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Welcome to the 8th research and 
policy briefing published by 
SHAAP – Scottish Health Action 
on Alcohol Problems. 

SHAAP provides a coordinated, 
coherent and 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.

Our aims are:
•  To raise awareness and 

understanding of the alcohol-
related health problems with 
health practitioners, policy 
makers and the public.

•  To evaluate current research 
and identify strategies to reduce 
alcohol-related health damage 
based on the best available 
evidence.

•  To work together with key 
organisations in the alcohol 
field in Scotland, the rest of the 
UK and worldwide, in tackling 
alcohol misuse.

SHAAP was set up in 2006 
by the Scottish Medical Royal 
Colleges, through their Scottish 
Intercollegiate Group (SIGA). We 
are governed by an Executive 
Committee made up of members 
of the Royal Colleges. 

Chair Dr Peter Rice, former 
Consultant Psychiatrist, NHS 
Tayside Alcohol Problems Service
Director Eric Carlin
Policy Officer Jennifer Fingland

Follow us on twitter:  
@shaapalcohol
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OECD Report
A new report published on May 
12th by the intergovernmental 
Organisation for Economic Co-
operation and Development 
(OECD): ‘Tackling Harmful Alcohol 
Use: Economics and Public Health 
Policy’ found that the UK was the 
11th heaviest-drinking country of 
the 40 examined. Levels of alcohol 
consumption in the United Kingdom 
are above the OECD average and 
increased during the last 30 years. 
Worldwide, alcohol is a leading cause 
of ill health and premature mortality. 
It accounts for 1 in 17 deaths, and for 
a significant proportion of disabilities, 
especially in men. In OECD countries, 
alcohol consumption is about twice 
the world average. Its social costs are 
estimated in excess of 1% of GDP in 
high- and middle-income countries.

On average, each person in the UK 
consumes 10.6 litres of pure alcohol a 
year, compared with 9.5 litres across 
the OECD’s 34 member countries. 
Furthermore initiation into alcohol 
drinking happens at increasingly early 
ages. In the United Kingdom, the 
proportion of 15 year olds who have 
experienced alcohol increased from 
71% in 2002 to 75% in 2010.

Dangerous drinking among better-
educated women has contributed 
to the UK increase in alcohol 
consumption over the last 30 years, 
bucking a downward trend in other 
industrialised countries. One in five 
woman graduates regularly drink 
‘hazardously’ (defined as a weekly 
consumption of 21 units or more 
for men, or 14 or more for women) 
compared with one in ten for those 
with lower levels of education. Better-
educated British men are also more 
likely to drink a hazardous amount 
than their less-educated counterparts, 
yet the difference is particularly 
pronounced for women.

OECD Secretary-General Angel 
Gurría, launching the report in 
Paris stated: “This report provides 
clear evidence that even expensive 
alcohol abuse prevention policies 
are cost-effective in the long run and 
underlines the need for urgent action 
by governments.”

Compared with other countries in the 
OECD area, the United Kingdom has 
relatively high levels of taxation for 
all types of alcoholic beverages. The 
blood alcohol concentration (BAC) 
limit for drivers is 0.08%, the highest 
in OECD countries, although Scotland 
lowered the limit to 0.05% in 2014 (as 
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in the majority of OECD countries). 
The countries of the United Kingdom 
have adopted a wide-range of policies 
to regulate on- and off-premise 
sales of alcoholic beverages and 
promotion of alcohol products, but 
other legally binding regulations (e.g. 
on sponsorships, sales promotions 
and health warnings on alcohol 
containers) are not yet applied at the 
national level.

The WHO Global Strategy to reduce 
the harmful use of alcohol provided 
the selection of policy options, based 
on international consensus, which 
OECD used as a starting point. The 
report analysed alcohol policies 
over 40 years – long relative to the 
typical time horizon of most policy 
decisions. In-depth analysis focussed 
on three specific countries: Canada, 
the Czech Republic and Germany. 
Cost effectiveness was estimated on 
the basis of implementation costs, 
net of any possible future savings in 
health care expenditures, and health 
outcomes, measured in terms of 
DALY s gained.

