	
We currently have information on the categories listed below. Simply click on the the appropriate category. If you have any specifice questions on alcohol in Portugal please email us and we will try to answer your enquiry.
· Sociodemographic characteristics 

· Alcohol consumption and prevalence 

· Mortality, morbidity, health and social problems from alcohol use 

· Alcohol policies

	 



Sociodemographic characteristics
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Health status
Life expectancy at birth, 1990-1995 : 71.1 (males), 78.0 (females)
Infant mortality rate in 1990-1995 : 10 per 000 live births

Socioeconomic situation
GNP per capita (US$), 1995: 9470, PPP estimates of GNP per capita (current int'l $), 1995: 12 760.Average distribution of labour force by sector, 1990-1992 : agriculture 17%; industry 34%; services 49%
Adult literacy rate (per cent), 1995 : more than 95

Alcohol production, trade and industry
Portugal produces beer, distilled spirits and wine. It is a major exporter of wine.
Alcohol consumption and prevalence
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Consumption
Production of wine, Portugal's chief alcoholic product, has led to a decrease in adult per capita alcohol consumption in the past 25 years, which has been slightly counterbalanced by a modest increase in beer consumption. There is no information available on unrecorded consumption.

Prevalence
A 1990 survey of a sample of the population aged 15 years and over showed that 39 per cent drank alcohol at least three to four days per week, 24 per cent were moderate consumers (drinking at least weekly) and 37 per cent drank less than weekly or never.

Age Patterns
A study of 2033 15 to 16 year olds (852 boys and 1181 girls) was conducted in 1995. The response rate was 92 per cent. Seventy-four per cent of the respondents had drunk an alcoholic beverage in the last 12 months, and 28 per cent had drunk to intoxication in the last 12 months. 
Lifetime prevalence of alcohol use was 79 per cent (80 per cent for boys and 78 per cent for girls).

In a series of surveys in public schools in various regions between 1987 and 1993, lifetime prevalence of alcohol use among 12 to 18 year olds was shown to be about 60 per cent. Prevalence of use in the previous 30 days varied between 27 per cent and 42 per cent. A 1990 survey showed that 7 per cent of boys aged 11 or 12 years, and 19 per cent of boys between the ages of 13 and 15 drank alcohol weekly. Of girls, three per cent of those aged 11 or 12 and seven per cent of those between the ages of 13 and 15 drank alcohol weekly.
Economic impact of alcohol
About five per cent of the active population (20 per cent of active agricultural workers) are employed in viticulture (240 000 workers). More than a tenth of the population (1.2 million) are directly economically dependent on wine production and trade.
 

Mortality, morbidity, health and social problems from alcohol use
Alcohol dependence and related disorders 
The SDR for alcohol dependence fell from 1.14 to 0.43 per 100 000 population between 1980 and 1995.
Mortality
An analysis of regional and temporal co-variation of suicide rates and indicators of alcohol use and abuse in Portugal revealed that an increase in per capita consumption of alcohol is accompanied by a simultaneous increase in the male suicide rate of 1.9 per cent. The SDR per 100 000 population for chronic liver disease fell from 30.3 to 22.7 between 1970 and 1995.
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Social problems
The number of alcohol-related motor vehicle crashes per 100 000 population rose from 18 to 23.2 between 1988 and 1992.
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Alcohol policies
Control of alcohol products
The real prices of beer, wine and spirits have been increasing during the early 1990s. There are no restrictions on hours or days of sale or on type of location of outlets. A licence is required for the production and distribution of beer, wine and spirits.

The advertising of all three types of alcoholic beverages, i.e. beer, spirits and wine is restricted on radio and television, and the advertising of beer and spirits is banned on billboards and in cinemas. There are no restrictions on the advertising of alcohol in the print media. Alcohol advertising is not allowed inside schools or in any publication addressed to young people under 18 years of age, and the advertisement cannot connect the product to people under 18 years of age or present them drinking alcoholic beverages. Advertisements are not allowed to encourage excessive drinking or to intimidate non-drinkers, and they cannot suggest that alcohol will lead to social success or provide increased ability, or that alcohol has therapeutic properties, is a stimulant or a sedative. Advertisements cannot associate alcohol with positive properties, with driving or with physical exercise, or with sporting activities.The advertising restrictions are enforced through the application of the "Publicity Code", a national law created in 1990 and revised in 1995. Enforcement occurs after a breach and is the responsibility of the General Direction of Social Communication and the National Institute of Consumers Defence. There have been many breaches, and little action has been taken to enforce the ban.

Labels for alcohol content are required by law, and the maximum legal limit for alcohol content of "green wine" is 12 per cent. General and specific health warnings are not required by law.
Control of alcohol problems
There is a minimum legal age limit of 16 years for buying alcohol, but it is infrequently enforced. BAC limit is 0.05 g% for drivers. On conviction for a first offence of driving above the permitted BAC, suspension of driving licence or imprisonment is usual. Random alcohol breath testing is frequently carried out.

The National Committee against Alcoholism (NCA) is the national agency dealing with the prevention of alcohol problems. Until November 1988, there was no explicit policy statement concerning alcohol. However at the end of 1986 the NCA presented to the Minister of Health the following
proposals: recommendations for legislation on measures to prevent alcohol problems; a draft comprehensive national programme on alcohol defining priorities; suggestions for establishing an inter-ministerial coordinating committee on alcohol problems, comprising personnel from various ministries and other bodies.

A 1988 government decree established Regional Alcohology Centres in Coimbra, Lisbon and Oporto. Their main objectives are prevention and treatment of alcohol-related problems in their respective zones, in collaboration with the regional health and welfare administrations and centres. These three regional alcohol agencies play a significant role in the treatment and prevention of alcohol problems. There are national mass media programmes dealing with drinking and driving. Other alcohol
education programmes are undertaken by various agencies and individuals. Some pilot training is now being given to general practitioners, and there are some courses on alcohol problems within public health training.

Alcohol data collection, research and treatment
The National Institute of Statistics and the International Wine Bureau both collect some data on alcohol but there is no specific national agency responsible for all relevant data collection.

Treatment until recently was mainly confined to inpatient treatment in the three zone centres attached to large psychiatric hospitals. Greater attention is now being given to small units for the treatment of alcohol dependents in local health centres and mental health centres. Training for decentralized treatment is being stimulated by the zone centres.
In 1998 the Portuguese Government created three Regional Alcohol Centres to prevent alcohol abuse and coordinate alcohol-related activities as well as to treat people with alcohol-related problems. The Centres cover the northern, central and southern regions of Portugal.
Source: WHO Global Alcohol Database. 

