Ireland. A large majority of participants identified 
the EHO as the authorised officer most suited to enforcing regulations relating 
to: advertising, promoting or selling alcohol at reduced prices; structural 
separation in mixed retail outlets; labelling (of pure alcohol per gram; calorific 
content/health warning). However a significant number (23%) of participants 
believed the Revenue Commissioner should regulate the provisions relating to 
marketing, sales and strength of pure alcohol per gram. As stated previously, 
one of the study limitations is the methodology selected. A mixed methods 
approach incorporating qualitative, semi-structured, in-depth interviews to 
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further understand the EHO’s role will be a recommendation from this 
research. 
 
 
 

6.4 Implementing Population Health Measures 
                                                                                                                                             
‘Alcohol Action Ireland’ was selected by the participants as the preferred non-
governmental organisation (NGO) to raise public awareness of the harmful 
consumption of alcohol. Anderson et al. (2009) in a review of evidence of 
policies and programmes to reduce the harm caused by alcohol, 
recommended that civil society be supported by a non-governmental 
organisation to raise awareness in the community and to advocate change. 

The Public Health (Alcohol) Bill 2015 (Appendix G), makes provision for the 
HSE to object to the licensee’s application for licence renewal. To operate this 
sanction, the majority of EHO participants believe that a ‘memorandum of 
understanding’ is required between the health service and the Garda 
Síochana. In an examination of making policy to combat the harm caused by 
alcohol consumption, Giesbrecht et al. (2011) recommended that a cross 
department approach is needed to achieve a better balance between 
generating revenue and compromising public health and safety impacts. This 
proposed inter-departmental approach to protect the population against 
threats to health and wellbeing, would fulfil one of the goals of Healthy Ireland 
(Department of Health, 2013a). The Healthy Ireland Strategy is the agreed 
Government framework to ensure effective co-operation between the health 
sector and other areas of Government.  

 
The alcohol policy implementation process requires engagement with EHO’s 
and other stakeholders during the formulation of legislation. The majority of 
participants of this research believe that active participation in the preparation 
stage of the legislation would support policy implementation. According to 
Jacobson and Wasserman (1999) in an examination of the implementation 
and enforcement of tobacco control laws,  there is evidence that state and 
local preventive health coalitions are integral to successful enforcement of 
legislation.  
For the Environmental Health Service to effectively enforce alcohol legislation, 
there was strong agreement by participants that additional staff and technical 
resources are needed. As discussed in the literature review, Condon-Paoloni 
(2013) made a recommendation that sufficient resources be provided in a 
study exploring factors that impact the environmental health officers’ role in 
the enforcement of food labelling. 
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Two thirds of participants selected the EHS as the regulatory body most suited 
to control advertising, promoting or selling alcohol at reduced prices. One third 
of the participants believed that enforcing alcohol product labelling (pure 
alcohol per gram), was best suited to a regulatory body outside of the health 
service. Similarly, one third of the participants demonstrated a reluctance to 
enforce regulations on advertising, promoting and selling at reduced prices. As 
discussed in the previous section this significant finding merits further 
investigation. A mixed methods approach incorporating qualitative, semi-
structured, in-depth interviews to further understand the EHO’s role will be a 
recommendation from this research. 
 
Research on the disruption of tobacco sales to minors (DiFranza, 2012) and 
studies on the topic of complying with the minimum drinking age project 
(Wagenaar et al., 2005) highlighted that sufficient enforcement checks are 
necessary for the effective implementation of policy. A large proportion of 
EHO’s are confident that their experience of enforcing the tobacco regulations 
will be supportive of alcohol policy implementation. In March 2004, the 
Republic of Ireland became the first country in the world to implement smoke-
free legislation in the workplace and defined Ireland’s smoke-free law as a 
positive example of how population-level policy can achieve public health 
goals (Fong et al., 2006).  
 
The challenge of staff resources in low and middle income countries is 
discussed by Nagler and Viswanath (2013) in a report addressing the barriers 
to the implemetion of tobacco policy. The report highlighted “compliance 
checks performed by tobacco control NGOs in Hong Kong to see if retailers 
were abiding by youth access laws” (Nagler and Viswanath, 2013:841). 
Insufficient resources was one of the obstacles in the implementation of a 
healthy nutrition programme in Mexico (Barquera et al., 2013), which was 
overcome by strong support and substantial backing by effective civil 
organisations (NGO’s).  
 
Adequate training resources are needed for educating EHO’s in ‘alcohol 
attributable’ risk factors for disease and injury. Mensah et al. (2004) identifies 
‘law as a tool’ to affect health infrastructure and the development of a 
competent work force. As identified by Condon-Paoloni (2013) in the literature 
review section, participants strongly agreed that timely training for EHO’s is 
necessary for effective enforcement of legislation to reduce alcohol 
consumption in Ireland. Responsible server training programmes may also be 
a prerequisite to implementation as described in a study of the effects of 
enforcement and training interventions in Canada (Wagenaar et al., 2005). 
EHO participants of this research agree that a communication strategy is 
required to build public awareness and educate stakeholders. Both are crucial 
steps in implementing and enforcing public health interventions according to 
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Garretsen and Knibbe, ‘A public health campaign to support the 
implementation of possible restrictive measures’ is required of alcohol 
consumption and control policies (1985). It is important that alcohol control 
policy highlights public awareness of the low risk drinking guidelines and the 
long-term consequence of binge drinking (Gosselt et al., 2011).   
 
 

6.5 Strengths and Limitations of the Study 
 
 
A key limitation of this study was the small census population of EHO’s invited 
to participate in this research. Confining the study invitation to EHO 
participants in the Dublin Mid-Leinster region was due to access and time 
restraints. This researcher also worked fulltime as Acting Principal EHO. Due 
to the small census of EHO’s who participated, statistical significance found 
between the age groups must be interpreted with caution. 
 
Volunteer bias (44% responded) and the quantitative nature of the research is 
a further limitation. A similar study drawing on a larger sample size and using 
a mixed methods approach would be beneficial to further understand the 
Environmental Health Officer’s role in the implementation of legislation to 
reduce the consumption of alcohol in Ireland. 
 
 
 
 

6.6 Summary 
 
The knowledge and attitudes of EHO’s to alcohol consumption in Ireland was 
assessed. EHO’s in the HSE, Dublin Mid-Leinster region gave views on their 
enforcement role of the proposed Public Health (Alcohol) legislation. This 
knowledge serves to expand on how EHO’s in Ireland can contribute to the 
effective enforcement of legislation to reduce the harmful consumption of 
alcohol.  A key limitation of this study was the small sample of EHO’s invited to 
participate. A mixed methods approach incorporating qualitative, semi-
structured interviews to further understand the EHO’s role will be a 
recommendation from this research. The next chapter contains a discussion 
on the conclusions and major recommendations. 
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7 CONCLUSION 
 

7.1 Introduction  
 
This chapter sets out the conclusions of the study from both the findings and 
discussion chapters. The limitations of this study are identified and this 
chapter concludes with recommendations for future research, practice and 
policy.  
The purpose of this study was to assess the knowledge and attitudes of 
EHO’s in the Dublin Mid-Leinster region, to the sale and consumption of 
alcohol in Ireland. The research also explored the views of EHO’s on the 
measures to be introduced by the Government to reduce consumption. It was 
anticipated that the knowledge generated from this research could identify the 
barriers to the effective implementation of the legislation to reduce the harmful 
consumption of alcohol. 
 
 

7.2 Revisiting the Objectives of this Study 
 
This researcher welcomes the EHO input to this survey. To date, there has 
been no research in Ireland on the Environmental Health Officers’ role in the 
implementation of health policy. The literature review confirmed the need for 
research on the implementation of policy relating to advertising, availability 
and sale of alcohol in Ireland. National and International evidence on the 
implementation of health policy, with specific reference to the application of 
interventions to reduce the harmful consumption of alcohol, guided this 
research.  
 
The initial question in this study sought to determine the EHO’s perception of 
alcohol consumption in Irish society. The findings of the survey indicate that 
there is a strong belief among respondents that the current level of alcohol 
consumption in Ireland is too high and that Irish society tolerates these high-
levels levels. Nine out of ten participants with less than 20 years service agree 
that there are high rates of drunkenness on Irish streets at night. Observations 
by EHO’s with less than twenty years service points to the ‘binge drinking 
culture’ prevalent in Ireland today. There was almost unanimous agreement 
that information on the harms associated with alcohol should be contained on 
the label. The HSE ‘Low Risk Drinking Guidelines’ were not well known among 
participants and diseases attributable to alcohol are not widely understood. 
 
EHO participants agreed that evidence to reduce consumption such as 
pricing, availability and marketing of alcohol were within Government control. 
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The importance of providing key information to consumers on the risk factors 
associated with alcohol consumption was identified by the EHO’s in this 
research. Well over half believe that current legislation regarding the sale of 
alcohol is not adequately enforced but EHO’s were unanimous in their view 
that Irish society tolerates harmful consumption. Those with longer years 
service were less tolerant of the alcohol industry’s sponsorship of sports and 
musical events. There was full support for banning alcohol advertising directed 
at youths aged seventeen or under.  
 
EHO’s participants strongly believed that effective policies for alcohol control 
can protect population health and wellbeing, save lives and reduce healthcare 
costs. Respondents were also positive that enforcing legislation to reduce 
alcohol consumption provided an opportunity to play a key role in a new and 
important health and wellbeing initiative. Timely-training for EHO’s on alcohol 
epidemiology and increased staff resources were important for establishing 
the capability and capacity of the Environmental Health Service to effectively 
enforce legislation to reduce alcohol consumption.  
 
Although all participants supported the view that key information should be 
provided on alcohol products (toxicity and health warnings) there was less 
support for the EHO’s role enforcing this regulation. Similarly there was less 
support for an enforcement role in the regulation of advertising, promoting and 
sales of alcohol at reduced prices.  
 