Key findings
Policies to increase the prices of 
alcoholic drinks, regulation and 
enforcement policies, education 
programmes and health care 
interventions are all shown to be 
effective and efficient options for 
governments seeking to curb alcohol-
related harms and improve population 
health.

Combining alcohol policies in a 
coherent prevention strategy would 
significantly increase projected 
impacts, according to OECD 
analyses. A mixed strategy would 
achieve gains of around 37 000 DALY 
s per year in Canada; 23-29 000 
DALY s in the Czech Republic and 
119-137 000 DALY s in Germany.

Alcohol strategies combining multiple 
policies would yield significant yearly 
savings in health expenditures in the 
three countries.

Policies delivered in health care 
settings are the most expensive 
to implement, followed by the 

enforcement of drinking-and-
driving restrictions and workplace 
programmes. Price and regulatory 
policies are substantially less 
expensive.

Reducing harmful 
drinking
Alcohol-use disorders account for 
the largest share of the burden of 
disease associated with alcohol. 
The largest proportionate reductions 
in incidence may be obtained with 
brief interventions in primary care 
mostly through the prevention of 
dependence. It is worth emphasising 
that these findings are based on the 
assumption that brief interventions 
would be offered systematically by 
all general practices in a country. 
This would involve major efforts 
to overcome capacity constraints, 
incentivise and train health 
professionals.

The greatest impact on cancer 
incidence is obtained with price 
policies and brief interventions in 
primary care and at the workplace. In 
particular, the occurrence of alcohol-
related cancers would be cut by up 
to 2% following changes in taxation 
leading to a 10% price hike.

The largest reduction (10%) in 
hazardous (including harmful) 
drinking is seen for a tax increase in 
Germany.

Relatively large health gains are 
also associated with price policies 
and advertising regulation (with 
smaller effects predicted for the 
latter in Canada). Opening hours 
regulation and drinking-and-driving 
enforcement policies, as well as 
treatment of alcohol dependence and 
brief interventions at the workplace, 
are likely to generate smaller but 
meaningful gains at the population 
level. Finally, the impacts of school-
based programmes are small or not 
statistically significant.

A particularly important dimension of 
the health gains produced by alcohol 
policies in the analysis is the impact 
these may have on employment and 
productivity. For instance, with a tax 

increase leading to a 10% hike in 
alcohol prices 168 000 working-age 
people in Germany, 45 000 in the 
Czech Republic and 53 000 in Canada 
would avoid alcohol-related disabilities 
each year. The gains estimated for 
brief interventions would be even 
larger, although less evenly distributed 
between men and women than with 
taxation, due to a larger prevalence 
of high-risk drinking behaviours and 
alcohol dependence in men.

Implementation Costs
Policies delivered in health care 
settings, including brief interventions 
and the treatment of dependence, 
carry the largest implementation 
costs by a relatively wide margin. 
This is in connection with the staff 
and drug costs involved. Brief 
interventions are also expected to 
produce the largest reductions in 
health care expenditures, however 
these reductions are sufficiently large 
to offset implementation costs and 
make the policy cost saving only in the 
Czech Republic, where the number 
of cases of dependence prevented is 
largest.

The cheaper-to-implement price 
policies are shown to have the 
potential to generate savings in health 
care expenditure which more than 
offset implementation costs.

Other policies (workplace intervention 
or drink-driving initiatives) are 
likely to generate a net increase in 
government expenditure, although 
financial savings from possible crime 
reductions are not accounted for in 
our analysis. 

The costs of school-based 
programmes are modest, but so are 
their effects too.

The report noted that countries 
that intend to address effectively 
the problem of harmful alcohol use 
cannot rely on individual policies to 
accomplish their goal. In addition, a 
multi-pronged approach may create a 
“critical-mass” effect that would make 
a change in the social norms that 
regulate alcohol drinking behaviours 
more likely. 
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Minimum Unit Pricing 
(MUP)
MUP was the subject of two ‘special 
focus’ chapters. One examines 
the impact of MUP on low income 
households and moderate drinkers. 
It was written by Professor Anne 
Ludbrook of Aberdeen University’s 
Health Economics Research Unit who 
has worked with SHAAP examining 
the evidence on MUP for many 
years1. 

