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1.0
Executive Summary
· Problem alcohol use currently represents one of the biggest threats to public health in the UK.  Whilst rates of heart disease and cancer have fallen, death rates and hospital admissions for alcohol-related causes have steadily and sometimes dramatically increased. 
· The increase in alcohol-related health harm is putting severe pressure on the NHS. Evidence suggests that the capacity of health services to provide support and treatment for alcohol problems falls far short of demand.
· The increase in alcohol-related health harm is clearly linked to a rise in alcohol consumption in the UK over the past few decades. The main solution to lowering rates of alcohol health harm, and thus relieving pressure on NHS services, must lie in reducing per capita alcohol consumption in the UK.

· An overwhelming amount of evidence indicates that the most effective and cost-effective means of reducing the burden of alcohol harm are by implementing controls on the price and availability of alcohol. 
· Alcohol is no ordinary commodity. It is a dependence-inducing, psychoactive drug that is linked to around 60 different types of disease, disability and injury. Problem alcohol use harms individuals as well as our society as a whole. It is therefore entirely proper for government to regulate the availability of alcohol in the interests of public health and the wider public good. 
2.0 About Scottish Health Action on Alcohol Problems

2.1 Scottish Health Action on Alcohol Problems (SHAAP) was established in 2006 by the Scottish Medical Royal Colleges and Faculties to provide an authoritative medical voice on reducing the negative impact of alcohol on the health and well-being of the people of Scotland. Members of SHAAP include consultants in accident and emergency medicine, gastroenterologists, psychiatrists, public health specialists, general practitioners and nurses - all with first-hand experience of the adverse affect that alcohol can have on individuals and our health services. SHAAP is a member of the Alcohol Health Alliance UK, an alliance of medical bodies, patient representatives and alcohol health campaigners working together to highlight rising levels of alcohol health harm in the UK. 
2.2
Political devolution in Scotland means the Scottish Parliament and Government can implement measures to address alcohol health harm independently of Westminster, and indeed the alcohol strategies adopted by the two countries reveal quite different approaches to tackling alcohol-related harm. However, not all aspects of alcohol policy fall under the remit of the devolved administration. Areas such as alcohol taxation, advertising, sponsorship and drink-drive limits are reserved powers. In addition, the close political, geographical and economic links between Scotland and England mean that policies developed in one country will have a bearing on the other, particularly when it comes to regulatory interventions such as price controls. It is for these reasons that SHAAP is making a submission to the House of Commons Health Committee Alcohol Inquiry. 
3.0 The scale of ill-health related to alcohol use

3.1
Alcohol-related health harm as measured by hospital admissions and death rates has increased markedly in the UK over the past decade. The number of alcohol-related deaths almost doubled between 1991 and 2004.
 Although the latest figures on alcohol-related deaths in 2007 show a levelling-off following year on year increases during the 1990s, it is too early to say whether this change is going to be sustained.
  Across the UK there is a clear link between alcohol health harm and deprivation, with people in poorer communities more likely to die an alcohol-related death than people in richer communities.
 
3.2
Cirrhosis accounts for most alcohol-related deaths in the UK and evidence shows that the majority of chronic liver disease and cirrhosis deaths are alcohol-related. This makes chronic liver disease and cirrhosis rates an important indicator of the extent of alcohol-related health damage in a society. Over the past 30 years, UK liver cirrhosis mortality has risen over 450% across the population as well as peaking at a younger age.
 Death rates have increased across the UK at a time when rates in most of Western Europe are falling.
 In parts of Scotland alcoholic liver disease has now overtaken heart attacks as the main cause of premature death amongst men.

3.3 The definition of alcohol-related deaths includes only those causes regarded as being directly due to alcohol consumption, whereas alcohol is known to be a contributory factor in many other illnesses such as cancer, stroke and heart disease, as well as being linked with brain disorders such as dementia. It is estimated that around 6% of UK cancer deaths could be avoided if people did not drink.

