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HEALTH, SOCIAL AND ECONOMIC IMPACT OF ALCOHOL 
 
 
1. The public health purpose of alcohol policy 
 
Public health was defined by the 1988 Acheson report in England as the science and art 
of preventing disease, prolonging life and promoting health through the organized efforts 
of society. The public health purpose of alcohol policy can thus be stated as reducing the 
social and health harms that can be done by alcohol. 
 
Question: Is this correct? 
 
 
A fact could be that the public health purpose of alcohol policy should be to promote 
health drinking pattern and reduce alcohol-related harm. 
 
The Alcohol Policy Strategy adopted by the Dutch Government on 19 December 2000 
says in Chapter 2 that the aim of alcohol policy is the “promotion of moderation for 
alcohol consumption and limitation of risks due to alcohol-related problems in specific 
situations". 
 
The “Alcohol Harm Reduction Strategy for England” adopted in 2004, states “The 
strategy has the objective of reducing the harms caused by alcohol use in England. It 
recognises that there are both benefits and costs to alcohol misuse and, therefore, does 
not aim to cut alcohol consumption by the whole population. Instead it focuses on the 
prevention, minimisation and management of the harms caused by alcohol misuse1.”  
 
WHO has taken a broad view of health as more than the absence of disease and 
infirmity; health is also a state of complete physical, mental and social well-being (WHO, 
1996). This definition provides a useful reminder that we might regard health in a positive 
way and not simply in terms of absence of morbidity, disease and disability. Pleasure is a 
positive feeling that surely contributes to an individual’s quality of life. For most European 
citizens, drinking is a pleasurable activity that enlivens social activities and enhances 
relaxation. There are cultures in which meal times, with communal eating and drinking, 
are almost sacred, such as the Mediterranean cultures. Thus, in all cultures where 
alcohol is available it can be used to enhance and sustain quality of life if its consumption 
follows a responsible pattern (Peele and Grant, 1999).  
 
 

                                                 
1 Chapter 3, p.21 
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2. Terminology 
 

The ICD 10 classification of mental and behavioural disorders of the World Health 
Organization (endorsed and accepted by the Member States) includes alcohol use 
disorders and defines them under the headings of harmful use, intoxication and alcohol 
dependence. As this is the standard accepted and recommended nomenclature, 
presumably this should be the preferred terminology rather than terms such as alcohol 
misuse and alcohol abuse, which are not part of ICD 10 nomenclature. 
 
Question: Is this correct?  

 
 
The ICD classification is used to classify diseases and health problems. Alcohol use 
disorders include not only harmful drinking and intoxication but also dependence and 
other consequences of heavy drinking.  
Dependence is mainly a consequence, a disease resulting from chronic excessive 
consumption (Caetano and Cunradi, 2002).  
It would be better to have a clear distinction between consequences (diseases) and a 
risk factor for those consequences which are excessive chronic consumption, episodes 
of intoxication or drinking in inappropriate situations. 
 
Alcohol Harm Reduction Strategy for England report on 15 March 2004 (Strategy Unit, 
2004) uses the term alcohol misuse to describe a drinking behaviour that places an 
individual at particular risk for harm. 
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3. The economic cost of alcohol 
 
It is important to make an estimate of the economic impact of alcohol, including its costs.  
One utilized methodology is that used by the Cabinet Office of the English Government 
informing the Government’s National Harm Reduction Strategy.  Presumably this is an 
acceptable methodology. 
 
Question: Is this correct? 
 
 
The report should reflect not only the economic cost but also the role of alcohol in the 
economy of European countries: alcohol-tax revenue, an estimate of number of jobs 
linked to it, the role within the leisure and tourism industry. 
 
The economic cost report should include health care savings. In Australia, the health 
care savings are estimated and compared with the health care costs (Collins and 
Lapsley, 2003).  
 
There is no doubt that alcohol misuse can have significant social costs. What is less 
certain is the exact monetary value of such costs2. This should be clearly explained. 
Moreover, the authors of the guidelines to conduct social costs studies warn researchers 
about the usefulness of such cost studies (Single and Easton, 2001). Given the large 
number of uncertainties, it is not the absolute value of such costs which is the most 
useful. These studies are useful in identifying what aspects of alcohol misuse involve the 
greatest economic costs, what specific problems are most likely to occur and in what 
demographic or geographic groups. This helps to appropriately target interventions in 
those areas of greatest need. This should also be included in the report. 
  
Any cost study should include external social cost and social benefits. The benefits are 
primarily centred in alcohol’s capacity to act as a catalyst in social interactions and 
leisure experiences. In many countries alcohol plays a central role in celebrations. It can 
also play an important role in the social aspects of effective work culture and is integral 
to the wealth of a society. Simply evaluating the negative aspects of alcohol 
consumption, without considering its positive social aspects, does not therefore give a 
fair view of the role and value of alcohol in society. However, due to lack of research in 
this area this is very likely not be possible. This should be acknowledged as a weakness 
and further recommendations for research should be included. 
 