Ludbrook notes that there is strong 
evidence that price has an impact on 
consumption at a population level. 
In 2012 Ludbrook examined three 
years of data from the UK Household 
survey focussing her analysis on off-
trade alcohol purchases as this is the 
category affected by MUP.  Analysis 
found that income has less effect 
than drinking category (moderate, 
hazardous, harmful) on the impact of 
MUP consistent with earlier findings 
by Leicester (20112). 

One issue that potentially confounds 
the estimation of price elasticities for 
different drinking groups is higher 
volume purchasers searching for 
lower prices. Black et al. (20113) 
compared the purchasing behaviour 
of patients being treated for alcohol 
related health problems with the 
general population in Scotland. These 
patients paid an average price of 
43p per unit for alcohol compared 
with a population average of 71p 
per unit. Eighty three per cent of 
units purchased by the patients were 
priced at below the proposed MUP of 
50p. 

More recently, Holmes et al. (20144) 
used the Sheffield Alcohol Policy 
Model to model the effect of MUP by 
income and drinking category. Their 
results show that there is more effect 
on consumption for low-income than 
for higher-income groups, and also 
much more effect on harmful drinkers 
compared with moderate drinkers. 
With a MUP of 45p, low-income 
moderate drinkers are predicted to 
reduce consumption by 29 units per 
year compared with less than one 
unit for the highest-income group. 

Harmful drinkers are predicted to 
reduce consumption by 138 units per 
year on average, with a range from 
300 units for the lowest-income group 
to 34 units for the highest-income 
group. Overall the effect of MUP for 
those on low-income is concentrated 
amongst the heaviest drinkers, but 
low-income, harmful drinkers also 
have the greatest reduction in alcohol 
consumption, spend less as a result 
and have the greatest benefit in 
terms of health gains. This finding is 
consistent with other research that 
suggests that alcohol related harms 
are disproportionately experienced 
by deprived groups (Johnston et al., 
20125).

Looking briefly at whether the 
alcohol duty escalator could achieve 
the same effect as MUP Ludbrook 
notes: UK duty is complex as it is 
levied at different rates on different 
products and not proportional to 
alcohol content. The impact of duty 
increases by income group will 
depend on which product types 
are affected and by how much and 
it may be much harder to target 
drinking categories. In the past, duty 
increases have been seen as a way 
of tackling particular “problem” drinks, 
such as alcopops, but the effect of 
piecemeal interventions has been 
largely to induce switching to other 
products rather than reduce alcohol 
consumption overall.

Furthermore she highlights that 
the success of such measures is 
dependent upon retailers passing 
the increase on to customers – 
something which they do not always 
do by instead pricing alcoholic 
products as loss leaders. 

She concludes that, under the 
particular market conditions 
experienced in Scotland, moderate 
drinkers across the income 
distribution will be little affected by 
MUP. Low-income heavy drinkers 
appear to be the group that may be 
most affected in terms of changing 
consumption, whereas high income 
heavy drinkers may be able to afford 
to maintain harmful drinking patterns.

The second MUP-focussed chapter 
is by Martin McKee, Professor 
of European Public Health at the 
London School of Hygiene and 
Tropical Medicine. He makes a 
very strong case for population-
level measures noting ‘the most 
effective health promotion policies 
are those that take population-wide 
approaches, instead of targeting only 
those at highest risk (Rose, 19856).’ 
Reasons for this include: Policies 
targeted at individuals assume 
that people make rational choices 
when deciding whether to engage 
in potentially harmful behaviour. 
This assumes stable preferences, 
foresight, perfect knowledge, and 
adequate cognitive abilities to make 
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the decision. These elements are 
often, and in some cases always, 
lacking in relation to potentially 
damaging substances (Song et al., 
20147).

McKee’s chapter dwelt at length 
upon the University of Sheffield’s 
assessment of a wide range of 
pricing policies. It also concluded 
that minimum pricing policies would 
be most beneficial for harmful 
drinkers while minimising the impact 
on moderate drinkers. The study 
estimated that a MUP of GBP 0.45 
(EUR 0.57) could save almost 2 
000 deaths per year ten years after 
implementation of the policy.