	
	Statistics

Population in 1996: 9,2 million inhabitants

Geography: 18 continental districts

Currency: Portuguese Escudo (PTE)

Gross National Product in 1997: 8.919 ECU per capita

Life expectancy : Men 71,0 years ​ Women 78,5 years

Mortality in 1997:

1143,47 deaths per 100.000 inhabitants

Men: 55.100 deaths

Women: 55.000 deaths

Source: Eurostat

 

Production

 
 World Drink Trends 1997  
 
1980
1990
 1993
1995
Spirits ( pure alcohol)
 
80 000
Wine (hectoliters)
10 172
 6 607 000

9 200 000* 

7 132 000
Beer (hectoliters)
3 557 000
 
6 928 000
* Meeting of national counterparts for the European alcohol action plan, June 1995 (data from this encounter are much higher than those published in World Drink Trends).

Small-scale production of wine and spirits still exists on a broad scale and has not been taken into account in assessment of total national production. Decrease in wine production between 1993 and 1994 is due to poor climatic conditions.

 

Production of beer
 
 1991
 1995
 1996
 1997
 In 1,000 hl
6993
6928
6713
6623
Source: Les Brasseurs Européens

 

Production of wine
 
 1994
 1995
 1996
 In 1,000 hl
6521
7255
9529
Source: L'Office International de la Vigne et du Vin

 

Consumption 

 
World Drink Trends 1997
 
 1975
1990
1995
1996
Wine (liters/person)
89.8
50.0
58.4
60.6 (est)
Beer (liters/person) (a)
32.7
65.1
64.7 (64.2 in the 1996 edition
61.9
Spirits (liters pure alcohol/person)
0.9
0.8
0.8
0.8
 Total (liters pure alcohol/person)
13.3
10.1
11.0
11.2
(a) no data on low-alcohol or non-alcoholic beer

Consumption of beer
 
 1991
 1995
 1996
 1997
 In 1.000 hl
6635
6416
6136
6218
 Per capita in liters
67.3
64.7
61.9
62.6
Source: Les Brasseurs Européens

Consumption of wine
 
 1994
 1995
 1996
 In 1,000 hl
5762
5695
5800
 Per capita in liter
58.13
57.41
58.46
Source: L'Office International de la Vigne et du Vin

 

By age group
No data available on this subject.

A database and new measurement tools are currently being implemented.

 

Among young people
Important studies showing the alcohol consumption among young people.

 Author
Year
Population
Age group
Consumption
 Barbosa et al
1993
Young students
13.8 +/- 2,4 years
 77% consumption during the last 12 months
 ESPAD
1995
Young students
16 years
76% consumption during the last 12 months
 Breda J.
1996
Young students
15 - 20 years
76% of the girls, 87% of the boys
 Morais
1997
Young students and youngsters who quit school
16 years
82.6% of those who quit school, 63.3% of the students 
Consumption has been on the increase since 1990, although it decreased between 1983 and the end of the 90s.

Between 1990 and 1995, a definite increase was observed (17%) in wine consumption per person, which currently stands at 11 liters.

Consumption of spirits has increased, while beer consumption has decreased slightly.

During the same period, an increase in overall consumption (pure alcohol) and later the appearance of a new type of beverage (alcopops) was noted.

 

Risks of Alcohol Abuse
There are no precise statistics available in Portugal on causes of death related to alcohol, only a percentage of total number of deaths.

The number of alcoholics is estimated at between 300,000 and 500,000 persons, or 3 to 5% of the population

Annual deaths related to alcohol consumption:

1995: 7 220 (Pinto A et al Boletin do CRAC Ano I, n°1, April 1997)

This figure is an estimation based on the percentage of deaths attributable to alcohol (American criteria), and is probably under-estimated.

Percentage of deaths attributable to alcohol with respect to total deaths
 Pathology/year
 1970
1990
1995
 Cancers
 
 
 
 Cirrhosis of the liver
 2.6%
2.8%
2.6%
 Road traffic accidents
 
1.3%
1.2%
 alcoholism
 
0.1%
0.06%
 other accidents
 
 0.9%
0.8%
(Institutos de Medecina Legal)

 

Costs of Alcohol Abuse

No data available.

 

Limiting Access to Alcohol Abuse

Regulamento General de edificaçoes Urbanas
Portaria 6065 dated March 30, 1990.
Regulamentos Policiais dos Distritos
Sale of alcoholic beverages does not require a license. The only restrictions concern proximity to schools and military bases.

The legal age limit for consumption in public places is age 16 (Police Regulation of District and DR 20431 dated October 24, 1931).

Legal age limit for purchase is age 16

Hours of sale depend on the type of establishment.

Decreto-Lei 270/89 dated August 18, 1989 - Medidas s/Violencia no desporto - art15. (Indications on sale and consumption of alcoholic beverages in a sports context)

 

Alcohol Taxation

Taxation varies according to the type of beverage.

 

Alcohol and Driving

Decree-law 124/90 dated April 14, 1990 - Conduçao sob efeito do alcool (driving rules on the effects of alcohol).

Decree-law 114/94 dated May 3, 1994 - Codigo da Estrada (Road Safety Code).

Legal BAC limit: 0.5 g/l of blood (secondary limit 0.8 g/l).

Between 0.5 et 0.8 g/l of alcohol: fine and suspension of driving license

Between 0.8 and 1.2 g/l: more severe fine, considered as a second offense.

Over 1.2 g/l: trial.

Budget for the promotion of the fight against drunken driving: no data available.

Number of vehicles: 3 500 000.

Frequent random testing (Meeting of national counterparts for the European alcohol action plan, June 1995) (Health for All, WHO)

 

Advertising

Decree-law number 270/89 dated August 18, 1989 Medidas s/Violencia no desporto - art 15 - relative to sale and consumption of alcoholic beverages during sports events

Article 17 from the Advertising Code (Decreto-Lei 330/90) dated October 23, 1990: broadcast of advertising for alcoholic beverages prohibited on television and radio between 07:00 and 09:00, and restrictions relative to targets and content (no associations with driving or sports, no encouragement of excessive consumption).

Decreto-Lei 6/95 dated January 17, 1995 - Advertising Code (revision of the 1990 decree) Legal restrictions are imposed on advertising of alcoholic beverages, regardless of the media and type of beverage.

 

Alcohol Abuse Prevention Measures

Governmental policy for the fight against alcoholism
Psychiatric and Mental Health Services Management ​ the DGS -whose role has been defined in article 28 of the decree-law n° 122/97 dated March 20, 1997 regarding the General Health Executive Department.

General policy: Technical orientation and evaluation of study on mental health, with special emphasis on alcoholism and other drug use.

A national policy is almost non-existent.

Comisao Nacional de Combate ao Alcoolismo: national agency in charge of prevention of alcohol-related problems.

