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Stockwell et al. 2016 



Whitman et al. 2017 



Criqui 2017 

So, where are we now with respect to alcohol 
consumption and cardiac disease: 
 
1. Alcohol is a potentially addictive and dangerous drug, 

both for the cardiovascular system and multiple other 
organ systems; 
 

2. The recent infatuation with the potential benefits of 
light-to-moderate drinking for CVD protection 
appears to be based on observational and subtly 
confounded data, rather than on RCT evidence, and 
perhaps on more than a little wishful thinking. 
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Rehm et al. 2015 
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In medical settings and indeed often in academic and lay 
settings, heavy users of alcohol are commonly dichotomized 
into those with an ‘alcohol use disorder’ or not.   
 
However, ‘alcohol use disorder’ is a clinical construct that is 
often used as a shorthand to identify individuals who might 
benefit from advice or treatment. But as a condition in itself, 
it is a medical artefact which occurs in all grades of severity, 
with no natural distinction between ‘health’ and ‘disease’.  



Alcohol: Disease risk is a continuous (often exponential) 

relationship 

Female liver cirrhosis 



Alcohol:  
 
Unmanaged heavy drinking can be associated with even 
further heavy drinking, often culminating in a more 
difficult to manage state due to associated brain atrophy. 
 
The brain atrophy, though, is a consequence of the heavy 
drinking. 
 



Alcohol: Relationship between drinking levels and brain 

volume from Framingham study 
 



Connecticut Mental Health Center Study: Gray 
matter volume deficits predict time to relapse in ‘alcohol-
dependent’ patients 



Alcohol: Alcohol consumption is close to log-normally 

distributed in populations, skewed towards heavy drinking. 
There is no natural cut-point above which "alcohol 
dependence" definitively exists and below which, it does 
not. 
 

Alcohol distribution 
(grams/day), German 
men 



Alcohol dependence/alcohol use disorder: 
simply defined as a score on a checklist of symptoms 



Alcohol: There is a smooth line relationship between levels 

of alcohol consumption and the score on the checklist. 



Thus, “alcohol use disorder” is a diagnostic artefact. No more 
is needed to consider what is called “alcohol use disorder” 
other than heavy use over time.  
  



This approach does not imply that heavy use over time is the only cause 
of harm.  
 
There are other factors involved that drive harm that are independent of, 
or in interaction with alcohol use, including at: 
• molecular and cellular levels (e.g., alcohol dehydrogenase 

polymorphisms); 

• individual levels (e.g., income); and,  

• environmental levels (e.g., stigma).  
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Add up the numbers: 

 General 
population 
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15yrs+) 
T-Total 
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F- Female 

Prevalence 
rate (% of 

population 
aged 15yrs+): 

M=male, 
F=female, 

T=Total 
population, if 

figure provided 

Number of 
adults with 

AD (n)  
 

(aged 15yrs+, 
England 
16yrs+) 

Access to 
treatment (n) 

 
(aged 15yrs+, 

England 
18yrs+) 

PSUR  
 

(% of in need 
population 
accessing 

treatment) 

Austria 1 

 
2010 

 
7,148,204 

M: 7.5% 
F: 2.5% 
 
T: 5% 

 
357,410 
 

 
39,814 

9.0 
 
(11.1%) 

England 2 

 
2007 (& ‘11) 

T: 53,013,000 
 
43,682,712 (15yrs+) 

M: 6% 
F: 2% 
 
T: 4% 

 
1,572,577 
 

 
111,381 
 

14.1 
 
(7.1%) 

Germany 3 

 
2007 (& ’11) 

T: 81,902,000 
 
70,845,230 (15yrs+) 

Approx: 2.3% 1,600,000 
 
(no age group 
specified) 
 

 
57,259 
 

28.0  
 
(3.6%) 

 General 
population 

 
(full & aged 

15yrs+) 
T-Total 

M- Male 
F- Female 

Prevalence 
rate (% of 

population 
aged 15yrs+): 

M=male, 
F=female, 

T=Total 
population, if 

figure provided 

Number of 
adults with 

AD (n)  
 

(aged 15yrs+, 
England 
16yrs+) 

Access to 
treatment (n) 

 
(aged 15yrs+, 

England 
18yrs+) 

PSUR  
 

(% of in need 
population 
accessing 

treatment) 

Italy 4 
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= 51,616,360 
(15yrs+) 

 
M: 0.7% 
F: 0.4% 

 
280,921 

 
65,360 
 
 

4.3 
 
(23.3%) 

Spain 5 

 
2008 

 
M: 22,978,661 
F: 23,264,850 
T: 46,063,511 
 
(14.7% under 15yrs 
39,2892,174 
(15yrs+) 
 

 
M: 1.2%  
F: 0.2% 

 
M: 273,583 
F: 46,529  
T: 320,112 
 
 

 
49,036  
 

 
6.5 
 
(15.3%) 

Switzerland6 

 
2007 

T: 7,551,000 

 

6,373,044 (15yrs+) 

M: 7.2%  
F: 1.4% 
 
 

M: 206,800 
F: 42,300  
 
T: 249,100 
 

 
39,000 - 23,589 

 
6.4 - 10.6  
 
(15.7% - 9.5%)  
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Ask the people: 

Population survey in England.  
 