 
 

                                                 

• 

• 

• 

2 Uncertainties arise from: 
incomplete data (e.g. data on the cost of specific alcohol-related problems such as 

absenteeism, job turnover, lower productivity due to impairment, etc); 
a large number of assumptions are involved not only in the estimation of the mortality and 

morbidity attributable to alcohol but also in arriving at estimates of health care costs, 
productivity cost, law enforcement and criminal justice costs; 

changes in the epidemiological data base 
uncertainty deriving from the valuation attributed to lost productivity which can not be measured 
directly. Researchers use mathematical and statistical methods to estimate such costs, but 
recognise that this is imprecise. 
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4. Alcohol Consumption in Europe 
 
Data from the World Health Organization’s Health for all Database shows that per capita 
(age 15+ years) consumption of alcohol declined from a peak of about 15.5L of absolute 
alcohol for the EU25 in the mid 1970s to a little under 11L in the 1990s. During the 
second half of the 1990s, the decline has plateaud.  
 
Question: What are the explanations for the decline since the mid 1970s, and the plateau 
during the late 1990s? 
 
 
There is very little information in the literature regarding reasons responsible for the 
observed trends in alcohol consumption.  
A recent study funded by the EU Commission3 examined trends in alcohol consumption 
over the last 30 years in all the Member States and reasons for these trends. The study 
found a number of other factors which could also have influence on alcohol consumption 
(e.g. GDP, the level of the population of drinking age, the unemployment rate). 
 
The ECAS study concluded however that the decline in alcohol consumption in the 
Mediterranean countries which has been recorded since the 1970s can not be explained 
through changes in availability of alcohol (Allamani, 2001; Osterbeg and Karlsson, 2003). 
It is possible that people became over time more concerned about their health. 
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5. What determines young people’s drinking 
 
Systematic reviews (for example Australia’s Ministerial Council on Drug Strategy’s 
review of the prevention of substance use, risk and harm in Australia) consistently find 
that it is parental and community role models that are of the utmost importance in 
encouraging alcohol use and alcohol-related harm among children and adolescents. The 
report of the Ministerial Council on Drug Strategy thus suggested the need for whole-
population strategies to address overall levels of use and to break intergenerational 
patterns. 
 
Question: Presumably the same conclusion applies to Europe? 
 
Parents are generally regarded as having the greatest influence on an young people 
drinking behaviour, especially at a very young age. This appears to hold true across 
different countries and cultures (Hellandsjo et al., 2002, ICAP, 2004). A first step to 
reduce youthful drinking would be to educate parents to help them understand their role 
in their’s child drinking and also the need to discuss alcohol with their child.  
 
But young people drinking behaviour is influenced by a number of other factors to which 
they are exposed: expectancies, social and cultural influences. Drinking for many young 
people is inextricably linked with their social development. Interventions to reduce 
harmful drinking behaviour among young people must take into consideration the reality 
of the youthful experience and focus on when, where and with whom drinking is taking 
place. 
 
The cultural context in which alcohol drinking occurs and the adult social behaviour 
associated with sets the stage for children to learn about drinking. Children learn what to 
expect from alcohol, and these expectancies are further reinforced by society, thus 
playing a role in drinking patterns and behaviours that develop in adulthood (Milgram, 
2001). Cultures that incorporate drinking within regular day-to-day functions and where 
alcohol is commonly taken with meals have tended to report fewer problems involving 
young people and intoxication. On the other hand, in countries that have focused on 
reducing the overall consumption through whole population measures, harmful drinking 
is widespread among young people.    
 
Indeed, within the ECAS-2- study a survey of drinking patterns and alcohol-related 
problems was conducted in 6 European countries (Finland, France, Germany, Italy, 
Sweden and UK). The amount of alcohol consumed per drinking occasion is the 
highest in Finland, Sweden and UK and the lowest in Southern European countries. 
There is also a North-South gradient concerning the number of heavy drinking 
occasions (defined as drinking at least a bottle of wine or equivalent on one occasion) 
is also higher in the North compared with South (Hemström et al., 2001).  
 
The ESPAD study has stressed the fact that teenagers in Northern Europe were far 
more likely to report periodic heavy drinking, intoxication and adverse effects than their 
peers in the Southern Europe (Hibell et al., 2000). 
 
The example of the Northern European countries illustrates that the overall consumption 
does not reflect the level of alcohol misuse in a community. The Northern European 
countries have the lowest overall population consumption, but they have nevertheless 
the highest amount of alcohol consumed per drinking occasion and associated harm. 
This seems to be true not only for the general population but also for young people.  