Three regional agencies (Coimbra - central region - (see details below), Lisbon - southern region -, Porto - northern region -), created by Decree-law n° 269/95 dated October 19, 1995 (I series A), all play an important role in treatment and prevention of alcoholism. They are also responsible for individual rehabilitation, coordination of anti-alcohol activities as well as education and research in the field of alcohol. They each have a government-allocated budget as well as participation by the patients in health care reimbursement. They employ a total of about 100 persons.

 

Information campaign developed by the centers, but with a very limited distribution.

No national anti-alcohol campaign has been developed.

A national program against drunken driving has been implemented by the police.

An information program for young people targeting teachers, students and civil servants in the national education system has been developed.

Targeted actions: campaigns targeting truck drivers and construction workers (Coimbra regional center).

Treatment for patients and rehabilitation: the most important aspect of the anti-alcohol effort (five-week detoxification cure: 5000 cases treated each year by the Lisbon center (with only 20 beds) and 2500 cases by the Coimbra center).

Research: Instituto da Vinha e do Vinho et Instituto do Vinho do Porto

(Meeting of national counterparts for the European alcohol action plan, June 1995) (Health for All, WHO)

Activities at the Coimbra regional agency:

· - Prevention and treatment of alcohol-related problems 

· - Coordination of anti-alcohol activities 

· - Teaching and research on alcohol 

 

Non-governmental organizations
No data available.

 

Source: Overview of National Alcohol Policies In The 15 Countries of the European Union

Sociéte Francaise de Santé Publique and European Commission DGV

Daniel Oberlé/Michel Craplet/Helene Therre

Profile information: Claudia Maria Riempp, BZga, Federal Centre for Health Education (FCHE)

October 1998

 

For further information a directory of alcohol experts and organisations in the 15 countries of the European Union working in the field of prevention of alcohol-related problems can be found at the website (http://www.sfsp-publichealth.org/europe.html)
  
	 


 

	
	 

A Comparative analysis of alcohol policy in the EU States

Professor Ola Arvidsson
Folkhalsoinstitutet, Alkohol och narkotikaprogrammet, 103 52 Stockholm
This project had its origins in a letter from the Swedish Minister of Health and Welfare to the European Union (EU) Commissioner Padraig Flynn requesting that the EU should initiate a comparative study of alcohol policies in the EU member states. In March 1997, the Swedish Institute of Public Health in collaboration with the Social Research Unit of Alcohol Studies in Finland submitted to the Directorate General V of the European Commission an application for funding for such a project. In August 1998, the commission granted funding. The total budget was 634,000 ECU of which the Commission provided half, while the remainder came from national funds.
Project Aims
The overall purpose of the project is to evaluate the alcohol control policies of the EU member states. Specifically the aim can be described as follows:
· To analyse similarities and differences in the alcohol control policies of the member states.
· To analyse similarities, differences and changes in drinking patterns and levels of alcohol consumption in the member states.
· To collect comparative data on the prevalence of alcohol-related harm in the member states.
· To conduct comparative analysis of the relationship between overall level of alcohol consumption and various forms of alcohol-related harm.
· To integrate the finding and to evaluate their implication for co-ordinated and cost-effective alcohol policies within the EU. 

According to the plan, most of the research work will be carried out by the Swedish Institute of Public Health and Social research Unit for Alcohol Studies in Finland. Professor Thor Norstrom of the University of Stockholm is scientifically responsible for the project while Professor Jussi Simpura is responsible for the Finnish part. The work has been roughly divided so that Finland focuses on alcohol policy and Sweden focuses on alcohol sales, alcohol-related harm and the relation between sales and harm.
The importance of alcohol preventive measures as an integral part of public health policy was convincingly argued in the WHO report Alcohol control policies in public health perspective (1) and further substantiated in Alcohol and the public good (2) which scrutinized more recent evidence. The overall conclusion of these reports is that the level of drinking and the extent of alcohol-related harm in a nation so closely linked. However, the link is stronger in some countries than others. The project will explore these relationships systematically on a large scale and compare the success of different alcohol policy regimes in curbing the negative impact of alcohol consumption.
Data Comparability
Surveys on consumption and drinking patterns have been conducted in a large number of countries. However, few systematic analyses have addressed the variation in these factors across countries. Problems of data comparability between countries and over time have been a major obstacle to such studies.
Improved comparability can be achieved through expert collaboration. this will allow comparative studies of issues such as the prevalence of heavy drinking.
In view of the increased attention that is being paid to the importance of drinking patterns for various outcomes such an analysis will be of great interest. Drinking patterns are important not only in their own right but also to help interpret variation in harm profiles and in the relationship between population drinking and harm rates. Assessments of the relationship between per capita alcohol consumption and various harm rates are reported in the literature for some countries. The project will pursue this work on a larger scale, including a more complete set of harm rates and more countries.
The tasks
the analysis of alcohol policy in the member states will comprise a systematic description of the different methods used to prevent alcohol-related harm, including price and tax policy. physical availability, licensing policy, regulation of advertising and education and information. It will also cover regulation and enforcement practices relating to public drinking, drink-driving, on-licence outlets and custody of drunk persons. Information will also be collected on the administrative structure of preventive policies and treatment and feasibility of prevention policies, including analysis of public opinion, pressure groups and the effect of inter-nationalization and cross-border trade.
The analysis of alcohol consumption will comprise a description of trends in consumption levels and drinking patterns in the member states during the period 1950-1995 based on sales data for alcoholic beverages.
The analysis of alcohol-related harm will include data on causes of death where alcohol is an established risk factor (alcohol intoxication, alcoholism, alcohol psychosis, cirrhosis, pancreatitis, accidents, suicide and homicide). In addition, data on crime rates relating to violence and drunken driving will be collected. the format of these data is annual observations from 1950 to 1995 and great efforts will be made to obtain a data set that is as comparable as possible, though it must be recognized that some indicators may be missing for some of the states. 
On the basis of the data collected, the relationship between per capita consumption of alcohol and the various alcohol-related harm rates will be explored by means of time series analyses. The relationships between alcohol consumption, alcohol policy regimes and alcohol-related harm will be explored and the implications for policy of these findings will be considered. The alcohol policy regimes of member states will be described and analysed not only from the perspective of their effect, but also their historical context and their feasibility for other states, given that the great differences in European drinking cultures and harm profiles. In this analysis, both qualitative and quantitative methods will be used. Special emphasis will be laid on the effects of European integration and on the need for co-ordinated action at the European level, given the variations in drinking patterns, differences in alcohol-related harm profiles and alcohol policy regimes. Results from the continuing project Alcohol policy in the EU states funded by the EU and conducted by the Societe Francaise de Sante Publique will be considered and included.
Data collection on alcohol policy, alcohol consumption, drinking patterns and harm rates was completed in Spring 1999. Comparative analysis of data and the relationship between consumption and harm rates is virtually complete and the reports will be prepared before the end of 2000.
Sweden and Finland are carrying out the project jointly, although Sweden as the applicant state has formal responsibility. In addition, Norway and all the EU states except Luxembourg have agreed to take part in the project. Representatives of the different countries attended a research meeting in Stockholm in February 1999.
This project will form the base from which different valid and comparable indicators of alcohol consumption and its effects can be elaborated in the different EU countries. The study will describe the impact of alcohol on health in the EU states. A comparative study with these objectives and this time perspective has not been carried out before.
Expected results of the project
The project will influence the effectiveness of the various alcohol policy regimes and preventive measures in the member states and will thus contribute to the achievement of a high level of health protection called for in Article 129 of the Amsterdam Treaty. Further, the project will build up a comprehensive archive of data and information which can be used in future studies.
The results from the project will be disseminated to the EU states in different ways. Interim reports on the progress of the project will be distributed to all collaborating partners and to the Commission. The final reports are planned to contain three sections. The first section will focus on a comparative perspective of alcohol control policy in member states. The second section will focus on trends in alcohol consumption and drinking patterns in member states and the relationship between overall consumption and various forms of alcohol-related harm in the member states. The third section will integrate the finding of the previous two sections and evaluate their implications for co-ordinated and cost-effective alcohol policy with the EU. 
The results can be used for improvement and co-ordination of alcohol preventive measures in the member states. The Internet will be used to disseminate the headline results of the project. More detailed information will be disseminated through reports, research articles and seminars. It is our belief that the results could be input to a major European conference on alcohol prevention. Hopefully the data will be preserved in a database.
References
1. Bruun K et al. WHO report on alcohol control policies in public health perspective Helsinki: Finnish Foundation for Alcohol Studies 1975.
2. Edwards G. Alcohol and the public good, Oxford: Oxford Medical Publications 1995.
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European Union - Profile