Of 1110 people drinking excessively (8+ on AUDIT), 6.5% recalled 
receiving advice from GP in previous year 

Brown et al. 2016 











Ask the providers: 

Country Gender (% males) 

of respondents 

Age (Mean) of 

respondents 

Patients per 

week 

Patients screen 

positive/week (%) 

Austria 46.5% 55.2 285 6.54 (2.5%) 

Germany 53.4% 53.8 203 7.76 (3.8%) 

Italy 74.2% 56.2 117 5.18 (4.4%) 

Spain (Catalonia) 23.3% 47.3 149 4.14 (2.8%) 

Switzerland 61.8% 52.5 98 4.40 (4.5%) 

UK (England) 52.4% 46.5 110 3.87 (3.5%) 

Total (mean)  56.3% 52.7 154 5.34 (3.5%) 

 









Cut-off points for screen-positives too low: 
 
In AUDIT-C, cut-off points of 4/5 equivalent to consumption 
of 20g/day 
 
At the mean of the baseline trials in the original Cochrane 
review, 45 grams/day, cut-off for AUDIT-C would be 8. 
 
That lower cut-offs may be inappropriate is also illustrated by 
the lower effect sizes (half the size) found in an updated 
Cochrane review, where the average baseline consumption at 
enrolment had dropped to 26 grams/day.  
 
 



It has also been suggested that primary health care providers 
might be more engaged in screening and giving brief advice, if 
screening were targeted to patients with comorbid conditions, 
such as depression or hypertension.  
 
However, to date, there is insufficient evidence for an 
appropriate package that deals with comorbidity to scale-up.   
 
Further, it has been shown that targeted screening misses out 
on the vast majority of patients that would be captured by 
universal screening. 



The second reason for modest increases in primary 
health care-based activity could be due a focus on 
providers alone, whereas successful implementation of 
health interventions within complex health system 
demands addressing a range of underlying structural 
and support systems.  



Phase IV of the WHO study on the identification and management of 
alcohol-related problems in primary care, outlined a range of conclusions 
for enhancing the widespread uptake of screening and brief advice 
programmes to reduce the harmful use of alcohol:  
 
(i) training and practice-based materials need local customization that 

can be achieved through focus groups;  
 

(ii) reframing views about alcohol of both professionals (through training) 
and the public (through mass media campaigns)  is essential;  
 

(iii) the establishment of a lead organization is essential, gathering 
endorsements from a range of organisations and individuals that are 
highly relevant to the aims of the work; and  
 

(iv) adequately controlled community-based studies need to be 
undertaken to strengthen the evidence base for achieving routine 
implementation.    



 

In ODHIN study, 68 providers interviewed at end of study – 
main conclusion:  
 
much greater local support is needed to achieve a local 
screening and brief advice culture/social norm  

 

 
 
 
 
 



Experience from the US-based SAMHSA SBIRT initiative 
stressed the importance of local champions and whole 
practice buy in for successful implementation.   



 
The European five-country ODHIN study found 
that the proportion  of patients screened and 
advised was higher by 50% with training and 
support and higher by 100% with financial 
reimbursement.   

Anderson et al. 2016  

 
At 9-month follow-up, the proportion  of patients 
screened and advised was higher by 40% with 
training and support and higher by 26% with 
financial reimbursement for those providers who 
had increased their commitment to delivering 
screening and brief advice programmes.  
 

Anderson et al. 2017   
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Country Strategy 

Net cost of 

programme 

(€m) 

Net QALY gain 

vs. no SBIs 

(000s) 

Incremental cost 

(€m) 

Incremental 

QALYs (,000s) 

ICER (per 

QALY) 

England 

Control 
-35.4 4.6 

TS+FR 

-233.8 38.0 -198.4 33.4 Dominates 

Netherlands 

Control 
-4.0 1.0 

eBI 

-7.9 1.3 -3.9 0.4 Dominates 

TS 
-3.9 2.5 4.0 1.2 € 3,386 

Poland 

Control 
0.8 0.1 

TS 
3.3 2.2 2.5 2.1 € 1,168 

TS+FR 
18.5 5.5 15.2 3.3 € 4,632 



SCREENING & BRIEF 

INTERVENTION ON ALCOHOL 

PRIMARY CARE TRAINING 

World Health Organization Regional Office for Europe 

49 



The WHO Phase IV study concluded that embedding 
primary health care-based screening and brief advice 
programmes within the frame of supportive community 
and municipal environments might lead to improved 
outcomes.   



How do you fund it? 
 