 
 

 
Therefore, pursuing a strategy that focuses on reducing overall level of alcohol 
consumption is not effective in reducing the level of harmful drinking among young 
people and associated harm. Other measures, both at school and in the community, are 
needed to successfully address alcohol misuse and related harm.  
 
For example, if the objective of an alcohol education program is to reduce the level of 
risky drinking among young people it may be necessary to talk to parents about the 
messages they give to their children, examine service practices, ensure that alcohol 
advertising adhere to certain standards for conduct, provide alcohol-free activities for 
young people, provide counselling and support to young people that developed harmful 
drinking practices. 
On an even broader scale, reducing binge drinking is likely to depend on employment 
opportunities, appropriate housing, meaningful recreational activities and good social 
networks (Policy Positions of the Alcohol and other Drugs Council of Australia, 2003). 
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6. The individual harm done by alcohol 
 
The risk of death from alcohol is a balance between the dose response relationships 
seen for many harms (injuries, cancers etc), and the relationship between alcohol and 
coronary heart disease, which is J-shaped (lower doses reduce the risk, whilst higher 
doses increase the risk).  In England and Wales, White and colleagues from the London 
School of Hygiene and Tropical Medicine have estimated the nadir of risk of death at 
various alcohol consumption levels for different gender and age groups, and found, for 
example, that that the nadir was zero for risk of death in women aged 16-54 years and in 
men aged 16-34 years. In older age groups, the nadir was above zero but small. This 
finding is consistent with the results of many systematic reviews and meta-analyses. 
 
Question: What are the policy implications of this? 
 
 
Through statistical analysis of the association between alcohol consumption and 
mortality at different ages, White et al. (2002) reported the existence of a J-shaped 
relationship at older ages, while a direct dose-relationship between alcohol consumption 
and the risk of death is observed in women aged 16-54 and in men aged 16-34. 
 
Considering that an increase in risk of 5% is acceptable, the authors presents drinking 
limits for the lowest risk: 
 
 Women Men 
Age 
(years) 16-44 45-74 75+ 16-34 35-44 45-54 55+ 

Drinking 
limits 
(grams/day) 

9  18  27   9 18 27  36  

 
These levels are similar to the current limits (e.g. no more than 27 g/day for women and 
36 g/day for men) at older ages but lower at younger ages.  
 
The increase in the relative risk for younger people at current limits of sensible drinking 
in UK might be considered acceptable (White et al., 2002). The absolute risk of dying is 
tiny in a 25-year old and remains tiny even if it is doubled. On the contrary, the absolute 
risk of dying between the ages 50 and 70 is far from negligible. A small decrease in the 
relative risk of dying at those later ages would surely more than offset an increase in the 
relative risk of dying before age 30 (White et al. 2002).  
 
When discussing the policy implications of these findings, the last comment made by the 
authors in the discussion is particularly pertinent: “Finally, as most deaths attributable to 
alcohol at younger ages are due to injuries, a greater focus could be placed on avoiding 
risky patterns of drinking rather than on reducing average alcohol consumption”. 
 
Accidents/injuries are the main cause of death in young adults (Rehm, 2001, White et al., 
2004); even looking at all age death rates, this category is the third largest cause of 
death.  
 
Any comprehensive alcohol policy should clearly take into consideration the benefits that 
moderate alcohol consumption offers in terms of social and health benefits. An 



 
 

increasing number of Government bodies are seeking to give guidance on sensible 
drinking levels to citizens, reflecting its important social role. The development of a 
drinking culture which is conducive to individual responsibility enables alcohol policy to 
promote moderation at the same time as condemning excess or inappropriate 
consumption. Re-introducing the concept of pleasure into alcohol policy development 
allows for the creation of a new generation of alcohol policies, which values education 
and information, and recognises the autonomy of individuals and communities, ultimately 
making people’s lives healthier and of higher quality. 
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7. Disability Adjusted Life Years 
 
The use of disability adjusted life years has become defacto the standard methodology 
and summary statistic in international and national literature describing the harm done by 
alcohol, the policy response to it, and the cost effectiveness of different policy options. 
Presumably this standard should also be adopted within Europe.  
 
Question: Is this correct? 
 
 
Harm resulting from alcohol misuse should be described not only in terms of DALYs but 
also mortality. These two measures are internationally accepted and used. The Global 
Burden of Disease Study has used both of them, not only DALYs.  
 