We currently have information listed below. If you have any specifice questions on alcohol in the European Union please email us and we will try to answer your enquiry.
 

	 
	 

Alcohol abuse and alcohol-related harm
Even in childhood and early adolescence alcohol abuse is associated with various short term adverse effects such as accidents, violence and poisoning, as well as with developmental and social problems. In the long term, regular abuse of alcohol is connected with increased risks of severe chronic diseases (cancer of the liver and other organs,hypertension, etc.). Society-level effects include crime and loss of productivity. At country level mortality and morbidity related to the use of alcohol correlates strongly with total alcohol consumption per capita. In Mediterranean countries and in Sweden, premature deaths from liver cirrhosis have been stable or declining, but in other Member States the trend is increasing. Early alcohol debut is associated with an increased risk of alcohol problems in late adolescence and adult life. Drinking patterns generally also show marked stability over time, although there is some conflicting evidence. There is however ample evidence to show the association between alcohol abuse, smoking and the Use of drugs.
In most Member States, especially in Italy, Spain and France, both the volume and
frequency of alcohol consumption in the whole population have declined, whereas in others (Ireland. Denmark, Luxembourg, Portugal and the United Kingdom) the figures have gone up A higher frequency and volume of drinking is often associated with periods of economic growth and/or improved availability of alcohol. Regional differences are not as marked as they once were, nor does social status have as marked an impact on drinking as it used to. However, lower social status and the lack of social support still frequently correlate with an increased risk of alcohol abuse, and with greater difficulties of overcoming alcohol-related problems. In this context it is also to be noted that different drinking habits still prevail in different parts of tile European Union, with frequent drinking of smaller amounts being predominantly a pattern in Southern Europe, and drinking to inebriation more common in the North. However, among young people drinking to inebriation has become increasingly common in all European Member States for which comparable data are available.
Although young Europeans have their first taste of alcohol around much the same age as in the past, i. e. in their early teens, regular drinking begins at a younger age than it used to. The gender gap has narrowed in many Member States, although boys still drink more frequently and heavily than girls. According to the WHO HBSC 1997/1998 survey, 15 year-old boys exceed girls in weekly beer drinking in all countries covered; the high absolute rates of regular beer consumption among 15-year-old boys in Wales (50%), Denmark 43%, Greece (42%) and England (40%) are of particular concern. At age 15, the only countries where girls report a higher consumption of both spirits and wine than boys are Scotland, England and Wales. The chart below shows that between the 1993/1994 and 1997/1998 WHO HBSC surveys, the percentage of 15 year-old boys and girls who had been drunk two times or more in their life-time has risen in almost all countries covered. In 1997/1998, more than half of 15-year-old boys and girls reported having been drunk two times or more in Denmark. Finland, England, Scotland and Wales,whereas the corresponding percentages were below 30% for boys and girls in France and Greece. The clear geographical pattern, with students from South European countries reporting low levels of drunkenness in sharp contrast to certain Northern European countries, persists in 15-year olds reporting being drunk 10 times or more.
%, of 15 year-old students who report having been drunk twice or more often in their lifetime (by gender, 93/94 vs, 97/98)
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Source: Report on the state of young peoples health in the European Union, February 2000. Full report available on website: 
http://europa.eu.int/comm/dg24/health/ph/key_doc/index_en.html 
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Spain- Country Profile
We currently have information on the categories listed below. Simply click on the the appropriate category. If you have any specifice questions on alcohol in Spain please email us and we will try to answer your enquiry.
· Sociodemographic characteristics 

· Alcohol consumption and prevalence 

· Mortality, morbidity, health and social problems from alcohol use 

· Alcohol policies

	 
	
Sociodemographic characteristics
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Health status
Life expectancy at birth, 1990-1995 : 74.6 (males), 80.5 (females)
Infant mortality rate in 1990-1995 : 7 per 1000 live births

Socioeconomic situation
GNP per capita (US$), 1995: 13 580, PPP estimates of GNP per capita (current int'l $), 1995: 14 520
Average distribution of labour force by sector, 1990-1992 : agriculture 11%; industry 33%; services 56%
Adult literacy rate (per cent), 1995 : more than 95

Alcohol production, trade and industry
Spain is largely a wine-drinking country. Freixenet is a leading winery with market ventures in Great Britain, Germany and the US, among others. In 1994, there was a huge oversupply of wine, prompting the European Union to consider legislating a curb on wine production. The Spanish beer market is expected to grow about two per cent a year. Sociedad Ansnima Damm brews and packages Budweiser for the Spanish market. In 1993 Coors Brewing Company purchased El Aguila SA, aSpanish brewery with a capacity of 500 000 barrels. A 1995 study revealed that Spain had more liquor outlets per capita than any other western European country.
 

Alcohol consumption and prevalence
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Consumption
Although spirits consumption has dropped slightly and beer has risen slightly, Spain is primarily a wine-drinking country, and the decline in wine consumption has fuelled a decrease in overall adult per capita consumption of absolute alcohol since its high point in 1975.

