
The Need for a Health System Response
to Alcohol-Related Harms

Background

What We Know

Since 2020, alcohol consumption at levels likely to harm health have increased
significantly.1

Alcohol is a small molecule (C H OH), which can permeate into every organ of the body,
including the brain. Although it is widely available in society, and drunk at some level by
approximately 80% of adults in the UK, it is now well established that there is no ‘safe’ level
of alcohol consumption,2, and that the physical and mental health harms caused by alcohol
increase (at different rates) with the amount consumed.4 

There was a rise in drinking at increased and higher risk levels during Covid, a trend which
has been sustained.2, During 2020, the rate of people drinking at higher-risk levels nearly
doubled from an already historically high level of 4.8 million in February to 8.4 million by
September the same year.6 
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 Increased and higher-risk
alcohol consumption remains
above pre-pandemic levels. 

Prevalence of Increasing and Higher Risk Drinking in England (2019-2024)

Source: Alcohol Toolkit Study, UCL
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Estimated health harms by 2035 if higher-risk
drinking does not return to pre-pandemic levels
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Economic modelling based on the most
recent data is clear that the impact of
increased alcohol consumption at a
population level will result in continued
significant future alcohol-related health
harms and widen the health inequalities
for the most vulnerable in society.7–9
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In 2019, alcohol-specific mortality was at the highest rates since records began,
and then increased a further 32.8% between 2019-2022 10

The timing of this project has been driven by the growing evidence of significant and
increasing alcohol-related health harms within the UK. Alcohol is currently the leading risk
factor for premature death and ill-health among 15–49-year-olds in England.      The
escalation of drinking prevalence at increased and higher-risk levels during the pandemic in
the UK to a 32.8% rise in alcohol-specific deaths between 2019-2022, the majority caused
by alcohol-related liver disease. 
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Alcohol-Specific Deaths in England (2010-2022)

The average age of those dying from alcohol-specific causes is 54.3 years old, more than
20 years lower compared to the average age of mortality from all causes of death.  ,In
2018, around 18% of the overall number of potential working years of life lost was
attributable to alcohol consumption. This was far higher compared to the total combined
number of working years lost associated with the 10 leading causes of cancer deaths.
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Costs of Alcohol Harm to the Wider Economy: £5.056bn/year*

22%

35%

44%

Unemployment: £1,096m

Absenteeism:
(Not at work due to illness) 

£1,753m

Presenteeism:
(Reduced productivity at work) 

£2,206m

Source: Institute of Alcohol Studies15

Source: Local Alcohol Profiles for England, OHID
5

*The economic loss due to premature mortality
was excluded from the 2024 calculation due to a
lack of available data.



Source: Joseph Rowntree Foundation

Destitution (quintile)
(1 = lowest, 5 = highest)
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Alcohol-Specific Mortality
Hospital admissions for conditions either wholly or

partially attributed to alcohol

per 100,000 persons per 100,000 persons

Source: Local Alcohol Profiles for England, OHID

The Geography of Destitution 2022
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Alcohol harms disproportionally affect those who already hold the greatest
burden of social and health inequalities8,16

The ‘Alcohol harm paradox’ whereby health and social harms are higher in socially
disadvantaged groups, 17 despite lower rates of consumption than more advantaged
groups, means that alcohol consumption has the greatest detrimental impact on the most
vulnerable in society and is a significant contributor to health inequalities. 17 During 2020,
the rate of alcohol-specific mortality in the most deprived areas of the country was over
twice that seen in the least deprived areas.
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Source: Local Alcohol Profiles for England, OHID
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Alcohol-Related Mortality (2022)

Directly standardised
rate (quintile)
(1 = lowest, 5 = highest)
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This is shockingly low compared
with other illnesses – for instance
70% of those living with diabetes
access health services.24

Only 15-18% of people who are alcohol dependent are currently accessing
community alcohol services 21,23