Among the main arguments used 
against MUP is that it would hit 
moderate drinkers who are at low 
risk of harm and that the additional 
costs will fall disproportionately on the 
poor. This has been examined both 
by Ludbrook as already mentioned 
and in further work by the Sheffield 
group (Holmes et al., 20148). They 
find that, in England, a MUP of GBP 
0.45 would lead to an immediate 
reduction in consumption of 1.6%, 
with consumption and spending by 
moderate drinkers only marginally 
affected. In contrast, the model 
estimated a decline in consumption 
of 3.7% among harmful drinkers, 
which increased to a 7.6% decline 
among those in the lowest income 
quintile. However, the estimated 
health benefits were also unequally 
distributed, with those in the lowest 
socioeconomic group, who comprise 
42% of the sample population, 
accruing 82% of the reduction 
in premature deaths and 87% of 
increases in quality-adjusted life-
years.

Leading players in the global alcohol 
industry has challenged the validity 
of this research, as the estimates 
are derived from models, rather 
than actual experience. However, 
a detailed analysis of data from 
British Columbia also supports the 
effectiveness of minimum prices. In 
that setting, minimum prices have 
been imposed since 1989, and have 
been increased over time. Research 

found that a 10% increase in average 
minimum price for all alcoholic 
beverages was associated with a 
32% reduction in wholly alcohol 
attributable deaths, with associations 
still detectable up to three years after 
price increases (Zhao et al., 20139). 
These benefits were seen even 
though minimum prices only affected 
a small proportion of products.

The report specifically noted that 
MUP is designed to affect only the 
cheapest segment of the alcohol 
market, unlike tax increases.

[1]  Ludbrook, A. (2010), Purchasing Patterns for 
Low Price Off Sales Alcohol: Evidence from the 
Expenditure and Food Survey. Scottish Health 
Action on Alcohol Problems at www.shaap.org.
uk/images/UserFiles/File/Reports%20and%20
Briefings/Briefing%20-%20Purchase%20
of%20low-price%20alcohol%20analysis.pdf.

[2]  Leicester, A. (2011), Alcohol Pricing and Taxation 
Policies, IFS Briefing Note No. BN124, Institute 
for Fiscal Studies London, www.ifs.org.uk/bns/
bn124.pdf.

[3]  Black, H., J. Gill and J. Chick (2011), The Price 

of a Drink: Levels of Consumption and Price Paid 

per Unit of Alcohol by Edinburgh’s Ill Drinkers 

with a Comparison to Wider Alcohol Sales in 

Scotland, Addiction, Vol. 106; No. 4, pp. 729–736.

[4]  Holmes, J. et al. (2014), Effects of Minimum 
Unit Pricing for Alcohol on Different Income and 
Socioeconomic Groups: A Modelling Study, The 
Lancet, Published online February 10, http://
dx.doi.org/10.1016/S0140-6736(13)62417-4.

[5]  Johnston, M., A. Ludbrook and M. Jaffray (2012), 
Inequalities in the Distribution of the Costs of 
Alcohol.

[6]  Rose, G. (1985), Sick Individuals and 
Sick Populations, International Journal of 
Epidemiology, Vol. 14,No. 1, pp. 32–38.

[7]  Song, A.V., P. Brown, and S.A. Glantz (2014), 
When Health Policy and Empirical Evidence 
Collide: The Case of Cigarette Package Warning 
Labels and Economic Consumer Surplus, 
American Journal of Public Health, Vol. 104, No. 
2, pp. e42–51.

[8] Op. Cit.

[9]  Zhao, J. et al. (2013), The Relationship Between 
Minimum Alcohol Prices, Outlet Densities and 
Alcohol-Attributable Deaths in British Columbia, 
2002–09, Addiction, Vol. 108, No. 6, pp. 1059–
1069.

ECJ MUP Hearing 
May 6th 2015

Legislation to bring in a minimum 
unit price of 50p was passed by the 
Scottish Parliament in May 2012. 
The Scotch Whisky Association 
(SWA) backed by European wine 
and spirits producers, challenged 
this in the Scottish courts arguing 
that it breached European law.