3.4
Alcohol-related health harm is not just restricted to chronic disease or physical illness. Alcohol is recognised as a contributory factor in accidents on the road, at home and in the workplace, as well as being strongly linked with acts of violence and social disorder. It is estimated that up to a third of all attendances at hospital Accident and Emergency departments are alcohol-related.
 There is also a strong link between alcohol and mental health problems. The most common admissions to NHS hospitals in the UK where alcohol was specifically related to the primary diagnosis involved mental and behavioural disorders due to alcohol. In England, admissions for this reason have increased by nearly 40% over the past decade.
 
4.0
Reasons for increased alcohol-related health harm 
4.1
Alcohol health harm in the UK has risen in line with an increase in alcohol consumption, which has more than doubled over the past 40 years.
 For most health conditions in which alcohol is a significant factor, there is a dose-dependent relationship. That is, the more alcohol is consumed, the greater the risk of alcohol-related health harm. This relationship can be observed both at the individual and the population level. It is now well established that the average population consumption is directly related to the burden of alcohol-related harm: the higher the average per capita consumption, the greater the harm. Conversely, if the average population consumption is reduced, the overall burden will be reduced. 
4.2
A number of economic, environmental and cultural factors may explain why alcohol consumption has increased in recent years: 
· A liberalisation of licensing laws has led to alcohol being sold in more places and for longer periods of time, meaning that it is much more accessible and easy to obtain than in the past. 
· More competition between alcohol retailers has driven down the real cost of alcohol, with alcohol presently being 69% more affordable than it was in 1980.
 The cheaper alcohol has become, the more consumption has gone up. 
· The UK alcohol market is multi-million pound industry dominated by big global alcohol producers who spend millions marketing specifically-designed products aimed at capturing new consumers, such as young people and women.
 
· Changing attitudes towards drinking, particularly amongst women, has contributed to increased overall consumption. In our society, drinking alcohol is now completely socially acceptable and occupies a central place in how we spend our leisure time. Everyday drinking and drinking to excess are viewed as entirely normal drinking behaviours to the extent that public reaction to government recommended drinking limits is very often one of utter incredulity. 

5.0
Consequences for the NHS

5.1
As the statistics on alcohol-related health harm indicate, the impact of alcohol on the NHS extends across many services including accident and emergency, mental health, gastroenterology, and cancer treatment services. The annual cost to the NHS of treating alcohol-related conditions is estimated at £1.7 billion in England and £405 million in Scotland.
 
5.2
Evidence suggests that the NHS is struggling to meet the growing demand for alcohol-related treatment services. Needs assessment work
 has revealed a lack of capacity in psychological therapies, specialist addiction services and a lack of implementation of prevention strategies, such as screening and brief interventions in primary health care, which is known to be effective (and cost-effective) in reducing hazardous and risky drinking. Alcohol Health Alliance UK has highlighted the absence of dedicated funding for alcohol treatment in contrast to drug treatment.
5.3
Evidence also suggests that unless measures are taken to significantly reduce the health harm caused by alcohol use, then the pressure on NHS services will mount. Currently, surveys of drinking behaviour reveal a high percentage of abstainers in the oldest age groups. However, this position is likely to change in the near future if generations of people who have grown up in a culture of regular and often excessive alcohol consumption continue to drink at the same rate as they age.
 It has been recently reported that hospital admissions for alcohol-related causes in the over-65s have increased by two-thirds over the past four years. 

6.0
Solutions 

6.1 Increased alcohol-related health harm is linked to increased alcohol consumption and therefore the main solution to lowering the burden of harm from alcohol use lies in reducing the amount of alcohol consumed. The UK population needs to drink less and drink less often. 