Between 2013/14 and 2020/21, there was a 16% reduction in the number of people in
treatment for AUD, despite the number of people in need of care remaining stable. 2While
there was a modest rise over the subsequent two years, the numbers of people with alcohol
dependence who are in treatment has not yet recovered to the levels seen in 2013/14. For
those able to access alcohol treatment, latest data suggests that 59% complete the
programme successfully and discharged as ‘treatment completed’. 
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Number of Adults in Treatment for Alcohol Only (2022/23) 

Successive budget cuts have been identified as the key driver in the drop in treatment
numbers post-2013.2 As the quality and quantity of alcohol provision in the community has
decreased there has been a significant increase in admissions to acute hospital for people
in alcohol withdrawal.23,,This has increased further in the last few years i.e. as specialist
services for patients with alcohol dependence have reduced there is a significant increase
in admissions via unscheduled care to acute hospitals where people are often managed
less appropriately, and effectively.2,In Scotland, of all the medically assisted alcohol
withdrawal (MAAW) episodes (‘detoxes’) undertaken in 2021/22, 94% were unplanned
following admission to non-specialist acute hospital services, representing a missed
opportunity for early intervention.
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Of people presenting to alcohol treatment services in 2022/23, 23% were parents living with
children. 2 Problematic alcohol use severely impacts a parent’s ability to care for their child,
with research consistently showing significant adverse effects of parental alcohol problems
on a child’s health and development. 2 These children are at heightened risk of AUDs,
mental health difficulties and adverse childhood experiences.
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Source: National Statistics about Drug and Alcohol Misuse Treatment 25
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There has been a lack of political interest in addressing alcohol-related health
harms

1 in 5 children live in a
household affected by

problematic alcohol use

The Dame Carol Black independent review of drugs, specifically excluded alcohol in its
remit, but recommendations for treatment services include provision for people with
AUD........Cuts to alcohol treatment services have had a greater impact over the past
decade, with a sharper decline in the number of people in treatment for alcohol dependence
(19%) compared to those being treated for other substances (5%) in the three years leading
up to 2016/17. 42 Prolonged austerity and the rise in integrated drug and alcohol treatment
services resulted in the loss of alcohol-specific expertise in the sector, with the limited
available resources often prioritised for opioid substitution treatment. 

42-44

42-44
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In 2019/2020, parental alcohol use was a factor in 16% of cases referred to children’s social
services for assessment. 3Supporting parents with problematic alcohol use is crucial for
improving the well-being and quality of life of the approximately 3 million children living in
households affected by parental alcohol problems. 
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Source: The National Association for Children of Alcoholics 31

Alcohol Treatment is still a Cinderella Service

Alcohol is of course widely available, and there are conflicting economic, social, and health
priorities around its perceived value in society. There has been very little political interest
(beyond an occasional statement)3 in addressing alcohol related harm for many years, not
least due to the well documented activities of the alcohol industry and its front organisations
which have presented a major barrier to policy progress in tackling alcohol harm.33,34
Strategies and tactics have been compared to those employed by the tobacco industry to
disrupt and delay public health policies and include legal challenges, denying or
downplaying evidence of harm linked to their product and promoting ineffective self-
regulatory and educational schemes.35 

It is important not to underestimate the pervasive impact of lobbying on politicians by
powerful actors such as the alcohol industry who aim to frame the debate as being a matter
of individual responsibility rather than wider social inequalities,   neglect the addictive nature
of the product and downplay the contribution of government policies and environmental
factors to the prevalence of problematic alcohol use. This is despite clear evidence that the
majority of the alcohol industry’s profits are made from people drinking at increased and
higher risk levels which is the main cause of alcohol-related health harms rather than from
those drinking at lower-risk levels.37