Participants responded to questions derived from literature on a range of 
evidence-based criteria for the effective implementation of interventions to 
reduce the harmful consumption of alcohol. A limitation of the study was the 
small sample size. EHO’s in the HSE Health & Wellbeing Division of Dublin-
Mid Leinster only, were invited to participate. Statistical significance derived 
from data analysis must be interpreted with caution due to the small sample 
size. Future research, incorporating a larger sample and utilising a mixed 
methods approach, would explore more fully the understanding of the 
Environmental Health Officers’ role in alcohol policy implementation. 
 
As discussed in the methodology chapter (section 4.4.2), this quantitative 
study achieved “reliability” by using multiple item indicators to illicit data from 
the participants. “Validity” was determined by building on the HRB (2012) 
public survey on their views of the Government measures to reduce alcohol 
consumption. Thus it can be said that this descriptive study achieved its 
objectives. 
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7.3 Recommendations for Future Research 
 
A more comprehensive understanding of the factors that may impact on the 
EHO’s enforcement of alcohol policy is warranted. A key limitation of this study 
was the small sample of EHO’s invited to participate.  EHO’s within the HSE 
Health & Wellbeing Division and the Irish public could benefit from further 
qualitative, semi-structured, in-depth interviews to fully explore the barriers to 
the effective implementation alcohol legislation. Gaps in existing research and 
knowledge, as identified from the literature, may serve as guidance to future 
studies.  
 
The proposed Public Health (Alcohol) Bill 2015 is the most comprehensive 
legislation regarding alcohol consumption in Ireland to date and it is crucial to 
its success that a high level of compliance be achieved.  
 
 
 
 

7.4 Recommendations for policy and practice 
 
The knowledge generated from this study allows for the following 

recommendations. 

 
1. Engagement is needed between policy makers, EHO’s and other 

stakeholders during the formulation of legislation. A cross department 
approach by Government will be required to achieve a better balance 
between generating revenue and compromising public health and 
safety impacts. 
 

2. Adequate resources are needed for educating EHO’s in the 
epidemiology of alcohol related disease and training in Public Health 
(Alcohol) legislation. Additional staff and technical resources are also 
needed for the Environmental Health Service to effectively implement 
policy to reduce alcohol consumption. 
 

3. Local preventive health coalitions are integral to successful 
enforcement of legislation. A communication strategy to build public 
awareness of the harms caused by alcohol is necessary. NGO’s 
(Alcohol Action Ireland) need to be adequately funded by Government 
to sustain enforcement by acting as community advocates. 
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APPENDIX A:  Sample of returned articles per keyword search 
 
 
Keywords Searched  

 
PubMed 

 
ABI/Inform 

 

CINAHL 
 
 
 
 

Alcohol 

 
 
 
 
AND 

 
Policy OR Policies OR Strategy OR Strategies OR Intervention 
 

 
554 
(28 relevant) 

 
109 
(15 relevant) 

 
446 
(27 relevant) 

 
Implementation OR Enforcement OR Compliance 
 

 
121 
(11 relevant) 

 
11 
(3 relevant) 

 
4 
(10 relevant) 

 
Ireland OR Irish 
 

 
68  
(7 relevant ) 

 
12 
(3 relevant) 

 
27 
(0 relevant) 

 
 
Keywords Searched 

 
Cochrane 

 
Alcohol OR Alcohol Control Policies 

53 
(1 relevant) 

 
Alcohol OR Alcohol Consumption OR Alcohol Misuse 

53 
(1 relevant) 
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APPENDIX B:  Permission from Health Research Board 
 
 
 
 
From: Jean Long [jlong@hrb.ie] 
Sent: [Date/Time] 
To: Rose Mc Caul 
Subject: KAB 
!

Dear!Rose!!

!

Please!feel!free!to!use!the!questionnaire!and!adapt!it!where!necessary!to!suit!your!

target!population.!We!ask!that!you!acknowledge!it!as!a!source!document.!The!full!

report!with!questionnaire!is!at!

http://www.hrb.ie/uploads/tx_hrbpublications/Alcohol_E

_Public_Knowledge_Attitudes_and_Behaviours_Report.pdf!

We!would!like!a!soft!copy!for!our!NDC!(alcohol!and!drugs!library).!!

!

Good!luck!with!your!research!

Jean!

!

Dr#Jean#Long!
Head!of!Unit!
Evidence!Generation!and!Knowledge!Brokering!
Health#Research#Board##
An#Bord#Taighde#Sláinte#!
Grattan House 
67-72 Lower Mount Street 
Dublin 2 

!
t!+353!1!2345240!
f!+353!1!6611856!
e!jlong@hrb.ie!!
w!www.hrb.ie!!
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APPENDIX C: Letter to RCEHO Seeking Access to 
Participants 

 
[Address] 

[Date] 
 
 

[Name] 
[Title] 
[Address] 
 

Re: Access to Environmental Health Mailing List  

 

 

Dear [Name] 

 

I am currently completing an MSc in Health Services Management in Dublin 

University, Trinity College. One component of this MSc programme requires I 

undertake a piece of research. My field of research is the proposed legislation 

to reduce alcohol consumption in Ireland and the compliance implications for 

Environmental Health Officers’ in their role in the delivery of this service. 

I am writing to request access to individual Environmental Health Officers 

(EHOs) working in Dublin Mid-Leinster, via the EH National Office. Enclosed is 

the letter inviting EHOs to participate in the completion of an anonymous 

questionnaire regarding their knowledge, attitudes and views of the measures 

to be introduced by the Irish Government to reduce alcohol consumption? 

 

I have also enclosed the Participants Information Leaflet along with the 

questionnaire for your information. 

This exploratory research will highlight the role of the Environmental Health 

Officer in the delivery of policy to reduce alcohol consumption and to identify 

the necessary supports required to enable effective enforcement of the 

proposed Public Health (Act). 

 
Yours sincerely, 
 
__________________ 
Rose Mc Caul, 
Acting Principal EHO 
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APPENDIX D:  Participant Invitation Letter 
 

[Address] 
[Date] 

 
 

Re: Invitation to Participate in Questionnaire Survey. 
 
 

Dear 
 
Please see attached questionnaire (Survey Monkey) in regard to a research 

study I am undertaking as part completion of a MSc. in Health Services 

Management, Dublin University, Trinity College. 

 

With your help, this research will highlight the role of the Environmental Health 

Officer (EHO) in the delivery of policy to reduce alcohol consumption and to 

identify the necessary supports required to enable effective enforcement of the 

proposed Public Health (Alcohol) Act. 

 

The research is being undertaken by me, under the supervision of Professor 

Joseph Barry, School of Medicine, Department of Public Health and Primary 

Care, Dublin University, Trinity College.               

 

I have gained permission from the Regional Chief EHO of the Dublin Mid-

Leinster Environmental Health Service and the study has also been approved 

by the HPM/CGH Research Ethics Committee, Dublin University, Trinity 

College. 

 

EHOs, employed by the Health Service Executive in Dublin Mid-Leinster have 

been invited to complete this is anonymous questionnaire. 

 

If you do decide to take part in the survey, thank you. However, you are under 

no obligation to do so. The questionnaire should take no longer than fifteen 

minutes to complete.  

 

All of these questionnaires are anonymous and are not coded in any way. 

There will be no reference to any individual or office location that has taken 

part in this research, and I assure you that this questionnaire will be used for 
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the sole propose of my research. I would greatly appreciate your time in this 

matter but I fully understand if you do not wish to participate. 

 

The attached Participant Information Leaflet will clarify the research further 

and if you have any further queries please contact me on [mobile number] or 

[email address] 

I will ensure the results of my research are made available to you. 

 

 

Yours sincerely, 

 

__________________________ 

Rose McCaul, 

Acting Principal EHO. 
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APPENDIX E:  Participant Information Leaflet 
 
Study Title:  Measures to Reduce Alcohol Consumption in Ireland: 

Understanding the Environmental Health Officers’ Roles and 

the Implications for Compliance.  

 

Name of Investigator:  Rose McCaul 

Name of Supervisor:   [Name Surname] 

 

This study is conducted in partial fulfilment of the M. Sc. Health Services 

Management at Dublin University, Trinity College. 

 

Outline of Study 

‘Alcohol consumption is the world’s third largest risk factor for disease and 

disability; in middle income countries, it is the greatest risk’. World Health 

Organization, 2011 

Alcohol consumption in Ireland is among the highest in the OECD countries, 

with a consumption of 11.6 litres of alcohol per adult in 2011.  

In response to the 2012 Steering Group report on a National Substance 

Misuse Strategy, the Government of Ireland has approved the drafting of 

public health legislation to deal with alcohol-related harm.  

The Environmental Health Officer (EHO) has been identified to enforce 

proposed legislation relating to the sale, supply and availability of alcohol 

products. 

The aim of this research is to find out how this proposed legislation to reduce 

alcohol consumption in Ireland is perceived by EHOs and to explore 

requirements for effective enforcement. 

 

Purpose of the Study 

International research has demonstrated that effective implementation of 

alcohol policy is linked to enforcement strategy.  This study aims to determine 

the knowledge, attitude and views of Environmental Health Officers (EHOs), 

on the measures to be introduced by the Irish Government to reduce alcohol 

consumption. This exploratory research will contribute to understanding the 

role of EHOs in the health service and to identify the necessary supports 

required to enable effective enforcement of the proposed Public Health (Act).  
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Method of Data Collection 

 
This research design is quantitative and exploratory. This survey will be 

completed using ‘Survey Monkey’. Information will be gathered via the use of 

an anonymous questionnaire. 

The questionnaire is developed on the basis of the HRB 2012 survey, 

‘Alcohol: Public Knowledge, Attitudes and Behaviours’. 

Results of scientific research have shown that environmental health officers 

through their work practices and especially in their enforcement role, have the 

capacity to affect the implementation of policy. The questions in this survey 

will reflect the knowledge, attitude and views of EHOs towards the purchasing 

and consumption of alcohol: including their opinion on the proposed legislation 

to be implemented by the Environmental Health Service. 

The Regional Chief EHO has given permission to recruit participants through 

the Environmental Health National Office email list. The questionnaire will be 

distributed seven days following receipt of this Participant Information Leaflet.  

