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The Drinkaware Trust is an independent UK-wide alcohol education charity, funded largely by
voluntary and unrestricted donations from UK alcohol producers, retailers and supermarkets. The
Trust is governed independently and works in partnership with others to help reduce alcohol-related
harm.
Drinkaware acknowledges the World Health Organisation’s position on key influences on alcohol
consumption and the ‘best buys’ of price, ease of purchase and the social norms around alcohol
consumption. In this context, alcohol education and appropriate signposting have a role to play in
supporting individuals to change behaviour; and through greater awareness of harms, can help
increase the acceptability of, and political mandate for, policy interventions.
Drinkaware is providing its response based on its evidence and insights into drinking behaviour and
attitudes, and our experience of delivering interventions to help reduce alcohol harm. We welcome
the access of our research and evaluations to further contribute to policy development.

(1) What evidence has emerged since 2012 on alcohol’s impact on:
Physical Health?
There has been extensive research and medical evidence recognising, and strengthening, the impact
of alcohol consumption on physical health, particularly on accidents, injuries, cancer and heart
disease. Much of this evidence informed the decision in 2016 of the UK’s Chief Medical Officers to
lower the guidelines on how to keep health risks from drinking alcohol to a low level.1 Indeed, the
Chief Medical Officers concluded that drinking any level of alcohol regularly carries a health risk for
everyone.2 Since that time there has been extensive analysis in the UK (by University of Sheffield) of
the fractions attributable to alcohol consumption of many physical conditions including several
cancers.3
Despite the wealth of evidence, Drinkaware’s research indicates that more work needs to be done to
increase awareness among the population of alcohol’s health impact.
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Data from The Drinkaware Monitor 2018, an annual survey of drinking behaviours among the UK
population (aged 18-85),4 found that although the link between alcohol and liver disease is wellrecognised (68% spontaneous awareness), awareness of the risks of other health conditions due to
alcohol such as heart disease (29% spontaneous awareness), and particularly cancer, remains low. For
example, despite evidence that alcohol causes at least seven types of cancer,5 just 24% of respondents
– unprompted – linked alcohol to cancer. Furthermore, The Drinkaware Monitor found that just one
in ten respondents spontaneously linked alcohol consumption to obesity risk.6 Drinkaware has
witnessed increasing consumer interest in the calorie content of drinks, evidenced by online search
data. For example, in 2018, there were more than 126,000 unique visits to its ‘calories in alcohol’ page
and approximately 1.1 million users of the online unit and calorie calculator. This highlights the
additional work needed to raise awareness of health harms associated with alcohol among the public.
Mental health?
Alcohol impacts a range of mental health and wellbeing issues, from stress and anxiety to depression.
Such issues not only arise from drinking too much alcohol but can also cause people to drink too much.
The Drinkaware Monitor uses the Short Warwick-Edinburgh Mental Wellbeing Scale (SWEMWBS) to
assess mental wellbeing, with the 2018 Drinkaware Monitor demonstrating that as many as 58% of
drinkers drink alcohol for at least one reason associated with ‘coping’. In addition, there is a clear
gradient of ‘drinking to cope’ among younger drinkers (68% among those aged 18-24), compared to
those in older age groups (25-34: 66%, 35-44: 66%, 45-54: 60%, 55-64: 51%, 65-75: 45%, 76+: 44%).
In addition, there is a steep social gradient to the degree to which drinking motivations indicate lower
wellbeing, further compounding health inequalities as certain coping reasons are common among
those in lower SEGs compared to higher SEGs—specifically, ‘drinking to forget about problems’ (DE:
44% vs. AB: 33%), and ‘drinking because it helps when you feel depressed of nervous’ (DE: 45% vs. AB:
36%).7
Awareness of the impact of alcohol on mental health also needs to be improved (11% unprompted
awareness). It is important to ensure that the psychological effects of alcohol are given parity of
esteem with physical health harms; the potential is for alcohol to disproportionately impact individuals
in lower SEGs — in line with the recognised 'alcohol harm paradox' – whereby people in lower SEGs
suffer disproportionately from the adverse health effects of alcohol.8

(2) What impact does alcohol have on the NHS and other public services?
Drinkaware is concerned by recent NHS Digital evidence indicating that the impact of alcohol on NHS
services is growing, with 358,000 admissions to hospital in 2018/19 where the main reason was due
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to drinking alcohol, 6% higher than 2017/18 and 19% higher than 2008/09.9 We do not have unique
evidence to add to this question but remain concerned by this evidence.