Alcohol dependence is also a highly stigmatised condition,   and patients’ access to, and
experience of healthcare is significantly affected by both internalised (felt) and external
(enacted) stigma towards them,39, which are likely to have an impact on their health
outcomes.4 Stigma may in part be why there are no influential ‘patient led’ pressure groups
to keep the health harms of alcohol on the policy agenda (unlike cancer, heart disease and
dementia amongst many others).
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There is an urgent need for a health system response to addressing alcohol-
related health harms

Cost of Alcohol Harm to the NHS & Healthcare Services in England: £4.91bn/year

Alcohol-related hospital admissions cost: £2,225m

Outpatient visits cost: £533m

Alcohol-related A&E visits cost: £1,070m

Alcohol-related ambulance call-outs cost: £857m

Alcohol-related healthcare appointments cost: £90m

Specialist treatment for alcohol costs: £73m

Other alcohol-related healthcare costs: £62.7m

45%

22%

11%

17%

2%2%
1%

Source: Institute of Alcohol Studies15

Over the last 20 years Alcohol Care Teams (ACTs) have evolved sporadically with different
operational models driven by local clinicians concerned about the inadequate care that
patients with co-morbid alcohol dependence received in their own clinical specialty. In 2019,
the NHS Long Term Plan committed to ‘optimise’ alcohol care teams in 25% of acute
hospitals with greatest clinical need, with the aim on reducing hospital bed days.   
However, this was not joined up with pathways into other NHS physical or mental health
services or the wider community based alcohol treatment system, and the programme was
deprioritised in March 2024, with many teams now being dismantled having barely become
established.

Screening, Brief intervention, and Referral for Treatment (SBIRT) in acute hospitals
supported by a small specialist team is an effective model in identifying patients at risk, or
with, ARH, and directing them to appropriate specialist treatment.5 The long-term
sustainability of ACTs depends on ongoing investment. Without continued financial support,
many ACTs across the country could be lost, leaving hospitals without the specialised
expertise that has been instrumental for addressing alcohol-related health harms in
secondary care.

Nearly 6% of all hospital admissions in 2021/22 were alcohol-related
11,49

There is strong consensus among the public health community about the most effective
primary prevention responses to alcohol related harm (upstream measures addressing the
affordability, availability and promotion of alcohol e.g. Minimum Unit Pricing) which have
robust evidence of effectiveness.   However, within the wider health and social care system
there is an equally urgent need for a joined up strategic response to effective secondary
prevention, treatment and ongoing support for people experiencing the full spectrum of
alcohol-related harm.

There has not been a new national alcohol strategy for over a decade. The 2012 Strategy
focussed on public health harms, 4and prior to that the 2004 Alcohol Harm Reduction
Strategy for England (AHRSE),4 although broader in scope, still sets out the problem 
as “alcohol misuse by a small minority is causing two major, and largely distinct, problems:
on the one hand crime and anti-social behaviour in town and city centres, and on the other
harm to health as a result of binge- and chronic drinking”. The hope is that a new
government with a focus on addressing health inequalities will recognise that having a
health strategy for alcohol is an essential to ‘Build an NHS fit for the Future’.
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Change in public health allocations 2015/16–2024/25, England, real terms per person
(GDP deflator)

The move of addiction treatment into local authority commissioning, followed by
twelve years of austerity, has reduced the level of clinical provision and quality of

community addiction services26, 43, 52

Rather than being cost-effective, cuts to specialist addiction services reflect a false
economy, as every 5% reduction in yearly spending on alcohol treatment is associated with
an extra 60 alcohol-related hospitalisations per 100,000 people in the population.5 These
budget cuts often resulted in the loss of specialised staff with alcohol-specific expertise,
reduced treatment capacity and fewer people accessing specialist inpatient (Tier 4)
services in England.56, Despite recent increases as a result of the government’s 10-year
drug strategy,5 spending has still not returned to 2014-15 levels, and is not sufficient to
tackle the considerable unmet need for alcohol treatment.