 

Questionnaire: 

You have been selected to participate in the survey. 

I am enclosing a questionnaire which I would ask you to complete and return 

to rose.mccaul@hse.ie  before date. Instructions on how to complete the 

questionnaire are included in the document.  Return of this questionnaire 

implies consent. 

 

Voluntary Participation.  

Participation in this study is voluntary and you are not obliged in any way to 

take part.  

 

Benefits/Risks of Participation 

It is hoped that this study will inform the Environmental Health Service of the 

potential enablers and barriers to the enforcement of the proposed Public 

Health (Alcohol) Act by EHOs. 

There are no anticipated risks associated with participation in the survey. 

Exclusion from Participation 

EHOs employed by HSE in Dublin Mid-Leinster and who work on an agency 

basis for Local Authorities. 
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Confidentiality and Data Storage 

Please note that a feature of this ‘Survey Monkey’ (electronic questionnaire) is 

anonymity.  The EH National Office will distribute and collect the questionnaire 

to ensure participants email addresses and IP addresses are not linked to the 

responses. Only the researcher and her supervisor will have access to 

anonymous raw data and this will be held by the researcher under secure 

storage for five years as specified by Trinity College. 

 

Compensation  

This study is covered by standard indemnity insurance.  Nothing in this 

document restricts or curtails your rights. 

 

Permission    

Ethical approval for this research has been granted by HPM/CCG Research 
Ethics Committee Dublin University, Trinity College. 

 
If you have any queries or require further information please contact me 

at [email] 

Work: [number]  Mobile:  [number] 
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APPENDIX F:  Questionnaire 
 
MEASURES TO REDUCE ALCOHOL CONSUMPTION IN IRELAND  
  
Thank you for taking the time to participate in this survey questionnaire. 

The questionnaire is composed of 3 sections and will take no longer than 15 
minutes to complete. 
Section 1:  Views on Alcohol Consumption in Ireland 
Section 2:  The Sale of Alcohol in Ireland 
Section 3:  Views on the Proposed Legislation to Reduce Alcohol 
Consumption in Ireland 

This research questionnaire 'SurveyMonkey' is completely anonymous and 
there are no negative consequences for not participating.  

The questionnaire has been issued to Environmental Health Officers 
employed by the HSE and working in Dublin Mid-Leinster. 
  

In order to progress through this survey, please use the following navigation 
links: 
- Click the Next >> Button to continue to the next page. 
- Click the Previous >> Button to return to the previous page. 
- On the final page Click the Done >> Button  to submit your survey.  
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SECTION 1: 
VIEWS ON ALCOHOL CONSUMPTION IN IRELAND 

 

 

 

1. The Steering Group on substance misuse reported to the Irish Government 
in 2012, that 1.5 million people drink in a harmful pattern, and alcohol 
misuse in Ireland is a serious problem with 2000 of our hospital beds 
occupied each night by people with alcohol related illness or injury.  

Do you agree that  effective policies for alcohol control can protect population 
health and wellbeing, save lives and reduce healthcare costs? 

 

2. Three groups are involved in the sale of alcohol; the alcohol industry, 
people who drink alcohol and the State which provides the licences to 
produce and sell alcohol. When it comes to contributing towards the costs 
of  excessive alcohol consumption which group, if any, is responsible for 
meeting the costs associated in terms of health related harm? 

 People who drink alcohol 

 Alcohol Industry 

 The State (through taxation) 

 Don't know 

3. When it comes to contributing towards the costs of  excessive alcohol 
consumption which group, if any,  is responsible for meeting the costs 
associated in terms of public disorder, relationship difficulties or financial 
loss? 

 People who drink alcohol 

 Alcohol Industry 

 The State (through taxation) 

 Don't know 
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4. In terms of the Garda Siochana, to what extent do you agree or disagree 
with the following? 
The Garda Siochana do enough to ensure that... 

 
5. To what extent do you agree or disagree with the following? 

 

6. In terms of the HSE, to what extent do you agree or disagree with the 
following? 

The HSE should take a proactive approach to ensure that.... 

not granted or renewed in places that are associated with alcohol-related public order offences. 

 

  
Strongly 
disagree Disagree 

Neither agree 
nor disagree Agree Strongly agree Don't know 

Pubs do not sell 
alcohol to people 
already under the 
influence of alcohol. 

Off licences and other 
shops do not sell 
alcohol to people 
aged under 18. 

Pubs in my area close 
on time. 

  
Strongly 
disagree Disagree Neutral Agree Strongly Agree Don't know 

Alcohol licences are 
not granted or 
renewed in places that 
are associated with 
breach of licencing 
laws. 
Alcohol licences are 
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7. Enforcement powers in respect of the legislation to be enacted to tackle 
alcohol misuse represents an opportunity for the Environmental Health 
Service to play a key role in a new and important Health and Wellbeing 
initiative? 

 Strongly Agree 

 Disagree 

 Neither Agree no Disagree 

 Agree 

 Strongly Agree 

 Don’t Know 
 
 
 
 
 
 
SECTION 2: 
THE SALE OF ALCOHOL IN IRELAND 

8. To what extent do you agree or disagree with the following? 

 

9. At what age do you believe it is acceptable for children or teenagers to be 
allowed to drink alcohol at home by their parents? 

 

10. At what age do you think it is acceptable for children or teenagers to have 
alcohol purchased for them by their parents? 
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11. With regard to the sale of cans and bottles of alcoholic drinks. Which, if 
any of the following information should be displayed on the can or bottle? 

 
12. With regard to the marketing of alcohol. Which of the following should be 

allowed and what you feel should not be allowed? 

 

13. A 'standard drink' is a term used to measure the amount of alcohol in an 
alcoholic drink. 

A half pint of beer or larger contains 1 standard drink. 
What is the maximum recommended number of standard drinks a man should 
not exceed in a week? 

 

 

  Yes No Don't know 
The strength of the 
alcohol in that drink. 

The number of 
calories in that drink. 

Warning information 
about the harms 
associated with 
alcohol. 

The ingredients used 
in drink. 
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14. A 200 ml glass of wine contains two standard drinks. 
What is the maximum recommended number of standard drinks a woman 
should not exceed in a week? 

 
 
 
15. For each of the following statements, can you indicate whether they are 

true or false? 
Drinking more than the recommended number of standard drinks in a week 
can... 

  

  True False Don't know 

lead to liver disease. 

lead to pancreatitis. 

lead to stomach 
ulcers. 

lead to high blood 
pressure. 

increase a womans 
risk of breast cancer. 

increase skin cancer. 

Increase risk of  bowel 
cancer. 
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SECTION 3: 
VIEWS ON PROPOSED LEGISLATION TO REDUCE ALCOHOL 
CONSUMPTION 

16. With regard to enforcement powers, which professional officer is best 
suited to enforce regulations relating to... 

 
products specifying calorific content and health warnings about consumption of alcohol 

during pregnancy?   ! ! ! ! ! !! !

17. In raising awareness of the significance of harmful drinking in the broader 
community and society, which of the following NGO's do you feel the 
Government should support? 

 Alcohol Forum 

 Environmental Health Association of Ireland 

 Alcohol Action Ireland 

 Don't know 

18. For the granting and renewal of alcohol licences do you envisage a 
memorandum of understanding between the Garda Siochana and the 
Environmental Health Service? 

 
 
 
 
 
 
 
 
 
 
19. To what extent do you agree or disagree with the following? 

  EHO Garda Siochana Customs and Excise Other 
advertising, 
promoting or selling 
alcohol at reduced 
prices or free of 
charge? 

the structural 
separation of alcohol 
 in mixed-trading 
outlets? 

the labeling of alcohol 
products specifying 
the amount of pure 
alcohol content in 
grams? 

the labeling of alcohol 
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Health Service will require additional staff and technical resources to 
enforce the proposed legislation to reduce the harmful consumption of 

 
EHO's 
experie 
nce of 
enforci
ng the 
Tobacco 
Acts will support the!!
implementation of  
Public Health Alcohol legislation 

 in retail  ! ! ! ! ! !! !! !
! ! !!  

 

20. Gender 

 
21. Length of service in the HSE? 

  

 

  Strongly Disagree Disagree 
Neither Agree nor 

Disagree Agree Strongly Agree 
Active participation 
by EHO's is required 
in 
the preparation stage  
for implementing the 
proposed legislation 
to reduce the harmful 
consumption of 
alcohol. 
The Environmental 

alcohol. 

Timely training for 
EHO's is required to 
enforce  the proposed 
legislation to reduce 
the harmful 
consumption of 
alcohol. 

An 

outlets. 

Increased consumer 
education regarding 
the harmful use of 
alcohol is needed to 
reinforce the role of 
the EHO monitoring 
compliance. 

 1 - 10 years 

10  - 20 years 

20  - 30 years 

30  - 40 years 
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There are no further questions. 

Thank you for the time taken to complete this survey questionnaire.  

With your help this research will highlight the role of the Environmental Health 
Officer in the delivery of policy to reduce alcohol consumption and to identify 
the necessary supports required to enable effective enforcement of the 
proposed Public Health (Alcohol) Act. 

Please proceed to click the Done >>button and your survey response will be 
submitted. 
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APPENDIX G:  The Public Health (Alcohol) Bill 2015 
 
 

GENERAL SCHEME OF THE 
 

PUBLIC HEALTH (ALCOHOL) BILL 2015 
 

  
A Bill to provide for:  
  
1) Health labelling of alcohol products which will see  

a) Health warnings and advice (including for pregnancy) on all alcoholic 
products containers (bottles, cans etc.) and on promotional materials;   

b) The amount of pure alcohol as measured in grams and the calorie 
count contained in each container/measure on the label/container.   