(3) What challenges do alcohol treatment services currently face in supporting people impacted by
alcohol harm?
Only one in five individuals with alcohol dependency seek treatment.10
Research suggests the reasons behind this include fear of stigma or shame, a lack of perception of
treatment need, as well as fear of giving up alcohol.11 In addition, the National Institute for Health and
Care Excellence (NICE) has noted that alcohol-dependent adults often present with problems
associated with alcohol use, such as depression, but not specifically for the alcohol problem itself.12
Failure to identify and address the underlying alcohol problem by health professionals can result in
delayed access to effective alcohol interventions until problems become chronic and difficult to treat.
This evidence highlights the importance of early identification and brief advice (IBA) and specialist
treatment referrals for those with possible dependence.
According to statistics on the pathways into treatment, approximately two-thirds of individuals in
England starting treatment in 2018/19 self-referred (65%).13
Drinkaware has sought to widen the use of IBA beyond clinical settings specifically through digital and
supermarket interventions. In 2019, The Drinkaware DrinkCompare calculator (developed based on
the principles of IBA), had 315,125 completions, and supermarket activity in 100 ASDA stores across
the UK delivered 7,032 IBAs (6,520 face-to-face, 541 digital) to shoppers over two days.
Our unpublished evidence indicates that IBA could be more comprehensively incorporated into both
clinical (e.g. general health check and early health interventions) and non-clinical settings, to help raise
awareness of harmful drinking increase early identification and self-referral to reduce longer term
risks to health.
There is a need for further evaluation of the impact of IBA in non-clinical settings.
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(4) What recent evidence is there of impacts caused by alcohol consumption on family life,
relationships and sexual behaviour?
Drinking too much over an extended period of time can turn temporary sexual dysfunction into
impotence14. Drinking alcohol can also affect fertility in men and women, and women who drink over
the UK Chief Medical Officers' (CMO) low risk drinking guidelines of 14 units a week can take longer
to become pregnant and can suffer from menstrual and fertility problems. Drinkaware fully supports
and has made efforts to widen awareness of the CMO’s guideline advising against drinking of any
alcohol in pregnancy or when trying to conceive.
In 2014 Drinkaware commissioned an investigation into drinking motivations, norms and rituals in the
night-time economy.15 This identified vulnerability and sexual harassment as hidden issues within club
culture and the night-time economy, and that drunken sexual harassment is prevalent, normalised,
and even expected, on a night out.
In addition, Drinkaware/You Gov research conducted in 2017 (with 2,000 UK adults, aged 18-24) found
that 72% of 18-24-year-old men and women who drink in bars, clubs or pubs surveyed had witnessed
sexual harassment on a night out, with 79% women stating that they expected inappropriate
comments, touching and behaviour to take place when they went out. 16 Two-thirds (63%) of women
and a quarter of men (26%) said that they had been on the receiving end of some form of sexual
harassment.
This insight led to the development of an awareness-raising campaign which demonstrated a shift in
attitudes towards unwanted sexual attention and harmful drinking behaviour17 and the development
of Nightlife Crew (formerly Drinkaware Crew)18 a training programme for employees in large clubs,
festivals and venues to support the welfare of customers on a night out.
(5) What data exists to show alcohol’s current impact on different demographic groups, including
age, sex and social class?
While harmful drinking is a feature across demographic groups, there is evidence that drink
preferences, occasions, and motivations differ, with implications for harm more severe among lowerincome groups.
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Segmentation of the UK population based on AUDIT-C, drinking motivations, occasions and perceived
likelihood of future health harms, identifies eight segments,19 two of which Drinkaware considers to
be particularly at risk of harm.
The first we have described as ‘risky social drinkers’. 89% of this group drink weekly or more often;
71% drink five or more units on a typical drinking day; 90% of this group drink at ‘increasing’ (40%) or
‘higher risk’ (50%) levels; and occasions cluster around nights out with friends, home get-togethers,
and meals out.
The ‘risky social drinkers’ tend to drink alcohol for social (40%) or enhancement (33%) reasons. While
this group is predominantly younger (63% aged 18-44), and skewed towards males (59%), and higher
social grades (63% in AB1C), there is still a significant proportion of older (37% aged 45 and over),
female (41%) and C2DE (37%) individuals that comprise this group, and therefore, engage in harmful
drinking behaviours and are at risk of the harms associated with alcohol.
The second ‘risky’ segment are less frequent drinkers but who drink large amounts when they do
drink. Indeed, 93% of this segment drink weekly or more often, and fewer than one-third (31%) drink
six times or more per week; 58% typically drink seven units or more in a drinking day. According to
AUDIT-C scores, almost all of this group (97%) drink at increasing (28%) or higher risk (69%) levels. This
segment is the most likely to frequently drink at home alone or with a partner. Although
predominantly male (70%), and older (72% aged 45 and over), more than a quarter of this segment is
female (30%), and aged 18-24 (28%), and is relatively evenly split across social grade (47% ABC1 vs.
53% C2DE).
Harmful drinking cuts across demographic groups, which highlights the importance of populationwide alcohol education. However, research on the impact of alcohol consistently demonstrates that
the burden disproportionately falls onto lower social grade communities.20 The persistence of the
‘alcohol harm paradox’21 highlights the necessity to address this important health inequality.