The legal challenge by the SWA was 
initially rejected in Scotland. However 
as part of a second appeal hearing, 
the court decided to refer a number of 
questions to the Luxembourg-based 
European Court of Justice (ECJ) in 
April 2014. The questions referred 
to two particular issues: 1) whether 
MUP legislation was compatible with 
the EU’s common organization of 
the market in wine; and the Treaty 
on the Functioning of the European 
Union’s (TFEU) provisions of free 
movement of goods. And 2) Whether, 
under EU laws, it is permissible 
for a member state to reject fiscal 
measures increasing price in favour 
of legislating a minimum price which 
[allegedly] distorts EU trade and 
competition.

QC Aidan Robertson, who specializes 
in competition, EU, and public law, 
has reviewed the case1 finding no 
grounds in EU law for opposing MUP 
and thereby arguing that the initial 
rulings of the Scottish Courts are valid 
and should be upheld.

EU member states have had the 
opportunity to make representations 
to the court on the Scottish 
Government’s proposal: written 
submissions were received in 2014 
and oral evidence was heard on May 
6th at the ECJ.

Scottish Health Secretary Shona 
Robison said in advance of the 
hearing: “In Scotland we drink far 
more than we did a generation 
ago, and alcohol consumption is 
almost a fifth higher than the rest 
of the UK…Heavy drinking places 
a heavy burden on society, not just 
by damaging health and causing 
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premature death, but also by 
contributing to crime and disorder.” 

Prior to this Ms Robison has 
observed: ‘Minimum unit pricing 
of alcohol was passed unopposed 
by the Parliament and would have 
been in place now for two years if 
it were not for the legal challenge 
that has been led by the Scotch 
Whisky Association. Over that time, 
we would have seen more than 100 
fewer deaths; more than 3,000 fewer 
hospital admissions; and around 
7,000 fewer crimes.’2 

The Scottish Government, as 
expected, received support during 
the hearing from Ireland, Norway, 
Sweden and the UK. 

In the initial introduction the centrality 
of Article 34 of the TFEU was 
noted. This is a provision on the 
free movement of goods. Generally, 
Member States are not allowed to 
breach this Article. However, if they 
can show that there are valid public 

policy grounds, in this case: health, 
to do so, they can plead Article 36. 
This is the Treaty provision that lays 
down the exceptions and justifications 
for breaches of Article 34. In order 
to do so they have to show that the 
measures do not discriminate against 
imported goods and respects the 
principle of proportionality – i.e. does 
the measure do just what is needed 
to accomplish its aims or does it go 
beyond that? 

What happens next?
The Advocate General will deliver his 
opinion on 3 September 2015, with 
the final ECJ opinion coming some 
time after that. The case will then be 
referred back to the Scottish Court of 
Session.

[1]  Robertson, A. (2014), Minimum Unit Pricing for 
Alcohol in the Court of Justice European Journal 
of Risk Regulation No. 4 pp. 459–468.

[2]  Scottish Parliament: Transcript, Meeting of the 
Parliament 21 May 2015 at http://www.scottish.
parliament.uk/parliamentarybusiness/report.
aspx?r=9960.

European Alcohol and
Health Forum and EU
Alcohol Strategy

Over 20 public health NGOs, 
including Scottish Health Action 
on Alcohol Problems,  have 
resigned from the EU Alcohol and 
Health Forum to signal their anger 
at DG Sante Commissioner Vytenis 
Andriukaitis’ announcement that 
he is not planning to introduce 
a new EU Alcohol Strategy. The 
previous strategy expired in 2012 
and since then the EU Parliament, 
numerous member states, and 
public health fora have repeatedly 
called for a replacement to tackle 
the substantial harm caused by 
alcohol in Europe. 

In an open letter to the 
Commissioner, the resigning NGOs 
noted that, in view of this lack of 
action by the Commission, their 
time would be better spent pursuing 

SHAAP Director Eric Carlin with Eurocare at their meeting with Commissioner Vytenis Andriukaitis, DG Sante, Brussels 2nd July 2015
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other avenues. Specific reference 
was made to avenues without 
such significant influence from the 
alcohol industry.  This was felt to 
be particularly true considering the 
lack of evidence supporting extant, 
voluntary undertakings by the alcohol 
industry to reduce alcohol harm.