55

26,56

57

21

The majority of NHS specialist in-patient addiction units has closed since 2012, with only
five remaining in England by 2021.5 In 2020/21, less than 1% of people in treatment for
alcohol dependence in England and Wales received treatment in a residential rehabilitation
setting, much lower in comparison to the European average of 11%.1 As local authorities
are now responsible for commissioning alcohol treatment services, there are significant
regional disparities in the quality, availability and annual expenditure on alcohol treatment
across the country.2 There is also large geographic variation in the level of access to
residential rehabilitation across England. Compared to those in the North of England,
patients in the South of England are up to 13 times more likely to be placed in residential
rehabilitation.
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21

Source: The Health Foundation
54

The 2012 Health and Social Care Act brought significant reforms to the commissioning and
provision of drug and alcohol treatment services in England, with local authorities given the
responsibility for funding and commissioning specialist addiction services using the Public
Health Grant (PHG).   The PHG has been heavily impacted by years of austerity, since
2015/16 the overall PHG has been cut by £630mn, reflecting a real terms reduction of 28%.
The PHG now stands at £3.6bn, equivalent to just 2.2% of the overall NHS England
budget.5 As local authorities are expected to use the PHG to fund a wide range of public
health services in their locality, these cuts had a knock-on effect on their level of spending
on drug and alcohol services, which fell by 27% in real terms throughout the same period. 
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…I went to [the hospital] and said to them, ‘I am having intrusive suicidal
thoughts. I don't know why. I'm frightened’. And their response was, ‘Unless you
reduce your alcohol to 13 units a week, you will receive no treatment from the

NHS or from private practice’. And I came out of [the hospital] and thought,
‘Well, that's it then. That's it. Nothing is going to change; I'm not going to get any

help’. Three weeks later, I had planned and organized my suicide…
(Bobby, male, 50–59 years)66

The loss of qualified health professionals in the sector following years of budget cuts have
meant that many treatment services are increasingly staffed by workers who lack the
necessary skills, qualifications and experience to manage co-occurring mental health
problems.4 While these workers often have valuable experience, people with more severe
dependence or complex needs, such as those with mental health problems, require expert
interventions from mental health professionals. With diminished funding available for
specialist addiction treatment services, local authorities have been unable to host an
adequate number of training posts for addiction psychiatrists.6 This has led to the number
of training places falling by 58% between 2011 and 2019. 

Whilst community addiction services are not commissioned or funded to provide mental
health treatment, they frequently encounter patients with mental health conditions. The lack
of addiction psychiatrists and other mental health practitioners in the sector means that
many community addiction services may not have sufficient expertise to address complex
mental health conditions, while mental health services are often reluctant to treat patients
until their alcohol use is under control, leading to a vicious cycle where patients with both
conditions often fall through the cracks. Concerningly, despite the high prevalence of
mental health difficulties amongst young people seeking treatment for alcohol dependence,
29% were not receiving mental health treatment.
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There is a lack of integrated care pathways for those with complex needs

71% of adults and 48% of young people entering alcohol treatment services
require mental health treatment63,64

Since the Health and Social Care Act (2012) moved the commissioning of specialist
addiction services in England from the NHS to local authorities, the broad range of physical
and mental health needs of patients with alcohol dependence and alcohol-related harm
ceased to be a priority within healthcare. The management of alcohol dependence and
alcohol-related harms is currently commissioned and provided within different parts of the
health system; mental health services, liver services, acute medicine, primary care,
addiction services, and local authorities. All recognise the significant health harms of
alcohol but current models of care and a lack of research into the treatment of comorbidity
are a barrier to providing integrated care. 

The situation is especially critical for patients with advanced alcohol-related liver disease
(ARLD), who face a high 1-year mortality rate.6 This group of patients already face multiple
additional barriers to engaging with treatment due to stigma from healthcare professions,
their physical infirmity and potential confusion related to their condition.62, Unfortunately,
their risk of mortality is further increased by the limited availability of Tier 4 services across
the country. Many patients die while awaiting placement in residential rehabilitation or a bed
in one of the few in-patient detoxification units equipped to manage patients with
decompensated ARLD.