Mortality  

 

The Global Burden of Disease Study (Rehm, 2003) has found a small net beneficial 
effect for all cause mortality in the European region (except for Eastern Europe around 
Russia): alcohol consumption is associated with more deaths prevented than caused. 
This is due to the fact that reduced number of deaths from heart disease attributed to 
drinking at older ages outweighs the number of deaths from injuries and other causes, 
mostly at younger ages. 
 

DALYs 
If potential years of life lost are considered instead of counts of deaths, a net detrimental 
effect has been shown. The strong association with the years of life lost may be 
explained by long-term disabilities occuring at younger age from alcohol-related 
involvement in accidents and violent behaviour and therefore related more to binges and 
occasional intoxications than to volume of drinking. Another contribution to DALYs is 
made by the neuropsychiatric conditions, including alcohol use disorders which by 
definition are related to risky patterns of drinking (e.g. harmful use, intoxication and 
dependency).  
On the other hand, protective effects occur at older ages (45 +) and therefore even if an 
important number of deaths are prevented, the number of years of life saved up to 75 will 
surely be offset by the number of years of life lost if death or disability occurs in a 25-
year old.  
 
All these issues should be clearly explained in the report because they have an 
implication from a prevention point of view.  
The finding that many deaths are averted by light to moderate alcohol consumption, 
together with an increased evidence of the importance of patterns of drinking (e.g. 
occasional intoxications, drinking in inappropriate circumstances) should lead to 
increased focus and support to prevention measures that seek to convince all drinkers to 
avoid drinking to excess rather than attempting to persuade light to moderate drinkers to 
reduce their level of consumption (Roche, 1997, Single, 1996, 2000).  
 
This practical harm reduction perspective accepts that alcohol consumption will continue 
in society, that moderate drinking is a source of pleasure and can be part of everyday life 
adding to its enjoyment and that we need to focus on what can be done to reduce 
alcohol-related mortality and morbidity without necessarily restricting access to alcohol 
(Grant and Peele, 1999, Roche, 1997, Single, 1996, 2000).  
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8. A population’s level of drinking 
 
It is an accepted tenet of public health that common diseases have their roots in lifestyle, 
social factors and the environment, and successful health promotion depends on a 
population-based strategy of prevention. The same applies to alcohol use disorders. First 
of all, the overall level of alcohol consumption is important for the health of the population 
as a whole and an increase in consumption produces an increase in harmful effects on 
the health of the population. This has been clearly demonstrated with the European 
Comparative Alcohol Study, which found that alcohol consumption and deaths from 
cirrhosis of the liver, alcohol dependence, psychosis and poisoning, accidents, suicide, 
homicide and pancreatitis moved hand in hand. Second, the population of a country 
tends to act collectively in terms of their alcohol drinking and increases or decreases in 
consumption are experienced by drinkers across the spectrum of drinking levels. Sir 
Richard Doll, the founding father of modern epidemiology has summed the evidence as 
such: “every scientific committee I have ever sat on has concluded that reduction in harm 
caused by drinking can only be achieved by reducing our overall consumption. It just 
doesn't work to target a minority”. 
 
Question: How can this message best be conveyed to civil society and its governments 
to enable rational decision making when it comes to alcohol policy?  
 
The issues under consideration here include: 

 

 

the importance of changes in per capita consumption for the level of alcohol-related 
harm 

the theory of collective drinking 
 
1. The ECAS study did not report significant increases in harm as per capita 
consumption rose in all countries (e.g. only 8 in 15 had a significant increase in all-cause 
male mortality, 9 in 14 had a significant increase in homicide rates, for suicide the effects 
of alcohol consumption are weak and insignificant in the Southern European countries 
even after pooling across countries).  
 
Why is the association between per capita consumption and rates of different alcohol-
related problems found in some nations but not in others?  
Different explanations are equally possible. Insignificant relationship found in some 
countries may be due to a small number of data points but it can also reflect a real 
weak relationship between the overall consumption and the population level of alcohol-
related harm in a certain country.  
It is well known that the relationship between total alcohol consumption and increases 
in alcohol-related problems is not a simple one. Each country is characterized by its 
own societal beliefs, attitudes and other social factors, all of them playing a significant 
role in the potential outcome of drinking. Moreover, there is growing evidence that 
patterns of drinking are a better predictor of alcohol problems than the overall level of 
consumption (Single, 1996, Grant and Litvak, 1998). For example, in Poland and 
Czechoslovakia, the mean alcohol consumption level is higher than it is in Russia, but 
the number of reported binge drinking sessions and levels of alcohol-related harm are 
higher in Russia (Bobak et al., 2004). Analyses of national survey data in Australia, 
Canada and the US (Single, 1996) indicate that the number of heavy drinking 



 
 

occasions is a stronger predictor of drinking problems than is the average level of 
consumption. In France and Italy, the mean alcohol consumption level is higher than it 
is in Finland, Sweden, UK and Germany. However, they have the lowest levels 
reported binge drinking sessions and alcohol-related harm (Hemstrom, 2001a). 
 
