
 

1 
 

 
 
Scottish Health Action on Alcohol Problems (SHAAP) response to the UK Government’s 
consultation ‘Advancing our health: prevention in the 2020s’ [submitted 14 October 2019] 
 
 
Introduction 
Scottish Health Action on Alcohol Problems (SHAAP) provides the authoritative medical and clinical 
voice on the need to reduce the impact of alcohol-related harm on the health and wellbeing of 
people in Scotland and the evidence-based approaches to achieve this. 
 
SHAAP was set up in 2006 by the Medical Royal Colleges in Scotland and is based at the Royal 
College of Physicians of Edinburgh (RCPE). SHAAP is advised by a Steering Group made up of 
members of the Royal Colleges, the Faculty of Public Health in Scotland and invited experts. 
 
SHAAP works in partnership with a range of organisations in Scotland and beyond. Key partners 
include Alcohol Focus Scotland, the British Medical Association (BMA), the Scottish Alcohol Research 
Network (SARN), the Scottish Recovery Consortium, the Alcohol Health Alliance, the Institute of 
Alcohol Studies, Eurocare, the European Public Health Alliance (EPHA) and the World Health 
Organization (Europe). 
 
Consultation Response  
As an organisation concerned with developing policies to tackle Scotland’s alcohol problem at an 
individual and population level, SHAAP welcomes the opportunity to respond to the UK 
Government’s consultation (Green Paper) ‘Advancing our health: prevention in the 2020s’. The 
Green Paper is a useful document for concentrating stakeholders’ attention on specific, quite 
detailed aspects of the country’s health. However, we are surprised that unlike other sections, no 
question is specifically asked about alcohol and its damaging influence upon health, and indeed, it is 
relegated to the status of a 'Wider Factor'. We will therefore make general comments in the section 
below, and answer specific questions relating to the role of alcohol in other aspects of the 
population’s health subsequently and discretely. 
 
General comments 
The Green Paper does not seriously address the social and economic determinants of health.  
Alcohol policy is marginalised and there are no robust proposals for action on the well-founded 
evidence summarised by Burton, Henn et al, Lancet 2017. They identified seven policy areas, most 
notably availability and cost where Government action would be cost effective and have a significant 
impact on public health and wellbeing.  
 
SHAAP finds that there is nothing new in regard to alcohol policy in this Green Paper and that there 
are some aspects which could potentially be regressive. Indeed Public Health England’s 2016 report 
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Policies1 stated: “Reflecting three key influencers of alcohol consumption –price (affordability), ease 
of purchase (availability) and the social norms around its consumption (acceptability)–an extensive 
array of policies have been developed with the primary aim of reducing the public health burden of 
alcohol.” All the evidenced policy recommendations were available for the UK Government to access 
three years ago, but they do not appear to have been considered in this Green Paper.  
 
Evidence of the effectiveness of pricing policies in tackling alcohol harms is now emerging from 
Scotland with the introduction of minimum unit pricing in May 2018; first impact assessments2 show 
that alcohol sales per adult reduced by 7.6% in 2018, the lowest level in 25 years, and that sales of 
the cheapest and most harmful drinks, such as ‘white cider’ were the most affected, with consumers 
switching to lower-strength brands or buying less. In terms of immediate impact, the introduction of 
minimum unit pricing appears to have been successful in reducing the amount of alcohol purchased 
by households in Scotland. The action was targeted, in that reductions of purchased alcohol only 
occurred in the households that bought the most alcohol.  
 
A national plan needs to be integrated with other strategies and this includes responsibilities for 
local governments. SHAAP has concerns that hospital alcohol care teams are only envisaged for 
those hospitals with 'the highest' rates of alcohol-related admissions, although no threshold for this 
is defined; and that alcohol services in the community are to be under the remit of local authorities 
and therefore not part of a national strategy/framework. Selective placing of alcohol care teams as 
part of local authority plans should not divert central government’s responsibility for proper funding 
and adequate provision in all areas. 
 
The emphasis on targeted support, personalised care plans, tailored lifestyle advice and technology 
is in keeping with current government philosophy but requires evaluation.  It is misplaced if not 
linked to proper provision of support services. It also evades responsibility for tackling the broader 
issues driving poor health and the inequalities in life expectancy where alcohol plays a significant 
part. 
 