  
  
2) Minimum unit pricing for retailing of alcohol products  

  
  

3) Regulation of marketing and advertising of alcohol, specifically to  
a) limit marketing and advertising of alcohol on television and radio from 

2016 to evening hours  
b) limit marketing and advertising of alcohol in cinemas to films classified 

as over  
18s  

c) restrict marketing and advertising of alcohol in outdoor media from 
2018   

d) restrict marketing and advertising of alcohol in print media  
e) restrict sponsorship by alcohol companies  
f) set limits on how alcohol is portrayed in advertisements   

  
  
4) Enforcement powers for Environmental Health Officers in relation to  

a) provisions on minimum unit pricing for retailing of alcohol products  
b) provisions on health labelling  
a) regulations relating to the control of marketing and advertising of 

alcohol products  
b) regulations relating to the sale, supply and consumption of alcohol 

products under section 16 of the Intoxicating Liquor Act 2008  
c) structural separation of alcohol from other products under section 9 of 

the  
Intoxicating Liquor Act 2008 which may be commenced   

d) any other provision(s) which require enforcement measures  
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Contents  
  
Heads  
  
! PART I  PRELIMINARY AND GENERAL  
  
1) Short Title and Commencement  
2) Interpretation  
3) Regulations  
4) Expenses  
  
  

PART II LABELLING AND MINIMUM PRICING  
  

5) Labelling of Alcohol Products  
6) Minimum Unit Pricing of Alcohol Products  
7) Calculation of Minimum Unit Price Alcohol Products  
8) Application of the Act to registered clubs   
  
  

PART III CONTROL OF MARKETING AND ADVERTISING  
  

9) Control of marketing and advertising of alcohol products  
  
  

PART IV ENFORCEMENT  
  

10) Authorised Officer  
11) Powers of Authorised Officers  
12) Service of documents  
13) Fixed Payment Notice for Offences  
14) Executive may publish information respecting certain persons  
15) Amendment of section 9 of the Intoxicating Liquor Act 2008  
16) Amendment of section 16 of the Intoxicating Liquor Act 2008  
  
  

PART V OFFENCES, PENALTIES AND PROCEEDINGS  
  

17) Offences  
18) Offences by bodies corporate  
19) Penalties  
20) Proceedings  
PART I    PRELIMINARY AND GENERAL  
  
  
Head 1 – Short Title and Commencement  
  
This Head provides that:  



!!

! 90!

  
(1) This Bill may be cited as the Public Health (Alcohol) Bill 2015.   
   
(2) This Bill comes into operation on such day or such days as the Minister 

may appoint by order or orders either generally or with reference to any 
particular purpose or provision, and different days may be so appointed for 
different purposes and different provisions.  

  
  
  
Explanatory Note  
  
This is a standard provision containing the title and commencement date.  
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Head 2 – Interpretation  
  
This Head provides that:  
  
(1) In this Bill -   

Advertisement includes any form of commercial communication, 
recommendation or action with the aim, effect or likely effect of promoting an 
alcohol product or alcohol use either directly or indirectly.  

Alcohol means pure ethyl alcohol;  
  
Alcohol product means intoxicating liquor under the Licensing Acts 1833 to 
2011;   
  
Authorised officer means a person under Head 10;  
  
Child means a person who has not attained the age of 18;  
  
Employee means a person who has entered into or works under (or, where 
the employment has ceased, entered into or worked under) a contract of 
employment and includes a fixed-term employee, temporary employee, a 
person who is training for employment or receiving work experience and a 
member of the family of an employer and references, in relation to an 
employer, to an employee shall be construed as references to an employee 
employed by that employer;  
  
Employer, in relation to an employee –   

(a) means the person with whom the employee has entered into or for 
whom the employee works under (or, where the employment has 
ceased, entered into or worked under) a contract of employment,  

(b) includes a person (other than an employee of that person) under 
whose control and direction an employee works, and  

(c) includes, where appropriate, the successor of the employer or an 
associated employer of the employer.  

  
Executive means the Health Service Executive;  
  
Intoxicating Liquor means any alcohol product which is chargeable to alcohol 
products tax under section 75 of the Finance Act 2003 and is not relieved 
from such tax by section 77 of that Act;  
  
Licence means a licence for the sale of intoxicating liquor, whether granted on 
production or without production of a certificate of the Circuit Court or District 
Court;  
  
Licensed premises means premises for which a licence is in force and, in 
relation to a licensee, means the licensed premises of the licensee;  
  
Licensee means the holder of a licence;  
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Mark includes any line, letter, number, symbol, graphic or image, other than a 
trademark;  
  
Marketing means any form of commercial communication or message that is 
designed to increase or has the effect of increasing, the recognition, appeal 
and/or consumption of particular products and services;  
  
Minister means the Minister for Health;  
  
Minimum Unit Price means the minimum price per 10 grams of alcohol;  
  
Minimum price means the minimum price for alcohol products as prescribed in 
Head 7;  
  
Off-licence means a licence for the sale of intoxicating liquor for consumption 
off the premises and has the same meaning as that prescribed to it under the 
Licensing Acts ;  
  
On-licence means a licence for the sale of intoxicating liquor for consumption 
either on or off the premises.  
  
Premises includes a building, a dwelling or other structure, or part of a 
building, dwelling or other structure, a vessel, a vehicle, a tent, caravan or 
other temporary or movable structure.  
  
Publication means a newspaper, magazine, journal, or any other periodical;  

Sponsorship means any form of contribution to any event, activity or individual 
with the aim, effect or likely effect of promoting an alcohol product or alcohol 
use either directly or indirectly;  

Trademark has the meaning assigned to it by section 6 of the Trade Marks 
Act, 1996.  
  
  
Explanatory Note  
  
This head provides for the definition of certain terms used in the Bill.   
  
The definition of alcohol referred to in this Bill is taken from the section 73 of 
the Finance Act, 2003.  The definition of alcohol products is taken from the 
Draft Statutory Code of practice on the display and sale of alcohol products in 
mixed trading outlets.  
  
The definition of off-licence and on-licence comes from section 2 of the 
Intoxicating Liquor Act, 2008; all other definitions above are taken from 
section 2 of the Intoxicating Liquor Act 2003.  
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The definition of advertisement has been adapted from Article 1 of the WHO 
Framework Convention on Tobacco Control.  
  
The definition of sponsorship has been adapted from Article 1 of the WHO 
Framework Convention on Tobacco Control.  

The definition of marketing comes from the WHO Global Strategy to Reduce 
the Harmful Use of Alcohol 2010.  
Definitions of ‘employee’, ‘employer’ and ‘premises’ come from section 1 of 
the Public Health (Sunbed) Act 2014.    



!!

! 94!

Head 3    Regulations  
  
This Head provides that:  
  
(1) The Minister may by regulation provide -   

(a) for any matter referred to in this Bill as prescribed or to be 
prescribed, or  (b) for any matter that appears to the Minister to 
be necessary or expedient for bringing this Bill into operation.   

  
(2) Without prejudice to any provision of this Bill, regulations under this head 

may contain such incidental, supplementary and consequential provisions 
as appear to the Minister to be necessary or expedient for the purposes of 
the regulations.  

  
(3) Every regulation under this Bill shall be laid by the Minister before each 

House of the Oireachtas as soon as may be after it is made and, if a 
resolution annulling the order or regulation is passed by either such House 
within the next 21 days on which that House sits after the order or 
regulation is laid before it, the order or regulation shall be annulled 
accordingly but without prejudice to the validity of anything previously 
done thereunder.  

  
  
  
Explanatory Note  
  
This is a standard provision in regard to Ministerial powers to make 
regulations.    
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Head 4   Expenses  
  
This Head provides that:  
  
(1) The expenses incurred by the Minister in the administration of the Bill 
shall, to such extent as may be sanctioned by the Minister for Public 
Expenditure and Reform, be paid out of monies provided by the Oireachtas.  
  
  
  
Explanatory Note  
  
This is a standard provision in regard to the cost of the administration of the 
Act.    
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PART II    LABELLING AND MINIMUM UNIT PRICING  
  
Head 5    Labelling of Alcohol Products  
  
Without any prejudice to existing labelling requirements under Food 
legislation, this Head provides:  
  
(1) It shall be an offence for a 

person to –  (a) Manufacture  
(b) Import  
(c) Sell (by retail or otherwise)  
(d) Offer or expose for sale  
(e) Invite the making by a person of an offer to purchase  
(f) Distribute free of charge, or  
(g) Supply for any of those purposes (whether or not for profit),   

  
any alcohol product container that does not bear:  
  

(a) the quantity in grams of alcohol;  
(b) energy value;  
(c) a warning about the danger of consuming alcohol  
(d) a warning about the danger of consuming alcohol when pregnant.  

  
(2) It shall be an offence for a 

person to -  (a) publish  
(b) display  
(c) distribute free of charge, or  
(d) supply   

  
any advertisement on alcohol products that does not bear:   

  
(a) a warning about the danger of consuming alcohol  
(b) a warning about the danger of consuming alcohol when pregnant.  

  
(3) For the purposes of the 

information at subheads (1) 
and (2), the Minister may 
prescribe its:  

  
(i) manner and form; or  
(ii) any marks, tags and labels for use on the alcohol product and the manner 

of their use.  
  
In prescribing matters referred to above, the Minister shall have regard to the 
need to increase the effectiveness of health warnings on alcohol products.  
  
(4) A licensee with an on-licence shall display a notice prominently inside the 
premises where the business is carried on as prescribed for any quantity, 
measure, or unit of alcohol being supplied or sold:  
  
(i) the quantity in grams of alcohol;  
(ii) energy value;  
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(iii) a warning about the danger of consuming alcohol  
(iv) a warning about the danger of consuming alcohol when pregnant.  
  
(5) A licensee with an on-licence shall supply upon request a document 
providing for any quantity, measure, or unit of alcohol being supplied or sold:  
  
(i) the quantity in grams of alcohol;  
(ii) energy value;  
(iii) a warning about the danger of consuming alcohol  
(iv) a warning about the danger of consuming alcohol when pregnant.  
  
(6) The requirements in subheads 4 and 5 shall not apply to any quantity, 
measure or unit of alcohol product being sold in a container.  
  
(7) For the purposes of the information at subhead (4) the Minister may 
make regulations prescribing its:  
  
(i) manner and form;  
(ii) any marks, tags and labels for use on the notice and the manner of their 

use; or (iii) any information to accompany the alcohol product when it is 
supplied by a licensee.  