All the evidence suggests that the population level of alcohol-related harm is not directly 
related to the population’s level of drinking. Pooling across countries (e.g. ECAS study) 
in order to increase the statistical power of the analysis might therefore be subject to the 
influence of unmeasured variables.  
 
It should also be mentioned that the ECAS study has used the Box-Jenkins approach 
which is believed to have serious limitations (Rehm, 2001, Rehm, in press).  The 
following example illustrates that using different techniques and the same data can lead 
to different outcomes. Hemstrom (2001b) using the Box-Jenkins approach and Rehm et 
al (2003a, in press) using a multilevel modelling approach have found different results 
concerning the  relationship between per capita consumption and the mortality rate from 
coronary heart disease. 
 
Overall, there are more problems with aggregate level studies such as time series 
analysis than with individual level studies. Aggregate studies can be useful when 
individual studies are missing or to investigate the effect of an intervention (Rehm, 
2003b). 
 
2. According to this theory of collective drinking, the population of a country tends to act 
collectively in terms of their alcohol drinking and increases or decreases in consumption 
are experienced by drinkers across the spectrum of drinking levels. This has been used 
to suggest that increases (decreases) in per capita consumption will lead to increases 
(decreases) in the number of heavy drinkers. 
 
This theory has been shown to have a number of shortcomings. Moreover, there is little 
empirical evidence, especially recent evidence to support the assumption that if per 
capita consumption can be reduced, heavy drinking and alcoholism will decrease as well 
(Gmel and Rehm, 2000).  
 
All these issues should be acknowledged in terms of gaps in research evidence. 
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9. Violence to families, women and children. 
 
 
There is a substantial literature describing the relationship between alcohol and violence 
and demonstrating that alcohol dependence and intoxication are an important cause of 
violence and harm to families, women, and children. Although the societal visibility of this 
alcohol related violence differs in different European countries, it is prevalent throughout 
Europe, and just as important, if not more so, in the higher drinking southern European 
countries. For example, the European Comparative Alcohol Study found that whereas 
about one half (50%) of homicides in the lower consuming northern European countries 
were estimated to be attributable to alcohol, three fifths (60%) of homicides in the higher 
consuming southern European countries were estimated to be attributed to alcohol. 
 
Question: What are the best policy options to reduce alcohol related family violence from 
occurring? 
 
Three issues are discussed below.  
 
First, concerning the proportions of homicide attributable to drinking presented above, it 
should be made clear that these numbers are based on cross-sectional pooled estimates 
from aggregate analyses. Such estimates are based on extrapolations from the data and 
therefore are subject to large confidence intervals and should thus be interpreted 
cautiously (Rossow, 2001). Room and Rossow (2001) have stressed that cross-sectional 
aggregate analysis (e.g. ECAS study) are particularly vulnerable to influence by 
unmeasured variables and are of little value for estimating attributable fractions. 
 
It is important to stress that the assessment of the proportion of violence that should be 
attributable to alcohol is often difficult and requires different data sources available in a 
country such as case-control studies, emergency room studies, general population 
surveys, time series analysis (Pernanen, 2001).  
 
Second, the view presented above on the relationship between alcohol consumption 
and violence is over simplistic. An interpretation of such information would be that the 
general level of alcohol consumption at the population level actually is a main cause of 
the prevalence of alcohol-related homicide.  
 
Individual level studies (Hauge and Irgens-Jensen, 1986, Makela, 1986, Makela et al., 
1999) as well as aggregate level studies (Room and Rossow, 2001 for a review)  
suggest that the association between alcohol consumption and violence is mainly related 
to acute intoxication. 

 
Room and Rossow (2001) have stressed that the proportion of violence being 
attributable to drinking is higher in Northern Europe where drinking often results in 
intoxication than in Southern Europe.  
 
Some of the points highlighted in the review include (Room and Rossow, 2001): 

 Time series analyses of aggregate-level data have found a stronger association 
between alcohol consumption and violent behaviour in countries where drinking more 
often results in intoxication. Whereas half of the assaults were alcohol-related in 
Sweden (a low level consuming Northern European country), 33% were alcohol-
related in France (high level consuming Southern European country).  



 
 

 

 

 
 

Cross-sectional pooled estimates from time series analysis of alcohol sales and 
homicide rates in 14 European countries (ECAS study) found that the impact of 
alcohol on total homicide was highest in the Northern European countries and lowest 
in the Mediterranean countries. 

Higher levels of adverse consequences including ‘delinquency’ were reported by 
teenagers in the Northern European countries compared with their peers in the 
Southern European countries and they also reported higher levels of intoxication. 
 