60
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Between 2010 and 2020, 48% of people who died by suicide while under the care
of mental health services had a history of problematic alcohol use

There is a lack of skills in the management of alcohol dependence in the
generalist healthcare (and specialist) workforce 43,69

The National Confidential Inquiry into Suicide and Homicide (NCISH) 2010-2020
demonstrated that of those who die by suicide while under the care of Mental
Health (MH) services: 

Those with a primary diagnosis of alcohol use disorder (AUD) were significantly
more likely than those with other mental health diagnoses to have had only a
single contact with mental health services (20% vs 9%).

The number of patients with AUD seen by mental health services fell from
165/year before 2012 to 106/year thereafter (with a downward trend over the
seven years) despite the known increase in AUD incidence during this time.

67

The reduction in numbers of those with AUD known to NCISH coincides with the Health and
Social Care Act of 2012. The move of commissioning of addiction treatment services out of
the NHS to the local authority, resulted in a shift of provision from MH services into the
social care sector. Therefore it is likely that the fall in number (of patients with AUD who
died by suicide under the care of MH services), may be the result of some suicidal patients
with a primary diagnosis of AUD never being seen by MH services.6,   Of note, after 2012,
the rates for a primary diagnosis of AUD of patients dying by suicide under the care of MH
were lower in England (6%) where these changes to the provision of services were made
compared to NI (20%), and Scotland (13%) where addiction services primarily remained
within MH services.

67,68

67

There is an urgent need to address the missed opportunities for early identification of
harmful alcohol consumption within the healthcare system to address the rise in
preventable deaths. Only a tiny percentage of alcohol dependent patients accessing
healthcare are reviewed by a qualified specialist clinician and a mere 23% of referrals to
specialist community addiction services come from health services.7 Primary care
practitioners are an important first point of contact for individuals with problematic alcohol
use, yet they may lack the necessary time and knowledge to screen for alcohol use
disorders, provide brief interventions, and refer patients to appropriate community specialist
addiction treatment services.5 Moreover, as alcohol is related to over 200 health
conditions,7 non-specialist healthcare professionals within acute and secondary mental
healthcare settings frequently encounter patients with alcohol-related harms, but similarly,
they often lack the necessary training to screen for and adequately manage patients with
alcohol dependence. 

Mortality from ALRD has quadrupled since 1970,74, and in 2022 76% of alcohol-specific
deaths were driven by alcohol-related liver disease (ALRD).7 Despite evidence of high
recovery rates from liver disease when ARLD is detected early,7 3 in 4 people with cirrhosis
are diagnosed at an advanced stage of the disease, often when treatment options are
limited.7 A quarter of those diagnosed with ARLD die within 60 days of being admitted to
hospital.7 Therefore, the lack of universal screening procedures and early interventions
contributes to the rise in preventable deaths related to harmful alcohol consumption and
incurs higher costs in secondary care due to untreated alcohol dependence. 
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Assertive outreach delivers effective results for high-need, high-cost repeat
attenders

Enablers to Change

4

A set of ‘standards’ for alcohol care teams has recently been developed by Alcohol Care
Team Innovation and Optimisation Network (ACTION).

Research is underway to generate a robust evidence base for the function and impact of
specialist services in acute hospitals.

The (upcoming) UK clinical guidelines for alcohol treatment, has involved patient input to
define ‘principles of care’ for the first time.

The 2022 curriculum for general psychiatry by the Royal College of Psychiatrists
established the ability to ‘demonstrate skills in assessing and managing patients with
addictions’ as a core competency for trainee psychiatrists.

ICBs have the potential to break down the silos between public health and NHS services,
ensuring that patients with AUD receive more comprehensive and coordinated support
across different parts of the health system for both their alcohol dependence and related
health conditions.