  
In prescribing matters referred to above, the Minister shall have regard to the 
need to ensure the effectiveness of health warnings on alcohol products and 
accompanying information.  
  
(8) The requirements of this Bill shall only apply to alcohol products for sale in 

the State.   
  
(9) In proceedings for an offence under this head, an alcohol product 

container that purports to bear the name of the manufacturer or importer of 
that product shall, unless the contrary is proved, be evidence that the 
alcohol product was manufactured or imported, as the case may be, by 
the person concerned.  

  
  
  
Explanatory Note  
  
The National Substance Misuse Strategy Steering Group recommended that:  
  

“Labels on alcohol products sold in Ireland should include the number 
of grams of alcohol per container, along with calorific content and 
health warnings in relation to consuming alcohol including during 
pregnancy.” (page 22)  
  

Research shows that accurate information on the alcohol content of specific 
beverages is essential to promote drinker’s tracking of alcohol intake. 
However, ‘standard drink’ or units are widely misunderstood by the general 
public (Kerr and Stockwell, 2012).  In Ireland, a survey conducted in 2012 by 
Ipsos MRBI on behalf of the Health Research Board, showed that very few 
people understand what a standard drink is.  In addition, the majority 



!!

! 98!

supported labelling alcohol containers to include calories (82%), alcoholic 
strength (98%), ingredients (91%) and health warnings (95%).   
  
For the purpose of this Bill, the display of grams of alcohol is inextricably 
linked to the provision for a minimum price per gram of alcohol at heads 6 and 
7.  Therefore having grams of alcohol on the label will facilitate the monitoring 
and enforcement of this pricing measure.  
  
Subhead (1) is modelled on section 15 of the Public Health (Standardised 
Packaging of Tobacco) Bill 2014.    
  
Subhead (2) aims to implement the government decision that health labelling 
will also apply to promotional materials.    
  
The purpose of subhead (4) is to oblige on-licenses selling intoxicating liquor 
in draught form or in glasses or any other container for consumption on the 
premises to display relevant information about such intoxicating liquor – given 
that such intoxicating liquor is poured for the purpose of consumption on the 
premises.   
  
The purpose of subhead (5) is to oblige on-licenses selling intoxicating liquor 
in draught form or in glasses or any other container for consumption on the 
premises to be able to provide relevant information about such intoxicating 
liquor – given that such intoxicating liquor is poured for the purpose of 
consumption on the premises.   
  
The purpose of subhead (6) is to exempt an on-licence from having to display 
on the notice relevant information about intoxicating liquor products that are 
not sold on draught or supplied at the bar poured in a glass or other container. 
The rationale for this is simply that such information is already covered by 
subhead (2); and hence, bottles, cans and other closed containers sold in any 
outlet will already have this information displayed on the bottle, can or 
container. In the absence of this provision, it could be interpreted that the 
notice for display in the on-licence must include information already contained 
on bottles and cans of intoxicating liquor that are already covered in subhead 
(2).  
  
In relation to requirements at subheads (3) and (7), these will be finalised 
following planned research on labelling. A mixed methodology research 
project will be carried out to design a selection of ‘mock labels’ and then test 
them through focus groups on targeted groups to ascertain the best design to 
provide clarity and fulfil the objectives of the legislative proposals.  
  
Subhead (8) indicates that the provisions of the Bill relate to alcohol products 
which are placed on the market for sale within Ireland only.  Alcohol products 
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for export are not covered by this Bill.  Products that are purchased by a 
person in another jurisdiction for his/her personal use are not covered by this 
Bill.  This subhead is modelled on section 7 (12) of the Public Health 
(Standardised Packaging of Tobacco) Bill 2014.  
  
Subhead (9) is modelled on section 19 of the Public Health (Standardised 
Packaging of Tobacco) Bill 2014.    
  
  
  
! 6  Minimum Price of Alcohol Products  
  
This Head provides that:  
  
(1) It shall be an offence to:  

  
(a) Sell or supply alcohol products on the licensed premises at a price 

that is below the minimum price of that product concerned;  
  

(b) advertise or promote the sale or supply of alcohol products at a price 
that is below the minimum price of that product concerned;  

  
(c) sell or supply alcohol product at a price that is below the minimum 

price of that alcohol product concerned on the purchase of any 
quantity of alcohol product;  

  
(d) advertise or promote the sale or supply of alcohol product at a price 

that is below the minimum price of that alcohol product concerned 
on the purchase of any quantity of alcohol product.  

  
(e) where an alcohol product is supplied together with other products or 

services for a single price, sub-paragraph (a) and (b) shall apply as if 
the alcohol product were supplied on its own for that price.  

  
  
  
Explanatory Note  
  
This section provides for Minimum Unit Pricing of alcohol products.  Minimum 
Unit Pricing sets a minimum price for alcoholic drinks, (based on the number 
of grams in the drink), below which alcohol cannot be sold.  The aim is to 
prevent the sale of alcohol products at very cheap prices.  
  
The measure is targeted at those who have a harmful alcohol consumption 
pattern and should therefore only have a marginal effect on moderate 
drinkers.  Hazardous and harmful drinkers drink proportionately more alcohol 
which is cheaper relative to its strength.  The measure is able to target 
cheaper alcohol relative to its strength because the minimum price is 
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determined by and is directly proportionate to the amount of pure alcohol in 
an alcohol product.  
  
Minimum Unit Pricing has been found to be an effective and proportionate 
policy measure to tackle the misuse of alcohol.  There is strong and clear 
scientific evidence that an increase in alcohol prices reduces hazardous 
drinking and serious alcohol related problems.    
  
In Ireland, the Steering Group Report on a National Substance Misuse 
Strategy, 2012 recommends the introduction of a minimum pricing regime on 
alcohol products, based on the number of grams of alcohol in the drink.  
  

 
.
  
Head 6 makes it illegal to sell or advertise for sale an alcohol product at a 
price below its minimum price.  
  
Subhead 1(a) refers to section 20 of the Intoxicating Liquor Act 2003 and 
section 2(6A)(1) of the Alcohol (Minimum Pricing) (Scotland) Act 2012.  
  
The purpose of subheads 1(c) and 1(d) is to ensure that alcohol is not sold at 
a price below its minimum price as a result of applying discounts for bulk 
buying.  Section 1(2)(6A)(2) of the Alcohol (Minimum Pricing) (Scotland) Act 
2012; section 16(1) of the Intoxicating Liquor Act 2008; and section 20 of the 
Intoxicating Liquor Act 2008 are relevant to this section.  
  
The purpose of subhead 1(e) is to ensure that alcohol is not sold at a price 
below its minimum price when supplied with other products or services, for 
example, where a bottle of beer is packaged with and sold with a branded 
glass or a bottle of wine is sold with food as part of a “meal deal”.  In these 
cases the minimum price would be the minimum price that would apply to the 
alcohol if sold on its own.  The package must be sold at (or above) the 
minimum price and no account is taken of the elements of the package which 
are not alcohol.  This subhead is modelled on section 1(2)(6A)(2) of the 
Alcohol (Minimum Pricing)(Scotland) Act 2012.   
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7    Calculation of Minimum Unit Price of Alcohol Products  
  
This Head provides that:  
  
(1) The minimum unit price of an alcohol product is to be calculated using 
the following    formula:  
  

Minimum unit price x No of grams of alcohol = minimum price of alcohol 
product.  

  
(2) The Minister may make regulations for the purpose of prescribing the 
minimum unit price per gram of alcohol.  
  
In prescribing matters referred to above, the Minister shall have regard to the 
aim of minimum unit price to prevent the sale of alcohol at very cheap prices 
and the effectiveness of minimum unit price at targeting those who have a 
harmful alcohol consumption pattern.  
  
(3) For the purposes of determining the number of grams of alcohol in a 
container at subhead (1), the number of grams of alcohol specified on the 
container shall be taken.  
  
  
  
Explanatory Note  
  
The setting of a minimum price will be done by way of regulations.  It is the 
intention to publish the proposed minimum unit price in tandem with the Bill to 
enable a fully informed debate on the impact of minimum price on 
consumption, related harms and cost to society.  
  
Head 5 outlines labelling requirements for all alcoholic products, that is, that 
all alcoholic products must include information on the quantity of grams of 
alcohol in the product, the quantity of calories in the product and specified 
warnings.  
  
Therefore, all containers in which alcohol is sold must display the weight of 
alcohol in that container measured according to grams.    
  
The specific g/ml density of ethyl alcohol is 0.789  
  
0.789 grams of alcohol = 1 ml  
1 gram of alcohol   = 1/0.789 = 1.267ml  
  
The amount of grams of alcohol in a drink is calculated as follows:  
  
Volume of liquid x % ABV (Per Cent Alcohol by Volume)  
1.267 (Specific density of ethyl alcohol)  
  
E.g. 500ml can of full strength beer at 5% alcohol by volume  
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500ml x 5/100 x 0.789g/ml  
  
500ml x 0.05 x 0.789g/ml = 19.72 grams   
  
Minimum Pricing is calculated as follows:  
  
Minimum Unit = 10grams   
  
Minimum Unit Price = (€ for 1 gram of Alcohol) x (number of grams) = 
Minimum Price  
  
Subhead (1) explains how Minimum Unit Pricing is calculated.  
  
Subhead (2) is an enabling provision that gives the Minister the power to 
prescribe the minimum unit price per gram of alcohol; and to adjust it without 
recourse to primary legislation if circumstances warrant it.    
  
On subhead (3), the EU Commission Directive 87/250/EEC and Directive No 
2000/13/ED of the European Parliament and the Council of 20th of March, 
2000 refer to the labelling, presentation and advertising of foodstuffs.  The 
latter Directive was transposed by the European Communities (Labelling, 
Presentation and Advertising of Foodstuffs) Regulation 2002, SI No 484 of 
2002. Article 13(3) of this regulation stipulates that it shall be obligatory to 
indicate the alcoholic strength by volume in the labelling of certain alcoholic 
beverages that are intended for use by consumers; in addition, it stipulates 
that this labelling shall be in accordance with Commission Directive 
87/250/EEC of the 15th of April, 1987.  This allows for specific tolerances for 
the declared Alcohol strength By Volume (ABV).  
  