Surcharge tax on alcohol? 
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Policy measure  Opportunity for city implementation  

Pricing policies 

Alcohol taxes Many cities have opportunity to set alcohol beverage sales taxes, which 

can bring in municipal revenues. 

Access policies 

Outlet density  Licensing of alcohol sales outlets allows local governments to control 

where alcohol is sold to the public, with restrictions on density related 

to less crime.  

Days and hours of sale  Licensing of alcohol sales outlets allows local governments to control 

when alcohol is sold to the public, with restrictions on hours of sale 

related to less harm. 

Bar policies 

Training of bar staff, responsible 

serving practices, security staff in 

bars and safety-oriented design 

of the premise  

Drinking environments can be foci of alcohol-related harms. Ongoing 

enforcement is the required ingredient to reduce harm in drinking 

environments.  

Advertising policies  

Volume of advertising Cities have the opportunity of restricting advertising, including 

billboards, in the public places that they own or through the public 

services, such as transportation, that they provide. 

Anderson et al. Submitted 
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Policy measure  Opportunity for city implementation  

Drink-drive restrictions 

Sobriety checkpoints and 

unrestrictive (random) breath 

testing   

Cities have the opportunity to step-up sobriety checkpoints and 

random breath testing.  

Screening, advice and treatment 

Digital interventions Off-the-shelf applications can be deployed at city level, enhanced with 

context awareness and use of ecological momentary assessments. 

Primary health care Tailored screening and brief advice programmes embedded within 

community and municipal action are more likely to be scaled-up.  

Workplace Although business cases are made for workplace-based programmes, 

the evidence appears insufficient to justify a city-based investment.   

Secondary health care  Treatment services can be embedded within comprehensive care 

pathways at the city level.  

Education and information  

Public information campaigns Media campaigns should focus on changing behaviour in relation to 

existing programmes, such as drink driving, rather than acting in 

isolation, where there is evidence of ineffectiveness.   

Changing social norms Social norms campaigns should focus on topics that are the subject of 

behaviour change programmes, such as drink driving.  

Product reformulation 

Alcohol content and packaging Cities could set limits on beverage container sizes.  
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Systematic review of reviews on role of alcohol industry: 

• 27 relevant reviews were identified, 3 studying the industry’s role in 

funding research and 24 exploring their role in policy.  

• 24/27 reported conflicts of industry initiatives with public health 

principles, including:  

i. failures to adhere to scientific principles to generate or assess 

evidence; 

ii. advocating for policy interventions which lack evidence; and,  

iii. lobbying against evidence-based interventions.  

 

• Most conflicts were around WHO best buys: reduction of availability, 

price increases, and advertising bans. 

Rehm et al. Submitted 
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Trade Associations form sub-clusters  

The European Alcohol and Health Forum constitutes strong 
linkage between the Associations 



62 

There are three types of institutions linking the alcohol sector to other sectors: 
1. Think Tanks such as the European Policy Centre  
2. The Advertising & Marketing industry 
3. Lobby firms. 

Alcohol 
Food 
Tobacco 
Gambling 
Other 
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Adding another level - 
intermediaries and all their 
neighbors – finds that the 
most central intermediaries 
are mainly public relations, 
lobbying and consulting 
firms.  

Alcohol 
Food 
Tobacco 
Gambling 
Other 
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In the global strategy to reduce the harmful use of 
alcohol of the World Health Organization (WHO), 
the alcohol industry was explicitly encouraged to 
consider effective ways to contribute within its core 
role as developer, producer, distributor, marketer 
and seller of alcoholic beverages.   
 
One potential way of contributing would be to 
reduce the level of the most harmful ingredient in 
alcoholic beverages, ethanol. 
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There are three potential mechanisms for how reduction of alcoholic 
strength could impact on harm by:  
 
1. current drinkers replacing standard alcoholic beverages with 

similar beverages of lower alcoholic strength, without increasing 
the quantity of liquid consumed;  

2. current drinkers switching to no alcohol alternatives for part of the 
time, thereby reducing their average amount of ethanol 
consumed; and 

3. initiating alcohol use in current abstainers. 

Rehm et al. 2016 
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Heavy use 
over time 

1. Can be a unifying concept to reduce the harm done by 
alcohol 
 

2. Is a more easily understood concept for primary health care 
action, and may help reduce stigma 
 

3. As demonstrated by publications of WHO, OECD and World 
Economic Forum, can be readily addressed by ‘best buys’: 
price, advertising and availability  
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Treatment 
Gap 

1. Closing the treatment gap can be led by primary health 
care (PHC) 
 

2. PHC action may require higher cut-offs for brief advice 
 

3. PHC action may be more effective when embedded within 
municipal action 
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Government-
led prevention 

1. Networked governance with enhanced community and 
municipal action 
 

2. Manage the webs of influence that aim to take over policy 
 

3. Is there a similar model to salt reduction initiatives?   
 
 
 

 
 
 