The UK government's 10-year drug and alcohol treatment workforce plan, spanning
2024-2034, is designed to address critical shortages in professionals who provide
treatment and support to those with substance use disorders. While primarily focused on
drug treatment, the strategy emphasizes the expansion and upskilling of the workforce
responsible for treating addiction, which includes alcohol use disorders.

81,82

84

1.

2.

3.

4.

5.

6.
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Assertive outreach has proven to be an effective strategy, particularly for individuals with
severe alcohol dependence who are frequent users of healthcare services. In 2015/16, just
9% of people with alcohol dependence accounted for 59% of all alcohol-related hospital
admissions.8 These 54,000 patients in England accounted for over 365,000 hospital
admissions, costing the NHS an estimated £858 million.8 Targeting these high-need
individuals through assertive outreach is cost-effective and can deliver significant
improvements to their health and overall quality of life. A randomized controlled trial of an
alcohol assertive outreach team showed the number of abstinent days for patients rise from
14% to 68%, and inpatient bed days reduced from 26.8 to 1.2.

Expanding assertive outreach across England to care for over 50,000 high-need, high-cost
patients was estimated to cost around £161 million but could produce savings of around
£575 million, translating to a return of £3.42 for every £1 invested in assertive outreach
services.81  Despite these proven benefits, the availability and quality of assertive outreach
services vary widely across the country, with some areas reporting no services at all, while
others have seen cuts in funding since 2013.
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What We are Suggesting
   Macro

A funded, National Alcohol Strategy focusing on the treatment and secondary prevention of
alcohol dependence and alcohol-related harm in clinical populations across the health system.
This is an essential part of addressing health inequalities, in addition to the primary
prevention measures that tackle the affordability, availability and promotion of alcohol.
Sustained funding to rebuild specialist services to manage the most complex patients who
are currently unable to access treatment and are consequently admitted to acute hospitals as
unscheduled care.

   Local Health Systems
Only 15-18% of patients with alcohol dependence are accessing community addiction services.
Each Regional/National Health Board needs an ‘Alcohol lead’ to ensure people with alcohol
dependence and alcohol-related harm are able to access services that meet their physical and
mental health needs across the entirety of the local health system.
All local health systems must implement an accelerated alcohol treatment pathway for
alcohol dependent patients with severe and life-threatening physical illnesses (e.g
decompensated liver cirrhosis) who are currently dying before they are able to access the
treatment they need.
Involvement of people with lived experience of AUD/ARH in the development and review of
alcohol treatment pathways across the health system as per (upcoming) UK clinical guidelines
principles of treatment87,  and ACTION standards.
As comorbid alcohol dependence is a well-established factor for suicide and suicidal behaviour,
all ICBs should include a recognition and response to how to integrate the management
of alcohol dependence within their suicide prevention strategies.
Each Local Authority should commission specialist inpatient alcohol treatment beds to
provide timely access to acute treatment and divert people from unscheduled non-specialist
acute care.

81,82 79

4

   Acute Hospitals
Have a system for universal screening of alcohol consumption on admission which can
provide ‘real time’ data to enable clinical staff to identify patients and manage alcohol
dependence and alcohol-related harm at an early stage of their hospital admission
A consultant led multi-disciplinary Alcohol Care Team to improve quality of care, staff
training and implementation of evidence-based management of alcohol use disorders, including
alcohol withdrawal.

Follow the NCISH recommendations that staff working in MH services are competent in the
assessment and management of alcohol use as part of their suicide prevention
implementation.
Implement an effective crisis care pathway in each locality to respond to the needs of
suicidal people who are also alcohol dependent.
Have clear policies for the management of co-morbid alcohol dependence and withdrawal
for all patients requiring inpatient admission, and rebuild the staff competencies to deliver parity
of care.
Implement NHS guidance on screening for AUD/ARH as part of the initial assessment.