(6) What impact does alcohol have on economic productivity and is there evidence of this changing
since 2012?
Alcohol-related sickness and absence is estimated to cost UK industry £7.3 billion a year,22 with a
further £1.2-1.4 billion a year estimated to be the result of alcohol-related presenteeism.23 In addition,
in 2016 alcohol was the leading risk factor globally of premature death among the population aged
15-49 years — with 3.8 per cent of deaths in women and 12.2 per cent of deaths in men attributable
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to alcohol.24 As the majority of adults in the UK are employed and spend a significant proportion of
their time at work, the workplace can provide important opportunities for prevention of alcohol harm
and early identification.
In addition, employment has a role in supporting addiction recovery. Dame Carol Black’s independent
review found that the employment rate for those who develop problematic dependence is less than
half that of the rest of the population.25 As such, guidance is needed for organisations on how to
develop a workplace culture that can support people who have a complex relationship with alcohol.
Furthermore, work culture and peer pressure from colleagues is a factor. Drinkaware’s research
indicates that among working adults (who drink), two-fifths (43%) agree that there is too much
pressure to drink when socialising with work colleagues. One in five report that co-workers have
pressured them to drink more than they’d set out to. Men, in particular, are more likely than women
to report having experienced pressure to drink from their boss or superior (13% compared with 8%).26
Drinkaware has developed Drinkaware at Work, an accredited employee training programme to equip
employees with an understanding of the health harms associated with alcohol, its effect on the
workplace, and strategies to reduce alcohol consumption, as well as to support employers, through
the provision of resources, to develop workplace environment that promotes safer alcohol
consumption.27
(7) What current evidence is there of links between alcohol and violent behaviour and other crime?
Drinkaware acknowledges that there are links between alcohol and violent behaviour and crime, but
we do not have our own or new evidence to contribute in this area.

(8) What recent evidence is there of links between alcohol and other addictive behaviours (such as
smoking, drug use and gambling)?
Independently, alcohol is associated with more than 200 disease and injury conditions, including
chronic liver disease, cancers, cardiovascular disease, acute alcohol poisoning, and foetal alcohol
syndrome.28 Comorbid use of alcohol and tobacco exacerbates the health effects of either substance
alone and increases the risk of cancers such as cancers of the mouth and throat.29,30
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Data from the 2018 Drinkaware Monitor confirms that smokers are twice as likely than non-smokers
to exceed the Chief Medical Officers’ low risk drinking guidelines of 14 units per week (34% vs. 17%).31
Additionally, almost half of people within the heaviest drinking segment also smoke tobacco (44%).
2020 YouGov Profiles data indicates a link between alcohol and other addictive behaviours.32 For
example, adults drinking in excess of the low risk drinking guidelines are more likely than the general
population to have ever smoked tobacco (63% vs. 47%), to gamble either online or on the high street
(76% vs. 66%), and to have used cannabis products (58% vs. 31%).
In addition, people who drink more than 36 units per week are more likely than the general population
to have ever smoked tobacco (69% vs. 47%), smoke every day (21% vs. 11%), and engaged in gambling,
either online or high street (82% vs. 66%). They are also more likely to have used cannabis products
(46% vs. 31%).