So for example, in accordance with Article 3(1)(b) of 87/250/EEC, beers 
having an alcohol strength not exceeding 5.5% volume are permitted to have 
a + or – 0.5% variation in their declared strength; and thus this tolerance 
inevitably means that the actual strength of the alcohol may differ from the 
declared strength on the label.  
  
This subhead takes account of this by opting for the declared strength on the 
label (converted into grams of pure alcohol, which shall equally be declared 
on the label as provided for in Head 5) when calculating the minimum price of 
the alcohol serving.   
  
The minimum price for alcohol drinks mixed together, such as for a cocktail, 
must be calculated by reference to the total number of grams of pure alcohol 
in the cocktail.  Thus the minimum price for each alcoholic drink would be 
calculated by reference to subhead (8)(3) as if it were being sold on its own, 
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and then aggregated with the similarly calculated minimum price of each 
additional alcoholic drink in the cocktail.  
  
Since a minimum price does not apply to non-alcoholic drinks, then mixing 
them with alcoholic drinks has no impact on the minimum price of the cocktail.  
  
Subhead (3) is adapted from section 1(2)(6A(5)) of the Alcohol (Minimum 
Pricing) (Scotland) Act 2012.  
  
! 8  Application of the Act to registered clubs   
  
This head provides that:  
  
(1) All of the provisions of this General Scheme of a Bill shall apply in relation 
to a club registered under the Registration of Clubs Act 1904 to 2008, as if 
references in those provisions to a licensee and to licensed premises were 
references to the secretary of such a club and to that club’s premises and with 
any other necessary modifications.  
  
  
  
Explanatory Note  
  
The purposes of this head is to ensure that all of the provisions in the Bill that 
apply to licensed premises and licensees, as defined in the interpretation 
head, are equally applied to registered clubs under the Registration of Clubs 
Act 1904 to 2008. By its nature, a club is owned by its members and 
technically, a member receiving intoxicating liquor in a club is serving 
intoxicating liquor to him/herself given that the intoxicating liquor is bought by 
the members for their consumption. This provision ensures that minimum unit 
pricing and labelling, along with other relevant provisions applicable to 
licensees, are applied to registered clubs. It is based on section 23(1) of the 
Intoxicating Liquor Act 2003.   
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PART III CONTROL OF MARKETING AND ADVERTISING OF ALCOHOL   
  
  
Head 9 Control of marketing and advertising of alcohol  
  
This Head provides that:  
  
(1) It shall be prohibited to market or advertise alcohol in a manner that is 
intended or is likely to appeal to children.  
  
(2) The Minister may make regulations for the control and regulation of 
alcohol in the following manner:  
  

a) marketing and advertising of alcohol;  
b) any other activities which are intended or are likely to promote 

the sales of alcohol; and  
c) any other marketing activities, sales promotion or practices 

which are intended or are likely to appeal to children.  
  
  
(3) Without prejudice to the generality of subhead (1), regulations under 
this section may provide for all or any of the following –   
  

a) The restriction of the broadcasting of marketing and 
advertising of alcohol to certain times of the day, and in 
relation to volume, frequency and placement;  

b) The limiting of marketing and advertising of alcohol in cinema 
to films classified as over 18s;  

c) The restriction of marketing and advertising of alcohol in 
outdoor spaces in relation to volume and locations;  

d) The restriction of marketing and advertising of alcohol 
products in print media in relation to volume and type of 
publication;   

e) The regulation of sponsorship of events by any person 
engaged in the importation, manufacture, sale, promotion and 
distribution of alcohol products in relation to events, volume, 
placement and other relevant factors;   

f) The control of the content of marketing and advertisements of  
alcohol, meaning that only certain types of information will be 
allowed for this purpose;  

g) A requirement that an advertisement for an alcohol product 
shall include a notice or statement containing health 
information;  

h) A requirement that any person engaged in the importation, 
manufacture, sale, promotion  or distribution of alcohol 
products shall furnish to the Minister such information as the 
Minister considers necessary for the purposes of this Act;  

i) The restriction of particular kinds of marketing practices to 
ensure that alcohol products are not produced, designed or 
promoted to appeal to children;  

j) The enforcement of regulations under this head by a particular 
body or person(s).  
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(4) The Minister shall, not later than 3 years after the commencement of 
this head carry out a review of the operation of this head.  

  
  

Explanatory Note  
  
Protecting children from exposure to alcohol marketing is an important 
public health goal. The Steering Group Report on the National 
Substance Misuse Strategy recommended that the marketing and 
advertising of alcohol should be regulated.  Together with pricing, the 
control of advertising has been identified as an effective method to 
reduce harmful use of alcohol.    
  
These provisions are modelled on section 2 of the Tobacco Products 
(Control of Advertising, Sponsorship and Sales Promotion) Act 1978, 
and loosely based on the Loi Evin of 1991 in France.    
  
In relation to TV and radio, the Department of Communications, 
Energy and Natural Resources has advised that the Broadcasting 
Authority of Ireland will incorporate into their Code the necessary 
requirements for the implementation of the Bill.  The Department of 
Health will continue to consult with the Department of 
Communications, Energy and Natural Resources to ensure that this 
subhead is in full compliance with the Broadcasting Act 2009.   
  
The Broadcasting Act 2009 (section 42) provides for the development 
of statutory advertising codes to address a range of matters. The 
Broadcasting Authority of Ireland  
(BAI) has responsibility for the development and implementation of 
these codes. Section 42 (2g) provides for statutory broadcast codes to 
regulate ‘in particular advertising and other such activities which relate 
to matters likely to be of direct or indirect interest to children, protect 
the interests of children having particular regard to the general public 
health interests of children ..’.  
  
Subhead (4) provides for a review of the effectiveness of the operation 
of head 9 after 3 years.  
  
  
PART IV ENFORCEMENT   
  
  

Head 10 Authorised officers  
  
This Head provides that:  
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(1) The Executive may appoint in writing such and so many persons, 
including members of the staff of the Executive, to be authorised 
officer or authorised officers for the purposes of this Bill and such 
appointment may be specified to be for a fixed period.  

  
(2) Every authorised officer appointed under this head shall be 

furnished with a warrant of his or her appointment and shall, when 
exercising a power conferred on him or her by this Bill, if requested 
by a person affected, produce the warrant of appointment or copy 
of it to that person.   

  
(3) An appointment under this head as an authorised officer shall 

cease –   
  

(a) If the Executive revokes the appointment,  
(b) If the appointment is for a fixed period, on the expiry of 

that period, or  
(c) In the case of a person who is a member of staff of the 

Executive, if he or she ceases to be a member of staff.  
    

  
  

Explanatory Note  
  

This Head establishes who has responsibility for the enforcement of 
the Bill.  
  
Subhead (1) obliges the Executive to appoint authorised officers for 
the enforcement of the Bill.   
  
Subhead (2) requires the Executive to issue an authorised officer with 
a warrant of appointment which can be produced at the request of a 
person affected by the implementation of the Bill.  
  
Subhead (3) states that an appointment as an authorised officer may 
be terminated when it is rescinded by the Executive, where the 
appointment is for a specified period at the end of the period or when 
the person is no longer a member of staff of the Executive.        
  
These provisions are modelled on section 16 of the Public Health 
(Sunbeds) Act 2014.  

Head 11 Powers of authorised officers  
  
This Head provides that:  

  
(1) An authorised officer may, for the purpose of obtaining 

information which may be required in relation to a matter under 
investigation under this Bill -   

(a) subject to subhead (3), at all reasonable times enter (if 
need be by reasonable force) any premises on, at or in 
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which there are reasonable grounds to believe that any 
trade, business or activity associated with alcohol 
products including manufacture, import, sale, supply, 
marketing and advertising has or is being carried on, or 
that records in relation to that trade, business or 
activity are kept, and search and inspect the  
premises and any records that are on, at or in that 
premises,  

(b) secure for later inspection any, or any part of any, 
premises on, at or in which such documents or records 
are kept or  there are reasonable grounds believing 
that records are kept,  

(c) require any person who carries on such trade, 
business or activity or any person employed in respect 
of such trade, business or activity to produce to the 
authorised officer such records and where such 
records are kept in non-legible form to reproduce in a 
legible form and to give him or her any information  as 
the officer may reasonably require in relation to such 
records,   

(d) inspect and take copies of or extracts from any such 
records on, at or in the premises, including information 
in non-legible form, copies of or  

extracts from such information in a permanent legible form,  
(e) make a record whether in writing, by photography or 

otherwise of any record or thing on, at or in the 
premises,  

(f) remove and retain such records for such periods as 
may be reasonable for further investigation,  

(g) require any such person to give to the authorised 
officer any information which the authorised officer 
may reasonably require regarding such trade, business 
or activity or in respect of the persons carrying on such 
trade, business or activity or employed in connection 
with such trade, business or activity;         

(h) require any such person to give to the authorised 
officer any other assistance or information which the 
authorised officer may reasonably  

require in respect of such trade, business or activity,   
(i) require any person by or on whose behalf data 

equipment is or has been or any person having charge 
of, or otherwise concerned with the operation of, the 
data equipment or any associated apparatus or 
material, to afford the authorised officer all reasonable 
assistance in relation to it and assist in the retrieval of 
information connected with the operation of such data 
equipment, apparatus or material,  

(j) summon, at any reasonable time, any other person 
employed in connection with such trade, business or 
activity to give the authorised officer any information 
which the authorised officer may reasonable require in 
relation to such trade, business or activity and to 
produce to the authorised officer any records which are 
in control of that other person,   
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(k) carry out, or have carried out, inspections and checks 
of the  licensed premises or premises as he or she 
reasonably considers to be necessary for the purposes 
of his or her functions this Bill,  

(l) without payment, take for analysis and examination 
samples of alcohol products, labels or 
marketing/advertising materials as he or she considers 
necessary for the purposes of this Bill,   

(m) carry out, or arrange to have carried out such 
examinations and tests on  samples taken under 
paragraph (l) as he or she considers necessary,   

(n) an authorised officer may, for the purpose of obtaining 
any information which may be required in relation to a 
matter under investigation under this Bill, at all 
reasonable times enter any premises, at which there 
are reasonable grounds to believe that any  trade or 
business or any activity in connection with alcohol is, 
or has been, carried on and may—  

(a) pay or make tender of payment, for the purchase of 
alcohol, or  

  
(b) confirm the price at which alcohol is on offer or any 

other information relating to the sunbeds for the 
purpose of the investigation.  