The letter noted that 17 Member 
States’ Health Ministers, the 
Committee of National Alcohol Policy 
Action (CNAPA, which represents 
Member States), and an April 
29th resolution from the European 
Parliament have all highlighted the 
need for a new, comprehensive and 
specific alcohol strategy. Neither 
the continuation of the outdated 
strategy nor the subsuming of alcohol 
into a new strategy covering non-
communicable diseases satisfies 
public health needs.

House of Lords 
European Committee
Report: “A New EU
Alcohol Strategy?”

In May 2015 the House of Lords 
European Union Committee 
published the findings of its 
inquiry into the EU’s lapsed 2006 
Alcohol Strategy. The Lords 
committee reached three main 
conclusions:

‘ The 2006-12 strategy, while well-
intentioned, did not concentrate 
on what the EU itself can act on. 
Consequently it achieved little. In 
developing any new action the EU 
should therefore concentrate on 
what it can do, over and above any 
initiatives the Member States can 
take on their own. 

  The current EU alcohol taxation 
regime prevents Member States 
from raising duties on the most 
harmful substances, and provides 
incentives to purchase drinks 
with higher alcohol contents. This 
illogical taxation structure must be 
reformed. 

  The EU rules of food labelling must 
be amended to include alcoholic 
drinks. Voluntary commitments are 
not enough.’

Media Notice: House of Lords 
Information Office 2015

Background
The committee sought both 
written and oral testimony from 
manufacturers, retailers, advertisers, 
researchers, health professionals, 
MPs, MEPs and number of NGOs 
including Eurocare, the Institute of 
Alcohol Studies and SHAAP1. 

Content of the 
Committee’s report
The initial section of the report laid 
out the context, detailing the harm 
caused by alcohol abuse, including 
the World Health Organisation’s 
description of the impact of alcohol 
on health and a statistical breakdown 
of alcohol-related deaths in the UK. It 
noted the differences in consumption 
between men and women; within 
the UK; the range of harm to others 
alcohol can cause; the economic 
impact of alcohol consumption; and 
the positive health and social effects 
of moderate consumption.

As regards the success of this 
strategy the committee heard the 
difficulty of attributing outcomes 
accurately to one policy measure. A 
problem 

‘ …exacerbated by the lack of 
indicators, standardised data 
collection systems or an evaluation 
mechanism by which it would have 
been possible to assess whether or 
not the Strategy had achieved its 
objective’ 

Eric Carlin, Director of SHAAP, 
noted that, in the absence of SMART 
targets, ‘it was difficult to assess what 
would have been achieved had the 
Strategy not been in place.’ (p21). 
Regarding the case for continued EU 
action – planning what added value 
it may offer to national action on 
alcohol-related harm, Mr Carlin noted:

‘ national and local efforts produce 
better results when they are 
supported by regional and global 
action within agreed policy 
frames…That is the concept of 
subsidiarity and we absolutely 
agree that every Member State 
should remain free to develop and 
implement its own health policies, 
with the EU policy complementing 
national action.’ (p27)

A number of potential areas for 
action were identified as particularly 
suited to EU action as they could 
not be addressed by unilateral 
Member State action. These were 
primarily cross-border issues related 
to the trade of alcohol within the 
EU, including taxation and labelling. 
Conversely some alcohol-related 
policy areas were explicitly excluded 
as unsuited to EU action, notably 
licensing arrangements and alcohol-
related crime. 

Industry representatives all favoured 
a ‘continuation’ of the 2006–12 
Strategy which would ‘build on 
the previous Strategy rather than 
seeking to create something entirely 
different.’ (p31). The committee 
however concluded that: ‘… [There] 
are specific issues which need to 
be addressed in a way that the 
previous Strategy did not, so while 
its underlying principles and priorities 
may still be valid, simply ‘continuing’ 
is not an option.’ (p32) 

Chapter 5 examined possible policy 
approaches. Katherine Brown from 
the Institute of Alcohol Studies noted 
that, in future, policy-makers in the 
Commission 

‘ need to have an awareness that 
alcohol is everybody’s business…
We need to have an education 
process whereby colleagues in 
DG Tax, DG Info and DG Trade 
understand the impact that alcohol 
has across their policy briefs and 
that alcohol harm has in general 
across society.’ (p33)

