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• Several extensive reviews have highlighted the effectiveness
of brief alcohol interventions

• The same reviews were pessimistic about the role of more
intensive, specialist treatments

• The research evidence should be interpreted with caution

• The efficacy of BI as a routine mass intervention approach has
been exaggerated

• Excessive drinking is a complex and heterogeneous
phenomenon

• The is an important distinction between alcohol dependent 
’treatment seeking’ populations and those excessive drinkers
identified by screening (Heather)
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• In ’broadening the base of treatment for alcohol
problems’, a laudable exercise, policy makers and 
purchasers of health care need to be careful at the 
same time not to ’narrow the apex’ to the point of 
extinction in their attempts to balance the books of 
healthcare costs.

• Those excluded from, or who fail to respond to brief
intervention, are likely to continue to incur significant
health service and other costs. Those costs need to 
be studied in greater detail.

• A more appropriate question to answer is: what type
of intervention, delivered by whom, to which
excessive drinker, is effective?
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The rise and 
fall of 
specialist 
treatment



Dr Norman Shanks Kerr

1834-1899

“To avoid confusion and prevent 

misapprehension, let me define 

inebriety as a constitutional disease 

of the nervous system, characterized 

by a very strong morbid impulse to, 

or crave for, intoxication.”

“Having acquired a knowledge of 

….inebriety, besides having seen 

the impotence of nostrums and of 

defective treatment, we are in an 

advantageous position to discern 

the principles of sound treatment, 

and the methods of cure best 

adapted to secure the greatest 

amount of success.” 6

“In alcoholism, as in all other 

diseases, prevention is, indeed, 

better than cure.”
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Professor Griffith Edwards

1928-2012
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The rise of 
public health
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Sick individuals and sick populations (Rose, 1985)

High risk strategy

• Advantages
– Intervention approaches 

appropriate to the individual

– Subject motivation

– Physician motivation

– Cost-effective use of 
resources

– Benefit: risk ratio favourable

• Disadvantages
– Difficulties and costs of 

screening

– Palliative and temporary

– Limited potential for 
individual and population

– Behaviourally inappropriate

Population strategy

• Advantages
– Radical

– Large potential for population

– Behaviourally appropriate

• Disadvantages
– Small benefit to individual 

(‘Prevention Paradox’)

– Poor motivation of subject

– Poor motivation of physician

– Benefit: risk ratio worrisome
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Alcohol strategy options
Babor et al. (2003) Alcohol: No ordinary commodity

• High impact
– Taxation & pricing

– Restricting availability

– Limiting density of outlets

– Lower BAC limits

– Graduated driving licences

• Medium impact
– Brief interventions

– Treatment

– Safer drinking environment

– Heavier enforcement

• Low impact
– Unit labelling

– “Sensible” drinking 
campaigns

– Public education

– School based education

– Voluntary advertising 
restrictions

ALCOHOL HARM REDUCTION STRATEGY FOR ENGLAND (AHRSE)
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Sheffield Alcohol Policy Model (Brennan, 2014; Holmes 2013)
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“Evidence from clinical trials 

suggests that brief 

interventions are as effective 

as more expensive specialist 

treatments”

“Health commissioners should 

consider the routine 

opportunistic detection and 

brief treatment of patients in 

primary care and hospital 

settings.”

Research Recommendation: 

“An accurate epidemiologically 

based health policy model 

which estimates the health 

impact of reductions in alcohol 

consumption in different 

population groups”
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The Pareto
principle &
the alcohol
harm paradox
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Vilfredo Pareto, 1896

The Pareto Principle

(The 80/20 rule)

80% of effects come

from 20% of causes



20



The alcohol harm paradox

21



22



68

22.9

45.4 40.7

9.1

54.6 59.3

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Prevalence Spells OBDs

%

Distribution of alcohol admissions in people with alcohol 
dependence

3+ admissions

1-2 admissions

No admissions

54,369

136,015

404,616 303,313

365,359
1,402,600

962,718

£848 Million

£704 Million

Total = £1.6 BillionTotal = 2.4 Million

23

Total = 600,000



Alcohol Frequent attenders per 100,000 and Index of Multiple 
Deprivation x10 South London
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What can we 
learn from 
clinical trials?