67,68

58

85,86

    Mental Health Services



What We are Suggesting

   Macro   Specialist Addiction Services
A requirement for each Regional Health System to provide access to specialist services at
the requisite level and quality for the needs of their local population.
Improve the links with and into community alcohol services and rebuild the quality of care
delivered by them, based on the (upcoming) UK clinical guidelines for alcohol treatment.
All specialist community services to have clear KPIs for alcohol treatment measures to drive
improved quality.
Rebuilding of the specialist workforce (psychiatry, nursing, psychology, social workers) to
enable the delivery of high quality specialist addiction services, development of the evidence
base and training and advocacy across the health system.

   Primary Care
Screening in primary care for problematic alcohol use and ARLD with a specific integrated
pathway for alcohol treatment and liver monitoring to enable both referral to specialist
addiction services and the early identification of ARLD.

   Workforce training
All health and social care professionals to have training in the identification of alcohol-
related harm and AUD.
All health and social care professionals working in services where there is a potential ‘high
risk’ from ARH (e.g liver services, mental health services, maternity care) receive training in
the identification, assessment, and management (or referral) of alcohol dependence and
alcohol-related harm.

   Involvement of Lived Experience
Given the normalisation of alcohol consumption in society, and the stigma enacted towards and
felt by people with alcohol related harm, there is a great need to actively involve the recovery
community, including lived experience recovery organisations (LEROs), in the design and
delivery of training and service provision, and undergraduate medical education as part of
‘humanising healthcare’ in this area.87

   Research
Prioritisation of clinical research into the most effective ways to manage comorbid alcohol
dependence as part of a holistic treatment plan for people presenting with other physical and
mental health conditions.

12

   Young Person’s Services
Both addiction services and CAMHS to have access to inpatient medically assisted
withdrawal from alcohol for young people with accelerating alcohol dependence and alcohol-
related harm to access.



Definitions

Term Definition

Lower risk drinking
Defined by the chief medical officers as regularly drinking below
14 units per week, spread evenly over the course of a week.

Increasing risk drinking  

Defined by the National Institute for Health and Care Excellence
(NICE) as regularly drinking over the recommended 14 units per
week. This reflects drinking between 15-50 units per week for
males, and 15-35 units per week for females.

Higher-risk drinking  
Defined by NICE as regularly drinking more than 50 units per
week for males and drinking more than 35 per week for females.

13

4

Table 1. 
Definitions of Different Patterns of Drinking 88

Term Definition

Alcohol-Specific
Conditions

Conditions that are wholly caused by alcohol consumption, such
as alcohol-related liver disease, alcohol poisoning, and alcohol-
related pancreatitis.

Alcohol-Related
Conditions

Conditions that are partially caused or exacerbated by alcohol
consumption, such as hypertension, stroke, and certain cancers.

Table 2. 
Definitions of Alcohol-Specific and Alcohol-Related Health Conditions 

11



Definitions
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Table 3. 
Definitions of Primary, Secondary and Tertiary Prevention 89

Term Definition

Primary Prevention
Aims to prevent the onset of disease or injury before it occurs,
often in the form of public health educational campaigns and
promoting guidance on lower risk drinking.

Secondary Prevention

Aims to intervene and halt or slow the progression of a disease
that has already occurred though early detection and treatment.
Often in the form of screening programs and psychological
interventions.

Tertiary Prevention
Aims to help patients manage and ameliorate the impact of an
ongoing illness or injury to mitigate complications, improve
quality of life and increase their life expectancy.

Abbreviations

ACT
AUD
ARH
ARLD
ACTION
CAMHS
CMO
ICB
LEROs
MCA
NCISH
OHID

Alcohol Care Team
Alcohol Use Disorder
Alcohol-Related Harm
Alcohol-Related Liver Disease
Alcohol Care Team Innovation and Optimisation Network
Child and Adolescents Mental Health Service 
Chief Medical Officer
Integrated Care Board
Lived Experience Recovery Organisations 
Medical Council on Alcohol
National Confidential Inquiry into Suicide and Safety in Mental Health 
Office for Health Improvement and Disparities
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