Third, although a positive association between alcohol consumption (intoxication and 
heavy drinking) and various forms of violent behaviour has been demonstrated, this 
association does not, in itself, prove the existence of a direct causal connection between 
drinking and violent or non-violent crime. Nor does it indicate the proportion of crime 
attributable to drinking (Roizen, 1997; INSERM, 2003; Boles, 2003; Plant et al., 2002).  
 
Central to this association between alcohol and violence is the concept of “alcohol-
induced cognitive impairment”. While the biochemical effects of alcohol on cognitive 
processing operate universally, the research clearly shows that alcohol intake does not 
inevitably, or even frequently, result in aggression and violence. The vast majority of 
drinking occasions do not lead to aggressive or violent behaviour. For most people, on 
most occasions, alcohol consumption is both problem free and enjoyable (Peele and 
Grant, 1999, Plant and Cameron, 2000, Boles, 2003). Behavioural consequences of 
alcohol drinking, including aggression and violence, are modified both by characteristics 
of drinker, situational factors and cultural expectations and traditions (McAndrew and 
Edgerton, 1969, Grant and Litvak, 1998, Graham, 1996, Plant et al., 2002). 
 
In conclusion, the evidence presented above indicates that an approach to prevent and 
reduce problems of disorder and violence at societal level should include  

measures designed to improve the management of drinking environments  
educational measures designed to preserve and promote more positive beliefs 

about behavioural effects of alcohol, not to forget measures to change patterns of 
drinking (e.g. reduce the number of episodes of intoxication) 

 
At individual level, it is clear that intervention in the form of treatment for alcohol 
problems can be helpful in reducing personal drinking problems and involvement in 
violent behaviour (O’Farell and van Hutton, 1999) 
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10. The impact of school based education 
 
Many systematic reviews and meta-analyses (including Cochrane reviews) have 
repeatedly concluded the poor or non-existent impact of school based education 
changing harmful drinking patterns amongst children and adolescents. Whilst 
recognizing the necessity to provide school based education, the conclusions of these 
reviews is that school based education will not be a policy option that reduces the harm 
done by alcohol on its own, and that it would be unwise to invest large resources in 
school based education.  
 
Question: Where would the released resources be better invested to reduce the harm 
done by alcohol? 
 
 
One fundamental element of good practice is effectiveness: does the initiative work and 
is it effective? The answer is likely to be, “It depends” (ICAP, 2004) 
 
The majority of the programmes evaluated were aimed to prevent or delay alcohol 
consumption through the provision of information about the harmful effect of alcohol, in 
the belief that such information would stimulate negative attitudes to alcohol and fear of 
consumption. Such interventions have repeatedly been demonstrated to be of limited 
effectiveness (Foxcroft, 2003).  

 
It has already been pointed out that the goal of abstinence is not an achievable one and 
it is unrealistic given the actual behaviour of young people. The fact that alcohol is often 
introduced to them within the home by parents for cultural and or religious reasons 
should also be borne in mind. Acknowledging that many young people will drink at some 
point and supporting less harmful drinking behaviour may be more realistic and effective 
for educating individuals without provoking rebellious attitudes and behaviour (Marlatt et 
al., 2002). School programmes based on such approach have demonstrated meaningful 
behavioural effects (McBride, 2004) 
 
The focus on abstinence and delayed alcohol consumption has limited the range of 
findings to a small number of behavioural effects (i.e. that of delayed onset of alcohol 
drinking and reduction of alcohol consumption), without extending the exploration of 
behavioural effects to other areas such as reductions in negative consequences 
(McBride, 2003a). The adoption of a harm-minimization goal would have permitted to 
gather evidence on other behavioural measures (e.g. reduction in the level of adverse 
consequences) and this may well have resulted in a greater impact than is currently 
documented in reviews of drug education (McBride, 2003).  

 
Other researchers caution against rejecting prevention programmes for lack of 
apparent effectiveness (Plant, 1997). They propose a new framework for alcohol 
education, with a more pragmatic and inclusive approach to gathering and using 
research. Consumer’s right to know about alcohol is just as important as the impact 
that knowledge has on their behaviour. There should be more realistic expectations of 
what educational programmes can achieve, whether on their own or as part of a wider 
community-based health promotional initiative. This position is endorsed by the UK 
Government’s Advisory Council on the misuse of drugs (1993), which states that “the 
aim of drug education is to enable pupils to make healthy informed choices”.  

 



 
 

Research in this area is continuing and recent reviews revealed an expanding 
knowledge relevant to the elements of school alcohol education that can be effective in 
encouraging behaviour change and that should be incorporated in future programmes 
(Hawks et al., 2002, Cuijpers, 2002, Foxcroft, 2003, McBride, 2003). Some are cited 
below 

 
 

 

 

 

 

 

Adopting a realistic goal to school-based education (discussed above) 
 

Using messages relevant to young people 
The majority of programmes are not based on young people’s experience and 
therefore they are not meaningful and interesting to them.  