Changes in alcohol consumption 12 months post-intervention (units per week)
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Changes in risk related to changes in consumption: SBI versus AOT
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Mean quality of Life changes pre-post intervention
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Change in QOL pre-post intervention
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Mean inpatient nights pre-post intervention
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What about 
implementation 
in the real 
world?



Proportion of smokers and excessive drinkers 

offered SBI by PHC last year 
(Alcohol Toolkit Survey – Brown et al., 2016, BJGP)

(n=15,252)

• 20% smokers (n=3,043)

• 62% visited GP last yr

• 52% of smokers 
received BI for smoking

• (30% of all smokers)

• Older, female, less 
education, disability, 
higher dependence, 
more quit attempts

• 12.4% excessive drinkers 
(n=1,894)

• 59% visited GP last yr

• 6.8% of XSD received BI 
for alcohol

• (4% of all XSD)

• Older, smokers, higher 
dependence, male
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Recruitment by month for each A&E
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Recruitment by month for each A&E
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Gap between need and access to alcohol treatment (PSUR)
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Drummond et al. (2005) Alcohol Needs Assessment Research Project (ANARP). 

Department of Health



Prevalence-Service Utilisation Ratio Scotland

• 2008
– Estimated budget £61M per annum
– Prevalence Alcohol Dependence 206,000
– Number entering treatment 17,000
– PSUR 8% (England 6%)

• Prevalence: AUDIT 16+ SHeS 2003
• Service utilisation: SANA survey 2008

• 2014
– Funding for alcohol services increased by £28M (50%) from £61M 

to £89M
– Prevalence Alcohol Dependence 220,000 (5%)
– Number entering treatment 31,796
– PSUR 14.5% (England 5%)

• Prevalence AUDIT 16+ SHeS 2012
• Service utilisation: Health Scotland survey 2012

39Drummond et al. (2008) Scottish Alcohol Needs Assessment. King’s College London



Recommended treatment pathways (CG115; 2011) according to severity of 

dependence and complex needs (Brennan et al., 2017)
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Most recent treatment journey ended in 2013-2014 by NDTMS-estimated Alcohol 
Dependence Severity Group and treatment pathway (Brennan et al., 2017)

Pathway Mild Moderate Severe Complex Total

Community 
psychosocial 
only

85% 74% 68% 76% 77%
N 46,945

Community
psychosocial + 
Pharma

10% 16% 16% 12% 14%
N 8,316

Inpatient 4% 8% 13% 9% 8%
N 4,518

Residential 1% 2% 3% 3% 2%
N 1,168

%
Total N

36%
22,147

33%
19,907

15%
9,083

14%
8,388

100%
60,947
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Challenge of multimorbidity
• Chronic multimorbidity increasing with ageing 

population
• Increasingly focused in socially excluded populations
• High Need, High Cost patients: 9% of people have 60% 

of admissions – alcohol-related frequent attenders
• High co-prevalence of substance misuse and mental 

illness
• Few in contact with services
• Need for change:

• Shift from acute care to disease management model
• Shift from silo care to integrated care
• More assertive engagement/outreach
• Challenge stigma

• Mental health and addiction specialists need to work 
across organisational boundaries
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(APMS 2014)



Value based 
healthcare
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Value based healthcare (Gray, 2017)

• Benefit to patients (e.g. improved quality of life)

• Reduced healthcare costs (e.g. cost savings in reduced 
admissions)

• Improved population health (e.g. reduced prevalence of ill 
health)
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Value for patients

0.02

0 0

0.05

0.13

0.09

0

0.02

0.04

0.06

0.08

0.1

0.12

0.14

SIPS PHC Stepwice AESOPS UKATT ACTAD AAOT

EQ5D gain

EQ5D gain
47



Value for healthcare costs
Mean inpatient nights pre-post intervention
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Extrapolation from AAOT trial to national ARFA 
data

• England 54,369 ARFAs  

• OBDs 1,402,600 

• Cost £848M

• Saving AOT compared to CAU = £13,819/case = £751M

• AOT treatment cost = £2,979/case = £161M

• Net saving = £10,840/case = £590M

• For every £1 spent, net cost saved = £3.66 

• So potential cost saving overall = £590M in England



Alcohol CQUIN – expected impact

50

~1.6M smokers should receive very brief advice due to PIHCQUIN; of whom ~486K 
can be expected to take up a referral; and we could expect 110K may quit.