Prevalence
A national survey found that in 1993, two per cent of adults were high consumers (drinking between 415 and 553 grams of pure alcohol per week), and two per cent were classified as excessive consumers of alcoholic beverages (drinking more than 553 grams of pure alcohol per week), a decrease from three per cent in 1980. A 1990 survey found that 32 per cent of persons aged 15 years and over drank at least three or four days a week, while 44 per cent drank less then weekly or never. A representative nationwide sample of 2495 adults aged 18 years and over, was selected by a multi-staged random strategy during 1989. Total lifetime prevalence was 55.7 per cent (70.1 per cent for men and 42.6 per cent for women). The average age of first use was 16.7 (16.1 for men and 17.8 for women).

Patterns of drinking vary considerably from one part of the country to another. Population sample surveys in Cantabria and Seville showed that in Cantabria (population of about half a million), a serious problem of excessive drinking (defined as greater than 100 ml of pure alcohol a day on average) was found among men between the ages of 16 and 65.

Prevalence of excessive drinking among women was very low. In rural areas, about twice as many men of the above age group were found to be excessive drinkers as in urban areas. In Seville, two-thirds of men and one-third of women reported drinking daily or nearly every day.

Age Patterns
An EC survey in 1990 found that 3 per cent of boys and 1 per cent of girls aged 11 or 12, and 22 per cent of boys and 17 per cent of girls aged 13 to 15 drank alcohol weekly. A WHO study of schoolchildren in 1993/1994 found that more than 90 per cent of 15 year old boys and girls drank alcohol at least once a week, and that 22.8 per cent of boys and 19.1 per cent of girls had been drunk at least once.
Economic impact of alcohol
In 1984 the health costs of alcohol totalled 15 017 million pesetas (US$ 99.3 million), up from 13 145 million pesetas (US$ 86.9 million) in 1981. Between 1970 and 1992 the total expenditure on alcoholic beverages as a percentage of private consumption expenditure dropped from 1.7 to 1.3.
 

Mortality, morbidity, health and social problems from alcohol use
Alcohol dependence and related disorders 
The rate of discharges per 100 000 population for alcohol dependence syndrome fell from 36 to 19 between 1980 and 1992.
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Mortality
The SDR per 100 000 population for chronic liver disease fell from 24.2 in 1980 to 18.7 in 1991, while the rates for alcohol-related burns, falls, drowning and poisoning rose from 42.9 to 44.4 over the same period.
Health problems
The total number of reported alcohol-related admissions to all hospitals fell from 15 990 in 1978 to 13 267 in 1984.
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Social problems
Alcohol-related motor vehicle crashes per 100 000 population rose from 6.9 in 1985 to 10.6 in 1992.
 

Alcohol policies
Control of alcohol products
The real prices of all three types of alcohol, i.e. beer, spirits and wine increased between 1990 and 1995. In 1994, taxation rates were: 13 per cent on table wines, 18.4 per cent on beer and 43.4 per cent on spirits.

There are restrictions on hours of sale, but there are no restrictions on days of sale, or on type or location of outlets. A licence is required for the production and distribution of beer, wine and spirits.

Advertising of alcoholic beverages in schools, sport centres and health care institutions is prohibited.

The General Advertising Law prohibits the advertising of alcoholic beverages with an alcohol content greater than 20 per cent on television and radio. Advertising of other alcoholic beverages on television and radio is permitted only after 21:30 hours. A voluntary code governs the content of advertisements in newspapers/magazines and on billboards. In general, private media employ a more liberal policy than public media.
General or specific health warnings on alcohol containers are not required, although a label is required to display the alcohol content of beverages.
Control of alcohol problems
There is a minimum legal age limit of 16 years for buying alcohol in most regions of Spain, otherwise the age limit is 18. The BAC limit is 0.08 g% for car drivers, 0.05 g% for drivers of vehicles of more than of 3500 kg and 0.03 g% for public service drivers and drivers of dangerous merchandise, emergency service vehicles, schoolchildren and minors, and special service vehicles. On conviction for a first offence, suspension of driving licence is usual, and random alcohol breath testing is frequently carried out.

There is no national agency devoted specifically to prevention of alcohol-related problems but it is included in the work of the Section on Epidemiology, Health Promotion and Health Education in the Directorate General of Public Health within the Ministry of Health and Consumer Affairs (MHCA).

The MHCA has organized intersectoral meetings between various ministries, autonomous communities, professionals, organizations and volunteers, etc. in order to reconcile the diverse legislation on alcohol and coordinate the intervention policies on supply and demand.

There are mass media and school-based programmes at a national level which deal with substance use in general. The number of alcohol-related initiatives directed at young people is increasing at national, regional and local levels.

Alcohol data collection, research and treatment
New programmes in the study of alcohol abuse have been established in the Basque country to provide training for future members of teams who will work with alcohol and drug abusers.

The most widespread system of specialized treatment is organized on an outpatient basis through 70 dedicated dispensaries or mental health centres for alcoholic and drug-dependent people. Some outpatient consultations have been established in mental hospitals. The social security system provides treatment for alcoholics through about 500 neuropsychiatric consultations in the medically specialized outpatient departments or in "zone consultations", which are held for two hours a day, on referral by a general practitioner. There are a few specialized inpatient services for alcoholics in university general hospitals, but most inpatient care occurs in mental hospitals where between four and five per cent of beds are occupied by alcohol dependent patients who also constitute 25 per cent of psychiatric admissions.

An important role in treatment and rehabilitation is played by the self-help organizations, such as Alcoholics Anonymous (20 units available working in 15 autonomous communities in 1996) and rehabilitated ex-alcohol dependent persons associations. Some attention is paid to the families of excessive drinkers through certain outpatient alcoholism services, the social services and voluntary organizations, but these problems do not appear to have received priority attention.
Source: WHO Global Alcohol Database.
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 France - Country Profile
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Sociodemographic characteristics
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Health status
Life expectancy at birth, 1990-1995 : 73.0 (males), 80.8 (females)
Infant mortality rate in 1990-1995 : 7 per 1000 live births

Socioeconomic situation
GNP per capita (US$), 1995: 24 990, PPP estimates of GNP per capita (current int'l $), 1995: 21 030
Average distribution of labour force by sector, 1990-1992 : agriculture 6%; industry 29%; services 65%
Adult literacy rate (per cent), 1995 : more than 95

Alcohol production, trade and industry
France produces beer, distilled spirits and wine. The producer, Groupe Danone, dominates the beer market, followed by Heineken, and the top three producers sell more than two-thirds of the beer. In distilled spirits, the conglomerate Louis Vuitton Moët Hennessy (LVMH) dominates the world cognac trade. France's wine industry is not highly centralized. The largest is family-owned Castel Frères.
 