Q1. From life span to health span 
a. Which health and social care policies should be reviewed to improve the health of: people 
living in poorer communities, or excluded groups? Excluded groups could be people sleeping rough, 
people leaving care, ex-offenders, and Gypsy, Traveller and Roma communities. 
A:  Alcohol causes harm to all these groups. The wider environment has an enormous influence 
on individuals’ behaviour. Targeted interventions include Minimum Unit Pricing, as introduced in 
Scotland last year, and dedicated alcohol treatment services. 
 
Q2. Intelligent health checks 
a. Do you have any ideas for how the NHS Health Checks programme could be improved? […] 
A. The NHS Health Check could play an important role in preventing and treating alcohol-
related conditions but current effectiveness is patchy. Healthcare professionals’ training in asking 
questions about alcohol should be improved and integrated in brief screening interventions. It 
should be mandatory to record patients’ responses on alcohol, to ensure that appropriate support is 
provided. 
 
Q5. Support for individuals to achieve and maintain a healthier weight 
a. How [other than a brief intervention and providing advice in primary care] can we help 
people reach and stay at a healthier weight? 

                                                           
1
 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/733108/
alcohol_public_health_burden_evidence_review_update_2018.pdf  
2
 NHS Scotland’s MESAS report, June 2019: http://www.healthscotland.scot/media/2587/mesas-monitoring-

report-2019.pdf 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/733108/alcohol_public_health_burden_evidence_review_update_2018.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/733108/alcohol_public_health_burden_evidence_review_update_2018.pdf
http://www.healthscotland.scot/media/2587/mesas-monitoring-report-2019.pdf
http://www.healthscotland.scot/media/2587/mesas-monitoring-report-2019.pdf
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A.  Information about the calorific content of alcoholic drinks should be more widely available 
at the point of sale. Specifically, calorie and nutrition information should appear on the labels of 
alcohol products. Consumers should not have to seek out this information - for example on other 
websites or apps - before purchase. 
 
Q7. Taking care of our mental health 
a. How can we support…things that are good for mental health and prevent the things that are 
bad for mental health, in addition to the mental health actions in the green paper? 
A.  Alcohol is a depressant and can lead to long-term mental health issues either directly or by 
causing poor decisions involving the police, justice system and hospitals (A&E). However, there is a 
risk with dual diagnosis that it can leave harmful drinkers caught in the system without any support 
at all. Tackling alcohol harms and mental health problems in a way that recognises their mutually 
reinforcing relationship can help address health inequalities. 
 
Q8. Sleep 
a. …What would help people get 7 to 9 hours of sleep a night? 
A.  Drinking alcohol can cause disruption to sleep. Evidence-based interventions that reduce 
alcohol consumption can improve sleep patterns and improve general health. 
 
9. Prevention in the NHS 
a. Have you got examples or ideas for services or advice that could be delivered by community 
pharmacies to promote health? 
A.  Pharmacy services could be encouraged to deliver identification of potential issues involving 
alcohol use and brief advice to targeted sections of the population. 
 
Q11. Creating healthy spaces 
a. What could the government do to help people live more healthily: 
i. In homes and neighbourhoods? 
A.  Alcohol harm is experienced not only by drinkers but by their families, friends, colleagues 
and others. Reducing the affordability and accessibility of alcohol in communities can make them 
safer places for all, lead to lower levels of crime, and support healthy living in the home.  
 
Children deserve an alcohol-free childhood and safe environments in which to grow up. Government 
and industry self-regulation on marketing and advertising has been woefully inadequate at 
preventing the alcohol industry from continually bombarding young people with advertising 
messages, including in sporting environments. SHAAP supports the Alcohol Charter’s call for 
statutory regulation of this marketing, by a body free from industry influence, similar to that of 
France’s ‘Loi Evin’ regulation. Loi Evin restricts placement and content of alcohol advertising, making 
the targeting of young people illegal. This call is supported by WHO and Public Health England, and 
SHAAP believes the government should introduce a ‘watershed’ of 9pm for television, social media 
and cinemas, after which such advertising is prohibited, as planned by the Scottish Government in its 
‘Alcohol Framework 2018: Preventing Harm’ strategy3. 
 