6.2 Whilst there is clearly a need to invest in the provision of adequate treatment and support services so that individuals can get the help they require to address problem alcohol use, the major focus of any health policy related to alcohol use should be on prevention. Most alcohol-related health harm is avoidable. If we can reduce the risk to individuals of experiencing alcohol harm then a large percentage of NHS resources that are currently invested in treating alcohol-related conditions and the victims of other people’s alcohol misuse can be redirected to other uses. 
6.3 A substantial body of evidence exists indicating which interventions are likely to be successful in reducing alcohol-related health harm.
 The most effective interventions are increasing alcohol price (taxation and minimum pricing), restricting the availability of alcohol, enforcing a minimum legal purchase age, low BAC limits, random breath testing for drivers, and brief interventions for hazardous and harmful drinkers. Education and public awareness campaigns are costly to implement and as stand-alone measures are the least effective means of changing drinking behaviour.
 If education approaches are used they should be implemented in conjunction with other more effective interventions. For example, mass media campaigns have been used to reinforce the ban on drink driving. The combination of regulatory intervention backed up by public awareness-raising has been effective in reducing the incidence of drink-driving which was once a widely accepted practice. 
6.4
Effective interventions to reduce the burden of alcohol health are also likely to have an influence on changing our drinking culture. If the evidence suggests that environmental factors such as the pricing, promotion and marketing of alcohol and its increased availability has influenced population drinking patterns and behaviours over the past few decades, then it is highly likely that effective interventions that address these environmental factors will contribute to a changed, healthier drinking culture. 
7.0
Recommendations
7.1
General

In Scotland, the government has published a framework for action for tackling alcohol misuse that proposes a set of robust policy measures to reduce harm, including a ban on irresponsible price promotions, the introduction of a minimum price for alcohol, and separate display areas for alcohol in retail outlets.
 SHAAP believes that the Westminster Government should adopt the same measures so that the whole UK population can benefit from policies that are known to be the most effective in reducing harm. The Sheffield Study on alcohol pricing and promotion, commissioned by the Department of Health, found that policies which lead to price increases reduce consumption and can have significant effects on reducing alcohol-related harm. The results of the study showed that targeting price increases at cheaper types of alcohol would affect harmful and hazardous drinkers far more than moderate drinkers. There is strong evidence to suggest that young drinkers, binge drinkers and harmful drinkers tend to choose cheaper drinks, which underlines the importance from a public health perspective of introducing minimum pricing for alcohol. 

7.2
Mandatory retail code for alcohol industry - The Department of Health has been consulting a new retailing code for the alcohol beverage industry following the findings by KPMG that voluntary self-regulation by the industry has failed in preventing many irresponsible and harmful practices in the sales of alcoholic drinks.
 SHAAP believes that if a new retailing code is to be successful in preventing harmful retail practices then it must be made mandatory and enforceable by law. As well as addressing irresponsible pricing practices, a new code should ban drinking games, organised pub crawls, marketing and other forms of entertainment that encourage excessive drinking, such as inducements by DJs to consumers to drink greater quantities and encouragement to drink more and faster through shots and shooters being ‘downed in one’.
7.3
Relating to reserved powers
Advertising - SHAAP believes that the UK should follow France and introduce a complete ban on alcohol advertising and sponsorship. The UK system of advertising regulation has been viewed as ineffective by the WHO and other international bodies and SHAAP believes that policy on this needs to be re-examined in light of the emerging evidence base that alcohol marketing does have an effect on drinking behaviour. The most recently reported research indicates that people are more likely to drink alcohol whilst watching TV after seeing drinking portrayed in films or adverts.
 The alcohol industry spends millions of pounds a year in advertising and cumulative exposure to these campaigns which suggest that drinking is socially desirable and attractive may reinforce negative drinking behaviours.  
7.4
Reduction of drink-drive limit – SHAAP believes that the UK Government should reduce the drink-drive limit from 80mg per 100ml of blood to 50mg, in line with most other European countries. Research suggests that as many as 65 fatalities per year could be prevented by lowering the limit.
 
7.5
Alcohol taxation: SHAAP welcomes the increase in alcohol taxation announced in last year’s budget and hopes that the above inflation increases over the next few years will be implemented as announced. 
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