Alcohol consumption and prevalence
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Consumption
Consumption of wine, the alcoholic beverage of choice, has declined steadily since the mid-1970s, while beer and spirits consumption have remained constant. Declared home production was 53 million litres of pure alcohol during 1974-1975, and 42 million litres of pure alcohol during 1975-1976. If these levels remained constant through 1996, this would be the equivalent of an additional 0.9 litres of absolute alcohol per adult, bringing total adult consumption to 14.63 litres.

Prevalence
A national survey of a representative sample of the population over 18 in November 1992 found that 7 per cent were lifetime abstainers, an additional 6.6 per cent abstained currently, 56 per cent drank once or twice a week at the weekend or less often, and 30.4 per cent drank every day or three to five times per week. Four times as many women abstain as men. On average, men drink twice as many drinks as women. Regarding drunkenness, 46.2 per cent say they have never been drunk, 44.6 have rarely been drunk, and 0.9 per cent get drunk frequently. In the past year, women on average had been drunk
once, men 1.7 times, those aged 18 to 24 years 3.8 times, and those aged 25 to 34 years 1.5 times.

A 1988 study in Languedoc-Roussillon of a sample of the population aged over 15 years showed that 8.9 per cent of the sample had high levels of consumption (especially working class males aged 45 to 54 years), and 4.7 per cent seldom or never consumed alcoholic beverages.

Age Patterns
In 1995, 65 per cent of young people between the ages of 12 and 18 drank alcohol, compared with 47 per cent in 1991. A WHO study in 1993/1994 of boys and girls aged 15 in the regions of Nancy and
Toulouse showed that of boys, 88.9 per cent had tried alcohol, 38 per cent drank alcohol at least once a week, and 23.8 per cent had been drunk at least twice. Of girls, 89.9 per cent had tried alcohol, 17.5
per cent drank alcohol at least once a week, and 12.9 per cent had been drunk at least twice.
Alcohol use among population subgroups
In 1982, a survey was carried out in the region of Aquitaine among 4953 men aged 40 to 75 years.
Representative urban and rural samples in each of the five sub-regions of Aquitaine were interviewed.
The average daily consumption (mostly wine) was 95 grams. Of heavy drinkers (more than 150 grams pure alcohol), 25 per cent were agricultural workers (highest percentage), and five per cent were liberal professions (lowest percentage).
Economic impact of alcohol
Between 1991 and 1995, it is estimated that 1.5 per cent of the national Prevention Fund's annual contribution went to the prevention of alcohol dependence. In 1970 three per cent of the annual household expenditure was devoted to alcoholic beverages. This figure fell to 2.2 per cent in 1980, then to 2 per cent in 1984. In 1980, the estimated costs of alcohol-related problems in the workplace were FF 21 thousand million (US$ 3.5 thousand million). In 1977, the estimated costs of alcohol- related traffic crashes were FF 73 thousand million (US$ 12.1 thousand million).
 

Mortality, morbidity, health and social problems from alcohol use
Alcohol dependence and related disorders 
Between 1991 and 1995, it is estimated that 1.5 per cent of the national Prevention Fund's annual contribution went to the prevention of alcohol dependence. In 1970 three per cent of the annual household expenditure was devoted to alcoholic beverages. This figure fell to 2.2 per cent in 1980, then to 2 per cent in 1984. In 1980, the estimated costs of alcohol-related problems in the workplace were FF 21 thousand million (US$ 3.5 thousand million). In 1977, the estimated costs of alcohol- related traffic crashes were FF 73 thousand million (US$ 12.1 thousand million).
Mortality
The SDR per 100 000 population of all ages for chronic liver disease and cirrhosis fell from 33.4 (47.7 for males, 19.8 for females) in 1980 to 15.8 (22.3 for males and 9.6 for females) in 1994. Although the death rate has fallen, in 1991, 11 910 French people died as a direct result of excessive alcohol consumption, with diagnoses of alcohol dependence, alcoholic psychosis and cirrhosis. An additional 10 233 died from cancers of the upper digestive system linked to alcohol. An estimated one third of all motor vehicle crash deaths are attributable to alcohol. The excess mortality in French people under the age of 65, particularly males, is largely linked to alcohol consumption.
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Health problems
In 1980, between 25 and 30 per cent of all male admissions to general hospitals, and between five and ten per cent of all female general hospital admissions were alcohol-related.
Social problems
The rate per 100 000 population of alcohol-related motor vehicle crashes fell from 303.8 to 297.3 between 1989 and 1992. Deaths from motor vehicle crashes have been falling as well during the 1990s.
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Alcohol policies
Control of alcohol products
The real price of beer has been stable, with that of wine decreasing and of spirits increasing during the early 1990s. Table wines are taxed 22FF/hl (US$ 3.68/hl), sparkling wines are taxed 54.8FF/hl (US$9.18/hl), beer (with alcohol content not exceeding 2.8 per cent alcohol by volume) is taxed 6.25FF (US$ 1.04) /degree of alcohol/hl, other beer (with alcohol content more than 2.8 per cent alcohol by volume) is taxed 12.5FF (US $2.09) /per degree of alcohol/hl and spirits (with a pure alcohol content
greater than or equal to 40 per cent) is taxed 5125FF (US$ 859.10) /hl pure alcohol.

Since 1987, no alcoholic beverage may be served to pupils in primary or secondary schools or at recreational facilities for children. Consumption at workplaces is limited to fermented beverages, the maximum quantity being specified by workshop regulations. Restrictions on hours of sale are
determined by local authorities. There are no restrictions on days of sale or on location of outlets. It is forbidden to sell alcoholic beverages between 22:00 and 06:00 hours at petrol stations. There is a restriction on the establishment of new License IV outlets, i.e. those licensed to sell all types of alcoholic drinks. There is no state monopoly for the distribution and production of beer, wine and spirits but a declaration for taxation purposes is obligatory and a licence is required for distribution.

The advertising of beer, spirits and wine is banned on television and in cinemas and is restricted on radio, in newspapers, billboards and magazines (allowed in adult press only). Restriction generally
means that the content of the advertising is regulated and that a health warning is obligatory. The maximum legal alcohol content limit is 18 per cent for wine-based aperitifs and 45 per cent for spirits.
Labels for alcohol content are required by law.
Control of alcohol problems
There is a minimum legal age limit of 16 years for buying alcohol. The BAC limit is 0.08 g% for drivers, and anything over this limit is considered an offence. A level above 0.07 g% is considered a contravention and incurs a fine. On conviction for a first offence of driving above the permitted BAC it is usual to suspend a person's driving licence and/or to imprison him. Random alcohol breath testing is carried out, but infrequently.