 
Involving youth themselves 

Programmes should allow direct involvement of young people. The opportunity to 
practice new skills and obtain feedback on skills practice can be effective in reducing 
alcohol consumption  
 

Peer-led programmes may be more effective than teacher-led  
 

Adequate training of teachers to implement programmes, sufficient time allocated to 
educational programmes within the curriculum, booster sessions. 

 
Therefore, it may be that alcohol prevention for young people is not ineffective – but that 
existing ways of developing, implementing and demonstrating effectiveness were 
inadequate.  
 
School-based education programmes that are conceptually sound and rigorously 
implemented have been shown to have some impact on alcohol misuses and related 
harm. Some examples are cited below: 
 

School education programmes with an explicit harm minimisation goal.  
Harm-minimisation approaches often introduce students to concepts such as 
recommended levels for alcohol use and strategies for avoiding contexts where drug 
use may be harmful. Such approach may be useful for increasing knowledge and 
changing the behaviour of young people. The SHARHP programme in Australia 
focused on the development of knowledge and harm reduction skills and strategies 
instead of skills to refuse alcohol consumption. The programme showed  

• 
• 
• 
• 

Increased knowledge  
Reduced consumption   
Reduced consumption at harmful or hazardous levels  
Reduced harm associated with own use of alcohol. 

 
Some of those impacts decreased one year after the program was finished but the 
impact still remained significant (e.g. knowledge and attitudes, reduced number of 
risky drinking situations). 
Some of them were maintained (e.g. reduced total alcohol consumption) or even 
increased (e.g. reduction of the level of alcohol-related harm). This indicates a 
sustainable effect on harm-minimisation and is contrary to traditional views that the 
behavioural effects of school alcohol education programmes decay over time (McBride 
et al, 2004). 

 
 Social norming programmes  



 
 

The social norms approach is based on the theory that communication of what is good 
and normal behaviour will result in a recalculation of what is normal by an individual, 
and an adjustment by that person to fit in with this newly perceived norm. This 
provides a distinctly alternative approach to the use of scare tactics, through 
sensationalising rare tragedies, highlighting harm and exaggerating risk. It can be 
argued that these scare tactics actually result in a perpetuation of misperceived norms 
and an increase in problem behaviours.  
 
To date, research has been conducted in both universities and colleges across the 
US, as well as in High Schools (Haines & Barker 2003; Mattern and Neighbors 2004; 
Kypros and Langley 2003). As an example, in Northern Illinois University, there was a 
reduction of over 44% in young people’s heavy episodic alcohol consumption over a 
10 year period, following the introduction of the social norms approach (Haines and 
Barker 2003).  

 
It is important also to emphasis that education extends well beyond school and other 
formal settings. Family is an important factor shaping young people drinking behaviour. 
Built on this information, several programmes have been developed: 

 
 

 

 

Strengthening Families Programme (SFP) is a programme for parents and young 
people aimed at reducing the alcohol consumption among 10 to 14 year olds. The 
interactive methodology makes use of role-playing discussions and learning games 
that are delivered over a seven week period, with extension options to further develop 
the programme where necessary.  
 
Research from one of the longest longitudinal studies ever undertaken within the 
research literature (Foxcroft et al, 2003) has shown that 40% of those individuals who 
were not included in the programme had initiated alcohol consumption by 14.7 years 
of age; whereas at the same age, the rate was only 18% for the SFP group (Spoth et 
al, 2004). Cost-effectiveness analyses of the intervention revealed that such 
intervention may avoid substantial costs to society at a proportionally small 
intervention cost (Spoth et al., 2002). 
 

Start Taking Alcohol Risks Seriously (STARS) for Families is a health 
promotion programme for preventing alcohol use among at-risk middle and junior high 
school children (11–15 year olds), in both rural and urban settings. The programme 
has three core strategies: healthcare consultation; key facts postcards; and family 
take-home lessons. 
 
The programme has been shown to be effective in reducing the onset and level of 
alcohol consumption by young people, with participants being less likely to plan to 
drink in future and less likely to have drunk alcohol during the year following the 
programme (Werck et al., 2003).  
 

The evaluation of “Family Matters”, a family-directed program in the US has 
demonstrated a reduction in the prevalence of drinking among adolescents (Bauman 
et al., 2002). This program involves successively mailing of four booklets to adult 
family members with follow-up telephone calls by health educators. 