The committee accordingly 
concluded: 

‘ Future EU action on alcohol 
abuse should not be confined to 
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action under health policy, but 
should take a ‘health in all policies’ 
approach…We believe that the 
most effective policy approach is 
one which combines measures at 
population level intended to reduce 
overall levels of consumption, 
with targeted measures intended 
to reduce harmful consumption.’ 
(pp33–34) 

In Chapter 6 the committee noted 
the illogicality of the current alcohol 
taxation system quoting ScHARR’s 
(University of Sheffield) written 
submission: 

‘ Specifying that wine and ciders 
must be taxed by product volume 
while permitting beer and spirits 
to be taxed by ethanol content 
prevents excise duty being 
levied in a way which reflects the 
public health risk associated with 
products.’ (p36) 

It was suggested that this taxation 
structure be reviewed to allow the 
implementation of variable tax 
rates for wines and ciders in line 
with alcoholic strength, and to give 
an incentive to the manufacture of 
lower strength beers. The committee 
also registered its regret that the 
Commission’s attempt to update 
minimum rates of duty set over twenty 
years ago was blocked in the Council 
in 2010 and has not subsequently 
progressed. 

In Chapter 7 on marketing the 
Advertising Association claimed in its 
written evidence: 

‘ …the assumption that advertising 
exposure is even relevant to 
harm should be challenged—in 
recent years, there has been 
an inverse correlation between 
advertising exposure and levels of 
consumption.’ 

The committee expressed deep 
scepticism over this claim noting 
it raised the question of why the 
industry is prepared to spend £800 
million a year on advertising. Indeed 
the committee highlighted how 
quickly industry witnesses criticised 
evidence contrary to their interests 

noting researchers had frequently 
encountered this tendency too.

Similarly the committee were 
sceptical about the efficacy of the 
voluntary commitments made under 
Pledge A1 of the UK Public Health 
Responsibility Deal regarding 
labelling. They asked a number of 
questions: “Even if the 80% target 
had been fully complied with, the 
pledge begs the question, why should 
it apply to only “80% of products on 
shelf”? What about the remaining 
20%?” (p51) 

Regarding bodies which support 
the EU’s actions, in Chapter 8 the 
committee suggested that, while 
a useful body CNAPA would be 
better served if Member States 
only nominated officials who are 
in a position to represent their 
governments’ views. It also suggested 
that the EAHF, since it contains 
a significant industry presence, 
distinguish between policy debate 
and policy formulation which is the 
preserve of Member States. 

Regarding Minimum Unit Pricing 
(MUP), the committee concurred with 
some industry witnesses that there 
is no hard evidence that MUP will 
work in reducing alcohol-related harm 
in Europe. However it noted that is 
because 

‘ …it has never been tried. But that 
alone is not a reason for not trying 
it; if governments never embarked 
on any policy without proof that the 
policy would be successful, they 
would be giving a poor example of 
leadership.” (p42)

They noted that Scotland aims to 
be the first country in the world to 
introduce MUP, identifying SHAAP 
as one of its leading advocates. 
Should the Scottish Act introducing 
MUP be deemed legal under EU 
law2 the committee recommends that 
the United Kingdom Government 
monitor the effects of its introduction 
in Scotland. If it does appear to 
be successful in bringing health 
benefits to the heaviest drinkers, the 
Government should introduce MUP in 
England and Wales.

Furthermore the committee 
expressed surprise that the European 
Commission advised the UK 
Government that, in its view, a better 
way of reducing alcohol harms would 
be to raise alcohol duties. It viewed 
as inappropriate the Commission 
trying to advise a Member State 
on the policy it should adopt in a 
matter almost entirely within the 
Member State’s own competence. It 
concluded by expressing regret that 
the Commission’s decision appears 
to favour economic interests over the 
health and well-being of EU citizens.

[1]  For a complete list of witnesses go to: http://
www.parliament.uk/eu-alcohol-strategy.