The Alcohol and Public Health Committee of the High Committee of Public Health makes recommendations to the Ministry of Health in relation to alcohol issues. A special unit within the Ministry of Health develops policy and programmes in cooperation with the French Committee on Education for Health (CFES) and the National Association for Prevention of Alcoholism. The High Committee for Study and Information on Alcoholism (HCEIA) and Comité National de Defense Contre Alcoolisme (CNDCA) have the main responsibility for informing and educating the public on alcohol problems, with the assistance of other bodies such as the Pharmaceutical and Social Education Councils and the Scientific Nutritional Health Society. Priorities of the early 1990s included mass media campaigns to encourage safer drinking and addressing particular alcohol problems such as drinking and driving. The French Society of Alcohology (FRA) develops contacts between members and organizations of various disciplines in the study of alcohol matters.

Alcohol data collection, research and treatment
HCEIA and the National Institute of Health and Medical Research (INSERM) together carry out biological, epidemiological and statistical research on alcohol use and problems. This joint programme includes a longitudinal study over many years of the development of alcohol consumption among young people. INSERM also collects national and regional data on mortality and morbidity from alcohol-related disorders. CNDCA collates and publishes information in its review "Alcool ou santé". 
The FRA contributes to the development of information and coordinates some multidisciplinary research. The Institute for Research on Beverages groups 12 producing societies that subsidise studies on alcohol and alcohol problems. Every ten years, the Statistics, Studies and Information Systems Service (INSEE) and the Research Centre for the Study and Monitoring of Living Conditions (CREDOC) make inquiries on health and medical consumption. INSERM and HCEIA are both involved in the collection of various types of data pertaining to alcohol.

The HCEIA has played an important role in developing education on alcohol in medical, paramedical and sociology courses. Some universities also have alcohol programmes. Since 1978, CNDCA has had a national training centre that provides courses for national and regional groups, hospital centres and social workers. In 1970, nutritional hygiene centres were established. Their number has since increased, and their field of activity has developed considerably.

Alcohol units are available in general hospitals, and other health centres and general services, but these are developing very slowly. Outpatient and inpatient units of psychiatric hospitals are oftenpoorly adapted to the treatment of alcohol dependent patients. There are some inpatient homes (cure establishments). Post-cure (rehabilitation) is carried out in post-cure centres, sometimes with the help of associations of treated alcohol dependents, of which there are 15, that work with a network of regional and local delegations. Legal provisions exist for the protection of the families of heavy drinkers, and alcohol dependents may be placed in institutions under a legal order as an extreme measure.
Source: WHO Global Alcohol Database. 
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United Kingdom - Country Profile
We currently have information on the categories listed below. Simply click on the the appropriate category. If you have any specifice questions on alcohol in the UK please email us and we will try to answer your enquiry.
· Sociodemographic characteristics 

· Alcohol consumption and prevalence 

· Mortality, morbidity, health and social problems from alcohol use 

· Alcohol policies

	 
	
Sociodemographic characteristics
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Health status
Life expectancy at birth, 1990-1995 : 73.6 (males), 78.7 (females)
Infant mortality rate in 1990-1995 : 7 per 1000 live births

Socioeconomic situation
GNP per capita (US$), 1995: 18 700, PPP estimates of GNP per capita (current int'l $), 1995: 19 260
Average distribution of labour force by sector, 1990-1992 : agriculture 2%; industry 28%; services 70%
Adult literacy rate (per cent), 1995 : more than 95

Alcohol production, trade and industry
The United Kingdom's (UK) brewing industry saw a wave of consolidation until the decision by the United Kingdom's Board of Trade to block the proposed merger Bass and Carlsberg-Tetley. The decision leaves the country's largest brewer, Scottish Courage, with an approximately 31 per cent share of the domestic market for beer. In regard to spirits, the world's largest marketer of distilled spirits, UK-based Grand Metropolitan, announced that it would merge with the number two global spirits purveyor, Guinness, to form a new company to be called Diageo, from the Latin word for day and the Greek word for world. Guinness' strength in whisky distilling, concentrated in Scotland, will complement Grand Metropolitan's global dominance in vodka (Smirnoff), gin (Gilbey's) and brandy (Dreher).
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Alcohol consumption and prevalence
Consumption
Figures obtained directly from the country itself (by World Drink Trends) yield the graph above. Illicit distilling is thought to be a small problem in the UK. It is not illegal to produce beer and wines at home, and an increasing number of people make their own with the raw materials widely available. There is however no specific estimate available that quantifies illicit and home production.

Prevalence
The 1992 annual General Household Survey found that men aged 16 years and over were drinking an average of 15.9 units of alcohol a week - about three times as much as women. (N.B. In the U.K., a unit is defined as eight grams of absolute alcohol.) About 27 per cent of men and 11 per cent of women aged 18 years and over were drinking more than 21 and 14 units a week, respectively, and 6 per cent of men and 2 per cent of women were drinking more than 50 and 35 units, respectively. The proportion of men whose consumption is above 21 units has remained steady since 1980, but there is some suggestion of a slight increase among men over the age of 45.

As in surveys carried out in previous years, the association between alcohol consumption and socioconomic group in 1992 was much more pronounced for women than for men. The proportion of women who drank more than 14 units was higher among those in non-manual groups than among those in manual labour groups. Approximately 15 per cent of women in the professional group usually drank more than 14 units a week, compared with eight per cent of women in the unskilled manual group. Among men, those in the employers and managers group and the unskilled manual group were slightly more likely than others to have drunk more than 21 units weekly.

A 1990 survey among persons aged 15 years and over found that 16 per cent were frequent consumers drinking alcohol three or four days per week), 36 per cent were moderate consumers and 48 per cent drank infrequently (weekly or never).

Age Patterns
According to a decade-long survey of more than 8000 boys and girls published in 1997, four children in five started drinking alcohol at home by the ages of 14 or 15. By the tenth year of compulsory schooling, boy drinkers average more than 10 units of alcohol a week - equivalent to 5 pints of beer or 10 measures of spirits - and girls average 10 units. Three per cent of boys aged 12 or 13 years and more than seven per cent of boys aged 14 or 15 years reported drinking more than 21 units of alcohol per week. Beer and lager were the most common alcoholic beverages for boys, while wine was the most popular among girls. Alcopops were the second most common for both sexes. Among 14 to 15 year olds, 76 per cent of boys and 79 per cent of girls said they drank "to get drunk."

A study of 7722 15 to 16 year olds (3630 boys and 4092 girls) was conducted in 1995. The response rate was 84 per cent. Ninety per cent of the respondents had drunk any alcoholic beverage in the last 12 months, and 70 per cent had been drunk in the last 12 months.
Economic impact of alcohol
Total expenditure on alcoholic beverages as a percentage of total consumer expenditure rose from 5.7 in 1960 to 7.5 in 1980, dropping to 7.4 in 1984.
 

