
 
 

Alcohol Concern’s submission to the All-Party Hepatology Group’s ‘Inquiry into improving 

outcomes from liver disease’ 

Alcohol Concern is pleased to submit written evidence to the All-Party Hepatology Group’s ‘Inquiry 

into improving outcomes from liver disease’. It makes the following points: 

 Alcohol liver disease is the most prevalent cause of alcohol-related death in the UK, 

responsible for approximately two thirds (66%) of all alcohol-related deaths in 2011.1 The 

number of alcoholic liver disease hospital admissions in England has increased each year 

since 2002/3, rising 14.8% in the period 2009/10 to 2011/12.2 Liver disease is often slow to 

develop, meaning those presenting with the disease have tended to be middle aged and 

older persons but, alarmingly, the last decade has also seen a 117% overall increase in 

alcoholic liver disease hospital admissions in England amongst the under 30 age group, rising 

to 400% in the north east of England.3 

 

 As trends in liver disease mortality reflect trends in overall alcohol-related harm, these 

statistics provide a clear measure of the damage caused by alcohol to society.4 In order to 

reverse trends in liver disease deaths, and to lower rates of alcohol-related harm more 

generally, interventions must be evidence-based. According to a recent review,5 the most 

effective strategies to reduce alcohol-related harm from a public health perspective include, 

in rank order, price increases, restrictions on the physical availability of alcohol, drink-driving 

counter measures, brief interventions with at-risk drinkers, and treatment of drinkers with 

alcohol dependence.  

 

 Alcohol Concern continues to advocate the implementation of a minimum unit price (MUP). 

A 50p MUP in England predicted to prevent more than 3,000 alcohol-related deaths and 

98,000 hospital admissions each year.6 Alcohol Concern does not regard the ban on the sale 

of alcohol below cost, proposed by the Government this summer, as an adequate solution to 

reducing harm. Very little alcohol is presently sold below the combined cost of VAT and 

excise duty in England and Wales, meaning that supermarkets and other off-trade retailers 

will continue to be able to sell alcohol at rock-bottom prices. 

 

 The dropping of MUP highlights a current government policy that puts the commercial 

interests of the alcohol industry before the health and well-being of the nation, and this 

continues to be the main obstacle to achieving meaningful and effective action. As part of 

the Government’s Responsibility Deal, the alcohol industry has voluntarily made a series of 

pledges that seek to “empower and support people to make informed, balanced choices” 

about their drinking,7 but these primarily relate to activities that have a weak evidence base 

in terms of their effectiveness. Alcohol Concern shares the view of the World Health 

Organisation8
 that, while the alcohol industry can and should play a role in implementing 

decisions on alcohol policy, it should not be allowed to influence the making of that policy. 



 

 There remains an urgent need to invest in alcohol treatment services. Around half of the £2 

billion spent on public health and treatment currently goes on drugs initiatives. Meanwhile, 

latest available figures show that local PCTs spend an average of £600k a year on alcohol 

treatment and counselling services, representing just 0.1% of a typical PCT's yearly 

spending.9  Presently, a lack of coordinated action means that ‘care is imperfect and 

spending is poorly targeted and ineffective’, very few hospitals have dedicated alcohol 

services and only 5.6% of dependent or harmful drinkers access treatment, compared to 

67% of dependent or harmful drug users.10 We believe that there should be full 

implementation of the NICE guidelines relating to alcohol treatment, which provide an 

excellent, evidence-based guide to effective intervention and referral systems. 

 

 A rise in the availability and use of alcohol treatment services has been shown elsewhere to 

make a positive difference in reducing harm, for example in North America where there is 

evidence of a strong correlation with a fall in liver cirrhosis deaths, and may have also 

played a role in reductions seen in some European countries.11  

 

 As noted by the British Association for Study of the Liver and others, enhanced services must 

be developed in primary care to screen and detect alcohol misuse and alcohol‐related harm, 

especially liver disease, at an early stage.12 Brief interventions have been shown to be 

particularly effective in reducing alcohol consumption and related harm in a variety of 

settings, including emergency departments, general medical hospital wards, and 

workplaces13 and support individuals to change their drinking behaviours before significant 

health harms have developed. 

 

 Changes to the public health system in England, implemented this year, offer real 

opportunities to develop a more cohesive and cost-effective approach to preventing and 

treating alcohol problems, including liver disease. However, there is also a serious risk that a 

lack of appropriate expertise and guidance will lead to these opportunities being lost, or to 

an unacceptable disparity in the level and quality of services across the country. Local 

authorities and their colleagues in clinical commissioning groups will require support in the 

form, perhaps, of a national service framework that could be adapted to local needs, backed 

up by the opportunity to share best practice. Such a framework could be led by a dedicated 

alcohol team within Public Health England, with established experts setting out, and 

supporting the implementation of, principles for action, rather than prescriptive plans.   

 

 Similarly, the NHS Commissioning Board should provide local commissioning groups with 

guidance on the best practice for commissioning comprehensive alcohol treatment services, 

based on the NICE guidance and published quality standard on alcohol dependence. They 

must hold commissioning consortia to account on their performance against a set of 

indicators relating to alcohol treatment services, linking to the shared mortality 

improvement area to reduce the under 75 mortality rate for liver disease in the NHS 

Outcomes Framework. 

 



 The Marmot Review,14 commissioned by the Department of Health, highlighted that people 

with lower socio-economic status who consumed alcohol are more likely to have 

problematic drinking patterns and dependence. The level of support received for 

management of alcohol-related problems may also vary with socioeconomic status.15 

Addressing such inequalities in access to healthcare interventions is vital to avoid variation 

in liver disease outcomes. 

 

 Finally, there persists an inherent stigma associated with liver disease, with a general view 

that the disease is one that is self-induced. As excessive consumption and drunkenness has 

become normalised in society, the paradox is that seeking help for specific alcohol problems 

remains taboo, in part perpetuated by the alcohol industry’s insistence that alcohol is a 

neutral commodity that only causes problems in the hands of irresponsible consumers.16 

Such stigma continues to hinder awareness-raising efforts and the implementation of 

effective interventions. 
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