(9) What effect does the current approach to alcohol marketing have on alcohol harm?
Marketing:
We acknowledge that awareness of Drinkaware arises in large part due to signposting on alcohol
brand marketing; with 45% of brand recognisers recalling Drinkaware on brand advertising and 49%
on drinks packaging.33 There is clearly consumer demand for impartial, medically-evidenced
information, as demonstrated by more than 10.5m unique visitors to drinkaware.co.uk in 2019, 4.5m
of which were seeking health-related information.
We believe alcohol marketing could be used more powerfully to communicate alcohol harms and
more could be done to direct the public to Drinkaware’s information and resources.
Licensing:
Drinkaware would welcome increased focus on alcohol-vulnerability in licensing, with training and a
dedicated in-venue vulnerability role recognised as best practice for venues/ condition for festival
licenses.
In 2014 Drinkaware commissioned a report on Drunken Nights Out: motivations, norms and rituals in
the night-time economy. This identified vulnerability and sexual harassment as a hidden issue within
club culture and the night-time economy. This led to the development of Nightlife Crew – a training
scheme to keep young people safe on a night out. Through the development of the programme in
venues across the UK, Drinkaware has seen the need for a dedicated vulnerability role in Night-Time
Economy (NTE) venues. Nightlife Crew training equips staff with the ability to identify alcohol-related
vulnerability and take steps to help prevent customers from coming to harm. The scheme – which now

31

Gunstone, B., Piggott, L., Butler, B., Appleton, A. and Larsen, J. (2018). Drinking behaviours and moderation among UK
adults: Findings from Drinkaware Monitor 2018. London: YouGov and Drinkaware. Available at:
https://www.drinkaware.co.uk/media/293021/drinkaware-monitor-2018-report_v100.pdf.
32
YouGov Profiles, 26 January 2020 dataset. Total sample was 18,058 Low Risk Drinkers (>16 units per week) and 3,170 High
Risk Drinkers (>36 units per week).
33
Drinkaware Internal Brand Tracking, You Gov 2017.

includes Festival and Street Crew - has been supported by the Home Office; Police and licensing
officers and raises the capability of NTE workers in reducing alcohol harm.
Drinkaware would support further standardised licensing training - including training of licensing
committee members, as well as personal license holders, which would include knowledge of alcohol
harm and alcohol-related vulnerability and would support further prevention, crime reduction and
community safety initiatives.

(10) What policy changes would help reduce the level of harm caused by alcohol?
Drinkaware acknowledges the World Health Organisation 'best buys’ relating to reducing the harmful
use of alcohol, – price (affordability), ease of purchase (availability) and the social norms around its
consumption (acceptability). Within this framework, alcohol education including signposting to advice
and intervention has an important role to play to increase the acceptability of, and political mandate
for, appropriate policy interventions. The contribution of alcohol to a range of mental and physical
harms must be acknowledged in multiple health policy areas, and activities to help prevent harm
mainstreamed, not marginalised, recognising that alcohol does not only impact a minority of the
population.
Drinkaware’s suggested policy changes for the Commission are in areas relevant to our remit and
underpinned by our evidence and experience. These are:
1. Alcohol should be elevated in the national prevention agenda, given the impact of alcohol on
health harms such as mental health, cancer, cardio-vascular disease and stroke and other comorbidities;
2. Drinkaware would welcome increased provision and support for health professionals to
deliver alcohol brief interventions, as our qualitative research with health professionals
highlights issues with resources, capacity and training;
3. Drinkaware would welcome further independent academic evaluation of delivery of IBA in
non-clinical settings to reach at-risk drinkers. Drinkaware has experience of delivering IBA in
community settings such as supermarkets and football clubs which have been shown to have
a positive impact and reach new audiences;34
4. Drinkaware would welcome increased focus on alcohol-vulnerability in licensing, with alcoholvulnerability training and a dedicated vulnerability role recognised as best practice for venues/
condition for festival licenses. We would also suggest further standardised licensing training
- including for Licensing Committee members, as well as Personal License Holders, which
would include knowledge of alcohol harm and alcohol-related vulnerability; and.
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5. More should be done by employers to improve the understanding of alcohol harm risks at a
population level and to contribute to wider efforts to tackle harmful drinking. Drinkaware
endorses wider alcohol education in occupations and industries where there is a defined
health and safety need.