Mortality, morbidity, health and social problems from alcohol use
Alcohol dependence and related disorders 
The SDR per 100 000 population from alcohol dependence has risen fairly rapidly since 1991, but remains at a relatively low level by global standards.
Mortality
The SDR for chronic liver disease and cirrhosis rose from 3.0 to 7.3 per 100 000 population between 1970 and 1995.
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Social problems
It is estimated that alcohol is a factor in up to 30 per cent of child abuse cases. In a survey of more than 8000 boys and girls, close to four per cent had experienced physical violence associated with drinking in the home within the previous week. The number of road traffic crashes per 100 000 population involving alcohol was 21.9 in 1992, fairly similar to the 1985 figure. The number has fluctuated since then, being at its highest in 1989 at 25.5 and its lowest in 1990 at 17.5.
 

Alcohol policies
Control of alcohol products
In response to EEC rules, it was necessary to reduce taxes levied on wines. Price indices of alcoholic beverages have shown enormous increases over the past 20 years. Beer prices increased 808 per cent
between 1963 and 1984, but relative to personal disposable income the cost per litre, in terms of pure alcohol, fell by 33 per cent between 1960 and 1983. The hours of work required to pay for a pint of beer diminished for manual workers by 14 per cent for men and 26 per cent for women, and for nonmanual workers by 26 per cent and 21 per cent respectively. The respective reductions in hours of work required to pay for a bottle of whisky were 61 per cent and 70 per cent and 63 per cent and 70per cent. The real prices of beer and spirits have been stable, and that of wine decreasing, over the last five years.

Table wines are taxed 51.1 per cent, beer (four to six per cent alcohol) is taxed 31 per cent and spirits (over 35 per cent proof) are taxed 66.5 per cent. Duties are rising in line with inflation, adding £0.19 (US$ 31.03) to a bottle of spirits, £0.01 (US$ 1.63) to a pint of beer, £0.04 (US$ 6.53) to a bottle of table wine and £0.01 (US$ 1.63) to high strength alcohol, including alcopops. In 1997, the Chancellor of the Exchequer announced that the rise of duty for wine, beer and spirits would rise in line with inflation, or three per cent. This will mean a US$ 0.31 rise in the price of a bottle of whisky, a US$ 1.63 rise for a pint of beer, and a US$ 0.065 rise for a bottle of wine. The Chancellor also announced a review of excise duties on alcoholic drinks in light of the distortions of trade caused by cross-border shopping.

There are restrictions on hours and days of sale and on type and location of outlets. Some local authorities have introduced local By-laws restricting alcohol consumption in certain public places, particularly outdoors. A licence is required for the production or distribution of beer, wine or spirits. A voluntary code governs the advertising of all three types of alcohol, i.e. beer, spirits and wine, and in 1997 the Advertising Standards Authority found that 98 per cent of alcohol advertisements in the UK follow standards set by the industry. General and specific health warnings are not required by law. Television transmission of alcohol advertising is banned between 16.00 and 18.00 hours (excluding weekends and bank holidays), between religious programmes, and immediately before, during or after children's programmes. Complaints made against advertisements are considered by the Advertising Standards Authority. Labels for alcohol content are required by law. Discussions are being held with the beverage alcohol industry about labelling the number of units contained in each alcoholic beverage container. There is no maximum legal limit for the alcohol content of beverages.
Control of alcohol problems
There is a minimum legal age limit of 18 for purchasing alcoholic beverages. However it is possible to consume some alcoholic beverages in bars or restaurants at 16 or 17 years of age. BAC limit is 0.08g% for drivers. On conviction for a first or subsequent offence of driving above the BAC limit, suspension of driving licence is usual. Random alcohol breath testing is not carried out.

A recent strategy document set a target of reducing the proportion of men drinking more than 21 units of alcohol per week from 28 per cent in 1990 to 18 per cent by 2005, and the proportion of men drinking more than 14 units of alcohol per week from 11 per cent in 1990 to seven per cent by 2005. Other priorities of the early 1990s have been: mass media campaigns to encourage safer drinking; encouraging lighter drinking in work settings; increasing the role of primary health care teams in the
prevention and early detection of alcohol problems; developing the role of the social welfare system and of the criminal justice system in the prevention and management of alcohol problems; developing
specialized treatment for alcohol dependence and other alcohol problems and addressing particular alcohol problems.

The Health Education Authority in England has been the major organization carrying out Government alcohol prevention policies at the national level. It engages in education programmes and campaigns.
The Ministerial Group on Alcohol Misuse of the Department of Health and Social Security has launched a number of initiatives, in cooperation with the alcohol industry where appropriate.

The Health Education Authority concentrates on education and prevention. It collaborates with other bodies in producing materials for use in schools and youth clubs on alcohol problems. The Scottish Health Education Group has produced alcohol education films for use in schools. There are mass media, school-based and workplace programmes, some of which deal with alcohol alone and some with substance use in general. This latter approach is particularly a feature of school-based programmes.

Each Health District or Health Board in the UK has a health education/health promotion department which carries out alcohol prevention work in that community/district. There are more than 120 such
districts in the country. Alcohol Concern, the leading national voluntary organization, is also involved in preventive work at the national level. It is a national umbrella organization for the voluntary sector. It engages in information, education and prevention initiatives and in improvement of voluntary sector services for alcohol abusers. In addition, many local "councils on alcoholism" are involved in prevention work.

Alcohol data collection, research and treatment
Several universities have research and training units concerned with alcohol problems, such as the Addiction Research Unit at the Institute of Psychiatry, University of London; the Addiction Research Centre at Hull and York; the Alcohol Research Group and Alcohol Problems Clinic at the University of Edinburgh; and the Alcohol Studies Centre at Paisley. 

Training on alcohol problems is now included in all medical and social work education. According to a report on the pattern and range of services for problem drinkers, produced by the Advisory Committee on Alcoholism established in 1975, the provision of specialized services was inadequate and primary health personnel were ill equipped and lacking in sufficient time to deal with the variety and volume of problems arising. There has therefore been a considerable increase in interest in improving skills in the recognition and management of alcohol problems at various levels and studying methods of providing simple advice, encouraging self-monitoring and extending outpatient intervention.

In 1988 the Ministerial Group on Alcohol Abuse was established in recognition of the need to coordinate various types of treatment provision to suit the requirements of the widely differing subgroups of people with alcohol problems. Treatment for alcohol problems is available within the National Health Service through general practitioners, hospital care (detoxification, specialized alcohol dependence units, outpatient and day patient treatment), through the social services, and through voluntary agencies (councils on alcohol dependence, Alcoholics Anonymous, Al Anon, churches and the Salvation Army).
Source: WHO Global Alcohol Database. 