 
Preliminary evidence also suggests that some education approaches to addressing 
substance use may be cost-effective, due to their ability to avert future social costs 
(ICAP report 16, 2004, Caulkins, 2004) 



 
 

 
In summary, all these findings are promising and the way forward is to continue to create 
and test interventions in an attempt to bring together all components of the development, 
implementation and evaluation of school drug education that have the potential for 
behavioural change. 
 
Educational programmes cannot be the sole tool of alcohol policy dealing with alcohol 
misuse but should undoubtedly be an important supporting part of such a policy.  
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11. Brief interventions for hazardous and harmful alcohol consumption 
 
Many systematic reviews and meta-analyses have demonstrated the effectiveness and 
cost effectiveness of brief interventions based in primary care to reduce the harm done 
by alcohol and alcohol-related mortality. Were such interventions disseminated widely, 
the impact in reducing alcohol’s burden to society could be enormous.  
 
Question: How important is it for the health care sector to take up these interventions, 
and how can they best be widely implemented? 

 
Indeed many systematic reviews of evidence relating to brief alcohol intervention in 
health care settings have been published and have indicated beneficial outcomes for 
excessive drinkers (Moyer, 2002). 
 
Alcohol-related harm is a multi-faceted issue and all parties involved should 
acknowledge their responsibility, work together and contribute to combating the harm. A 
partnership of all relevant sectors of society will be the most effective way to implement 
strategies targeting those with greatest potential for pursuing risky drinking patterns 
among young people but also among adults. 
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12. Choosing different policy options 
 
The CHOICE model of the World Health Organization has estimated in the European 
Union that at a cost of less than €200 million to implement, taxes on alcohol can prevent 
some 600,000 years of ill-health and premature death each year. Thus, as has also been 
argued by the World Bank, taxation policy for substances such as alcohol and tobacco is 
the most cost effective policy option for countries to take in reducing the harm done by 
alcohol.  (At a cost of about €900 million to implement, still relatively cheap, brief 
physician advice for 25% of harmful drinkers would prevent some 400,000 years of ill 
health and premature death annually). In the European Union, less than one in five of 
countries tax beer and alcohol at a level of 30% or more of the retail price, substantially 
lower than the proportion of countries in the rest of the world.  
 
Question: If countries are to be serious about reducing the harm done by alcohol, is 
there not a strong case for increasing taxes (which also increase government revenue)? 
 
 
To calculate the effectiveness of taxation, the CHOICE model of the World Health 
Organization used:  

 

 

Estimates of price elasticities for each country for the three main types of 
alcoholic beverages 

Estimates of unrecorded consumption and a estimates of future increase in the 
unrecorded consumption following an increased taxation 

 
It would be worth mentioning here that although economists agree that alcohol 
consumption is price responsive, they do not concur about the precise degree of 
responsiveness (Kenkel and Manning, 1996, Study on the Competition of alcoholic 
drinks, 2001). 
 
The data from the ECAS project showed that there is not a clear relationship between 
price and per capita alcohol consumption (Leppänen, 1999). According to these data, 
alcohol consumption is relatively price inelastic in the Southern European countries 
(Italy, Portugal, France, Spain and Greece) and Austria, while in Northern European 
countries such as Finland, Norway, Sweden, Denmark, UK and Ireland there is an 
association between changes in alcohol prices and changes in alcohol consumption. 
 
The effectiveness of tax-induced price increases as an approach to reduce alcohol 
misuse is not conclusive. For example, in countries such as Finland, Norway, Sweden, 
Denmark and the UK, where strict regulations are enforced and alcoholic beverages are 
particularly heavily taxed, the overall participation levels in abusive drinking behaviour 
are the highest in Europe (Hemström et al, 2001; Hibell, 2000).  
 
While increased taxation may reduce the purchase and consumption of commercially 
produced alcohol, it may also contribute to harmful drinking patterns of other beverage 
types, both licit and illicit (Gruenwald and Treno, 2000).  A shift by consumers towards 
non-commercial alcohol beverages has also been shown to contribute to an increase in 
illicite trade, often associated with organized crime and a range of social problems of its 
own (Leifman, 2001, Haworth and Simpson, 2003). 
 
Furthermore, a government hoping to increase its revenue through taxation of beverage 
alcohol may actually see revenue fall as non-taxed beverages are substituted for those 
that are taxed. 



 
 

 
It is also important to mention that although taxation distinguishes between consumers 
and non-consumers, it does not distinguish between responsible and irresponsible 
drinkers. Taxation clearly restricts reasonable freedom of choice for the majority of 
people whose drinking patterns seldom, if ever, become hazardous. 
Optimal alcohol pricing should reflect a trade-off between the reduction in the welfare of 
non-abusive drinkers, and social and health benefits from the reduction in consumption 
by abusive drinkers.   
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