  
  

(2) An authorised officer may implement enforcement measures 
which are proportionate  to address contraventions of this Bill 
including provisions to-   

(a) seize, remove or detain products which are suspected 
by him or her as failing to comply with the provisions of 
this Bill,  

(b) with the consent of the licensee or owner of the 
business or in accordance with an order of a Judge of 
the District Court dispose or destroy products referred 
to in subparagraph (a),        

(c) direct that such alcohol found at the licensed premises 
or premises as he or she, upon reasonable grounds, 
believes contravenes any provisions of this Bill not be 
sold or distributed or moved from the licensed premises 
or premises, without his or her consent,  

(d) secure for later inspection any licensed premises or 
premises or part of any licensed premises or premises 
in which alcohol is found or ordinarily kept, or records, 
books or documents are found or ordinarily kept, for 
such period as may reasonably be necessary for the 
purposes of his or her functions under this Bill,   

(e) serve compliance notices, prohibition orders or closure 
orders.      

  
(3) An authorised officer shall not, without the consent of the 

occupier, enter a private dwelling, unless a District Court 
warrant has been obtained under subhead (6) allowing such 
entry.  
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(4) Where an authorised officer is in the exercise of his or her 

powers under this head is prevented from entering any 
premises an application may be made under subhead (6) 
authorising such entry.  

  
(5) An authorised officer, when exercising any powers conferred 

on an authorised officer by this Head, may, subject to any 
warrant issued under subhead (6), be accompanied by any 
such authorised officers or members of the Garda Siochana or 
both as he or she considers necessary.      

  
(6) Without prejudice to the powers conferred on an authorised 

officer under this head, where a judge of the District Court is 
satisfied on the sworn information of an  

authorised officer that there are reasonable grounds to suspect 
that –   

(a) there is information required by an authorised officer 
under this Bill on or at any, or any part of any, premises;  

(b) books, records or other documents (including 
documents stored in nonlegible form) referred to in 
subhead 1(a) above are being stored or kept in any 
dwelling;  

(c) a dwelling is occupied in whole or in part by an 
undertaking engaged in any trade, business or activity 
referred to in subhead 1(a),    

        the judge may issue a warrant authorising an authorised officer 
(accompanied, where appropriate, by such other authorised 
officers or members on An Garda Siochana or both) at any time 
or times within one month of the date of issue of the warrant, on 
production if so requested of the warrant, to enter the premise or 
dwelling as the case may be, using reasonable force where 
necessary, and exercise all or any of the powers conferred on an 
authorised officer under this head.  

  
(7) A person who falsely represents himself or herself as an 

authorised commits an offence.  
  
(8) A person who -  

a. obstructs or impedes an authorised officer or a member 
of the Garda  
Síochána in the exercise a power under this head,  

b. without reasonable excuse, does not comply with a 
request or requirement of an authorised officer under this 
head, or   

c. in purported compliance with such a requirement gives 
information that is false or misleading in a material 
respect,  

commits an offence.  
  

(9) Where an authorised officer, upon reasonable grounds, 
believes that a person has committed an offence under this Bill 
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he or she may require that person to provide him or her with 
his or her name and the address at which he or she ordinarily 
resides.  

  
(10) Where the Executive is satisfied that an authorised officer 

appointed by it, or any other member of the staff of the 
Executive has discharged his or her duties in relation to the 
enforcement of the provisions of this Bill in a bona fide manner, 
the Executive shall indemnify the authorised officer, or such 
member of the staff of the Executive against all actions or 
claims howsoever arising in respect of the discharge by him or 
her of his or her duties.   

  
(11) Where an advertisement in relation to alcohol is published and 

does not include the name and address of the person who 
procured such publication or his or her agent, the publisher of 
the advertisement shall, if the Executive or an authorised 
officer so requests within 12 months of the publication of the 
advertisement, give to the Executive or the authorised officer, 
the name and address of such person or his or her agent.   

  
(12) A person who fails to comply with a request under subhead 

(11) or, gives information that is false or misleading in a 
material respect, commits an offence and is liable on summary 
conviction to a Class A fine.   

  
(13) The Executive may charge the licensee or owner of a 

business, for all expenditure incurred, where enforcement 
actions are carried out by the Executive pursuant to this  

B
i
l
l
.
    

(14) In proceedings for an offence under this Bill, alcohol, or a 
package containing alcohol, that purports to bear the name of 
the manufacturer or importer of that alcohol, shall unless the 
contrary is proved be evidence that the alcohol was 
manufactured or imported, as the case may be, by the person 
concerned.  

  
(15) In proceedings for an offence under this Bill, alcohol, or a 

package containing alcohol, that bears a trademark shall 
unless the contrary is proved be evidence that the alcohol was 
manufactured by the person who at the time of the alleged 
commission of the offence owned that trademark.  

  
  

Explanatory Note   
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The Bill sets out enforcement provisions and gives authorised officers 
powers of entry, inspection, the taking of records and samples and the 
carrying out of examinations. These provisions are modelled on 
section 17 of the Public Health (Sunbeds) Act 2014 and sections (48) 
to (50) of the Public Health (Tobacco) Act, 2002.  
  
The powers will support the enforcement of the Bill and regulations by 
officers appointed under Head 10. Authorised officers will be 
empowered to enter relevant premises at all reasonable times, with 
the exception of a private dwelling.  Where access is required to a 
private dwelling a warrant from the District Court will be required. A 
range of powers are required to facilitate inspections including 
requesting information/assistance and documentary/record checks. 
Offence provisions include obstruction, failure to comply with a 
request from an authorised officer and/or providing false or misleading 
information.       
  
Subheads (11) and (12) are modelled on Section 30 (14) and (15) of 
the Consumer Protection Act 2007 (Number 19 of 2007).  This 
provision is required to avoid a potential gap in enforcement powers.    
  
Subhead (14) provides for the recovery of costs by the Health Service 
Executive, in cases where contraventions are detected and 
enforcement action is taken under this Bill.   
  
These provisions may need to be amended or expanded to ensure 
that Authorised Officers have all the powers reasonably necessary to 
enforce this Bill.  
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Head 12 Service of documents   
  

(1) A notice or other document under this Bill shall be addressed 
to the person concerned by name, and may be served on or 
given to the person in one of the following ways:   

(a) by delivering it to the person;  
(b) by leaving it at the address where the person ordinarily 

resides or, in a case in which an address for service has 
been furnished, at that address; or   

(c) by sending it by post in a prepaid registered letter to the 
address at which the person ordinarily resides or, in a 
case in which an address for service has been furnished, 
to that address.      

  
  

Explanatory Note  
  
This is a standard provision for the service of documents, modelled on 
Section 19 of the Public Health (Sunbeds) Act 2014.   
  
  
  
  
   



!!

 

113!

Head 13 Fixed Payment Notice for Offences  
  
(1) This head applies in respect to certain offences (in this head 

referred to as a  
“relevant offence”) and provides that:  
  
(2) An authorised officer who has reasonable grounds for believing 

that a person is committing, or has committed, a relevant offence 
may serve the notice referred to in subhead (3) on the person.  

  
(3) A notice in writing (in this section referred to as a “fixed payment 

notice”), served under subhead (2), shall be in the prescribed form, 
stating -   

  
(a) that the person on whom it is served is alleged to have committed 

the relevant offence concerned,  
(b) when and where it is alleged to have been committed,  
(c ) that the prosecution for it will not be instituted if, during the period 

of 28 days beginning on the date of the fixed payment notice, 
the person pays the prescribed amount to the Executive (at the 
address stated in the notice) and submits the fixed payment 
notice or a copy thereof together with that payment, and   

(d) that in default of such payment, the person shall be prosecuted 
for the alleged relevant offence.  

  
(4) A payment referred to in subhead (3) shall be accompanied by the 

fixed payment notice served under subhead (2) or a copy thereof.  
  
(5) If a fixed payment notice is served on a person –  

(a) the person may make a payment in accordance with subhead 
(3)(c),  

(b) the Executive shall receive and retain the payment (subject to 
subhead (8)) and issue a receipt for it,  

(c) ) any payment received shall not be recoverable by the person 
who made it, and  

(d) a prosecution in respect of the alleged relevant offence to 
which the notice relates shall not be instituted during the 
period specified in subhead (3)(c ) and, if payment is made 
during that period, no prosecution in respect of the alleged 
relevant offence will be instituted.  

  
(6) In proceedings against a person for a relevant offence it shall be 

presumed, until the contrary is shown, that the person did not 
make payment in accordance with subhead (3)(c ) and (4).  

  
(7) The Minister may prescribe the amount of a fixed payment and 

may prescribe different amounts for different offences.  
  
(8) Payments received by the Executive under this head shall be paid 

into or disposed of for the benefit of the Exchequer in such manner 
as the Minister for Public Expenditure and Reform directs.  
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Explanatory Note  
  
The Fixed Payment Notices (FPN) provision will give an authorised 
officer an alternative to initiating legal proceedings against a person 
who has or is committing specific offences under the Bill.  FPN may be 
issued where they are determined to be an appropriate sanction, 
proportionate to the nature of the non-compliance. The FPN is served 
on an offender who is then required to pay the specified fine within the 
prescribed timeframe. A prosecution will not be taken for relevant 
offences where a person pays the fine within the specified period. 
Conversely, legal proceedings will be initiated in cases where the 
offender fails to pay within the prescribed timeframe.    
  