The Licensing Act should be overhauled so that local authorities can prioritise the health and well-
being of communities whilst giving due regard to potential licensees’ interests, particularly as 
research has shown that the more deprived the area, the more likely it is that it will contain harmful 
outlets selling alcohol and fast food. 
 
ii. When going somewhere? 
A.  Lowering the drink drive limit to 50mg alcohol/100ml blood, as in Scotland and most other 
European countries, and enforcing this limit would put progress on reducing drink driving deaths in 

                                                           
3
 https://www.gov.scot/publications/alcohol-framework-2018-preventing-harm-next-steps-changing-

relationship-alcohol/  

https://www.gov.scot/publications/alcohol-framework-2018-preventing-harm-next-steps-changing-relationship-alcohol/
https://www.gov.scot/publications/alcohol-framework-2018-preventing-harm-next-steps-changing-relationship-alcohol/
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England back on track, which has ground to a halt. Investment in public transportation would reduce 
the likelihood of traffic-related incidents due to alcohol and encourage people to walk more. 
 
iv. In communities? 

A. There is no single solution to tackling alcohol-related harm, but international evidence 
suggests that tackling the affordability and availability of alcohol is most effective. At a 
population level, Minimum Unit Pricing targets the cheapest, strongest alcohol consumed by 
young people and those drinking at harmful levels. A review of Licensing regulations with 
greater restrictions on supermarkets and the off-trade, can achieve positive results at 
community level. 

 
Q13. Active ageing 
a. What is your priority for making England the best country in the world to grow old in, 
alongside the work of Public Health England and national partner organisations?  
A.  Older citizens are drinking more than previous generations, but their bodies are less able to 
handle alcohol. This group could benefit from adequately-resourced support. 
 
Q14. Prevention in wider policies 
a. What government policies (outside of health and social care) do you think have the biggest 
impact on people’s mental and physical health?  
A. An integrated, evidence-based alcohol strategy, bringing together departments across 
Government, would help to better support people’s mental and physical health. Alcohol harms are 
affected by policies that sit outside health and social care: for example decisions on alcohol duty, 
trade or crime. There are also significant risks arising from Brexit such as a likely new trade deal with 
the USA which could have a major impact on public health, and government health policy should be 
audited from that perspective. A public health approach in all areas of governmental policy, 
particularly justice, is recommended. 
  
Q15. Value for money 
a. How can we make better use of existing assets – across both the public and private sectors – 
to promote the prevention agenda? 
A.  Public health funding has seen severe reductions and without a reverse of this it is difficult 
to see how much progress can be made. SHAAP opposes the influence of the alcohol industry in 
policy-making and educational campaigns because the conflict of interests arising from their 
involvement has led to partnerships with minimal evidence of effectiveness rather than evidence-
based interventions. 
 
Q17. Sexual and reproductive health 
a. What are the top 3 things you’d like to see covered in a future strategy on sexual and 
reproductive health? 
A.  1. Consideration of alcohol’s role in relation to sexual abuse and harassment. 

2. Consideration of alcohol’s role in unwanted pregnancies. 
3. Consideration of alcohol’s role in the spread of STDs. 

 
Conclusion 
SHAAP thanks the UK Government for the opportunity to respond to its consultation ‘Advancing our 
health: prevention in the 2020s’. We hope that our comments may assist the UK Government in 
drawing up a national, evidence-based alcohol prevention and support strategy similar to the one 
currently being implemented by the Scottish Government. 
 
*** 
Response sent to: publichealthpolicyandstrategy@dhsc.gov.uk on 14 October 2019. 
 
Contact 

mailto:publichealthpolicyandstrategy@dhsc.gov.uk
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For further information please contact Felicity Garvie, Policy Officer, SHAAP; shaap@rcpe.ac.uk  or 
0131 2476 3667.  
For more information about SHAAP, please visit http://www.shaap.org.uk/  

mailto:shaap@rcpe.ac.uk
http://www.shaap.org.uk/