[2]  Within a month of the Scottish Act receiving 
Royal Assent, the Scotch Whiskey Association, 
together with two European groups of wine 
and spirit manufacturers, petitioned for judicial 
review of the Act. The Lord Advocate and the 
Advocate-General for Scotland conceded that 
the Act would be in breach of Article 34 Treaty of 
the Functioning of the European Union unless 
justified under Article 36. The court decided that 
the relationship between the two Articles was 
unclear, and referred a number of questions to 
the Court of Justice of the European Union for 
decision. There the matter now rests.

New SAB Miller-funded
Report by DEMOS

In 2013, the Global Alcohol Policy 
Alliance called for the alcohol 
industry to “refrain from direct 
funding of alcohol research 
because of the potential for agenda 
setting”. DEMOS has published 
a report entitled Character and 
moderation. Encouraging the next 
generation of responsible drinkers. 
Funded by global alcohol producer 
SAB Miller, the report discusses the 
2012 UK Coalition Government’s 
alcohol strategy to tackle alcohol 
misuse and hazardous drinking 
behaviours.

Although the report raises a number of 
important issues, its recommendations 
fall into the tradition of other industry-
funded reports which ignore or 
downplay evidence-based ‘ whole 
population’ policies, including 
regulation, in favour of voluntary 
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SHAAP/SARN Alcohol Occasionals Lunchtime Seminar Programme 2015–2016

Call for Presentations: ‘Alcohol, Europe and the World’

Scottish Health Action on Alcohol Problems (SHAAP) and the Scottish Alcohol 
Research Network (SARN) are pleased to announce a Call for Proposals to 
present at our lunchtime ‘Alcohol Occasional’ seminars. These showcase 
innovative research on alcohol use and provide the chance for researchers, 
practitioners and policy makers and members of the public to hear and discuss 
alcohol related topics, over lunch in the historic Royal College of Physicians in 
Queen Street, Edinburgh.
The theme for our forthcoming seminar series, from October 2015, is ‘Alcohol, Europe 
and the World’. We’re particularly interested in presentations which provide insights and 
can stimulate discussion about alcohol in different cultural contexts, drawing on a range of 
disciplines and opening up debate about implications for policy and practice. Following the 
seminars, SHAAP will produce briefing papers, which will aim to capture the main themes 
and to communicate these to a wider audience. You can access reports from previous 
seminars here: www.shaap.org.uk/alcohol-occasionals.html 

The 2015–2016 seminars will take place from 12.30–14.00 on the following dates 
29th October 2015 • 8th December • 4th February 2016 • 1st March • 19th May • 14th June.

If you are interested in presenting your work, please email Eric Carlin, SHAAP Director, at 
shaap.director@rcpe.ac.uk by 31st August 2015 with a proposal of no more than 300 words.

industry actions and actions to 
’responsibilise’ individuals.

The DEMOS report cites encouraging 
reports that, while many serious 
challenges remain, hazardous 
alcohol consumption, particularly 
among young people, may be 
reducing. It recommends focussing 
on early intervention and prevention, 
targeting resources at the home 
environment and supporting 
parents, lifestyle choices and the 
development of so called ‘life 
skills’ or ‘character’ programmes in 
schools. When referring to ‘character’ 
the report means skills/qualities 
such as motivation, self-control, 
resilience, social competence, and 

perseverance. It also emphasises the 
importance of ‘moral’ virtues such as 
integrity, honesty and empathy. The 
researchers also argue that ‘‘parents 
are fundamental to whether, at what 
age and how much young people 
drink’’.

The report does not mention that most 
aspects of alcohol policy are devolved 
to the UK nations and that since 2009, 
the Scottish Government has had 
its own alcohol strategy, “Changing 
Scotland’s Relationship with Alcohol” 
which differs significantly from that 
of the UK Government in its ‘whole 
population’ approach and greater 
emphasis on WHO ‘best buys’ of 
actions to increase price and reduce 

availability and marketing of alcohol 
(http://www.who.int/nmh/publications/
who_bestbuys_to_prevent_ncds.
pdf).  This has included legislating 
in 2012 to introduce Minimum Unit 
Pricing (MUP) although the legislation 
is yet to be implemented because 
of legal challenges by global alcohol 
producers. SAB Miller has been 
a vocal opponent to the Scottish 
Government’s policy.

Next Research & 
Policy Briefing: 
October 2015
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