This measure is modelled on section 20 of the Public Health 
(Sunbeds) Bill Act 2014.  
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Head 14  Executive may publish information respecting certain persons  
  
This Head will provide that:  
  
(1) The Executive shall keep and maintain a list (the “Alcohol Non-
Compliance List”) of the names and addresses of the following 
persons and the particulars specified in specified in subhead (2):  
  
a) A person on whom a fine or other penalty was imposed by a 

court under this Act;  
b) A person who made a payment to the Executive pursuant to a 

fixed payment notice under head 13.  
  

(2) The Alcohol Non-Compliance List shall specify, in relation to each 
person named in the list, such particulars as the Executive 
considers appropriate in respect of the following:  
  

a) The matter occasioning any fine or penalty imposed on the person 
by the court and the amount or nature of that fine or penalty;  

b) The matter occasioning any fixed payment notice under this Bill 
and the amount of that payment.  

  
(3) The Executive may, at any time and in any form or manner the 

Executive considers appropriate, publish or cause to be 
published all or any part of the Alcohol NonCompliance List.  

  
  
  

Explanatory Notes  
  
The purpose of this head is to inform the public of persons who have 
contravened the provisions of the Bill by a ‘name and shame’ policy.  
Information relating to persons who have committed offences under 
the Bill and/or served with a fixed penalty notice by the Executive or 
convicted by the court will be published by the Executive.      
  
Subhead (1) provides that the Executive may keep and maintain a list 
of names, addresses and trade, business or professional information 
in respect of persons who have been fined or penalised by the court 
for a conviction under the Bill, or persons who have paid an on-the-
spot fine to the Executive pursuant to Head 13.    
  
Subhead (2) provides that the Alcohol Non-Compliance List may 
contain information relating to offences, fines and penalties.   
  
Subhead (3) allows the Executive to publish the consumer protection 
list.      
  
This head is modelled on section 21 of the Public Health (Sunbeds) 
Act 2014.  
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Head 15 Amendment of Section 9 of the Intoxicating Liquor Act 2008  
  
This Head provides that:  
  
(1) Section 9 of the Intoxicating Liquor Act 2008 be amended to 
provide that officers of the Executive may enforce its provisions.  
  
(2) For the purpose of enforcing Section 9 of the Intoxicating 
Liquor Act, the powers provided to authorised officers under head 11, 
12, 13, and 14 will apply.   
  
  

Explanatory Note  
  
Section 9 of the Intoxicating Liquor Act 2008 provides for the structural 
separation of alcohol products from other products in mixed trading 
outlets such as supermarkets, convenience stores and petrol stations. 
The aim of this provision, which has not been commenced to date, is 
to tackle the increased visibility of alcohol products in such outlets by 
providing that alcohol products may only be displayed and sold in a 
separate area of the premises to which access is controlled   

  Therefore, structural separation as envisaged under section 9 of the 
2008 Act would   achieve the following objectives:   
- Access to alcohol products would be controlled in premises to 

which  it applies;  
- Alcohol products could not be displayed near grocery products, 

thereby discouraging the purchase of alcohol products as part 
of everyday household grocery shopping; and  

- Separate display of alcohol products would make them less 
visible to children.  

 The Departments of Justice and Equality committed to discontinue the 
current voluntary  code operated and monitored by RRAI (Responsible 
Retailing of Alcohol Ireland) and replace it with a statutory code of 
practice under section 17 of the Civil Law (Miscellaneous Provisions) 
Act 2011. This section empowers the Minister for Justice and Equality 
to prepare and publish or approve codes of practice for the purpose of 
setting standards for the display, sale, supply, advertising, promotion 
or marketing of alcohol. The statutory code will apply for a 2-year 
period.  
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At the end of a 2-year period, the Departments of Justice and Equality 
and Health will review the effectiveness of the statutory code in 
achieving the policy objectives of section 9 of the Intoxicating Liquor 
Act 2008, namely, the separation of alcohol from other nonalcoholic 
products and control of access to alcohol in supermarkets and other 
mixed trading outlets in order to deal with the increased visibility of 
alcohol in these outlets. The results and findings of this review will 
inform the Government's decision on whether or not to proceed at that 
time with commencement of section 9.  
  
In the meantime, the Public Health (Alcohol) Bill amends section 9 of 
the Intoxicating Liquor Act 2008 by inserting a new statutory provision 
which will empower Environmental Health Officers (EHOs) employed 
by the Health Service Executive to enforce the provisions of section 9 
in the event of its commencement.    
  
  
    
  

Head 16 Amendment of Section 16 of the Intoxicating Liquor Act 2008  
  
This head provides that:  
  
(1) Section 16 of the Intoxicating Liquor Act 2008 be amended to 
provide that regulations made under that section may be enforced by 
authorised officers under head 10.  
  
(2) For the purpose of enforcing regulations made under section 
16 of the Intoxicating Liquor Act, the powers provided to authorised 
officers under head 11, 12, 13 and 14 will apply.   
  
  
  

Explanatory Note  
  
Head 16 provides that the minimum pricing provision would be 
complemented by the implementation of the recommendation in the 
National Substance Misuse Strategy to the effect that an enforcement 
mechanism and regulations under section 16 of the Intoxicating Liquor 
Act 2008 be developed.  Section 16 provides for the making of 
regulations which may prohibit or restrict advertising, promoting, 
selling or supplying of alcohol at reduced prices or free of charge in 
order to reduce the risk of a threat to public order and health risks 
from the misuse of alcohol.  No such regulations have been made to 
date, partly due to the lack of any enforcement mechanism. An Garda 
Siochana is currently responsible for enforcement in principle though 
this presents a challenge from a resource perspective.  
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Regulations under section 16 can now be developed by the 
Department of Justice and Equality, so that they can be ready if and 
when this Bill is enacted.    
  
  
  

  
  

  
PART V OFFENCES AND PENALTIES  
  

Head 17 Offences   
  
This Head provides that:  
  
1) It shall be an offence for a person not to comply with the 
requirements set out in this Bill, and in regulations made under this 
Bill.  
  
(2) In proceedings for an offence under this Bill, or regulations made 
under this Bill, it shall be a defence for the person against whom 
proceedings are brought to show that he or she made all reasonable 
efforts to ensure compliance with such provisions of this Bill as are 
alleged to have been contravened.  
  
  
  

Explanatory Note  
  
This Head provides that it shall be an offence not to comply with the 
requirements outlined in this Bill, and in regulations made under this 
Bill.  
  
Subhead (2) provides a defence from prosecution of reasonable 
efforts to comply with the provisions of the Bill. This subhead is 
modelled on section 15(4) of the Public Health (Standardised 
Packaging) Bill 2014.  
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! Head 18 Offences by bodies corporate  
  
(1) Where an offence under this Bill is committed by a body 
corporate and is proved that the offence was committed with the 
consent or connivance, or was attributable to any wilful neglect of any 
person who was a director, manager, secretary or other officer of the 
body corporate, or a person purporting to act in that capacity, that 
person, as well as the body corporate, shall be guilty of an offence 
and may be proceeded against and punished as if he or she were 
guilty of the first-mentioned offence.   
  
(2) Where the affairs of a body corporate are managed by its 
members, subhead (1) applies to the acts and defaults of a member in 
connection with his or her functions of management as if he or she 
were a director or manager of the body corporate.  
  
  
  

Explanatory Note  
  

This head provides for an offence by a body corporate or company 
and is modelled on section 17 of the Public Health (Standardised 
Packaging) Bill 2014.   
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! Head 19  Penalties  
  
This Head provides that:   
  
(1) A person who contravenes a provision under this Bill shall be 

liable-  
  

(a) on a first summary conviction to a class B fine, or 
imprisonment for a term not exceeding 6 months or both;  

(b) on any subsequent summary conviction to class A fine, or 
imprisonment for a term not exceeding 12 months or both; 
or  

(c) on conviction on indictment to a fine or imprisonment for a 
term not exceeding 8 years or to both.  

(2) Unless it is satisfied that there are special and substantial reasons 
for not so doing, the court shall, where the person is convicted of 
an offence, order a person to pay to the prosecution the costs and 
expenses, measured by the court, incurred by the prosecution in 
relation to the investigation, detection or prosecution of the 
offence.   

  
(3) The costs and expenses referred to in subhead (2) are exclusive of 

any other fine or penalty set by the Court.  

(4) Any contraventions of this Bill or regulations under this Bill may 
reflect on the character of a licensee for the purposes of the 
renewal of the licence under the Courts No. 2 Act 1986.  

  
  
Explanatory Note:  
  
This head sets out the penalties and fines for a first offence and 
subsequent offences under the Bill and it is based on the Public 
Health (Standardised Packaging of Tobacco) Bill 2014 and the Public 
Health (Sunbeds) Act 2014.  
  
It is proposed that a lower fine for the first offence with an increase for 
subsequent offences is appropriate.   
  
Subheads (1) and (2) are modelled on section 16 of the Public Health 
(Standardised Packaging of Tobacco) Bill 2014.  

Subhead (2) obliges the Court to order any person convicted under 
the Bill to pay the Executive the costs and expenses incurred by the 
Executive in relation to the investigation and the prosecution of the 
offence, unless there are particular reasons for not doing so.   

Subhead (3) provides that any expenses and costs to be paid under 
subhead (2) are in addition to any fine or penalty set by the Court.  



!!

 

121!

This subhead is modelled on section 80 of the Consumer Protection 
Act 2007.    
  
Subhead (4) aims to ensure that persistent lack of compliance with the 
provisions of this Bill by a licensee may provide grounds on which to 
object before the District Court to renewal of the licensee’s licence for 
the following year.    

! Head 20 Proceedings  
  
  
(1) Summary proceedings for an offence under this Bill may be 
brought and prosecuted by the Executive  

(2) Notwithstanding section 10(4) of the Petty Sessions (Ireland) 
Act 1851, summary proceedings for any offence under this Bill may be 
commenced at any time within the 12 months from the date on which 
the offence was committed.  
  
  

Explanatory Notes  
  
This head is modelled on section 18 of the Public Health (Standardised 
Packaging of Tobacco) Bill 2014 and section 22 of the Public Health 
(Sunbeds) Act 2014.  

 
 
 