Smoking

Even if only half of patients get screened.

~896K of patients drinking above the low-risk guidelines will get IBA & ~64K will be 
referred to treatment in the community.

The NHS could save >£20M per year from reductions in ill-health caused by 
drinking.

Alcohol

Cost of implementation: BA £10 per case (SIPS ED) = £10 x 900,000 = £9M

Net saving = £11M
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£12 per patient

£11,000 per patient

Value for healthcare costs



Change in alcohol admissions via Emergency Department in King’s College Hospital
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Summary

Whole population 
alcohol pricing

Alcohol SBI Specialist treatment

For • Large impact
• Cheap to do
• Highly cost effective
• MUP targeted
• Prevention better 

than cure

• Medium impact
• Politics easier
• Prevention
• Referral to treatment
• Done by generalists or 

electronic SBI

• Individual, population 
and cost impact high

• Low natural remission
• Politics medium
• More effective with 

HNHC
• Costs of doing nothing

Against • Politics difficult
• Regressive
• Therefore hard to 

implement

• Costly at scale if 
clinician delivered

• Individual impact small
• Implementation 

difficult
• High natural remission
• Inequality paradox

• Intervention at late 
stage

• Individual care costly
• Requires specialists
• Intensive and extensive
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So, do the best things come in small packages?

• SBI versus specialist treatment – a zero sum game
– Should be both/and, rather than either/or

– But I wouldn’t bet the family silver on SBI alone

• Whole population measures (price, availability, marketing)
– Highly cost effective

– More faithful to the ‘prevention paradox’

– But, politically challenging to implement

– SBI and treatment are different levels of ‘high risk’ strategy

• Value based healthcare
– Most of the harm and costs are concentrated in a relatively small 

number of high need, high cost individuals

– Scarce resources need to be focused on High Value interventions

– What type of intervention, delivered by whom, to which excessive
drinker, is effective delivers the greatest value?
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Alcohol treatment:

It’s prevention Jim, 

but not as we know it.



Without whom……
• IOPPN

– Paolo Deluca
– Tom Phillips -P
– Hilary Little
– Amy Wolstenholme -P
– Kath Perryman
– Abi Rose
– Catherine Elzerbi
– Zoe Davey -P
– Helen Gilburt
– Bob Patton
– Kim Donoghue
– Sally Marlow -P
– Ashley Brewer -P
– Michael Lynskey
– Jo Neale
– Hannah Rose -P
– Ros Blackwood -P
– Zarnie Khadjesari
– Jo Millward -P
– Stephanie Fincham-Campbell -P
– Tom Parkman
– Emmert Roberts -P

• St George‘s

– Nek Oyefeso

– Judy Myles

– Filippo Passetti

• Kent
– Simon Coulton

• Birmingham
– Ed Day
– Alex Copello

• York
– Christine Godfrey
– Steve Parrott

• Newcastle
– Eileen Kaner
– Dorothy Newbury-Birch
– Eilish Gilvarry

• Oxford
– Tom Burns

• Imperial College
– Mike Crawford
– Anne Lingford-Hughes
– Robin Touquet

• Southampton University
– Julia Sinclair

• Swansea
– Darren James
– Ian Russell
– Ceri Phillips

• Catalonia
– Peter Anderson
– Toni Gual

• Sheffield
– Alan Brennan et al

• Scotland
– Peter Rice

• Funding
– MRC, DH, NIHR, WHO, EC, ESRC, ARUK, SSA 56


